
SUBMIT THIS FORM DIRECTLY TO 

YOUR INSURANCE PROVIDER 

 

 Direct Reimbursement Claim Form  

Member Information 

 

Member ID #:   Mailing Address:   
 

Group #:   City:   
 

Member Name:   

Date of Birth:   

State:   

ZIP:   

Phone:   
 

 

Patient Information 
 

 

Relationship to Member: Mailing Address:   
 

 

Self 
 

Spouse 
 

Child 
 

Other City:   

State:   

Patient Name:   

Date of Birth:   

ZIP:   
 

Phone:   

 

 

Purchase Information 
 

 

Provider: Tart Optical  

Address: 15303 Ventura Blvd. Ste. 900  

City: Sherman Oaks  

State: CA  

ZIP: 91403  

Phone: 833-533-8300  

Order #:   

Purchase Date:   

Items Purchased:   

Frames Amount:   

Lens Amount:   

Lens Type (if applicable): 

Single Vision Progressive Bifocal Other 

 

 

 

Member Signature:   Date:   

 

SUBMIT THIS FORM DIRECTLY TO YOUR INSURANCE 
PROVIDER 


