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GHI OPTICAL CLAIM FORM SIDE 2

Any person who knowingly and with intent to defraud any insurance company or ofher persan files an n.TicuHun for insuraonce or
statement of claim concerning Iﬂ}"rlﬂll!ll'iﬁ"r false information, or conceals for the purpose of misleading, information concerning any
foct material therats, commits a fraudulent insurance act, which is o crime, and shall also be subject fo o civil penalty not te excesd
five thousand dollars and the stated value of the daim for each such vielation.

PART E: OTHER INSURANCE COVERAGE

This part must ba completed if patient is eligible for health benefits undar any ofher health insurance policy.
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WHERE TO MAIL CLAIMS

MAIL CLAIMS TO:
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