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OHIO AFSCME CARE PLAN
1603 East 27th Street
Cleveland, Ohio 44114
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0 Chack Box for Address Change

Phone: (216) 781-6420
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i‘:l" EMPLOYEE'S ADDRESS STAEET & NO. cy STATE ZIP CODE
Claims
TELEPHONE
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If *yes"” please give reason for replacement
one wo
9 O Senses: single vision Hi-Indx (SV) 1.66
oo two
O O ianses: bilocal, kyplick | Hi-lndx {SV) 1.66
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