a MetLife | Vision Davis Vision Network

MyBenefits
Submit your out-of-network

vision claim online

Use this MyBenefits online form to submit a claim for the following:
» Services rendered by an out-of-network provider, or

» Services rendered by an in-network provider, where you took advantage of sales, coupons, or other in-
store specials.

Claims submitted here will be reimbursed according to your plan’s out-of-network rates.

1. Once registered and logged in to metlife.com/mybenefits, from the MyBenefits Homepage click on
‘Claim Center’.

My Accounts > Claim Center > Documents & Forms >
Get an overview of your policies and see See details and status updates for all your claims; See your Explanation of Benefits (EOB) to learn
what other benefits are available to you. get helpful information about the filing process. what was covered and why; view and download

other forms.

2. On the Vision card, click on
‘Manage Claims’. 3. Next, click on ‘Submit a Claim’.
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Click below to get Claim submission and benefit
information, view past visit details, find a provider
or see answers to common questions.

4. A box will pop-up to select the patient/person you are
m submitting the claim for. Select the person and click ‘Submit’.

Select Patient

Select Patient for this Clim:

© TOM ABBOTT MEMBER

PATRICIA ABBOTT SPOUSE
MIKE ABBOTT CHILD

KATE ABBOTT CHILD

m Close Window




5. After choosing the person you are submitting a claim for, the following page appears. Enter the requested

information in each section.

Claims submitted here will be reimbursed according to your plan’s out-of-network rates. You may receive full or partial
reimbursement for services from out-of-network providers. However, this claim submission does not guarantee any
reimbursement. Review your benefits for details.

Use this form to submit a claim for the following:

s Services rendered by an Out-of-Metwark provider, or
+ Services rendered by an In-Network provider, where you took advantage of sales, coupons, or other in-store

specials.
Step 1 Patient Selected
Patient Name Relationship Action
TOM ABBOTT MEMBER Change Patient

Step 2 Date of Service

If you have more than one receipt, please enter the earliest service date,

April v
7 v
2025 v
Add Service to Claim
Step 3 Services Received
Based on your receipt(s), use the "Add Service to Claim" button to enter the expenses you incurred for the
services you received.
Service Expenses Incurred Action
Eye Examination $ 200.00 m
Total Expenses Incurred: $ 200.00
| Add Service
Service Type: Eye Examination ~

Expenses Incurred:

200.00 ‘
m ‘ Close Window L
- Add Service to Claim
k] Services Received I
Based on your receipt(s), use the "Add Service to Claim” button to enter the expenses you incurred for the
services you received.
Service Expenses Incurred Action
Eye Examination $ 200.00 m
Frames $150.00 m
Single Vision Lenses % 50.00 m
Total Expenses Incurred: $ 400.00

You can
change the
patient here if
needed.

Complete the
‘Date of
Service’.

Click on ‘Add
Service to Claim’
to enter your
services/expenses.

Choose your ‘Service
Type’ from the drop-
down box. Enter the

amount you paid for that
service in the ‘Expenses
Incurred’ field and click

‘Submit’. j

If you have more than
one Service Type, click
on ‘Add Service to
Claim’ again and then
click ‘Submit’. |
v




6. After entering your services/expenses incurred, click on ‘Add Receipt’ to upload your itemized receipts.
7. Upload your receipt by clicking on Choose File. After choosing your file, click Submit.

* You may enter more than one receipt, up to 3 MB.

Step4 Receipts
Use the "Add Receipt” button to upload coples of your receipt(s) to this claim form in either image (JPG, JPEG) or
PDF format.
Receipt Image Action

Add Receipt

No receipts on

Browser for receipt image: Choose File | |sample 2.pdf

m ’ Close Window

Your file name will show under the Receipts section.

Use the "Add Receipt" button to upload copies of your receipt(s) to this claim form in either image (JPG, JPEG) or
PDF format.

Receipt Image Action

Iﬂi Vision Receipt.pdf m

* The total size of your images cannot exceed 3 MB. You have 2599 KB remaining.

8. If you visited an in-network provider for this service, enter the provider’s name and phone number.

Coms | vtk |

If you are filing this claim for services rendered by an In-Network provider, please enter the provider's name and
phone number in Step 5 below. Otherwise, skip Step 5.

Provider Name:

Provider Phone:

9. Next, certify the information is correct by checking off the box.

| I certify that the information I am submitting is correct, and I authorize the provider to release appropriate
information necessary to process this claim to plan provisions.

View Claim Summary




10. Once you have certified the information is correct, you'll have a chance to ‘View Claim Summary’.

I certify that the information I am submitting is correct, and I authorize the provider to release appropriate
information necessary to process this claim to plan provisions.

View Claim Summary

1. You can then choose to either ‘Edit Claim’ or ‘Submit Claim’.

Please review the claim data below.
Then, click the "Submit Claim" button at the bottom of this page to submit the claim or click the "Edit Claim”
button to make changes to this claim before submitting.

Patient Selected
Patient Name: TOM ABBOTT
Relationship: MEMBER
Policyholder: TOM ABBOTT
Mailing Address: 123 MAPLE STREET

AFPLETON, WI 12345

Service Expenses Incurred Date of Service
Eye Examination $200.00 4/7f2025
Total Expenses Incurred: $ 200.00
Receipts

mi Vision Receipt.pdf

The actual reimbursement amount may differ from above.

You should receive your reimbursement within 10 - 15 business days.




Prefer to mail in a paper form with receipts?

By clicking on the ‘Forms’ tab, you can download a form and mail it to the address below. Follow the
directions and fill out the form in its entirety.

* Complete a form for each patient and/or plan.

Policy Information Find a Provider Contact Us

Forms and Publications

While the information presented is believed to be accurate as of the publication date, it is subject to change without notice.

* HIPAA Authorization Form

[ * Member Reimbursement Claim Form ]

W' MetLife | Vision

* Nominate a Provider FORM INSTRUCTIONS
The form must b fled out by the member. A feds flagged with an astris () arerequired. The orms ilable, 5o you
4o ot have 1 hand write, Fl i out o & computer, pint, and mail n. I you decids § hand wit, use blue o black k.

Other available forms may be obtained by calling Member Services at 1-833-3934 ..o

Select the patient's relation to the member. Choose only one.
Enter the patients date of birth n the following format: Month/Day/Four-Digit Year
Select a gender. Choose only one.

Enter the patients last name and first name.

Enter the address, city, state and ZIP code.

‘The patient's middie inital and ZIP+4 are optional,

Member section

1. Enter the Last 4 Digits of the member's SSN.
2. Ifthe patient s the member, select “Member information below is the same as Patient.”
3. Otherwise, enter the member's information

. Enter the member's date of bifth in the following format: Month/Day/Four-Digit Year

Enf

. N MetLife | Vision

VISION BY METLIFE MEMBER REIMBURSEMENT FORM

Claim section:

: ' - . s Mo S smmem g
Verify the information on the form is correct, attach g [ - e NN
itemized receipts, and mail form and receipts to: gl e e L

4. Enterthe fi Last 4 Digis of SSN*. [ ]

Last Name*: | ] First Namer: | T[]
Addross 1 | Address 2: | ]

Review thel
Read the af

MetLife Vision (Daws: Vision) e Mol s
Attn: Claims Processing i e e

P.O. Box 509 3 o _— o
Troy, New York 12181 e —

Lastiame: | ] Firstame: [ ]
Offce Name: | ]
Address 1 | Jaddossz. | ]
ciy: e I T s P2 |
By signing tis lam form, | certy that | have read the applicable lam fraud warmings nciuded with tis for,

and that i ge. |
acknowiedge hat the above-named provider f not a MelL e In Network Vison Provider and tha etLfe Vision
Gannot quarantee my eye care andlr eyewear sasfacton.

PROVIDER

New York residents: Any p y other
person files an application for nsurance or statement of claim containing any materially false information, or
conceals for the purpose of misieading, information concerning any fact materialthereto, commits a fraudulent
insurance act, which is a crime,

and the stated value of the claim for each such violation

PRINT & SIGN

[ ] oael

How to Submit This Form
Mailto:

MetLife Vision (Davis Vision / Superior Vision)
Attn: Claims Processing

PO Box 509

Troy, NY 12181

Ocober 2023
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