SHEET METAL WORKERS’ LOCAL 73 WELFARE FUND

4530 ROOSEVELT ROAD
HILLSIDE, ILLINOIS 60162
PHONE (708) 449-7373

CLAIM FOR OPTICAL BENEFITS

IMPORTANT

INSTRUCTIONS FOR FILING CLAIMS:
1. COMPLETE THE TOP PORTION OF THIS PAGE.
2. HAVE YOUR OPHTHALMOLOGIST OR OPTOMETRIST COMPLETE BOTTOM PORTION.
3. ATTACH PAID BILL FOR EXAM, LENSES AND FRAMES.
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