VIDEO DISPLAY TERMINAL OPERATOR

INSTRUCTIONS / INFORMATION FOR FORM
· The eye exam form must be completed to indicate strength of Lenses/Glasses purchased 

· You are entitled to one visit per year according to the contract.  Reimbursement for contact lenses and /or glasses will be paid only once a year.

· You do not need to purchase the glasses through your doctor, you may purchase them anywhere you wish and at any time you wish.   However, reimbursement will only be made to you once, within a year from the date of examination.  

· There will be no reimbursement without an itemized original receipt and bill from the doctor’s office.  Reimbursement will be paid to the employee unless otherwise specified.

· The co-payment fee per office visit is reimbursable to you, if you used your insurance for billing at the time of the visit.

· The “Authorization for Release of Information” - Section I must be completed dated and signed in order to process your request for reimbursement.

· The “Eye Examination Form” - Section II must be completed and signed by your doctor.

· The “80% Acknowledgement Form” – Section III must be completed and signed by both the employee, and Supervisor. 

          Return forms to: Your applicable human resources unit (https://www.maine.gov/bhr/state-hr-professionals/Human-Resource-Contacts)
· This form will take precedence over any old forms, which need to be destroyed.  We will no longer accept the old form.

VIDEO DISPLAY TERMINAL OPERATOR

AUTHORIZATION FOR RELEASE OF INFORMATION FORM

SECTION 1

Employee’s Name:


________________ Department:

__





    

Home Address: _____________________________________________________





     
------------------------------------------------------------------------------------------------------------

Glasses or Contact Lenses Purchased:
Yes________ No_____________



Doctor must indicate the prescription strength on Section II form. 

***********************************************************************
AUTHORIZATON FOR RELEASE OF INFORMATION

I, 




 hereby authorize Service Center B and its duly appointed representative to obtain, examine, copy or reproduce in any manner any and all information, records, documents, or reports that are in any way related to eye examinations that are in your possession or custody.

EMPLOYEE’S SIGNATURE/DATE

 EMPLOYEE’S JOB CLASSIFICATION TITLE





	Employees of Department of Labor and Defense Veterans & Emergency Management only are required to complete this section for payment. 


	Task Order ____________________                                             Task​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_________________________                                                                                                                                           

	


THIS SECTION TO BE COMPLETED BY HUMAN RESOURCE OFFICE ONLY

EYE EXAM COST___________PRESCRIPTION COST ALLOWED__________

FUND__________AGCY______ORG________ APPR________OBJ_4880/4881

VC#_______________________APPROVED__________DATE_____________

‮
                       
                                         EYE EXAMINATION FORM
‮                           maxE laitinI_______     pu wollof launnA__________                                                                                

SECTION II

NAME:




                            DEPT/BUREAU:



 

DIAGNOSIS


O.D.





O.S.

------------------------------------------------------------------------------------------------------------

(IF MORE THAN ONE CONDITION, PLEASE UNDERLINE PRIMARY EYE CONDITION)






             DIST
   NEAR


DIST
  NEAR


VISION WITHOUT CORRECTION:
O.D.



O.S.


VISION WITH PRESENT GLASSES:
O.D.



O.S.

VISION WITH BEST CORRECTION:
O.D.



O.S.

------------------------------------------------------------------------------------------------------------
(TO BE COMPLETED IF NEW GLASSES/LENSES ARE RECOMMENDED)

PRESCRIPTION

                  SPH.              CYL.              AX              PRISM             NEAR ADD

PRESENT GLASSES
O.D.




O.S.

BEST REFRACTIVE
O.D.

    CORRECTION



O.S.

------------------------------------------------------------------------------------------------------------
DESCRIPTION OF EYE CONDITION OR ANY CHANGE SINCE PREVIOUS EXAMINATION INCLUDING CAUSATION OF THE CHANGE IN EYE CONDITION SINCE LAST EXAMINATION:
------------------------------------------------------------------------------------------------------------
Must be completed:
‮EVISSERGORP ________                                          LACOF-IB____________
‮NOISIV ELGNIS________                                        LACOF-IRT___________



------------------------------------------------------------------------------------------------------------
DATE OF EXAMINATION











   EXAMINER’S   SIGNATURE
VIDEO DISPLAY TERMINAL OPERATOR

80% ACKNOWLEDGEMENT FORM

SECTION III

Any employee, whose job assignment requires them to spend at least eighty percent (80%) of their time operating Video Display Terminals (VDT), shall be entitled to an examination by an eye doctor at the State’s expense.

Employee Name

As a Supervisor of the State of Maine,

I hereby acknowledge that the above listed employee spends at least

80% of his/her time operating a Video Display Terminal
Superviser Signature

Reimbursement amounts will depend on which Union bargaining unit employees belong to. 
Any employee requesting reimbursement for an eye examination must attach the Authorization for Release of Information Form – Section I, and an Eye Examination Form – Section II, completed by the eye doctor and the itemized original receipt and bill from the doctor’s office. All forms must be sent to Human Resources for reimbursement. *
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