DISTRICT COUNCIL 37 HEALTH AND SECURITY PLAN
DC 125 Barclay Street, New York, N.Y. 10007

REQUEST FOR OPTICAL BENEFIT VOUCHER
PLEASE READ CAREFULLY

Please complete the lower portion and retum in the envelope provided. If eligible, an optical voucher will be sent to you, When you
receive the voucher, please note that the voucher is accepted by participating optometrists, opticians or at the DC 37 Vision Care
Center as full payment for the examination and, if prescribed, eyeglasses.” The voucher must be used within 90 days from the
date of issuance. The Plan will require a notarized statement indicating that the voucher is lost, stolen or not received, Upon re-
caipt of the notarized statement, a new voucher will be issued, only if requested. If an optical voucher expires, please return the
expiratd voucher to the Plan office. Upon receipt of the expired voucher, we will void it and correct your optical history file, A new

voucher will be issuad, only if requested,

* Based on the fee schadule

REMINDER

In order to maximize your optical benefit, you must obtain and file for all three services — eye examination, lanses
and frames — on the same claim form, whether using the voucher or direct reimbursement method. The three paris
of the benefit cannot be split between the voucher and direct reimbursement.

You should be aware that partial usage of the benefit will be considered the same as full usage. For example, if
you receive only an eye examination and you do not obtain lenses and framas, you will not be able to use the Stan-
dard Benefit for two years. The two year petiod is measurad from the date of the examination, if only an exam was
obtained; or from the date of paymant, if only lenses and frames were obtained.
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