1. Insurance Name: __________________________________________________ 2. Discount:  Yes  or   No                               

One insurance per page
3. Address: ____________________________________________________________________________

City: _________________________________________________________________________________

State: _____________ Zip: _______________                 Ins Phone: _______________________________

4. Contact name: ___ ____________________________Contact Phone: ___________________________

5. Website:_____________________________________________________________________________


6. Pre-auth required:    Yes   or    No                               7. Eligibility required:   Yes   or    No                               

8. Pre-auth / Eligibility phone: ______________________________________________________________

9. Pre-auth / Eligibility Website: ____________________________________________________________

10. Provider # Instructions: _______________________________________________________________________________________

(if it's the office phone #, Tax id, individual site number)

11. Pricing instructions:

___CALL for vision benefit, varies for each patient / plan.  

___Discount vision plan

___Discount vision plan ______________________________. (ex. 30% off) 

___See attached PDF

12. Voucher / Billing Form :  BILLING FORM   or  BRINGS  or  IN OFFICE  or  PRINT or NOT BILLABLE 

(circle one)

13. Instructions / Fee Sch. PDF Attached :  Yes   or    No                               

If yes email to yossi@shoham.com with the Insurance name/Instructions in subject field
14. Voucher PDF Attached :  Yes   or    No                               

If yes email to yossi@shoham.com with the Insurance name/Voucher in subject field (usually unions)

15. Exam with materials:

Contacts:$_________ Frame:$ _________
Exam only:$ _________

Single:$ __________  Bifocal:$ ________
Trifocal:$ ___________   

16. How often do patients have payable benefit  (months)? ____________

17. What insurance and address do we submit claims to? ______________________________________________________________________________________

18. Can we submit electronically?      Yes   or   No         If yes: Payer ID ____________________________

19. SPECIAL NOTES/ INSTRUCTIONS: ____________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________

20. COPY front and back of INSURANCE CARD, attach to completed BILLING FORM:  Yes   or   No         

**Each site # ATTACH A SEPARATE SHEET listing center and provider # OD providing service.

(Insurance intake form revised 4/1/2009)

