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Superior Vision Services, Inc.

SF 4400-VIS (4-2001) supersedes (1-2001) issue

Non-Network Claim Form

Top section to be completed in full.

Employee/lnsured Name

Name of Person Receiving Services

Date of Birth of Person Receiving Services | Relationship to Employee/l nsured Full Time Student (over 18 yrs)*

[ Jsef [ ]spouse [ Jchild | []Yes [ ] No

*Verification may berequired

Mailing Address

City State Zip
Daytime Phone Evening Phone
« ) « )
Social Security Number of Employee/l nsured Authorization Number
| nstructions

1. Please completethisformin full

2. Submit your original itemized billing received from the non-network
provider along with thisform to:
Superior Vision Services
P.O. Box 308
Rancho Cordova, CA 95741

3. You will bereimbursed according to the schedule of allowances for non-network
providersfor your company.

Superior Vision Member Services: 800-507-3800



