
PROVIDER UTILIZATION REPORT

Patient Name:

Primary Member's Name (if different):

Date of Service:VPA Group/Member #:

Circle applicable:Services Provided -

AphakicLenses Frames Contact LensesEye Exam
OD OSS/V

B/F
T/F
Other

If other, please explain:

Medical Referral (if applicable) to:

Dr

Telephone:

Provider Name: Fax #:

Address:

Telephone:

Member's Signature:Date:

** Provider we welcome your comments:

PLEASE RETURN TO VPA IMMEDIATELY AFTER SERVICE

Please fold in half, staple and mail or fax to (213) 384-0084.

Vision Plan of America
(213) 384-2600      (800) 400-4-VPA
3255 WILSHIRE BOULEVARD      SUITE 1610
LOS ANGELES      CALIFORNIA 90010
FAX      (213) 384-0084


