
ELECTRICAL WORKERS LOCAL 369 
BENEFIT AND RETIREMENT FUND 

906 Ml NOMA AVENUE 
LOUISVILLE, KY L102 I 7 

PHONE:502-635-26 I I 

FAX:502-637-34-+4 Vision Claim Form 
TOLL FREE: 800-427-2495

906 Minoma Avenue 
Louisville, KY 40217 

Patient Information (REQUIRED) 
Last Name 

Street Address 

Birth Oate 

I::__ F __ 
Is Patient's Condition Related to: 

Employment Auto Accident 

First Name 

City 

1 

Relationship to the Subscriber: 

Self__ Spouse_ 

Other Accident 

Child __ 

Subscriber Information (REQUIRED} 
Last Name First Name 

Street Address City 

M.I. Identification Number or SSN 

State Postal Code 
I 

Telephone 

Patient Status 

Other Employed __ Full time student 
Is there Another Health Benefit Plan 

Yes No If yes, complete other insurance Information. 

M.I. Identification Number or SSN 

State Postal Code Telephone 

) 
Birth Date 

I :
ex 

I
Employers Name I Insurance Plan Name Subscribers Group Number 

F 

Provider Information (REQUIRED) 
Provider Name Telephone 

( I 
Street Address I City State 

I 
Postal Code 

FRAUD WARNING: Any person who knowingly files a statement of claim containing any misrepresentations or any false, 
incomplete or misleading information may be guilty of a criminal act punishable under law and may be subject to civil 
penalties. 

Patient's or Authorized Person's Signature: I authorize the release of any medical or other information necessary to 
process this claim. By signing below, I acknowledge that I have read the applicable Fraud Warning Statements on the 
back of this form. 

Signed, ______________________ _ Date ___________ _ 

*Please note:  If the balance exceeds the $150.00 Vision Benefit, you may claim the remainder under HRA.  Please attach a 
completed HRA Claim Form for the remaining balance if desired.

Mail completed claim forms to: Electrical Workers Local 369 Benefit Fund 



Claim Instructions 

1. Enter all requested Information In the Patient Information and Subscriber Information sections.
Claims may be delayed If Information Is missing.

2. If you have other Insurance, enter all Information in the Other Insurance Information section.
3. Enter the Name, Address and Telephone number of the provider of services In the Provider

Information Section.
4. Attach the original nemlzed receipts cf the services and/ or materials you received.
5. Sign and Date the ctaim form.

Submission of this claim fom, does not guarantee payment for services, 
Mall the completed claim form to: 

Electrical Workers Local 369 Benefit Fund 
906 Mlnoma ·Avenue 
Louisville, KY 40217 

FRAUD WARNING STATEMENTS 

AIHka: A pe�n who knowlngly and with lntent to lnJur., defrlll.ld, or decetYe 1n Insurance oompany fllea a ct.Im contaln(ng false, lnooo,plete, or mlslead!ng Information 
may be prosecuted under state law, 

Arkanua: Any pef'$(ln who knowingly presents a false or fraudulent Plalm for payment of a loss or benefit or knowln�y J)retente false lnromv•Uon In an appll�tlorr for 
lns1.u·ance ls guilty of a crime and may t,e 111ub)e<it to nnea •nd confinement In PM')n, 

Callfomla: For yoyr l)l'Olection California law require, the following to appear on this form. Any pel'$on woo knowingly pre&80ts false or a rraudulent ·c1atm for the
paymenl of a klst Is gu�ty of a crime and m.a.y be •ubJect to fine, and oonfirrement In si.te pr1$on, 

Colorado: 11 ls unlawful to l<.nowl,1gly provide fal.ae, lnoompleto, or mlsle•dlng facts or lnforrrn11tion to an ln�ranoe c,:;;imJ)'ny for the purpose o( defrauding or attempting 
to demliud the company. Penalties may lncludo lmprisonmen� rrnes, denial of lnsun110<», and oivl damages, My lniu111nce company ot agent ¢fan fflrance ootnpany 
who knowingly p!'Q'o'ldes false, lncomptete, or m�a.dlng ,acm or lnformrion to a pdloy holder o( claimant with regard to a aetlloment Of !IWlll'd payable from Insurance 
procei,ds shaN be reported to the Colorado Division of lnsuranoe wtthln the departmeni of regulatory agencl8$, 

D�tmt c;,f Columbla: WARNING; It Is a erime to provide false or mllle.cllng lnformt11Qn lo an Insurer fQr the purpose of de�.id!ng the ins.irer or any other person, 
Penattle• Include Imprisonment and/or fines, In addttkin, a.n ln..,.rer may deny lnsu!'llnce t>eneffls if f11lso Information matertal!y rlttated to a claim was proY!ded by the 
applloant. 

Florida: A person who knowingly and with lnh,nt lo defraud, or deceive an Insurance oompany flh,s a stalement of ola(m or •n app(lcai�on containing false, !nCQmp/1,te, 
or misleading lnformetlon Is guilty of a felony of the thfrd degree. 

fndlana: A peraon who knowingly 111nd wJtt, Intent to defrllucl 11n Insurer fll" e •t.tement of Qalm containing falM, Incomplete, or ml•adlng lnfo1matton c:ommlts a felony, 

Kentuok)': Any pe� who knowingly and With Ir.tent tc defraud any lnau,anc:e company Of' o1tler pcm.on flo& a statement of elalm OQn�lolng any materially fal$e 
lnformeitlon or conceals, for the purpose of misleading, informaOOn corwem!ng ,iny fact material thereto commltt a rtauduJent lr.1L1rance 110!, whkm It a orime, 

Main•: 111• a c.rime to knowingly pl'Qvide false, lncom�e or mlsleadlng Information to an lnsuranoe company for the pu(pose of defrauding the company, l'enaltleB 
may Include lmprl'°ni:nenl, fines or a d&ni11I Of Insurance l>oneflts, 

MlnMtota: A person who flln a claim with Intent to dofraud or holps commit a fraud again at an Insurer b, guMty of a orlme, 

New Ham�hlre: Any person who, with a purpose lo injure, defraud or dece1"" any losuranoe company, flies a statement of claim containing any false, Incomplete or 
m/sfe�log Information It $Ubfe¢t to �1e0utlon and punishment for lnsu"'nce fraud, as provided In RSA 638,20, 

frl.w J,,...y: My Pel'1or1 who knowingly nle, a $tatement of claim conta!fllng any fal,e Of mlaleacflng lnformaUon Is suPJ� tQ orlmlnal and 1;1)'.t penalties, 

NitW Mt,:1001 Any pe™>n who knowhigly presents a fl.Ilse or fraudulent clalm for payment of a loss Of benefrt or knowingly pre&enb fal&e Information In ein 41f)pl!catlon 
for ltlllurance l, guffty of • Oflme al\Q may be subject to ell/I flne1o and criminal penaftles, 

New York: Any pet'$0fl who knowingly and with Intent to defraud any !nsuraneo 00mpa,iy or oth"r pe�n flt!• an 11ppl!qe,tlon for lnsuranoe or statement of claim 
COl'ltalnir.g any materially fajse lnformat1on 1 ol' ¢0flceals fQt the pllrposo <if misleading, lntonnation concerning any rac.t maleMI thereto, comm�s a fraudulent lnsurl!lneo 
aot, whk..i Is a crlme and shall also be sub,ect lo a cl'-'11 penatty not lo exceed five thous«nd dojlars and tM stated vallJe of tho olalm for efrCI, tuch vfol.ltlon, 

Ohio: My penso!l who, with Intent to defra\.ld or knowing thai he Is fai:Sltatlng a fr11ud agailn•i 1n Insurer, iubmtts an appllcatlon or flies a claim oi>ntalning • false or 
deceptive statement Is �witty ol JnsuranC8 traucl. 

Oldflhoma: WARNING: Any per.en WhQ kno'-Nlngly and with Intent to ln)Yre, defraud, or deceive any Insurer, makes a claim for the proceeds on an Jn,1.1ra111» �loy 
conta.lnbg false, lncomple� or m�edlng ltlformaUoo fs gultfy of a ,eiony, · 

Pen11aylvanla: Any person Who knowingly and with Intent to dott'aud: any Insurance compeny or other pfflon ftll!I, sin appllcallon for !MUranoe or st.tement of claim 
cot"1talnln11 any materially fe.lse lnformaUon, or eonc:e.als, for the purpose of misleading, JnformaUon concerning 11n1 faot mat� thereto comm.ts a �ij(julent Insurance 
act, whlcl1 ls a. crime rand subjects such pel'SQn to crlmlnal to 111ncl cM penalties, 

Tnas: Any person who k'1.owlngly present. a false or fraudulent Qalm for ihe paym«it of a'°" ls gu� of II crlmo:t «nd n,lilly be sul:i;oct to flnes and confinement !n state 
p,tson, 




