
NIHB EYE AND VISION PRODUCTS AND SERVICES PRIOR APPROVAL AND CLAIMS FORM 
Health Canada Protected [ ]  For Prior Approval

     [ ]  For Claim

      Provider to Com plete

PART 1  - CLIENT  INFORMATION 

___________________________________________________________

SURNAM E                                         GIVEN NAM E(S)

___________________________________________________________

ADDRESS                                          APT             C ITY   

_____________________________(________) ____________________

 PROVINCE    POSTAL CODE    AREA CODE         TELEPHONE

__________________________________D.O.B.______/_______/______

CLIENT ID NO.                                                        DD       MM        YY

___________________________________________________________

BAND NO.                                     FAMILY NO.

PART 2  - CLIENT  INJURY  HISTORY

Is request due to an injury?     Yes 9     No 9

If yes, w here d id the injury occ ur:

     Home 9     Work 9     Othe r 9  

If other, please specify: _____________________

Date of injury:   ________/_________/_________

                                DD           MM             YY

Are these expenses eligible under another plan or

program?     Yes 9     No 9

If yes, please specify: _______________________

Claim No.: _______________________________

PART 3  - PROVIDER  INFORMATION 

(Please use office stamp if available)

________________________________________

PR OV IDE R N O.  

_(________)_____________________________

 AREA CO DE              TELEPHONE 

________________________________________  

                  PROVIDER SIGN ATURE                    

PART 4  - OPTICAL INFORMATION/PRESCRIPTION

Ocu lo-visual Measure Sphere Cyl Ax is Prism Base Add

Right

Left

D IAGNOSIS &  OTHER RELEVANT INFORMATION:

BENEFITS REQUESTED: (please complete information as is applicable in the region where benefit is accessed, for each product or service)

B e ne fit  De sc rip tio n,  It em s
Initial R eque st 

(/ )

Replacem ent

(/ )

Acq uisition

cost

M ark-up  in

$
Total Cost

M FR P roduct

N a m e

Product

Number

W arra nty

Yes(/ No(/ )

EYE AND VISION EXAMS (ONLY in regions where applicable)
Eye/vision exam, general (full,
major, routine)
DISPENSING FEES (ONLY in regions where applicable)

Fame dispensing fee, existing
frame
Frame dispensing fee, new
Laboratory fee
Lenses dispensing fee, bifocal
Lenses dispensing fee, unifocal
Delivery (remote areas, mailing
& registration)
FRAMES & FRAME REPAIRS
Regular
Frame repairs, major
Frame repairs, minor
LENSES, OPTHALMIC
Aspheric lens, left
Aspheric lens, right
Bifocal lens, left
Bifocal lens, right

High index, left

High index, right

Unifocal (Crown glass or plastic CR-39)

Other

PART 5  –  CLIENT  SIGNATURE

Client: I h ave received  the ab ove item(s)  o r service(s).

_________________________________________________________________________________________________________________/_________/_____

SIGN  ATU  RE O  F CL  IENT  , PAR  ENT  OR G  UA  RD  IAN                    R  elationship to Patient if  Guardian         Date               DD             MM            YY

PART 6  –  FOR  NIHB OFFICE  USE  ONLY

PA A pproval Number _____________________________      D ate _____________________________ Authorizing Officer__________________________

                 May, 2005
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