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Send itemized receipt and claim form to:

Human Resources Manager

1001 Military St.

Port Huron, MI  48060

CLAIM FOR VISION BENEFITS

Employee Information

___________________________________________________________________
Employee Name





       Work Location/Department

___________________________________________________________________
Employee Address



City


   State        Zip Code

PATIENT INFORMATION – Complete only if patient is other than employee!

___________________________________________________________________
Patient’s Name









___________________________________________________________________
Relationship to Employee



         Employee Work Location/Department

Is this a claim the result of an auto accident or work related injury that would be covered by another insurance?






   Yes

  No
___________________________________________________________________
Employee’s Signature






             Date

Please do not complete below the dotted line

--------------------------------------------------------------------------------------------------------------------------------------------
- For Human Resources Only –
Reimburse employee $___________________________   Dept # ______________

___________________________________________________________________
Human Resources Manager






Date
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