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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.

Before submitting a claim through MyBenefits, check with your provider to see if they can submit an out of
network claim on your behalf.

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 the

‘Claims Center’.

My Accounts >

Get an overview of your policies and see
what other benefits are available to you.

On the Vision card, click on ‘Manage
Claims’.

Claim Center >

See detalls and status Updates for all your claims;
get helpful information about the filing process.

Documents & Forms >

See your Explanation of Benefits (EOB) to learn
what was covered and why; view and download
other forms.

3. Under the Claims & Reimbursement tab, click on

‘Details’.

Vision >
MetLife Vision

I'want to...
Click below to get Claim submission and benefit

information, view past visit details, find a provider
or see answers to common questions.

MANAGE CLAIMS

Previous Visits

information about your claim.

Regular vision exams are an important part of your eye
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Out-of-Network Form

How to Submit Out-of-Network

You can choose to see the vision provider who is
right for you—a participating MetLife vision
provider or any other provider.

There art
claim to Mettfe.

1fyou choose to see a provider other than a
participating MetLife vision provider, your benefit
may differ. You also may not receive all the eye
health benefits your plan offers. Participating
Metlife providers are contracted to check for signs
of health conditions during your exam. They may
assist you in coordinating care with your primary.
care physician, if necessary, to keep you and your
eyes healthy.
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please contact Customer Service




4. Next, click the link to the ‘online form’.

My Vision Benefits Claims & Reimbursement Find a Vision Provider

BACK L

Out-of-Network Form "

Requesting Your Reimbursement

If you have already visited an out-of-network vision provider, please follow the steps below to request reimbursement.

1. Click Continue to complete the online form,

-0OR-

Download the form as a PDF in English or in Spanish. (Download Acrobat Reader)
2. Follow the directions and fill out the form in its entirety.
3. When finished with the online form, select "View and Print Form"

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

5. Verify information on form is correct, attach itemized receipts, and mail form and receipts to:

5. An online form will appear. Enter all the applicable information, upload itemized receipt(s) and click ‘Submit’.

My Vision Benefits laim mb n Find a Vision Provider

Out-of-Network Form BEK k

Provide Subscriber Information

Subscriber Information

All fields are reqguired unless noted.

Name: John S Claimant

Date of Birth e
04/18/1995 75 |

| Check this box if foreign address
Street Address
City

State - Zip Code

513

Date Services Were Received

Email Address (Optional)

Phone Number (Optional)




Prefer to mail in a paper form with receipts?

You may also download a form and mail it to the address below. Follow the directions and fill out the form in
its entirety.

*  When finished with the form, select ‘View and Print Form’.

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

n Benefits Claims & Reimbursement Find a Vision Provider

Out-of-Network Form BACK k

Requesting Your Reimbursement
If you have already visited an out-of-network vision provider, please follow the steps below to request reimbursement.

1. Click Continue to complete the online form,

B MetLife

Mamapaltan Lo naurancs Company
-OR-

FORM INSTRUCTIONS.

i i i The fom must b flled out by the member_ Al e flagged wih an asteisk (') are required. The formis flable, o you
[ Download the form as a PDF in English or in Spanish. (Download Acrobat Reader) ] o ot have to hand write. Fll 1t out on  computer, prnt , and mai it n. I you decie o hand wite, use bive or back nk

2. Follow the directions and fill out the form in its entirety. Pt secton

Select the patient's relation to the member. Choose only one.

Enter the patient’s date of birth in the following format: Month/Day/Four-Digit Year
Seecta gender. Chooss only.one.

Enter the patient’s last name and first name.

3. When finished with the online form, select "View and Print Form"

Enter the address, city, State and ZIP code.
The patient's micdie inital and ZIP+4 are optional.

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

Member section:

1. Enter the Last 4 Digits of the members SSN.

2. Ifthe patient is the member, select “Member informatton below is the same as Patient”
riise, enter the member's information
. Enter the member's date of bitth in the following fomat: Mont/Day/Four-Digit Year

5. Verify information on form is correct, attach itemized receipts, and mail form and receipts to:

MetLife
. Sl
Gl sect
METLIFE VISION MEMBER REIMBURSEMENT FORM

1 e
T o Jee and et tis form, ar , anct sendthem
2 510 oihe tolowing adcioss Be e o kesh 4 copy ot your records
i el

Vision
Providersed PO Box 495918
Cincinnati, OH 45240-5218

3 Relafion fo Member*. choose ane)

3. sted Member O Domestic Partner (Q Dependent Parent Q) Disavled Dependent

4 B | Orspouse Qchnid QFul-Time Student Other

5. The| {7l Date of Birth (mm/dd Yy Gender”: OMae  OFemale
Printand S F Last Name* First Name* [

1. Red Address:

Verify the information on the form is correct, attach i Mow | oo 2t

5y saning vl cam orm. | erly bl e re e apolcaic cam faud warings ncluded wih s form.
and that al the information | have: provided above i e and complete {0 the best of

eimolse ot o Showt narm s ek e e Vo o ot e Vison
cannot guarantee my eye care andior eyewear satisaction.

New York residents: Any per intent or other person
fles an aplication fornsurance o satementofclaim cotaining any materly false formation,or conceals for

the purpose of nisleading, informati
‘which is a crime, and shall also be subject o a civil penalty not to exceed five thousand dollars,
and the stated value of the ciaim for each such violation.

4. Sionf Last 4 Digits of SSN*:
) . . . . o
itemized receipts, and mail form and receipts to: I . [ e
bl Last Name: First Name": M
Bl Address 1+ Address 2
City*: State”: ZIP Code*: ZIP+4:
MetLife Vision oo Sy ey e
A . CI . P . Emm ; gns]’ype‘:{chonsecg
rame. Single Progressive
ttn: Claims Processing i : S, Qe
Lens tints it 5 OTr-focal
P.O. Box 495918 Conar L Evam [ Fiting Evsion § "
Contacts. $
Cincinnati, OH 45249-5918 Py e F—
§ Eos
E Address 1*: Address 2:
L Citv" State*: ZIP Code*: ZIP+4:

Claimant Signature: Date:
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