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	Request for Reimbursement - VDT/CRT Operator Corrective Glasses 

	GENERAL INFORMATION:

· This form is to be completed by an employee who is requesting the Agency to pay for a set of frames and lenses to be used with VDT/CRT screens.  Such reimbursement may be approved no more than once in a twelve-month period.

· There is a maximum reimbursement depending on the type of lens, tint, and provider.

· Employees who do not otherwise wear glasses are not covered by this reimbursement process and should not complete this form.  Payment in such cases would come under the Group Vision Plan, provided the employee has this coverage.

· This reimbursement process does not cover eye examinations.  If an employee’s eye examination was less than a year ago, the employee is to advise their vision practitioner to use the results of the employee’s last exam.  If the eye examination was more than a year ago and the employee has coverage under the State Vision Plan, their benefit will allow for another eye exam. (Exam under the State Vision Plan should be billed to Blue Cross/Blue Shield of Michigan).

· Tints beyond tint #2 are not covered.

· Reimbursement by the agency is appropriate only when the employee requires a second pair of glasses which are a different prescription than the first and required because of working on the VDT/CRT equipment.

· Employees are ineligible to receive reimbursement when a portion of the glasses is paid by BCBSM.  The VDT/CRT Plan is not meant to supplement the cost of the first pair of glasses.
· This form must be accompanied by a copy of a detailed statement by the provider and proof of payment (receipt, cancelled check, etc.).



	EMPLOYEE

	Employee Name

     
	Employee ID

     
	Social Security No.

     

	Home Address  (Street Number and Name)

     
	City

     
	State

     
	Zip Code 

     

	 FORMCHECKBOX 
  I certify that I normally wear corrective lenses.

	Employee Signature
	Work Phone Number

(        )       -         Ext.       
	Date

     

	SUPERVISOR CERTIFICATION

	Work Location       
	Work Site       

	THIS ACCOUNTING AREA MUST BE COMPLETED IN ORDER FOR A REIMBURSEMENT TO PROCEED.

	(AG)
Agency Code

   
	(AY)
Approp. Year

    
	Index Code


     
	Program Cost
Account (CSS & M#)

     
	Agency Object
(AOBJ)

     
	Distribution
# or %

     
	

	 FORMCHECKBOX 
  I certify that this employee utilizes a VDT/CRT.

	Supervisor Signature
	Work Phone Number

(        )       -         Ext.       
	Date

     

	VERIFICATION BY PRACTIONER  (Check Appropriate Boxes, Sign, and Date)

	I am a BCBSM participating provider.
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
	Is this for the employee’s second pair of glasses?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No

	The prescription lenses (single, bifocal or trifocal) for this set of glasses is different from the patient’s other glasses.   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	 FORMCHECKBOX 
  Glass Lens                  FORMCHECKBOX 
  Frame                 FORMCHECKBOX 
    Plastic Lens
	Lenses
 FORMCHECKBOX 
  Single   FORMCHECKBOX 
  Bifocal   FORMCHECKBOX 
  Trifocal   FORMCHECKBOX 
  Progressive

	 FORMCHECKBOX 
  Tint
	Tint Number        
	Prism
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	Practitioner Signature


	Date

     

	AUTHORIZATION

	Reimbursement is approved

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
	Amount
$      
	Authorizing Signature (Personnel Director or Designee)
	Date

     


