Return this form to:
Michigan Conference of
Teamsters Welfare Fund
2700 Trumbull Avenue
Detroit, MI 48216

**FOR THE REIMBURSEMENT OF OPTICAL BENEFITS**
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From To PLACE OF] (Explain Unusual Gircumstances) DIAGNOSIS PO (| D RENDERING ]
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25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27 8_%5’["1;@%3532]%5”?’ 28. TOTAL CHARGE 28. AMOUNT PAID 30. BALANCE DUE
1 | |
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31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OR CREDENTIALS
{} certify that the statements on the reverse
apply to this bill and are made a part thereof.)
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NUCC Instruction Manual available at: www.nucc.org
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