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DAVIS VISION

EYECARE REFRAMED™

Agenda

1. Introduction to the Davis Vision model and plans

2. Service Record Form (SRF) -~ L
DAVIS VISION DR THAOVT_‘: PHUNG (Provider # 5545) Provder Home

EYECARE REFRAMED™ Logout
. Tuesday, July 11, 2017

3. Benefit Alerts
Authorizations/Claims  p ll Excel Advantage ™ Iiili Member Account Search l -E_i; \
Enrnllmetnt Confirmationsy "Buy Frames Online" Enter an ID for the Mt_embt_ar or select_a Name_ to
New Claims What is access current and historic account information.
Benefit Alerts v.o  DBrowse Browse

4' Pa’yment Su m mary Excel Frames Pricelist — To determine if a patient is covered by Davs

el Advantage? Vision, please enter their ID Number below.

Support @
Practitioner Identifier Phone: (800) 888-4321¢ ID: m

5. Claims Systems

Important Links | more... Online [recentmembers] V|2

What is a Davis Member ID
Number? NOW BILLING ON NET 30 TERMS

6. Check Group Codes Specialty Frames

Replacement of Scratched

Spectacle Lenses Important Notice:

HIPAA Information ¢ Davis Vision maintains confidentiality protocols to protect certain personal information of a victim
7 . Sam p I o EO PS Ship Back Fom of domestic violence. Please refer to Davis Vision’s notice titled Confidentiality for Domestic
_ Violence Victims in the Privacy and Legal section of the website for additional information on this
Progressive Lens Formulary topic. All Providers are encouraged to post a copy of this notice within their office.
Contact Lens Formulary - As outlined in the 2017 CMS Call Letter, Davis Vision as a Qualified Medicare Beneficiaries (QVB)
8 E I w proaram is required to ensure providers understand the billing and anti-discrimination rules
. Examples

-
=

9. Appendix



DAVIS VISION

EYECARE REFRAMED™

Davis Vision Model and Plans

”" Integrated Model Provider Portal
Davis Vision has a unique model that is designed Easy to navigate online portal that will
to provide an end-to-end solution for members automatically submit your orders and claims
and providers from Frames to Manufacturing simultaneously

OO Exclusive Collection s§Q  Diverse Membership

Member benefit give them the choice to select Membership ranging from Regional to National,
either from the collection or utilize their allowance commercial to government, and small and large
to purchase a provider supplied frame. groups across the US.

f? Manufacturing

Dedicated multiple manufacturing facilities that

manufacture over 300 jobs per hour



Reviewing a Service Record Form

Service Record Form (SRF) identify member’s benefit
Information such as plan level, covered items and copays.
Print the SRF and keep with patient record.

SECTION I = COVERAGE SECTION

Coverage Section provides plan level, benefit cycle detail and
basic copays. Plan descriptions may vary by plan.

SECTION Il = SERVICE SECTION

Service Section provides the contact lenses coverage
for Davis Vision supplied contact lenses via the formulary.

SECTION IV —= ALLOWANCE SECTION

Allowance Section provides the monetary dollar amount
available for non-plan materials. Allowance amounts may vary
by plan.

SECTION V — OPTIONS SECTION

Options Section provides information in regards to copays and
surfees.

« Patient Charge: upfront cost received from patient.
« Additional Dispense (Surfee): what providers keep from the service

rendered.

« Difference from Patient Charge and Additional Dispense is Davis Vision
Manufacturing Cost.

DAVIS VISION

EYECARE REFRAMED™

SECTION Il - COVERAGE SECTION

Plan Level: Fashion
Copayments:  Eye examination $10
Frame $0
Spectacle lenses $25
Contact Lenses:
Premium Collection lenses - Plan 1 S0

Plan Description:

An eye exanmunation (including dilation), spectacle lenses and a frame
or contact lenses m lieu of spectacle lenses. Visually Required contact
lenses may be provided with prior approval.

SECTION Il - SERVICE SECTION

C. Contact Lenses:

Collection Lenses:

Evaluaton/Fitting

4 multi-packs® plan supphed Disposable lenses or:

2 multi-packs™® plan supphed Planned Replacement lenses

Provider Supplied: Evaluation/Fitting: Standard O Specialty
Elective

OO0O0oOooag

Visually Required (prior approval required)

SECTION IV - ALLOWANCE SECTION

Frame Contact Lens Visually Required

Material Contact Lens Matenial

$130 $130 Paid in full
(prior approval required)

SECTIONY - OPTIONS SECTION

Patient charges for selected options.
Addmional dispense will be paxd by Davis Vision.

: Patient Additional
Uption vl Charpe Dispense
Designer
Frame n 520 N/A
Premier ,
Frame O sS40 M/A
Tinted i
L enses O 511 M/A
Ultraviolet
Coatmg - — 36

BEST PRACTICE:

=

Print Service

Record Form

for Patient’s
records




DAVIS VISION

EYECARE REFRAMED™

Accessing Benefits and Benefit Alerts

DAVIS VISION (Group Logo] =
: : Present this card to your Davis Vision network  :

: [1D #][ ] provider to access your vision benefits. The
: ’ : [Name:][ ] provider will verify your current eligibility.
Retrieve the Member’s B 2N
I D Cal’ d [Group Name/#][ ] : Davis Vision Providers:
[Effective Date:][ ] To verify eligibility and obtain authorization
[Special Text, if required. ] : : visit www.davisvision.com.

: [www.davisvision.com] | [1.800.999.5431]
[Fully insured praduct] {Underwntten by| [HM Life Insurance Company| [HM Life Insurance ! '
: Company of New Yark ] [Administered by Davis Vision, which may operate as Davis Vision : H :
Insurance Administrators in California ] b <

Use Navigation Menu Shortcut OR Use Search Criteria Field

Authorizations/Claims  p

Enrollment Confirmationsy Benefit Alerts
2 New Claims Filter By: @ Effective Date from: |May “||26 V||2017 ¥|through |Jul “||26 \||2017 v
Benefit Alerts View Benefit Alerts () Classification: i

My Davis Vision Bapefit Alerts Help ) Client Name:

Support
“search [l View New Benefit Alerts

Practitioner ldentifier

Client Name:
Effective Date: 7/1/2017
Classification: MNew FPopulation

Payment Information: Exam Fayment:

; Review the Benefit Alert Dispensing Amount (complete pair):

Dr. Supplied Frame Reimbursement:
Dr. Supplied Contact Lens Reimbursement

Service Record Form: View SEF

Description: subgroup effective 7/1/17: Carmel Office Staff Association



DAVIS VISION ﬂ

EYECARE REFRAMED™

Payment Summary

BEST PRACTICE:
The Payment Summary includes:

 |nvoice Number

H Print payment summary
= for office records

* Provider Payments

Would vou like to fill in Provider Lab Survey?

Attention: _ _ _ Thank you for submitting Your Order. Your order for MARY MEMBER has been received.
Once you exit this screen, you will no longer have access The Invoice Number for the services you entered is listed below:

Invoice Number : 67095479

Please record the Invoice Number or print this page for future reference.

Explanation of Payment (EOP)

Provider Payment:

 Checks are issued every Friday. An EOP T R s

Examination Co-pay:

will be included inside the envelope.
Material Dispensing Fee:

Material Co-pay/Option Charges:

_ Additional Dispensing Fee:
Key Note: For a breakdown on coding refer to

Non-plan Material Reimbursement:
Procedure Codes located in the “Important b UL [T

* Total Reimbursement

- J)
Links” Menu * does not include overage collected on non-plan items




Claims System, Procedure Codes and EOPs

N
DAVIS VISION PROVE XXXX JOMNES OPTICAL 00
DATE: 04/13/2017
VOUCHER WO. HAME DCEB PROC SRV DATE GROSS COPAY SURFEE NET ID NUMEER
XXXKHHE  OOGHHHHEES Patient Name Date of Birth 001 04072017 46,35 10.00 36.35 #*+x*5832
XXX XXXaHH Patient Name Date of Birth 001 04052017 46.35 46.35 Ax*x*1696
WNXHEE  XOO(HE Patient Name Date of Bith NO&6YAZ 04052017 45.75 244 .00 95.00 103.25=- *kx%x% k1596
TOTAL MET AMOUNT FOR CURRENT PERIOCD 20.55-
BALANCE FORWARD 117.41-
TOTAL VOUCHERS 3 TOTAL SERVICES 3 NET AMOUNT 137.986-

AMOUNT NOT POSITIVE - NQ CHECK ISSUED

CV is the original program where majority of the plans are
housed. Under this system, Davis Vision procedure codes are
utilized to identify a claim.

DAVIS VISION

EYECARE REFRAMED™

0 Davis Vision Claims are paid through 2 different systems, thus generating 2 different versions of an EOP

CVX

EXPLANATION OF PAYMENT DAVIS VISION

Check No: Check Date: 08/10/2017 Check Amount: $82.11 -
XXXX EYECARE REFRAMED
Payable To: Provider Pay to Name

Payvee Number: XXXXX 175 East Houston Street
i San Antonio, TX 78203

IMPORTANT MESSAGE
For Directory purposes Providers are responsible for proactively notifying Davis Vision of all changes regarding their network status,
office mformation, and professional information. The Provider Add, Change, and Termination Forms may be found on the Davis
Vision Provider Portal - https://www.davisvision.com/Provider/

Date of Procedure  Submitted Allowed Benefit Deductible Copayment Coinsurance Additional Total Total Paid By Davis EOP
Service Code** Charges Amount Allowance Amount Amount Amount Patient Patient Reimbursement Vision Message
Responsibility Responsibility
Services Rendered By: Provider Associate No: Provider ID Number

Claim No: XOOGHEHER Patient Name: Name of Patient Member ID: |D Number

8017 50620 N/A N/A $0.00 $0.00 $10.00 £0.00 $0.00 £10.00 $46.35 $36.35
8/9/17 V2020 N/A N/A $0.00 $0.00 £0.00 £0.00 $0.00 $0.00 $22 88 $22 88
8/0/17 V2781 N/A N/A $0.00 $0.00 £0.00 £0.00 $0.00 $0.00 $15.00 $£15.00
8/0/17 V2781 N/A N/A $0.00 $0.00 £0.00 £0.00 $0.00 $0.00 $15.00 $15.00
8/0/17 V2203 N/A N/A $0.00 $0.00 $10.00 £0.00 £0.00 £10.00 $6.44 ($3.56)
8017 V2203 N/A N/A $0.00 $0.00 $10.00 £0.00 £0.00 £10.00 $6.44 ($3.56)

Claim Total 50.00 $0.00 $0.00 $0.00 $30.00 50.00 $0.00 $30.00 $112.11 $82.11
- - —_—_—_————————_Y  m— Y
Total Patient Responsibility: $30.00 Total Reimbursement: $112.11 Check Amount: $82.11
Total Number of Claims: 1 Balance Forward: $0.00
Check Group Code: PX Current Activity: $82.11

Ending Balance: $82.11

CVX Is a more sophisticated program in which CPT codes are
utilized to identify a claim.



Check Group Codes

Important Information

« All Davis Vision Plans are placed into

one of 19 different check group codes.

DV
EE
EX
FE
GG
IL
IP
IX
MM

NN
NO
NP
OC
00
OX
PP
PX
TX
XX

DAVIS VISION n

EYECARE REFRAMED™

DAVIS VISION PROV# XXXX  JONES OPTICAL 00
DATE " 04/13/2017
VOUCHER HNO. HAME DCE PROC SRV DATE GROSS COPAY SURFEE HNET ID HNUMEER
YXKHAE OOUHEHEHE Patient Name Date of Bith @01 04072017 46.35 10.00 36.35 kk«k*5EH32
YOME XK Patient Name Date of Bith 001 04052017 d46.35 46.35 rAkek+]1436
YOUEEE YOO Patient Name Date of Bith HO&YTAZ 04052017 45.75 244.00 95.00 103.25=- #**x¥k¥160¢
Services Rendered By: Provider Associate No: Provider ID Number
Clann No: 000Gy Patient Name: Mame of Patient Member ID: 1D Mumber
8917 50620 NA N/A $0.00 30.00 $10.00 $0.00 $0.00 310.00 14635 33635
8917 V2020 NA N/A $0.00 $0.00 $0.00 $0.00 $0.00 50.00 122 88 522 88
ST V278l N/A NA $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 £15.00 $15.00
8917 V278l N/A N/A $0.00 $0.00 $0.00 $0.00 $0.00 50.00 £15.00 $15.00
ST V2203 N/A NA $0.00 $0.00 $10.00 $0.00 $0.00 £10.00 5644 (33.56)
8917 V2203 NA N/A $0.00 50.00 $10.00 $0.00 $0.00 £10.00 5644 (33.56)
Claim Total 50,00 $0.00 $0.00 50.00 $30.00 50.00 50.00 330,00 511211 581.11

—
Total Reimbursement: $112.11

Total Patient Responsibility: 530.00

Total Number of Claims: 1
Check Group Code: PX

Balance Forward:
Cwrrent Actvity:

Ending Balance:

Check Amount: $82.11

$0.00
382.11
$82.11

« Each check group code will generate their own EOP and cannot be combined due to regulatory and Client issues. Thus, you

may receive an invoice for one check group code, but have a check for another check group code.




1 Your Davis Vision Provider Information

such as Office ID and Office Name

2 Voucher Number: Also is commonly EYECARE REFRAMED"
referred to as an Authorization Number

CV EOP DAVIS VISION n

3 Member Information that is related to

12 Check f i
the Voucher/ Authorization Number Check Group code for this

5 Gross: gross amount may include statement
all or some of the following:
4 Procedure Codes Examination, Dispensing, and Non-plan

Allowance Fees 8 Net = (Gross + Surfee) - Copay

1

‘DHI.FIE- VISION | PROVE XXX JOMES n::E'rIcp.[l

3

2
‘ VOUCHER NO.

DATE - ?Er::n /

04/13
SRV DATE |GH"J'55‘ ‘Cﬂ?ﬁ‘f | If EE HUHEER

HAME DOB | PROC ‘

T T T T Tm

XEXEmR KRR
XEEEmm  KEXAEEERER

12.00 36.35 kx*ksxBH32

: 46.35 wHA*eX]1636
5.75 244 .00 895.00 103.25- *a%*®w]1 596

9
) BE= 9 Amount
IT,”__]L totaling all
vouchers
for this

Patient Name Date of Birth Co1 04072017
Patient Name Nate of Birty 001 04052017
Patient Name Date of Bith HO&YTAZ Q4052017

TOTAL MET AMOUNT FOR CURRENT PERICD
BALANCE FOREWARD

TaTAL VOUKCHERS

ET AMOUHNT 13?.55-‘

13
3 | TOTAL SERVICES 3 statement

AHOUNT HOT| POSITIVE -

13 Total of all vouchers listed above

HQ CHECK I3SUED
6 Copay: Amounts patients are responsible

for paying at the time of service
10 Cumulative Negative Balance

7 Surfee: any additional dispense fees from previous statement
for frame and lens enhancements for this check group code
(identified as additional dispense on
the SRF)

n Total for the current period minus any
Negative Balance from previous
statements for this check group code.



2 Your Davis Vision CVX EO P

Provider Information D check Information . Me_mber_’s_ allpwance DAVIS ‘ZISION
\ as identified in the SRF EYECARE REFRAMED"
EXPLANATION OF PAYMENT

Check No: 3o Check Date: 08/10/2017 Check Amount: $82.11 ,1
5 Procedure Codes Payable To: Provider Pay to Name 5
Pavee Number: XXXXX

8 Amount patients are
responsible for paying when
rendering services found under
Section Il of the SRF

IMPORTANT MESSAGE
notifying Davis Vision of all changes regarding their network :
office information, and professional information. The Provider Add, Change, and Termination Forms ma on the Davis " Reimbursements paid to

6 The charges identified 1sion Provider Portal - https://'www._davisvision.com/Provider/ the provider less the

in your provider portal - ——— | copay
by your office Date of | Procedure ¢ | Submitted £ Allowed Benmefit / Deductible -Eu]:l:]nlmscmunruu Additional Total 9 Total 10 [P By Davis 11

Service Code** Charges I Amount Allowance Amount Amount Amount Patient Patient lﬁ%m
Eesponsibility | Besponsibility

For Directory purposes Providers are responsible for proacti

10 Provider’s contractual
reimbursement rate

Services Rendered By: FProvider Associate  Wg: Provider ID Mumber
—_— i . ] ] : 3 Member ID: 10 Mumber 3.

4 \Joucher/ Authorization

Number
$0.00 $10.00 $0.00 $0.00 $10.00 $46.35 $36.35 9 Total amount patients are
| $0.00 $0.00 $0.00 $0.00 $0.00 $22 88 $22.88 responsible for paying when
3 Member Information $0.00 $0.00 $0.00 $0.00 $0.00 $15.00 $15.00 rendering services. Copavs +
$0.00 $0.00 $0.00 $0.00 $0.00 $15.00 §15.00 renaering ©s. Lopay
! $0.00  $10.00 $0.00 $0.00 $10.00 $6.44 (8356) Patient Charge” identified
17 Total number of claims 8917 V2203 NiA N/A $0.00 $0.00 $10.00 $0.00 $0.00 $10.00 $6.44 ($3.56) under Section V of SRF
filed under this check Claim Total $0.00 $0.00 $0.00 $0.00 $30.00 $0.00 $0.00 $30.00 $112.11 $82.11
group code for this ‘ 13 Total reimbursement
statement \ Total Patient Responsibility: $30.00 Total Reimbursement: $112.11 12 ‘ Check Amount: $32.11‘3| less the copay
Total Number of Claims: 1 17: Balance Forward: %0.00 'Il;k
Check Group Code: PX 15: Current Activity: $82.1115
|
nding Balance: =11 16
18 This is where you can ! [A)m‘?“f\‘/t_ owefl to
find which check grou p::/\:isoulsson rom
code for this statement _ _
5 12 The total contractual transactions for this
*+Procedure Code Description reimbursement rates for all check group code
- 50620 - ROUTINE OPHTH EX WIREFRAC; NEW PT patients identified in this
V2020 - FRAMES PURCHASES
statement .
V2203 - BIFOCL PLANO +/-4.00D 0.12-2.00D EA 15 Total Reimbursements
19 Description of the claim V2781 - FROGRESSIVE LENS FER LENS 10 Check Amount minus Total Patient
minus the Balance

filed in the provider portal Responsibility

Forward
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DAVIS VISION B

EYECARE REFRAMED™

Step 1 (CV)

DAVIS VISION PROVE OOX  JONES OFTICAL 00
DATE:  04/13/2017

VOUCHER NQ.  NAME DOB PROC SRV DATE GROSS  COPAY SURFEE NET 1D NUMBER

N 00 Patient Name Date of Bty 001 04052017 46,35 46.35 tkred]G06

- . 10,85 Description
TOTAL NET AMOUNT FOR CURRENT PERICD da= . .
— Pull the following reference g Bamination Oy
— Exam, Plan Single Vision Lenses, Davis Frame
— . TOTAL VOUCHERS 3 TOTAL SERVICES 3 NET AHOUNT 137.9- Exam, Plan Single Vision Lenses, Provider Frame
documents:

AMOUNT HOT POSITIVE - NO CHECK ISSUED Exam, Plan Single Vision Lenses, Patient Frame

Exam, Plan Bifocal Lenses, Davis Frame
Exam, Plan Bifocal Lenses, Provider Frame

tient Frame
“rame
The Steelworkers Health & Welfare Fund er Frame
Wision Care Service Record . : t Frame
 Copy of EOP (e et v o DAYIS VISION
| Lenses, Davis Frame
SECTION | - PROYIDERFPATIENT SECTION SECTHIH Il - COWERAGE SECTION
Member Name: Plan Level: Fashion 25, Davis Frame
. W H iTiat an .
Memher ID) N AT Frane andir Spectacle lenses 50 n Lenses, Davis Frame
: PaseniRame: i fring o le Vision Lenses, Davis Frame
+ Copy of the S Record Form (SRF) s e o L ook - *
Plan Desc 3 . e .
O py O e e rVI Ce e CO r O r Proider's Name An eye riz,-ﬂnm (incding dilstion), comtsctlems cal Vision Lenses, Davis Frame
evaliation/fitting, spectacle lenses & frame or omn 15es m e
Provider's No.: e it T‘ﬁ%ﬂﬁgﬁ;ﬁgﬂﬂﬂﬁﬁﬂ | Lenses, Providers Frame
Anfonrsion Mo USW cle lenses with prior autharization of 2 prescription change.

25, Providers Frame
.es, Providers Frame

Andhorizaion Dae: SECTION I¥ - ALLOWANCE SECTION

Woral ly Regeeed

. . . . Faus Commact Leas
 Davis Vision Procedure/ EOP Codes list SECTION i1 SERVEE SEcTon - - S :
A Examinsten: Ys O % O se == Pad i Tl le Vision Lenses, Providers Frame
T Vel el 0 & eaive? vaa 0O ™= O (prior appronal s d .
s - 0O = O cal Lenses, Providers Frame
h P : ) SECTIONY - DFTIONSSECTION
i T - . .
fe. W e momeer oot Ta Ll L Pites G T steced e ses (no definition of the type)
1. Prisvaery Dieggeeca ooads Al imomal depesncs will e pued by Dave Wi
. Secomtury Dugeces codeiifasy) Optica R = [ acessary Contacts
® e n e It e rt e # i - ' Bae O 50 £
1. Pem O Paer's O L::h =
T SegleVios 0 Bibal O Trieal O e ! 08 L
. Cemiaei Lo Coveeg o 513 e
Calboetion Lenses: Hemich N il O 0 sm Lenses
Evaburoef imeg | Teaed O i ;
Suanchid bard, daily wear lesses | Lo LD WA t Lenses
. " i ’ - , P I B . [
® Frevider Supplied: FvalareaFming: Susded O Specary O [ O 20 W
ayl I Ie n u I I l I I lary Eleceive o i o 30 L] tLlenses
Wil ly Reguied (peior appeoval egeirad) O = e
; e o B W ot o £10 510
T Frame Prosiaed: _ __ rmeable Contact Lenses
Pas O Paimss IO Prowider's O Adeie Muf dbeats . 5es 530
Pregnizen Pr e
Atz M deea o SH1as 530
SECTION ¥ - 51GNATURE SECTION 1JI'T-.P: --H.Is.ut :
Addza Wi s . s140 sa act Lenses
A | ety it wll of e servces: o d oty sdostod ab o o necswed a0 ndcsiad POJ;&J:;“LE O 535 > ]
mom iy, md sthoros the nicor of sy medoll or cihr cofmoin o n ey ] = F. O 40 5T ﬂhle C‘U“tact L'E"SES
procee: e clam. A ckEsorlly, | corsfy thot 1 bores been mifirered of ulll sdds ﬂilgi'ﬂﬁ%%ﬂ O rer T 5 'I: t C I t
s s ot e o e o sty 1V s W ol 1 b e Bl o oxrmabnditcy ior (A r) el ey e coa i) . ISES »dle IllIII Dmpe (=
e ofwy choge moncsid with o yofibe tero adeded | udend i ﬂmcl‘:{;ﬁ::lmmi'.ﬁﬂ O 59 5i5
Frogroecs e ok tmon Lon s walll b Sxresh ad uponary nepesd snd # | sk © Fow O 5Tr e
mcha by e B, sfswrckers]. vl firmes: walll b dead waih & o, H"?‘F‘
herwereer, ooy forthe F Akbinm Lermo will ook hensfaded F‘:ﬂﬁtﬁ d S0 3
TS REXIDENTS: Flopo moe madsucton & o o Pl Fﬂm;’dn’a-t a T 5
Pt Nt “Fer includ o Fashien bevel Trames, 2 519 addition] dispe e will apple
Whale: o i == No copavimen tadd iSenal dispense Tar dop ende ni chilld ren ., meneular patents
and paGents with Ry +/600 or greaier.
H I.:.:Li-"fl::l:] :ﬂmwuup\:nﬂh'ful.:wh‘f:l}ur.‘n][lnmu m LA TR L T 5
comp e wih ibexin derboof the Daws Voo Fogren, TN FROYTIERS: !' " -"-\!F““':d"“’-* J-.'l:ﬂ - J”“E.'II"E
e 5 L Memier o iyl = dhosd compicc an n Sadzm VA
Plemmsen s et gt 3 Al v ;Jiu..l schould be mcor m la::l.' oo
E = 4 . ]
IR S— A it Tt b Dot £E 8 pnd o ek Ber e B
. & Temmmcos + barwe mepmeadger = £ o e kawmghy paseide falbe:, Teomphae
R w‘:‘c:ﬁ:,r”;:-m wnh:;:c:am:mrlfa LI.P‘:I.‘F-\JU\. of defmdng L'I.F': -

eompany. Panalsex m hais mpropamen, foae od dennl of mansaee hoelex

¥om have spodfic ERISA app el ri ghs regarding yeour visien cane beneBii Thee rights may be SEIILID RAIDM1S
albstaing 4 in Jetmil by oetae g Davis Visien ot e Tl swling ool rs per papul stien;
Stedwarke s Health & Wellire Fand 3015190
Ares bermiiial] LVSA 1 -568-287- T180
West VAMES Pelvmers | S0ETE- T

R Stedd, LLC. 1-866-267-3280
o v i g

{malling Asiw ramee D:F.H el
E b Bax 151

Latham, MY 120018

A ppeals st be el e within 1504505 o7 e date of ®rviee




Step 2 (CV)

() identify Details of the Claim

|dentify the Procedure Code Column

on the EOP

Use the Davis Vision Procedure/ EOP
Codes list to identify the subset of the

claim

List out each code individually with

their descriptions

DAVIS VISION

EYECARE REFRAMED™

TOTAL VOUCHERS 3 TOTAL SERVICES 3

IRHQUHT NOT POSITIVE - HOQO CHECK ISSUED

DAVIS VISION PROVE XXXX JONES OPTICAL o0
DATE - 04/13/2017

VOUCHER HNO. HEME DOB PROC SRV DATE GROSS COPAY SURFEE MET ID NUMBER
KXKIRRE OB Patient Name Date of Bithl @91 04072017 46.35 10.00 36.35 +*wwd5832
WHNEEE W e Patient Mame Date of Birth] 001 04052017 46.35 46.35 wkwdkdk) ROG
WKEEE OO Patient Name Date of Birth] NO&YAZ 04052017 45.75 244.00 a5.00 103.25= #*x+% 41596

TOTAL NET AMOUNT FOR CURREMT PERICD 20.55-

BALANCE FORWARD 117.41-

HET AMOUNT 137.96-

Procedure Code Description

NOB : nd Provider Supplied Frame

NOB Bifocal and@er Supplied Frame

Y Ultra Progressive
A Polycarbonate Lens
7 Ultra Anti Reflective Coating




DAVIS VISION
Step 3 (CV)

The Steelworkers Health & Welfare Fund
| Yision Care .5-erwce Hﬁt:.-lll'd Davis VISION
(This form to be maintained by the provider's office) E¥ECARE BEFRAMEN"
. . SECTION | - PROVIDER/PATIENT SECTION SECTION Il - COVERAGE SECTION
ldentify Reimbursements Member Name Plan Level: _ Fashion
: C ments: Eve examination S0
Member [D) No. o F}anr;andl.-'nrlﬁrmctmle lenses S0
Patient Mame: Contact Lenses.
Colleciion Lenses S0
. . . . . Relationship: Member  Spouse  Child . -0tiech S
Plan Descriplion:
¢ LISt the relmbursements In thelr deSIQnated COIumnS Provider’s MNafme: .""h[l-E:,-‘-E EKE{i[I&]IiL‘][I{i[EILH]iIIE dil.i].[il'][l}, ocontact lens
evaluaton/fittng, spectacle lenses and a frame or contact lenses m heu
Provider’s No.: of eveglasses. "l?i.';ually required contact lenses may be provided with
prior approval. Members over age 19 are eligible annually for specta-
Authorization No.: USW cle lenses with pnor authonzation of a presciipbion change.
« Using the Service Record Form, highlight all options Authorization Date SECTION IV - ALLOWANCE SECTION
Frame Contact Lens Visually Regquired
SECTION lll - SERVICE SECTION Material Contact Lens Material
chosen by member A Framinion e O No O S s P o1
la. Was examination comprehensive? Yves O No O {prior approval regquimed)
Ib. Was dj?atinn pm@m'.' ‘|-.'.'-=. O ~ne O SECTIONY - OFTIONS SECTION
lc. Was this a mew patient? ves O wNo O Paticnt charges for sclected options,
- - - - ld. Pnmary hagnosiseode: Addional dispense will be pad by Davis Vision.
¢ USIng the SerVIce Record Form, Identlfy the Copay :";-Eﬁ'.lﬁﬂﬂ.['r' []‘iﬂ._ﬂﬁf.r.‘.i.‘.ﬂ-l’.dﬂ{if&n}':l: L ﬂptinn E Patient -"ld.djtim'ﬂj
Charge Drispense
. Plan atient .
(stated as Patient Charge) and Surfee (stated as o viion O it O Tribeat O Promir 0 | sw s10
C. Contact Lenses: “;_I_F;ﬁig:l:ﬂ O £15 £6
_— . Collection Lenses: Scratch- Resistant 0 £20 £10
i -
Additional Dispense) amounts o o = >
Standand, hard, daily-wear lenses O Lenses H 12 :
Provider Supplied: Fvaluation/Fitting: Standard O Specialty 0O Ph“"[_“:r‘:;;;"““ 0 %20 10
Elective O Blended O £20 %10
Visually Reguired | prior approval required) O Int h:,':lﬁcnt‘:'iﬂinn
D, Frame Provided: Lenscs - 3 14
H - Plan [ Paticnt’s [ Provider's [ Addtion Muliieals O $65 $30
Description Surfee Copay ' ' P Frogrsve o e -
Addition Multitocals -~ -
. - . . SECTIONYI - SIGNATURE SECTION
(Identified as "Additional [Identified as "Patient RN O $140 $60
Di&pen&e" on SHFI {:ha rge-" on SH_FI AL | oot By Uhat &l of the sarvices and moerials ik cated shaowe a3 moeived s mcdicaed PDIE}:]H&CEE‘M O $35 £20
swurstely, and athoriee the mlese of oy medical or other mformeton necesany Lo Standard ARC 0 §40 £7
rocess itos claim. Additionally, | certify thei | have been mformed of all sdeditional {EMI%TEETJDTJ;EACF?&TIHEI
. 'I: d - d fieires aml oosts &3 oul ined i Sediones [V amd W, znd | besr the full responsihility for {anti-reflective coating) O 533 BT
E I D E ﬂ n P rﬂV| E r et ol sy charge smocited with sy of the tansselecid | mderasrd that {Bm-ré-lﬂlgcnhftnkm‘l‘mg] O 69 515
- - - Progresave A ddiixm Lenses wall be Furmshed LI TTTY TEI'.F.E"GI.End.I“ a1 ureEid e ki Folarized 0 £75 £25
Bifocal anf Provider Supplied Frame adhgt 0 thow lnees, sarand bical lonaes Wi be peosilod wi 0 sl onl ooe: Lenses
hovwenver, LUhe coqunment for the Progmessd ve Addition Lerses will nod be nefunded Hlmﬁ O »6) 312
LItra PrﬂErESSiVE 5 &0.00 5 140.00 TN RESIDENTS: Please see instruction 6 at dght. Plastic E“'I'mt-r:_?::n.:.itiu: o $70 $25
PDI EEF':]E!FIETE I_E"S 5 ED DD 5 35 DD Pﬂmms_gmm - *For included Fashion kevel frames, a 510 additional dispense will apply.
'I!'|I' " " Dot ofService ** Mo copayment'additional dispense for dependent children, monocular patients
. . . and patents with Rx +~6.0 or greater
Ultra Anti Reflective Coating S 15.00 S 69.00 5, Wpaaiy e il qosioos e pendfod by oty st 0 pocsona INSTRUCTIONS:
compliznce with the stndasls of the Davis Vison Progron. TR PROVIDERS: 1. Parixapatng provider musi complete Sectom L 1L %, and V1B,
S 95.00 S 244.00 Plese ses instnision © atmght 3T Al services renderad showld be recerded on s single form
4. Aunthorizstion 15 vahid for 21 days IF expined, call 1-8-T73-2847 prior i rendering serioes.
Authonzed Sunature 5. Completad forms must be mamtamed for & period of nod les than seven (7)) years,




DAVIS VISION
Step 4 (CV)

==l Calculate Reimbursements

TN q Use the following formula to To calculate profit (contractual
* Benefit Alerts and Payment Summary calculate Net Reimbursement: reimbursement) use the
following calculator:
 Enter Gross Reimbursements Net = (Gross + Surfee) — Copay Profit = Gross + Surfee
Description Gross Surfee Copay Net Profit

(Identified as "Additional
Dispense” on SRF)

n::l Provider Supplied Frame S 12.50 S 12.50 5§ 12.50
Bifocal anm S 33.25 S 3325 $§  33.25
Jltra Progressive S 60.00 5 140.00 5 (80.00) S 60.00
Polycarbonate Lens S 20.00 S 35.00 S  (15.00) S 20.00
Ultra Anti Reflective Coating S 15.00 5 69.00 S (54.00) 5 15.00

S 45.75 S 95.00 S 244,00 S (103.25) @40@




Step 1 (CVX)

Al

Pull the following reference
documents:

 Copy of EOP

* Copy of the Service Record Form (SRF)

 Davis Vision Procedure/ EOP Codes list

 Benefit Alert

 Payment Summary

EXPLANATION OF PAYMENT

Check No: yy  Check Date: 08102017 Check Amount: $140.00

Payable To: Provider Pay To Mame
Payee Number: »00x

DAVIS VISION

EYECARE REFRAMED™

DAVIS VISION

EYECARE REFRAMED”

175 East Honstom Stroat
Sam Amsomic, TX 7B

IMPORTANT MESSAGE

For Directory pruaposes Providers are responsible for proactively notifymg Davis Vision of all changes regarding their network status,
office information, and professional information. The Provider Add, Change, and Tenmination Forms may be found on the Diavis

WVision Provider Portal - hitps:/arerw. davisiision. com/Provider!

‘D . .l &l -y =~ »
iy s N et paimme | 20p Davis Vision Direct
Service Caode™ Charge: Amount Allwance Amount Amuount Amouzt Patient Padient FReimberzemenr  Vison Mrzape Yision Care Service Record DAWS VISION
Brspeasbilisy  Fespensibdlicy (This form to be maintained by the providers office) E¥YECARE REFRAMED®
Services Rendered By:  Frovider Associase MNo: Provider ID Number
Claim No: roomss==== Patient Name:  =asen: riame B — OM | - PROVIDER/PATIENT SECTION SECTIONM Il - CONVERAGE SECTION
8317 50621 WA NA $0.00 0.00 S10000 3000 30.00 $10.00 300 33500 e Plan Level: Designer
2317 S0Em NA NA £0.00 £0.00 25.00 000 30.00 2500 $60.00 $35.00 o.: Copaymsents: Eye examination 510
Claim Tatal 50.00 S0.00 S0.00 50.00 53500 S0.00 30,00 31500 10500 £70.00 ” Frame 5-'5_
QlaimNo: TiFE3555E5"  Pationt Name: patientmame Member I sssssessnss Eﬂ“ﬂfﬂ;’i:;“‘; 523
BOI7 50620 NA NA W 000 S10on 5000 50.00 510.00 5.00 535,00 Employee  Spowse  Child ‘Evaluation/fiting €5
817 S0592 NA A $0.00 $0.00 25.00 000 $0.00 2500 $60.00 $35.00 o Premium Collection lenses - Plan 2 0
Chaim Total $0.00 $0.00 £0.00 $0.00 $35.00 $0.00 $0.00 $5.00 $105.00 £70.00 o Plan Deseription: R
. . An eye examination {including dilation), contact lens evaluationfitting,
e lenses, or contact lenses in licu of eyeglasses.
Total Patient Responsibility: $70.00 contact lenses may be provided with prior approval.
Total Number of Claims: 2 STIOM Y - ALLOWAMNCE SECTION
mdact Lans Uorndac “Vimaalhy B agumed
Check Group Code: PX . . = miag b Bising Lezs Comen Lens
Davis Vision Procedure/ EOP Codes L] Sy | e Mol _
ay |less -ocV_'ux ples | phes 13% discoend {{ poor approval
@ | 15% discoend O CVErage mgarad)
= Code Description {ECTION ¥ - OPTIONS SECTION
[ CHes . . Patleni chamees lor selecied aplions
] ‘T:‘rmmcm m ~ ~ 001 E}{a mination Dnlv ol d.Li]'h:'TI:i:‘WI“ e paid by E.:w1 Vi
— 50392 - COMP CONTACT LENS EVALUATION . — . Patieni Aklional
B 50 - ROUTINE OFHTH EX WEREFRAC NEW PT 002 Exam, Plan Single Vision Lenses, Davis Frame - Charge Dispense
50621 - ROUTIVE OFHTH EX WEREFRAC; ESTPT . . . 3 i
= 003 Exam, Plan Single Vision Lenses, Provider Frame - = $25 310
— - — . ; O §12 56
= 004 Exam, Plan Single Vision Lenses, Patient Frame it
] O Included WA
005 Exam, Plan Bifocal Lenses, Davis Frame fon Plan - %20 510
006 Exam, Plan Bifocal Lenses, Provider Frame i D 540 10
i : . O $20 $10
007 Exam, Plan Bifocal Lenses, Patient Frame ; = - -
008 Exam, Trifocal Lenses, Davis Frame Vidon = £30 %10
009 Exam, Trifocal Lenses, Provider Frame Hocals O 350 30
- - el O 90 30
m 010 Exam, Trifocal Lenses, Patient Frame o= - — —
- . S - . . - ticals -
TV él"h*':h’tah:]rﬁ”m s 011 Exam, Providers Single Vision Lenses, Davis Frame e o 530 520
W O - : By RC S
e Ob 012 Exam, Providers Bifocal Lenses, Davis Frame sustng) E o }
Bdnintctared by Dwwiz Wizion N . . . e 4R 57
N 013 Exam, Providers Trifocal Vision Lenses, Davis Frame 9 :“": 5 P pape
Pay ONE HUNDRED FORTY ANL @ﬁ 014 Exam, Providers Aphakic Single Vision Lenses, Davis Frame i D 575 25
Pay to the order of: 015 Exam, Providers Aphakic Bifocal Vision Lenses, Davis Frame n o s 25
matwve
016 Exam, Providers Single Vision Lenses, Providers Frame o s =
] Provider Mame . . . wes may vary based en manulscurer’s
| Provider Address 017 Exam, Providers Bifocal Lenses, Providers Frame 20 Dl gacr level frames, 3 S10 sditensl diapesse will spply
— Provider City, State Zip Code - - - n#::rm Tor dependent ¢hikdren, mensomlar patas and
— i 018 Exam, Providers Trifocal Lenses, Providers Frame -
019 Exam, Providers Aphakic Single Vision Lenses, Providers Frame ¢ complete Sections LIIL V, and VIB.
- - - - 1ﬁaﬂ_umla .1...«':1 sl,.l:c;:tnw. VIa
020 Exam, Providers Aphakic Bifocal Lenses, Providers Frame £l '?’.:__"f‘.?r._nﬁflxj_;%‘.r.,.'.:?.m—.mg?mtgmm
; — xikutes that i i & cxime 10 Inawingly provide fuse, incompl e or
021 Exam, Providers Contact Lenses (no definition of the type) r—.;“m m'?im.c._-cc.?_.my E;ﬁﬁ-}’;}a*‘;‘?aﬁimﬁ 4y
022 Exam, Providers Medically Necessary Contacts mmasTe
H I Fits. These rights I
023 Exam, Davis Contact Lenses 19910 or writing o |
024 Exam, Davis Frame
025 Exam, Providers Soft Contact Lenses
026 Exam, Providers Hard Contact Lenses
027 Exam, Providers Toric Contact Lenses
028 Exam, Providers Rigid Gas Permeable Contact Lenses
029 Exam, Providers Frame
030 Exam, Davis Disposable Contact Lenses
031 Exam, Davis Premium Disposable Contact Lenses
032 Exam, Davis Single Vision Lenses Safety Complete




Step 2 (CVX)

ldentify Detalls of the Claim and Verify Reimbursements

SECTIOMI - TIEMNT SECTKMN SECTIOM 11 - COVERMAGE SECT IO
. Member Nawe: Plan Level: Premiec
* |dentify the Procedure Code Column on the EOP VembaNe Coptymens:  Eye examination $10
Patient Nampe: E;::_-I:I;tclc |citacs ﬂﬂ
Relationship:  Member  Spouse  Chid *"g:ﬁﬂ'ﬂﬁ:—‘iﬁmg %
« Use the Davis Vision Procedure/ EOP Codes list to identify the different parts of the PLOVIGTS NI e Dot [T Colsction e -Pun1 80
Hﬁ:ﬂfl h_hﬁ"h_ "iﬁh """"""""""""""""" An eye examination (inchuding dilation), contact lens evaluation'fitting,
: : : : - Authorization Ne: XON specticle lenses and frame, or contact lenses in licu of syeghsses.
claim. With CVX, the Claim is already broken down to a specific level uborzion D Vil oy conc sy b providavih o v
SECTIOM IV -AL LOWAMCE SECTKIMN
SECTIOM 11l - SERVICE SECTION TCoetas 2o Toamer WMedwally Mecemary
A. Examination: Yes O Ne O c— H‘-h:;.ra::mir';;?u : | sl
- . - - - . la. W examimetion comgrehensive? Yes O Ne O 0 ph "i.:. a 1 = - nn_ﬁ. :ﬂJ
« Using the Service Record Form, highlight all options chosen by member and verify S —— il e e B I
lc. Wi thisa new patient? ves O we O . ]En?;.:;f . e
a, . . . ags . . 1l Primary Dhagnosis code:
the Additional Patient Responsibility (stated as Patient Charge under Section V), Secondiry Disgnois code Fany) SECTIONY - OPTIONS SECTION
B. Spectacle lenses provided: (check all that apply) . T‘:’T charges ﬁﬁ,“kﬂ.ﬁ'&f”ﬁ-- _
L Pln D Patient's D [l 1 TR 2 W < na Pﬂ::ﬂ KNl FER T
. o o . . g - . . Option = .
Copays ( identified under Section IlI) and Total Reimbursement (stated as Additional | L SweVeimO mied O mibed O Skl Cug | Digene
Premium Callection Lenses - Plan I: Canting - el ol 36
] ] EvalumtionFising O "—""‘“ﬂu?::m O Tncluded NiA
Dispense under Section V) amounts A ki’ pln mppliod Dl Dipontle b S PoeamPe | o | o
4 muti-padks* plan supplied Dispasahle lenses or: O Smgle Vision
4 mubti-padks® pln supplied Disposahle Specialty lmses or: O Smr]:'lrﬁ';"_i?‘-'ﬁ':ln Flen O 40 £10
2 multi-packs® plan supplied Plnned Replaceament lenses m Er—rra
Provider Supplied: FvalusionFiting: Sendrd O Specilyy O Lemses u 550 510
Eledive O 5-1.:.1'r_J.lud 'P‘:'-:lg:r_\.-_:ﬁ'we -
Dateof | Procedure | Submitted Allowed Benefit ~ Deductible | Copayment [Coinsurance | Additional Total Total | Paid By Davis EOP Mesically Necessary (wior spproval mqired) O Addin Ml - | D =
Service Code** Charges Amount Allowance Amount Amount Amount Patient Patient Reimbursement Vision Message [ D Frame Provided: oty iy & bl = Includ i
Responsibility | Responsibility Pen O Puims O Punviders O Addityon Moo sls o | s 560
Services Rendered By Provider Associate No: Provider ID Number SECTIOMVI - SIGNATURE SECTION :H:f - 0 o
Claim No: | XOOKGH# Patient Name: MName of Patient Membgr ID: 1D Number A L oemity St all of S serve s s mterials inicite d bone 8 moe e bt i reflecve coming) - = ¥
v by, o gy e dhes mde s of vy moes el oF koS ieribenaTin Bt ST Y T -:mi:rel'lecl'rl.'ecv:u:ﬁ:ng] L BB 37
8/9/17 S0620 N/A N/A $0.00 $0.00 $10.00 £0.00 $0.00 £10.00 $46.35 $36.35 proce s this chiim Additiomalhy, | cesif shae | bave b mformed o all o ol Tz ARC - %60 15
e e e o colimesd im 5 ectioen TVl W, ol | e shoe ] e sl fow {zntireflective coalmg)
8/9/17 V2020 N/A N/A $0.00 $0.00 $0.00 £0.00 $0.00 $0.00 $22 88 $22 88 pymnent of ey charge amocked wih ay of the fomn ackecied | s svimd that P‘T'ﬂ'-“::-' 0 75 525
8/9/17 V2781 N/A N/A $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 $15.00 $15.00 P High Index o 55 525
8/9/17 V2781 N/A N/A $0.00 $0.00 $0.00 £0.00 $0.00 $0.00 $15.00 $15.00 e e Mo el Flasic Thowsensive O 55 525
8/0/17 V2203 N/A N/A $0.00 $0.00 $10.00 $0.00 $0.00 $10.00 $6.44 ($3.56) A i&f@&@?ﬁ;;T:;‘;L‘;?zﬁﬁiai“mﬂzﬁ‘;?mm patents
8/9/17 N/A N/A $0.00 $0.00 $10.00 $0.00 $0.00 $10.00 $6.44 ($3.56) Cuteof Sl S TRUCTIONS.
Claim Total $0.00 $0.00 $0.00 $0.00 $30.00 $0.00 $0.00 $30.00 $112.11 $82.11 . apliace et of e s i Progmn T PROVIDERS: | firoaling Povider s comploe Sectas 1, 11, V. aad VIE,
e s s lndstion atreie- £ Ao 1 v fr 21 . e, il 1.500.773.2847
4. Ahonizaticn is valid for 21 daja. I expired, call 1-800-T73-2847 prior 2o madaring serdos
, - . Aushoried Sigpatire 6 Tommea sl sipnles 2 e s 8 edme o kmawingly pevide fhle, Incompdets o
Total Patient Responsibility: $30.00 Total Reimbursement: $112.11 Check Amount: $82.11 lavoioe N misleading information 1o 4n |nswance compuay for S purposs of defianding the
ey, Panalties inchade | mprisonmeant, finss and denial of insorance benefin

DAVIS VISION

EYECARE REFRAMED™

The Guardian Life Insurance Company of America
Vision Care Service Record
[This form to be mant@ned by the providers office)

Davis VISION

EYECARE REFERAME D

SHOZIOE  4/29/1%

Total Number of Claims: 1 Balance Forward: $0.00 e e mmm e m— e ——————————————————————
You have specific ERISA appeals rights regarding your vision care benefits. These rights may be
ohiained in detail by contacting Davis Vision ot 1=-B00-990.54% 1 or writi i
Check Group Code: PX Current Activity: $82.11 - qmy‘f:,ﬁrmg‘:n_m et
Ellliillg Bﬂlﬂﬂi‘e: $81.1 1 Appeeals must e rl.ld.lnr m1J1.1:r: Ti; :f-{:]uru: date of service.




DAVIS VISION

Step 3 (CVX) EYECARE REFRAMED*

)
—
E—

Calculate
Reimbursements

EEEEN
EEEN
....I
EEEN
_

Use the following formula to calculate Davis Vision Reimbursement:

Paid by Davis Vision = Total Reimbursement — Patient Responsibility

Check Amount = All the totals of the Paid by Davis Vision column

Total Reimbursement = Profit

Date of Procedure  Submitted Allowed Benefit Deductible Copavment Coinsurance Additional Total Total Paid By Davis EOP
Service Code== Charges Amount Allowance Amount Amount Amount Patient Patient Eeimbursement Vision Message
Responsibility  Responsibility
Services Rendered By: Frovider Associale  No: Provider ID Number

Claim No: X85S Patient Name: Name of Patient Member ID: |D Number
8/0/17 S0620 N/A N/A £0.00 $0.00 $10.00 $0.00 £0.00 £10.00 54635 $36.35
8/9/17 V2020 N/A N/A $0.00 $0.00 $0.00 $0.00 S0.00 000 322 88 3.2 88
8/9/17 V2781 N/A N/A $0.00 $0.00 $0.00 $0.00 £0.00 £0.00 $15.00 $15.00
8/9/17 V2781 N/A N/A £0.00 £0.00 £0.00 $0.00 £0.00 £0.00 £15.00 £15.00
8/9/17 V2203 N/A N/A £0.00 £0.00 £10.00 $0.00 £0.00 £10.00 £6.44 ($3.56)
8/9/17 V2203 N/A N/A £0.00 £0.00 £10.00 $0.00 £0.00 £10.00 £6.44 : -
Claim Total $0.00 S0.00 S0.00 50,00 530.00 50.00 $0.00 530.00 $112.11
Total Patient Responsibility: $30.00 Total Reimbursement: 5112.11 ‘ Check Amount: 582.11 \
Total Number of Claims: 1 Balance Forward: 50.00
Check Group Code: PX Current Activity: $82.11

Ending Balance: 582.11




DAVIS VISION
Step 4 (CVX)

LJ| Calculate
sl Reimbursements

« Benefit Alerts and/ Payment Summary

Use the following formula to To calculate profit (contractual
. Use the Davis Vision Procedure/ EOP calc_ulatg _the Paid by relmburgement) use the
Davis Vision column: following calculator:
Codes list or the last page of the EOP to _ _
Paid by Davis =
identify the different parts of the claim Total Reimbursement — Total Profit =
Patient Responsibility Total Reimbursement
* Lens options are broken down In 2 parts;
one line for each lens
Procedure Code Description Total Reimbursement Patient Responsibility Paid by Davis Vision
[Copays + Additional Patient
Responsibility)
50620 Exam S 46.35 S 10.00 S 36.35
V2020 Davis Vision Collection Frame S 22.88 § - S 22.88
V2203 Bifocal S 6.44 S 10.00 S (3.56)
V2203 Bifocal S 6.44 S 10.00 S (3.56)
V2781 Premium Progressive S 15.00 S . S 15.00
V2781 Premium Progressive S 00 S . S 15.00
TOTAL 5 @ 30.00 S 82.11




CONTACT NUMBERS

(i) Provider Services :=| Utilization Review
1-800-584-3140 1-800-584-2329
Monday — Friday: 8AM — 6PM EST Monday — Friday: 8AM — 6PM EST
Excel Advantage (&) Quality Assurance
1-800-933-9375 1-888-343-3470
Go to www.davisvision.com Go to www.davisvision.com
5\ Order Entry —_J Website Assistance
1-800-888-4321 1-800-943-5738

Go to www.davisvision.com



. APPENDIX




PROVIDER

PROCEDURE CODES

Effective November 1, 2017

Code Description

001 Examination Only

002 Exam, Plan Single Vision Lenses, Davis Frame

003 Exam, Plan Single Vision Lenses, Provider Frame

004 Exam, Plan Single Vision Lenses, Patient Frame

005 Exam, Plan Bifocal Lenses, Davis Frame

006 Exam, Plan Bifocal Lenses, Provider Frame

007 Exam, Plan Bifocal Lenses, Patient Frame

008 Exam, Trifocal Lenses, Davis Frame

009 Exam, Trifocal Lenses, Provider Frame

010 Exam, Trifocal Lenses, Patient Frame

on Exam, Providers Single Vision Lenses, Davis Frame

012 Exam, Providers Bifocal Lenses, Davis Frame

013 Exam, Providers Trifocal Vision Lenses, Davis Frame

Ol4 Exam, Providers Aphakic Single Vision Lenses, Davis Frame
015 Exam, Providers Aphakic Bifocal Vision Lenses, Davis Frame
016 Exam, Providers Single Vision Lenses, Providers Frame

017 Exam, Providers Bifocal Lenses, Providers Frame

018 Exam, Providers Trifocal Lenses, Providers Frame

019 Exam, Providers Aphakic Single Vision Lenses, Providers Frame
020 Exam, Providers Aphakic Bifocal Lenses, Providers Frame
021 Exam, Providers Contact Lenses (no definition of the type)
022 Exam, Providers Medically Necessary Contacts

023 Exam, Davis Contact Lenses

024 Exam, Davis Frame

025 Exam, Providers Soft Contact Lenses

026 Exam, Providers Hard Contact Lenses

027 Exam, Providers Toric Contact Lenses

PCL_10312017 | 1



Code Description

028 Exam, Providers Rigid Gas Permeable Contact Lenses
029 Exam, Providers Frame

030 Exam, Davis Disposable Contact Lenses

031 Exam, Davis Premium Disposable Contact Lenses
032 Exam, Davis Single Vision Lenses Safety Complete
034 Exam, Davis Single Vision Lenses Safety Lenses
035 Exam, Davis Bifocal Lenses Safety Complete

037 Exam, Davis Bifocal Lenses Safety Lenses

038 Exam, Davis Trifocal Lenses Safety Complete

039 Exam, Davis Trifocal Lenses Safety Lenses

046 Exam, Providers Bifocal Contact Lenses

NO2 Davis Single Vision Lenses, Davis Frame

NO3 Davis Single Vision Lenses, Providers Frame

NO4 Davis Single Vision Lenses, Patients Frame

NO5 Davis Bifocal Lenses, Davis Frame

NO6 Davis Bifocal Lenses, Providers Frame

NO7 Davis Bifocal Lenses, Patients Frame

NO8 Davis Trifocal Lenses, Davis Frame

NO9 Davis Trifocal Lenses, Providers Frame

N10 Davis Trifocal Lenses, Patients Frame

NT1 Provider Single Vision Lenses, Davis Frame

N12 Provider Bifocal Vision Lenses, Davis Frame

N13 Provider Trifocal Vision Lenses, Davis Frame

N14 Provider Aphakic Single Vision Lenses, Davis Frame
N15 Provider Aphakic Bifocal Vision Lenses, Davis Frame
N16 Provider Single Vision Lenses, Providers Frame

N17 Provider Bifocal Vision Lenses, Providers Frame

N18 Provider Trifocal Vision Lenses, Providers Frame
N19 Providers Aphakic Single Vision Lenses, Providers Frame
N20 Providers Aphakic Bifocal Lenses, Providers Frame
N21 Providers Contact Lenses

N22 Providers Medically Necessary Contact Lenses

N23 Davis Contact Lenses

N24 Davis Frame, Patient Lenses

N25 Providers Soft Contact Lenses

2 | PCL_10312017



Code Description

N26 Providers Hard Contact Lenses

N27 Providers Toric Contact Lenses

N28 Providers Rigid Gas Permeable Contact Lenses

N29 Providers Frame

MNTI Providers Single Vision Lenses, Patients Frame

MN12 Providers Bifocal Vision Lenses, Patients Frame

MN13 Providers Trifocal Vision Lenses, Patients Frame

MN14 Providers Aphakic Single Vision Lenses, Patients Frame

MN15 Providers Aphakic Bifocal Vision Lenses, Patients Frame

MOTT Exam, Providers Single Vision Lenses, Patients Frame

MO12 Exam, Providers Bifocal Vision Lenses, Patients Frame

MOQO13 Exam, Providers Trifocal Vision Lenses, Patients Frame

MO14 Exam, Providers Aphakic Single Vision Lenses, Patients Frame
MO15 Exam, Providers Aphakic Bifocal Vision Lenses, Patients Frame

RO1 Refactive Exam Only

RO2 Refractive Exam, Davis Single Vision Lenses, Davis Frame

RO3 Refractive Exam, Davis Single Vision Lenses, Providers Frame

RO4 Refractive Exam, Davis Single Vision Lenses, Patients Frame

RO5 Refractive Exam, Davis Bifocal Vision Lenses, Davis Frame

RO6 Refractive Exam, Davis Bifocal Vision Lenses, Providers Frame

RO7 Refractive Exam, Davis Bifocal Vision Lenses, Patients Frame

RO8 Refractive Exam, Davis Trifocal Vision Lenses, Davis Frame

RO9 Refractive Exam, Davis Trifocal Vision Lenses, Providers Frame

R10 Refractive Exam, Davis Trifocal Vision Lenses, Patients Frame

R Refractive Exam, Providers Single Vision Lenses, Davis Frame

R12 Refractive Exam, Providers Bifocal Vision Lenses, Davis Frame

R13 Refractive Exam, Providers Trifocal Vision Lenses, Davis Frame

R14 Refractive Exam, Providers Aphakic Single Vision Lenses, Davis Frame
R15 Refractive Exam, Providers Aphakic Bifocal Vision Lenses, Davis Frame
R16 Refractive Exam, Providers Single Vision Lenses, Providers Frame

R17 Refractive Exam, Providers Bifocal Vision Lenses, Providers Frame

R18 Refractive Exam, Providers Trifocal Vision Lenses, Providers Frame

R19 Refractive Exam, Providers Aphakic Single Vision Lenses, Providers Frame
R20 Refractive Exam, Providers Aphakic Bifocal Vision Lenses, Providers Frame
R21 Refractive Exam, Providers Contact Lenses

PCL_10312017 | 3



Code Description

R22 Refractive Exam, Medically Necessary Contact Lenses

R23 Refractive Exam, Davis Contact Lenses

R24 Refractive Exam, Davis Frame

R29 Refractive Exam, Providers Frame

R30 Refractive Exam, Davis Disposable Contact Lenses

R3] Refractive Exam, Davis Premium Disposable Contact Lenses
R32 Refractive Exam, Safety Single Vision Lenses, Safety Frame
R34 Refractive Exam, Safety Single Vision Lenses, Patients Frame
R35 Refractive Exam, Safety Bifocal Lenses, Safety Frame

R37 Refractive Exam, Safety Bifocal Lenses, Patients Frame

R38 Refractive Exam, Safety Trifocal Lenses, Safety Frame

R39 Refractive Exam, Safety Trifocal Lenses, Patients Frame

S0O500 Exam, Providers Disposable Contact Lenses

SN500 Providers Disposable Contact Lenses

E2400 Exam, Provider Supplied Soft Contact Lenses

N2400 Provider Supplied Soft Contact Lenses

E2500 Exam, Davis (Providers Supplied) Hard Contact Lenses

N2500 Davis (Provider Supplied) Hard Contact Lenses

E2600 Exam, Provider Supplied Extended Contact Lenses

N2600 Provider Supplied Extended Contact Lenses

NONSO500 Exam, Provider, Non Disposable Contact Lenses

NONSN500 Provider, Non Disposable Contact Lenses
|

- Tinting (Glass)

# Colorcoating (Gradient)

S Intermediate Lenses

% Quadrifocals

( High Index Glass (Under 1.6 Center)

* Rose Tinit (Glass)

@ Premium Progressive Lenses

+ Tinting (Plastic Solid)

< High Index Plastic (Under 1.6 Center)

= Premplus ARC

> Oversize Lenses

A Polycarbonate Lenses

B Double Segment Bifocal Lenses
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Code Description

Selective Progressive

Designer/Metal Frames

Blended Invisible Bifocal Lenses

Premier Frame

Polarized Lenses

High Index Plastic Lenses

Standard Progressive Lenses

High Index Glass
A. C. E. Single Vision
Fashion Frame

Mirror Coating

A. C. E Multi Vision

Rose Tinit (Plastic)

Photogrey (PGX)

Plastic Photosensitive Lenses

Anti Reflective Coating (Standard)
Scratch Resistant Coating

Tinting (Plastic Gradient)

Ultraviolet Coating

Edge Treatment

Premium Anti Reflective Coating

Ultra Progressive

Ni<|s|<|c||v|z|o|o|o|z|z||x|<|—|z|o|m|m|T|oO

Ultra Anti Reflective Coating
.|

CLO1 Contact Lens Evaluation

CLO2 Contact Lens Evaluation; Fitting (New Patient)

CLO3 Contact Lens Evaluation; Re-Fit (Existing Wearer)

CLO4 Contact Lens Evaluation; Fitting Toric (New Patient)

CLO5 Contact Lens Evaluation; Re-Fit Toric (Existing Wearer)
CL12 Daily Wear Contact Lens Fitting (New Wearer)

CL13 Daily Wear Contact Lens Re-Fitting (Existing Wearer)

ClL14 Toric Daily Wear Contact Lens Fitting (New Wearer)

CL15 Toric Daily Wear Contact Lens Re-Fitting (Existing Wearer)
CL16 Disposable Contact Lens Fitting (New Wearer)

CL17 Disposable Contact Lens Re-Fitting (Existing Wearer)
CL18 Toric Disposable Contact Lens Fitting (New Wearer)

CL19 Toric Disposable Contract Lens Re-Fitting (Existing Wearer)
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92310 Daily Wear Contact Lens Fitting (New Wearer)

S0592 Extended Wear Contact Lens Fitting

S0620 Exam (ROUT OPHTH EXAM INCLU REFRAC NEW PT)

S0621 Exam (ROUT OPHTH EXAM INCLU REFRAC EST PT)

92002 Exam (OPHTH SERV: MED EXAM & EVAL; INTERMED NEW PT)
92004 Exam (OPHTH SERV: MED EXAM; COMP NEW PT 1/MORE VISITS)
92012 Exam (OPHTH SERV: MED EXAM & EVAL; INITERMED ESTAB PT)
92014 Exam (OPHTH SERV: MED EXAM & EVAL; COMP ESTAB PT)
92310 PRSC & FIT CONTACT LENS; CORNEAL EXCEPT APHAKIA
SO500 DISPOSABLE CONTACT LENS PER LENS

SO512 DAILY WEAR SPECIALTY CONTACT LENS PER LENS

S0592 COMPREHENSIVE CONTACT LENS EVALUATION

V2020 FRAMES PURCHASES

V2025 DELUXE FRAME

V2100 SPHERE 1VIS PLANO +/- 400 PER LENS
V2101 SPHERE 1VIS +/- 412-7.00D PER LENS
V2102 SPH SNGL VIS +/- 712-20.00D/LENS
V2103 SNGL VIS PLANO +/-4.00, 0.12-2.00
V2104 SCGNL VIS PLANO +/-4.00, 2.12-4.00
V2105 SNGL VIS PLANO +/-4.00, 4.25-6.00
V2106 SNGL VIS PLANO +/-4.00, >6.00

V2107 SCNL VIS +/- 425-7.00,0.12-2.00

V2108 SCNL VIS +/- 425-7.00, 2.12-4.00

V2109 SNGL VIS +/- 425-7.00, 4.25-6.00

V2110 SNGL VIS +/- 425-7.00, >6.00

V2111 SNGL VIS +/-7.25-12.00, 0.25-2.25

V2112 SNGL VIS +/- 7.25-12.00, 2.25-4.00

V2113 SGNL VIS +/- 7.25-12.00, 4.25-6.00

V214 SNGL VIS SPH > +/-12.00

V2115 LENTICULAR (MYODISC)/LENS SNGL VIS
V2116 LENTICULAR LENS NONASPH/LENS SNGL
V2117 LENTICULAR ASPH/LENS SNGL VIS
V2118 ANISEIKONIC LENS SINGLE VIS

V2121 LENTICULAR LENS, SINGLE

V2199 NOC SNGL VIS LENS

V2200 SPH BIFOC PLANO TO +/- 4 00D/LENS
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V2201 SPH BIFOC +/- 412-7.00D/LENS
V2202 SPH BIFOC +/- 712-20.00D/LENS
V2203 BIFOC PLANO +/- 400D, 0.12-2.00D
V2204 BIFOC PLANO +/-4.00D, 2.12-4.00D
V2205 BIFOC PLANO +/04.00D, 4.25-6.00D
V2206 BIFOC PLANO +/-4.00D > 6.00D
V2207 BIFOC +/-4.25-7.00D, 0.12-2.00D
V2208 BIFOC +/- 4.25-7.00D, 2.12-4.00D
V2209 BIFOC +/-4.25-7.00D, 4.25-6.00D
V2210 BIFOC +/-4.25-7.00D, > 6.00D

V2211 BIFOC +/-7.25-12.00D, 0.25-2.25D
V2212 BIFOC +/-7.25-12.00D, 2.25-4.00D
V2213 BIFOC +/-7.25-12.00D, 4.25-6.00D
V2214 BIFOC SPH > +/- 12.00D/LENS

V2215 LENTICULAR (MYODISC)/LENS BIFOC
V2216 LENTICULAR NONASPH/LENS BIFOC
V2217 LENTICULAR ASPHERIC LENS BIFOCAL
V2218 ANISEIKONIC PER LENS BIFOCAL
V2219 BIFOCAL SEC WIDTH OVER 28MM
V2220 BIFOCAL ADD OVER 3.25D

V2221 LENTICULAR LENS, BIFOCAL

V2299 SPECIALTY BIFOCAL (BY REPORT)
V2300 SPH TRIFOC PLANO +/-4.00D/LENS
V2301 SPH TRIFOC +/- 412-7.00D/LENS
V2302 SPH TRIFOC +/- 712-20.00D/LENS
V2303 TRIFOC PLANO +/-4.00D, 0.12-2.00D
V2304 TRIFOC PLANO +/-4.00D, 2.25-4.00D
V2305 TRIFOC PLANO +/-4.00D, 4.25-6.00D
V2306 TRIFOC PLANO +/-4.00D > 6.00D
V2307 TRIFOC +/-4.25-7.00D, 0.12-2.00D
V2308 TRIFOC +/-4.25-7.00D, 2.12-4.00D
V2309 TRIFOC +/-4.25-7.00D, 4.25-6.00D
V2310 TRIFOC +/-4.25-7.00D > 6.00D

V2311 TRIFOC +/-7.25-12.00D, 0.25-2.25D
V2312 TRIFOC +/-7.25-12.00D, 2.25-4.00D
V2313 TRIFOC +/-7.25-12.00D, 4.25-6.00D
V2314 TRIFOC SPH > +/-12.00D
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V2315 LENTICULAR MYODISC/LENS TRIFOC
V2316 LENTICULAR NONASPH/LENS TRIFOC
V2317 LENTICULAR ASPHERIC LENS TRIFOCAL
V2318 ANISEIKONIC LENS TRIFOCAL

V2319 TRIFOCL SEG WIDTH OVER 28 MM

V2320 TRIFOCAL ADD OVER 325D

V2321 LENTICULAR LENS, TRIFOCAL

V2399 SPECIALTY TRIFOCAL (BY REPORT)

V2500 CONTACT LENS PMMA SPH /LENS

V2501 CNTCT LENS PMMA TORIC/PRISM BALLAST
V2502 CONTACT LENS PMMA BIFOCAL PER LENS
V2503 CONTACT LENS COLOR VIS DEFICIT/LENS
V2510 CONTACT LENS CAS PERMEABLE SPH
V25T1 CNTCT LENS GAS PERMBL TORIC/PRISM
V2512 CNTCT LENS CAS PERMBL BIFOC/LENS
V2513 CNTCT LENS GAS PERMBL EXTEND WEAR
V2520 CNTCT LENS HYDROPHILIC SPH/LENS
V2521 CNTCT LENS HYDROPHILIC TORIC/PRISM
V2522 CNTCT LENS HYDROPHILIC BIFOC/LENS
V2523 CNTCT LENS HYDROPHILIC EXTEND WEAR
V2530 CNTCT SCLERAL/LENS (SEE 92325)

V253] CNTCT, SCLERAL, CAS PERMBL/LENS
V2599 CONTACT LENS OTHER TYPE

V2744 TINT PHOTOCHROMATIC PER LENS
V2745 TINT, ANY COLOR/SOLID/GRAD

V2750 ANTI-REFLECTIVE COATING PER LENS
V2755 U-V LENS PER LENS

V2760 SCRATCH RESISTANT COATING PER LENS
V2762 POLARIZATION, ANY LENS

V2770 OCCLUDER LENS PER LENS

V2780 OVERSIZE LENS PER LENS

V2781 PROGRESSIVE LENS, PER LENS

V2782 LENS, 1.54-1.65 P/1.60-1.79G

V2783 LENS, >=1.66 P/>=1.80 G

V2784 LENS POLYCARB OR EQUAL

V2799 VISION SERVICE MISCELLANEOUS
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