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Missouri Optometric Association

DENTAL / VISION / HEARING PLAN

GENERAL INFORMATION

The MOA DVH plan is a simple indemnity plan that covers dental, vision, and hearing. The
plan is available in a $1,000 and $1,500 policy year maximum per person. It can be sold as a
group, single person plan or a family plan (up to 2 adults and 3 children). There is a $100
deductible per plan year per person.

Preferred providers for the plan must be MOA members, either primary or secondary
members that already belong to another state. MOA members are asked to sign a provider
agreement to become a preferred provider. This provider list will be given to all consumers
that purchase the plan.

The vision insurance provides an eye examination immediately after the effective date of
the policy. Materials (glasses and contact lenses) are also covered starting after the effective
date of the policy. During the first year of the plan, 60% of the submitted charges up to the
maximum allowed (caps are listed in the chart to follow) are paid. During the second year,
the plan pays 70% of the charges, and after 24 months, the plan pays 80% of your charges.

MOA plan providers are asked to write off the remainder on the exam and glasses (up fo cap
amount). Contact lenses and contact lens fitting fees may be balance billed to the patient.
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Policy Schedule Summary
Maximum Payments

Examination Up to $100

Refraction Up to $35

Frame Up to $200 - can bill overage (see example)
Single Vision Lenses Up to $75/pair

FT Bifocal Up to $125/pair

Trifocal Up to $150/pair

Progressives Up to $300/pair

AR Up to $105

Polycarbonate Up to $100

Transitions® and other fints Not a covered service

CL Fitting Fee Up to $60 - can balance bill patient

Contact lenses (one-time order)  Up to $300 - can balance bill patient

The plan covers one exam/contact lens fitting per year. One pair of glasses AND one contact
lens order per year is covered. You can only invoice one order on the contact lenses. It
would be in the patient’s best interest to order a year's supply of contacts and use the
contact lens company’s rebate if the company you choose offers one. This is the strength of
the MOA plan: it is not glasses or contact lenses but can be glasses AND contact lenses if
there is enough policy benefit available.

The MOA is following the non-covered services statute in Missouri. For items that are not
covered by the plan, e.g. Transitions®, you may bill the patient your normal fee. If a provider
wishes to give any discount on those items, they may do so.

| FRAMES

Providers may bill the patient the overages after the maximum cap and discount. The
discount is also applied to the overages since frames are a covered service. For example,
let’s say the patient is in the first year of their plan and has met their deductible. They have
their eye on a $500 designer frame.
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The plan will reimburse you the maximum $200. You can charge the patient $100.
($500 x 60% = $300).

If the patient was in the third year of the plan, the reimbursement on this same $500 frame
would still be $200 and you would bill the patient $200.

($500 x 80% = $400). From this example, you can see that it is better for the patient to buy a
more expensive frame the first plan year, because it is less out of pocket due to the discount.

I CONTACT LENS EXAM/MATERIALS

Contact lenses are balance billed after the discount is applied and maximum payments
are applied.

Contact Lens Exam/Fitting

Example:

Your fee is $80. The plan will pay up to $60. During the first year of the plan, you will be
reimbursed $48 from the plan and bill the patient $32. During the third year, you will be
reimbursed $60 and bill the patient $20.

Contact Lenses:

The same is true of contact lens materials. The plan will pay up to $300. If the materials cost is
$300 for a year's supply, the plan will pay $180 the first year and you balance bill the patient
$120. During the third year, the plan will reimburse $240 for these same contacts and the
patient pays $60. If the year's supply of lenses is $500, the plan pays $300 and the patient
pays $200 in all plan years.

It is easy to determine the amount you will be reimbursed, what you write off, and what is
collected from the patient. To make it even easier, we have designed a tool/widget you can
use to make this calculation for you. You will be provided a copy of the widget.
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CODING & UNDERSTANDING EXPLANATION OF BENEFITS

When using the HCFA 1500 form, if you code a right and left eye separate, please be aware
ManhattanLife will reimburse under one code.

Example

V2200 RT $70.00
V2200 LT $70.00 Max Benefit $125  Total $140 x .6 = $84

ManhattanLife will send EOB stating:

Proc List Price Amount Allowed % Paid Non-Cvd Amount Paid
V2020 $140 $125 .60 $50 $75

It will not be broken down per eye, rather paid in one lump sum. This will be the same for
all items.

Progressive Lenses

Many offices file progressive lenses different. Some offices file the V2781 (progressive lens)
code alone and some offices file it V2781 (progressive lens) + V2300 (trifocal) code. Why is
the reason for thisg One of the “major” discount plans, no matter how you send it in, always
reimburses by splitting them out.

Example, Filed Claim

V2781 RT
V2781 LT

The "major” discount reimburses you labeled on the EOB:

V2781 RT + V2300 RT
V2781 LT + V2300 LT

ManhattanLife wants you to only use the V2781 code as a stand-alone code. By putting
the V2781 code in combination with V2300 may delay your payment or you may get
reimbursed the incorrect amount.
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APPROVED VISION CODES

For any procedure code not listed, please bill at the U&C office charge

Procedure Procedure Procedure Material
Examinations Refractions Fitting Fees Frames

Max $100.00 Max $35.00 Max $60.00 Max $200.00
92002 92015 92310 V2020
92004 92314 V2025
92012 S0592
92014

SV Lens Bifocal Trifocal Progressive
Max $75.00 Max $125.00 Max $150.00 Max $300.00

V2100 V2200 V2300 V2702

V2101 V2201 V2301 V2781

V2102 V2202 V2302 S0581

V2103 V2203 V2303

V2104 V2204 V2304

V2105 V2205 V2305

V2106 V2206 V2306

V2107 V2207 V2307

V2108 V2208 V2308

V2109 V2209 V2309 Material

V2110 V2210 V2310 Other BF/TF Lens

V2111 V2211 V2311 Max $125 or $150

V2112 V2212 V2312

V2113 V2213 V2313 V2219

V2114 V2214 V2314 V2220

V2199 V2299 V2399 V2319

S0504 S0506 S0508 V2320
V2410
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No modifier always Bilateral

Material Material
A/R Poly Lens

Max $105.00 Max $100.00

Approved Codes

V2750 V2784
V2799 S0580

RT & LT Modifier

Material
Contact Lens

Max $300.00
V2330 V2511 V2521.1 SO500
V2500 V2512 V2522 S0512
V2501 V2513 V2523
V2502 V2520 V2530
V2503 V2520.1 V2531
V2510 V2521 V2599
BUT NOT COVERED
V2782 V2745 V2762
V2783 V2761 59986

If the procedure code is not listed on this document, the procedure
is not a covered procedure and is the patient’s responsibility
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VERIFICATION OF COVERAGE

- When a policyholder presents to the office, the card will have the MOA DVH logo.

- The card will also have the amount of the maximum policy benefit with the *“MOA" letters
by it.

- The policy can also be verified by selecting Provider>>>Quick Benefits Verification on the
ManhattanLife website.

- Quick Verification can be accomplished without login information. However, providers
can register for login information for both the verification and remittance.

- Verifying a remaining balance:

- It is necessary to verify the remaining balance of the policy maximum benefit. Call
ManhattanLife (1-800-999-2971) to verify benefit amount and to see if the deductible
has been met.

- ManhattanlLife is working on a live update benefit amount that will be accessible in
the future.

A patient will pay the $100 deductible if this has not been met for the policy year. Be sure to
verify their available benefits.

Utilize the MOA DVH calculator as a tool to show the expected amount for reimbursement
and patient responsibility.
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FILING A CLAIM

Filing a claim is done by (in order of preference) Easy Upload online, fax, or mail. Fill out the basic
HCFA 1500 form or dental form use the upload features available, fax to ManhattanLife at
(713)-583-0677, or mail to: Claims Department, PO Box 925309, Houston, TX 77292-2728

| ONLINE CLAIM SUBMISSION

To file a claim online:
- Scan the completed HCFA claim form and save it to your computer
- Go to www.ManhattanLife.com

- Click on File a Claim (top right) |/

FILEACLAIM CONTACT SEARCH Q

ManhattanLife

Standing by you in the
pursuit of health, wealth,
and security for life.

STANDING BY YOU. COVID-19 FAQ

- Click on Easy Form Upload

ManhattanLife. FILEAGLAM CONTACT SEARCH Q
o Since 1850
INDMD MORTGAGES

WILES~ | SENIORS~ | EMPLOYERS- | PRODUCERS~| PROVIDERS | WHYUS | ABOUTUS

Need to file a claim?

TO PROCESS A CLAIM, PLEASE FORM CATEGORIES

1. Select the appropriate form category to the right. T

2. Locate the form.

3. Visit the Contract/Policy Holder website to submit it online or use the Easy Upload mobile app for iOS and Android and simply scan NDIVIDUAL AND WORKSITE +

the documents with your device's camera into our system.

If you need assistance, please call your agent or contact us.

TO VIEW OR PRINT DOCUMENTS
To view and print these documents, you will need Adobe Acrobat Reader. If you do not have Adobe Acrobat Reader, you may

download a free copy here.
E ManhaltanLife

EASY UPLOAD MOBILE APP:
The Easy Upload mobile app or the Easy Form Upload tool found on the Client Services site can be used to securely send

documents to us regarding a specif & Health policy or Annuity contract, even if you aren't a registered contract/ policy
holder. Simply click on the Start Uplgfidigg button. You will need to know the contract/policy number and the owner’s zip code to
use this feature.

Missouri Optometric Association
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http://www.ManhattanLife.com

- Click on Easy Form Upload “Begin” button

Log in

LOGIN

First Time User? Register Now

“ Easy Form Upload

| Upload your form instantly in 4 easy steps...
|
|

A ~alth,

- You will need the policyholder number, the number has eight digits (ie: 72-XXXXXX)
but ONLY enter the last six digits intfo the box

- The zip code of the policyholder is entered into the appropriate box

- Click on “Next”

ManhattanLife. Client Services

First Time User? Register Now

“ Easy Form Upload

| Upload your form instantly in 4 easy steps...

|
|
| Please enter the following

C ZipCode

N
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- Click circle by “Claims”
- Click on “Next”

ManhattanLife. Client Services

First Time User? Register Nov

Ilasy Form Upload L X

Upload your form instantly in 4 easy steps...

Please choose your type of upload:
Claims
Cancer Screening

Wellness.
Policy Servicin; g
Premium Inquiries e and agree to be bound by the Terms and Conditions for this website.

_ |®CANCEL ‘ ‘@PREWDUS ‘ | NEXT £ |

- Click the button that says “Choose a PDF File”, this should be the HCFA file on
the policyholder.

- Click on “Next” button and this will upload the file

- You will receive a message “Upload Successful” when process is complete

ManhattanLife. Client Services

LOGIN

First Time User? Register Now

Easy Form Upload (XX

Upload your form instantly in 4 easy steps..

Please a choose a PDF file that you want to upload.
Clicking Next will upload it.

‘@CANCEL| ‘ < PREVIOUS | | Nsxrﬁl

e and agree to be bound by the Te

ions for this website.

Missouri Optometric Association
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| MOBILE CLAIM SUBMISSION

To file a claim with Easy Upload Mobile App:

1. Download Easy 2. Mark box “An insurance
Upload App policy or annuity contract

holder or their representative”

Easy Upload

from ManhattanLife

L & & SEARAS

ManhattanLife

Standing By You, Since 1850

Easy Upload

Easy Upload allows users to quickly scan and
upload documents using the device's camera,

lam

An insurance policy or annuity
. contract holder or their
representative

0 An insurance agent or
annuity producer

Next )

[ Y =

Easy Upload

Easy Upload
Scan Documents
Document Page Count: 2

Touch the Scan button below to start scanning

documents to be uploaded. Policy No: DEMO

Choose Form Type :
[] claims

Examples.
Accident,Medical, Disability,Income Life etc

Uploads for Policy Number: DEMO
Uploads this Session
Upload Time

Policy Servicing

Examples: Name and Address
Change, Surrender/Withdrawal
Requests,Coverage Change Cancellations, etc

Premium Inquiries.

Exam Bank Draft Authorization Payment
mode/Method changes, Paid to Date Inquiries
ete

Upload &8

*** DEMO MODE ***

5. Push "“Claims” box
then hit “upload”

4. Click the “Scan button &
push “blue button” to take
picture then hit “Continue”

Missouri Optometric Association

3. Enter “Policy/Contract
Number and “Zip Code”

Easy Upload

Easy Upload Log Ir

Please enter the following information

6. The screen will say
“Success”

11



DENTAL PROVIDERS

In case you have staff members or patients who have the plan and have questions, the
following is a brief overview of how to find a dental provider and submit a claim.

1. Choose your own dentist (additional savings are available if the dentist is a Preferred Plus
Provider).

2. Two ways to find a dentist:
- Go to www.moadvh.com and select Find a Provider.
- Call ManhattanLife Customer Service Department (800-999-2971) and they will
be happy to assist you.

3. TAKE YOUR INSURANCE CARD TO YOUR OFFICE VISIT.
- Your insurance identification card should have MOA DVH and your maximum benefit
($1000 or $1500) listed on the card.

4. Voluntary use of the MOA DVH network may help you save money on your vision care.
If you go outside the network, you will need to ask the office to file on your behalf or file
directly with ManhattanLife and be reimbursed from them.

If you need to file your claim, the following options are available:

- Easy Upload App (Mobile) — Use Invoice

- Easy Form Upload (Online) — Use Invoice

- HCFA Form to be completed by Optometrist — Fax or Mail to ManhattanLife

Missouri Optometric Association

12



oy O B W

Ej&E

[=]
HEALTH INSURANCE CLAIM FORM

APFPROVED BY MNATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0242

|_|_|_| FICA

ManhattanLife

Claims Department

P.O. Box 925309
Houston, TX 777292-2728

Fax: 713-538-0677

FICA |_|_|—

MEDICARE MEDICAID TRICARE

I:lrMedfcare,ﬁ‘} |:| (Medicaidd) |:| (ID#DCD#)

CHAMPYA

[ ] memeerion [ ] s

OTHER

D (i)

HEALTH PLAMN BLK LU

[ ]ros

1a INSURED'S I.D. NUMBER (For Prograrm in Itern 1)

2. PATIENT'S MAME (Last Narme, First Mame, Midde Initial)

3. PA'{AENT S BIRTH DATE

SEX
i DD i bk g MI: FL

4. INSURED'S MAME (Last Mame, First Marme, Middle Initial)

5. PATIENT'S ADDRESS (Mo., Street)

6. PATIENT RELATICNSHIF TOINSURED

Selfl:l Sp:useD onil[ ] Other|:|

7. INSURED'S ADDRESS (Mo, Street)

CITY STATE

ZIP CODE TELEFPHCNE {Include Area Code)

()

8. RESERYED FOR MUCT USE

CITY STATE

ZIP CODE TELEFPHOME {Indude Area Code)

C )

9. OTHER INSURED'S NAME (Last Marne, First Marme, Micdle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUNMBER

b. RESERYED FOR NUCT USE

c. RESERYED FOR NUCT USE

10015

FATIENT'S CONDITION RELATED T

11, INSURED'S POLICY GRCUP OR FECA NUMBER

a. EMPLOYMENT? (Current or Previous)

D YES

[ ]no

a. INSURED'S DATE CF BIRTH SEX
Ml id

oo

] M il

b AUTC ACCIDENT?

PLACE (State)

I:‘YES D NO

b. OTHER CLAIM ID (Designated by NUCC)
|

c. OTHER ACCIDENT?

[ Jves [ Jwo

c. INSURANCE PLAN NAME CR PROGR AM MNAME

d. INSURANCE PLAMN NAME OR PROGRAM MNAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANMCTHER HEALTH BEMEFIT PLAN?

uYES j MO

ffyes, complete itemns 9, 9a, and 9d.

PATIENT AND INSURED INFORMATION 4}‘}4— CARRIER —»-

READ BACK OF FORM BEFORE COMPLETNG & SIGNING THIS FORM.
12, PATIENT'S OR AUTHCRIZED FERSCN'S SIGNATURE |authorize the release of any medical or other information necessary
0 process this claim. | also recuest payment of government kenefits either o myself o o the party whoaccepts assignment

13, INSURED'S COR AUTHORIZED PERSON'S SIGNATURE | authaorize
payment of medical benefits 1o the undersigned physician or supglier for
services described below.

telow.
SIGNED DATE SIGMED Y
14, DATE OF CUHHENT ILLNESS, INJUF!Y or PREGMNANCY (LMP) [15. OTHER DATE —_— o 16. DATES PATIENT UNAEILE O WORK IN CURRENT QCCUPATION A
| | | | | | DD | Fr
} } QAL I CQUALY I } } FRCN | | TO | |
17. NAME CF REFERRING F'F!OVIDEF! CR OTHER SOURCE 17a. 18. HOSF'ITALIZATION DATES RELATED TO CURRENT SERVICES
| el ] MDD oYY M | DD | Y
| 17k | NP1 FROM | | TO | |
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
D ves [ ]no |
21, DIAGHNCSIS OR NATURE OF ILLMESS CR INJURY Relate A-L toservice line below 24E) 10 Ind } } 22, RESUBMISSICON
Lt CODE CRIGINAL REF. NO.
Al E Gai o | |
. . . " 23. PRICR AUTHCRIZATICH NUMEER
I J | K. | Bl
24, A, DATE(S) OF SERWICE E C. | D. PROCEDURES, SERWICES, CR SUPFLIES E. F. G, H [ 1 J z
Frarm To FLAGE OF (Explain Unusual Circumstances) DIAGNCSIS RS it ) RENDERING o
MM DD Y¥ MM DD Y |SERVICE| EMG | CPTHCPCS | WMODIFIER FCINTER $ CHARGES UNTS | Plan’ | QUAL FROVIDER ID. # '-:_r,
=
L] o | el T =
| | | | | | | ' MPI o
'S
=
I R | R L | [T o
I I I I I i I . i [m]
a
I I I I I I I I === == - -
o
A N S S B R N O I s
7]
I I I I I I I I P === === =1 o
I R ] ] [ S
: s
| | | | | | | | T s
i i | i i | | | | i i i | i | | NPl Q
| | | | | | | L N
T
I I I I I I I I i e
A T N A A A ] N A I a
25, FEDERAL TAX I.D. NUMEER SSMEIN 26. PATIENT'S ACCOUNT NO 27. ACCERT ASSIGNMENT? |28 TOTAL CHARGE 29, AMOUNT PAID 30. Rewd for NUCC Use
- |
’_ YES MO ks q.OO % | i

3. SIGNATURE OF PHYSICIAN COR SUPPLIER
INCLUDING DEGREES CR CREDEMTIALS
(| certify that the staternents on the rewverse
apply to this kil and are mace a part thereof.)

32, SERWICE FACILITY LOCATION INFORMATION

33. BILLING FROWIDER INFO & PH # (

)

a.

S| GMNED DATE

h.

|b.

NUCT Instruction Manual available at: www. nucc.org

PLEASE PRINT OR TYPE

APPROVED OME-0856- 1187 1_ORM 1500 (0212
-Clear Forml
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How to File a Claim for Your Dental, Vision and Hearing Policy

Vision

Claim Filing

We accept the HCFA 1500 (Health Care Financial
Administration) standardized health insurance claim form or
the Vision Claim Form at www.manhattanlife.com

Your policy will consider charges for basic eye exams,
refractions, eyeglasses and contact lenses.

In the information section of the form, you or your physician
must fill in the following information.

e Insured’s full name and address
e |nsured’s ID Number

e The name and date of birth of the insured receiving the
vision services.

If your vision care provider files the claim for you

Many ophthalmologist and optometrists will file the claim on
your behalf. Many may ask that you pay your share of
the cost at the time of the visit. Show your ManhattanLife
Assurance Company of America ID card to your vision care
provider.

MAIL TO:
MANHATTANLIFE
CLAIMS DEPARTMENT
P.O. BOX 925309
HOUSTON, TX 77292-2728

FAX: 713-583-0677

DVH-CLM 0715 www.manhattanlife.com

% ManhattanlLife.
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CLAIM FOR DENTAL, VISION, AND HEARING EXPENSE BENEFITS

PART 1

Any person who knowingly and with intent to injure, defraud,
or deceive any insurance Company files a statement of claim
containing any false, incomplete or misleading information is
guilty of a felony of the third degree.

MAIL TO:

MANHATTANLIFE
CLAIMS DEPARTMENT
P.0. BOX 925309

HOUSTON, TX 77292-2728
FAX: 713-583-0677

1. Patient Name 2. Relationship to Employee 3. Sex 4. Patient Birthday 5. Iffull time student
Self Spouse Child Other | M MO Day Year | School City

6. Employee 7. Employee Social Security No.  |8. Group number if known

First Middle Last
9. Employee Mailing Address City, State Zip
10. I have reviewed the following treatment plan. | authorize release of any information relating to this claim. Patient’s Signature (Parent if minor).
PART 2
11. Dentist Name

First Middle Last
12. Mailing Address City, State Zip

TO BE COMPLETED BY DENTIST

13. Dentist Soc. Sec. or ITIN 14. Dentist License No. | 15. Dentist Phone No. | 16. First Visit Date |17. Place of Treatment 18. Radiographs or No| Yes | HowMany?
Current Series | Office | Hosp. | ECF ‘ Other |  Models Enclosed?
19. Dentist - Check One 32. Examination and treatment Plan - List in order from tooth number 1 through tooth number 32 For Home
Use chart system shown Office Only
O Pretreatment Estimate — -
O Statement of Actual Services | Tooth No. Surface ' . Description of'Serwce.s Date Service Performed| Procedure Fee O Schedule
EACIAl or Ltr. (including X-rays, Prophyaxis Materials Used, etc.) Mo T Day [ Vr. Code Q Other
FACIAL
Dental Unit Use Total Fee Actually
o Charged
Employee Ellglblle Date These benefits will Deductible
Employee Effective Date subject to Policy
Termination Date provisions, be payable
Verified By if the described
procedures are
Date performed while the
TO BE COMPLETED BY DENTIST patient is insured with Patient pays
ManhattanLife
| hereby certify that the services listed above have been performed on the above named patient on the dates Assurance Company
indicated of America In_surance
e will pay
Dentist Signature Date

DVH-CLM 0715

www.manhattanlife.com

%ﬁ ManhattanLife.
\




Dental

Claim Filing

A dental insurance claim form is submitted to request
payment for services rendered or to file for per-authorization
of services to be performed. We accept the ADA’s (American
Dental Association) standardized dental insurance claim form.

In the information section of the form, you or the dentist
must fill in the following information.

e Insured’s full name and address

e Insured’s ID Number

e The name and date of birth of the insured receiving the
dental services.

Attachment of Supporting Documentation

You should substantiate your dental insurance claim expenses
by attaching itemized bills and receipts, which contain the
following information.

e Insured’s full name and address

e Insured’s ID number

e Provider’s name and address

e Dates that dental care or treatment was provided

e Dentist’s Tax ID Number

e Dates that services or treatment were received

e Tooth surface(s) and tooth number(s), arch, quadrant
e ADA procedure codes

e Description of each treatment

e Charge for each service

If your Dental Care Provider Files the Claim for You
Many dental offices will file the claim on your behalf. Some
may ask that you pay your share of the cost at the time of
the visit. Show your ManhattanLife Assurance Company of
America ID card to your dental care provider.

All claims be submitted to ManhattanLife Assurance Company of America by
mail or fax.
ManhattanLife Assurance Company of America
Claims Department
P.O. Box 925309
Houston, Texas 77292-4408
Fax: 713-583-0677

www.manhattanlife.com

DVH-CLM 0715

%:TZ ManhattanLife.
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