IBEW LOCAL UNION 136

Vision Claim Request Form

Only one claim per form please.

IBEW MEMBER’S FULL NAME:  __________________________________________

IBEW MEMBER’S SOCIAL SECURITY NUMBER:  ________---______---_________

IBEW MEMBER’S ADDRESS:   

________________________________________________________________________
CITY:  _______________________________STATE: ​​​​​_________________________ZIP:  ____________

PLEASE CHECK HERE IF THE ABOVE IS A NEW ADDRESS  (
IBEW MEMBER’S PHONE NUMBER:  (        )  __________________________

CLAIM INFORMATION

DATE OF SERVICE:  _____________________________

NAME OF CLAIMANT:  _________________________________________________

SOCIAL SECURITY NUMBER OF CLAIMANT:  ________---______---_________

CLAIM REQUEST AMOUNT:  $_______________

SERVICE PROVIDED BY: ________________________________________________

I verify the above information is accurate to the best of my knowledge as of the date below.

Signature of Member:  ________________________Date:  ________________________

PLEASE MAIL THIS CLAIM FORM WITH ANY RECEIPTS TO:

PROFESSIONAL BENEFITS GROUP INC.

ATTENTION:  VISION CLAIMS

1000 CHESTNUT STREET
SUITE 111

VESTAVIA HILLS, ALABAMA 35216
