RETURNTO:

Administrative Services Only,Inc
PO Box 9005 Dept.11

Lynbrook, NY 11563-9005
516-396-5500/800-537-1238
WWW.ASONET.COM

NINTHJUDICIALCOURTEMPLOYEESASSOCIATION
WELFARE FUND
OPTICALREIMBURSEMENT CLAIMFORM

PATIENT INFORMATION (REQUIRED ON CLAIMS FOR SPOUSES AND DEPENDENTS)

PatientName Birthdate Relationship toMember Full Time College Student | School
Spouse [] Child [J Yes [J No [J

MEMBER/EMPLOYEE INFORMATION

MemberName Birth date Social Security#

Street Address City State Zip Telephone#
( )

Member's Work Location Work Telephone#

SPOUSE INFORMATION

Spouse'sName(Print) Birthdate Social Security# Isspouse coveredby anotherBenefitsPlan? YES [] NO O
Name,Address, Telephone#ofSpousesEmployer Name of BenefitPlan
ARE ANY OTHER OPTICAL BENEFITS AVAILABLE FOR THIS PATIENT? YES (] NO [ IS THIS AN HMO PLAN?  YES [] NO ]

PROVIDER INFORMATION (EXAMINER)

Provider's Name (Print) License # Telephone # Taxpayer ID#

StreetAddress City State ZipCode

IS THIS CLAIM THE RESULT OF:
Accident or Injury? Yes [] No[] Occupational Injury? Yes [] No[]

Certification of Examiner: | have examined the above named patient and have found the following vision defects: Fee($)

Signature of Examiner Date

PROVIDER INFORMATION (DISPENSER OF FRAMES AND LENSES)

Provider's Name (Print) License # Telephone # Taxpayer ID#
Street Address City State Zip Code
IS THIS CLAIM THE RESULT OF: Accident or Injury? Yes No Occupational Injury? Yes No
SERVICE FEE($) DATE FOR OFFICE USE
FRAMES Note: Effective 6/1/23
LENSES Slngle Vision Active Members Only - limitedto $350 per
Bifocal calendar year.
Trifocal Retirees- limited to $200 per calendar year
: Spouse and Dependents- limited to $150 per
Lenticular calendar year.
Subnormal For eligibility call 800-537-1238 Ext.5561 or516-
396-5561 orvisit WWW.ASONET.COM
ContactLenses
Signature of Dispenser DATE

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR FUND, FILES A STATEMENT OF CLAIM
CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING
ANY FACT MATERIAL THERETO, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME.

[AUTHORIZATION TO RELEASE INFORMATION

| hereby authorize any insurance company, prepayment organization, hospital, physician, or The Board of Trustees of the Ninth Judicial Court
Employees Association Welfare Fund or its designated agent to release all information with respect to myself or any of my dependents which may
have a bearing on the benefits payable under this or any other plan providing benefits or services. A photocopy of this authorization, when duly executed,
shall serve in the same capacity as the original. | certify that the information submitted by me in support of this claim is true and correct.

Signed (Patient, or Parent if Minor) DATE

ASSIGNMENT OF BENEFITS: [ hereby authorize payment of the benefits (otherwise payable to me) directly to the above.

Signed (Member) DATE
"BENEFITSCANNOTBEASSIGNEDTONON-PARTICIPATINGPROVIDERS.




