EXCEPTION REQUEST FOR COVERAGE OF REFRACTIVE LENS EXCHANGE

OMIC 655 Beach Street Phone: (800) 562-6642, ext. 639
San Francisco CA 94109-1336 Fax: (415) 771-7087
OPHTHALMIC MUTUAL

INSURANCE COMPANY
(A Risk Retention Group)

P.O. Box 880610 Email:  omic@omic.com
San Francisco CA 94188-0610 Web site: www.omic.com

Bl ratients name, initials, or medical record number:
Age:
BH Genden [ | Male [ ] Female
[ 4 Preoperative refraction: OD: 0s:
B  uncorrected visual acuity: OD: 0s:
B  Best corrected visual acuity: OD: 0s:
Axial length: OD: 0s:
[ 8| Degree of cataracts: OD: 0s:
B Patient’s visual complaints:
B Other options discussed: Reason(s) declined:

CJLASIK

[JPRK

[JCK

] Monovision

Bl Other factors supporting rationale for refractive lens exchange:

Insured’s Signature (Please do not use signature stamp.) Date

Insured’s Name (Please type or print.)

4/09 Exception Request for Coverage of Refractive Lens Exchange 1



