
 

 
  

 

VISION CARE 
MEMBER INFORMATION — REQUIRED FOR ALL CLAIMS HOME LOCAL UNION NO. ______________________ 

NAME OF MEMBER ______________________________________________________________________________________________ 
 LAST FIRST MIDDLE 
MEMBER’S MARTIAL STATUS:  SINGLE  MARRIED  WIDOWED  DIVORCED  SEPARATED 
SOCIAL SECURITY NUMBER: __________________ OCCUPATION: ____________________________  ACTIVE  RETIRED 
STREET ADDRESS:________________________________________________________________________________________ 

CITY, STATE ____________________________________________ ZIP: _______________ PHONE NUMBER (___) __________________ 

DEPENDENT INFORMATION — IF CLAIM IS FOR YOUR DEPENDENT 

NAME OF DEPENDENT: _____________________________________________________________________________________ 
RELATIONSHIP TO MEMBER:___ _______________________________________ DATE OF BIRTH: ___________________________ 
DEPENDENT’S MARTIAL STATUS:  SINGLE  MARRIED  WIDOWED  DIVORCED  SEPARATED 
IS DEPENDENT EMPLOYED? IF YES: NAME: _________________________________________________________________ 
 YES   NO  ADDRESS: ______________________________________________________________ 
     CITY, STATE: ____________________________________ ZIP: ____________________ 
IS DEPENDENT? IF YES: NAME: _________________________________________________________________ 
 YES   NO  ADDRESS: ______________________________________________________________ 
     CITY, STATE: ____________________________________ ZIP: ____________________ 

Note: Attach letter from school with certified transcript stating that Dependent is a full-time student. 

OTHER INSURANCE INFORMATION 

DO YOU OR YOUR DEPENDENT HAVE ANY OTHER HEALTH INSURANCE?  YES  NO IF YES: 

A) NAME OF THE PERSON INSURED: _____________________________________ RELATIONSHIP TO MEMBER: __________________ 
B) INSURED PERSON’S EMPLOYER: _____________________________________________________________________________ 
C) EMPLOYER’S STREET ADDRESS: ____________________________________________________________________________ 

CITY, STATE: ___________________________________________________________________ __ZIP: _________________ 
D) POLICY NUMBER: ____________________________________ CERTIFIED NUMBER: ___________________________________ 

SOCIAL SECURITY NUMBER: _________________________________ PHONE NUMBER: (___) ____________________________ 

Note: Attach copy of payment worksheet or denial from other insurance or Medicare 

Authorization 
I hereby certify the above statements are true and complete to the best 
of my knowledge and belief. I authorize the release, when requested by 
the Trustees or their representative, of any facts concerning the 
treatment of myself or my dependents. A photocopy of this 
authorization shall be considered as effective and valid as the original. 

Member’s Signature: ______________________ Date: _________ 

Patient’s Signature: _______________________ Date: _________ 

Assignment 

I hereby authorize payment of Vision Care Benefits directly to the 
provider(s) of services and materials described on the next page of 
this form. 

Member’s Signature: _______________________ Date: ______ 

333 Pierce Road, Suite 410 
Itasca, Illinois 60143 

Toll-Free 866-463-9418 
Fax 630-967-3080 

www.tristatewelfarefund.com 
tristate@abpa-tpa.com 



 

 

TO BE COMPLETED BY OPHTHALMOLOGIST OR OPTOMETRIST 
 

Patient’s Name: ______________________________________________ Age: ____________________ 

1. Indicate the nature of eye exam:  Initial Exam  Continuing Care 

  Complete examination, including eye refraction. Date of Exam: ___________ Fee: $__________ 

  Complete examination, including eye refraction. Date of Exam: ___________ Fee: $__________ 

2. Has patient previously had glasses?  Yes (Give details) ____________________________  No 

3. Does patient require a prescription change at this time?  Yes  No 

4. Were tinted lenses prescribed?   Yes  No 

5. Are these lenses to be used primarily as sunglasses?   Yes  No 

6. Materials prescribed or provided: 
 

Frames $ __________________ 

 

Sub-normal vision $ __________________ 

 

Lenses – Single Vision 

Lenses – Bifocal 

Lenses – Trifocal 

Lenses – Lenticular 

Lenses – Contact 

 

 One  Two 

 One  Two 

 One  Two 

 One  Two 

 One  Two 

 

Each 

$_________ 

$_________ 

$_________ 

$_________ 

$_________ 

Total 

$_________ 

$_________ 

$_________ 

$_________ 

$_________ 

7. Are frames or lenses being replaced as a result of breakage or loss? Frame:  Yes  No Lenses:  Yes  No  

8. If contact lenses are being prescribed, please answer the following: 

 A. Are these lenses for cosmetic purposes?  Yes  No  

 B. Is this the first pair following cataract surgery?  Yes  No (If YES, provide the date of surgery ___________) 

 C. Would the visual acuity be corrected to 20/70 in better eye by use of conventional lenses?  Yes  No  

 D. Will the use of contact lenses correct the visual activity to 20/70 or better?   Yes  No 

Doctor’s Signature: ______________________________ Degree: ______________________ Date: _____________

Print or Type Doctor’s Name: ______________________ Tax ID#: _________________ Telephone #: ___________ 

Street Address: ________________________ City: _____________________ State: __________ Zip: ___________ 

 

 

TO BE COMPLETED BY OPTICIAN OR LAB 
Materials prescribed or provided: 
 

Frames $ __________________ 

 

Sub-normal vision $ __________________ 

 

Lenses – Single Vision 

Lenses – Bifocal 

Lenses – Trifocal 

Lenses – Lenticular 

Lenses – Contact 

 

 One  Two 

 One  Two 

 One  Two 

 One  Two 

 One  Two 

 

Each 

$_________ 

$_________ 

$_________ 

$_________ 

$_________ 

Total 

$_________ 

$_________ 

$_________ 

$_________ 

$_________ 

Date service began: __________________________________ Date service completed: ______________________ 

Provider’s signature: ________________________________________________ Date: _______________________ 

Print or type Provider’s name: ____________________________ Tax ID#: ___________ Telephone #: ___________

Street Address: ________________________ City: ____________________ State: __________ Zip: ____________ 
 

 


