VSP Member Reimbursement Form

To request reimbursement, complete this form (in blue or black ink), enclose a legible copy of your
itemized receipt(s) and send them to the following address. Be sure to keep a copy for your records.

VSP
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(Do not add tax or shipping)
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Store or Dr Name
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I acknowledge that the above-named provider is not a VSP Preferred Provider and that VSP cannot guarantee my
eyecare andfor eyewear satisfaction. | also attest that the information | have provided above is complete and

accurate.

{ fully understand and consent to the above statement:
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