
 

Flex Spending Cards 

Present your FLEX or HSA spending cards at the time of service. 
We cannot reimburse or alter transactions  

once another payment method has been processed. 

 

PLEASE CONTACT YOUR INSURANCE COMPANY 

BEFORE SCHEDULING AN APPOINTMENT  

TO VERIFY YOUR COVERAGE. 

(WE DO NOT ACCEPT MEDICAID *see NOT COVERED below*) 

*Please be aware it is quite possible your insurance does NOT pay for some or all your 

services including exams, retinal photos, visual field testing, glasses, or contacts. There can be 

copays, deductibles, out-of-network fees, and denials. Some diagnosis codes are not covered by 

“free” annual vision exams. 

**We charge a $30.00 refiling fee for not providing the correct insurance information at your 

appointment. 

*Some services are covered under your vision plan; other visits might be covered under your 

health insurance,  bring all cards with you for your visit. 

 

Insurances Accepted 
Aetna                                 *see Medicaid exclusions below* 

Ameritas Principal     (see VSP) 

Anthem Blue Vision       (see EYEMED) 

BCBC / Blue Cross Blue Shield      *see exclusions below* *Limitations apply* 

Cigna 

EyeMed                                     *typically you will not have a specific card for EYEMED 

            We need your legal name and birthdate to look up your coverage. 

Health Alliance                    Bring the patient card and we will need the plan holder relationship and DOB 

Humana                   *Some Humana plans are Aetna/EYEMED plans 

TriCare    *We need the card and if you claim under TRICARE EAST or TRICARE WEST. 



United Health Care                *see exclusions below* 

Medicare 

Metlife                      (see VSP) 

NECA 

Pekin 

Principal                       (see VSP) 

HealthLink 

U of I insurance           * typically EYEMED or an AETNA plan (Please bring the AETNA CARD) 

VSP                  *Please provide the last 4 digits of your social security and the DOB of the person who owns the family plan or 

the unique VSP card number when you call to schedule. **we do not accept Medicaid VSP** 

WellCare         *see exclusions below* 

 

We are not associated with the following insurance 

NOT COVERED  /OUT-OF-NETWORK/ EXCLUSIONS 

AFLAC 

Anthem aka Davis vision 

BCBS      *FEP Blue Vision 

We are out of network for some BCBS vision plans. We will add them as we discover more. 

 **Capital BCBS Vision 

Caterpillar – they will not pay   

Davis Vision 

Guardian Davis 

Guardian *Aetna 

Guardian Avesis 

Medicaid (Any Provider) Including but not limited to: 

 Meridian – Molina – Aetna – Aetna Better Health – BCBS Medicare plans – Medicaid VSP 

Medishare is a Superior Vision Plan 

Spectera aka Davis Vision     

Superior Vision   

Transitions 

Wellcare Meridian is a Medicaid plan  

United Health Care exceptions:  United Healthcare vision plans 

Choice Network Plans / Choice Plus Plans  

 Optum 

 Spectera aka Davis Vision   



 



 

 

 



 



 



              

To better connect you with Illini Eyecare we are using Marlo, an independent platform powered by Alcon. 

In order to use Marlo, we need your consent to allow us to upload your prescription, exam date, and 

contact information into Marlo and provide you the option to give us additional eye health information via 

Marlo. 

 This platform will allow us to send you appointment reminders through Marlo via text and/or 

email. 

 This platform can remind you when your contacts are due for a refill. 

 This platform will allow you to purchase contacts and OTC contact supplies online 24/7 and have 

them shipped directly to your home. 

**PATIENT CONSENT TO PARTICIPATE IN MARLO** 

 We can enter your basic data on your behalf. 

(Please print CLEARLY or ask us for assistance) 

Email address__________________________________________________________ 

Name__________________________________________________________________ 

Your ship-to address_____________________________________________________ 

City / State / Zip Code____________________________________________________ 

Telephone number for text notification_____________________________________ 

Print__________________________Sign_____________________________Date____

___________ 

The patient verbally consented. 

~OR~ 

Scan the QR code below and enter your data from your device. 

 

Be sure to opt-in to text messages to receive contact lens order tracking info and 

reminders  



as well as exciting rebate offers for Alcon brands. 



Annual eye exams are an essential part of caring for your vision. 

These are the things we will ask when scheduling your appointment. 

1. Patients legal name , if they go by a preferred name, please just let us know 
2. Telephone number, for appointment reminders or product pick up 
3. Date of Birth 
4. Are you a new patient or current patient 

 Our website has printable forms you will need if you are a new patient 
5. The name of your vision/medical insurance. 

  We have a list of accepted insurances on this website 

 Some vision insurance requires the policy owners name, date of birth and last 4 of their social # 
6. The reason for your visit.  
7. Do you have diabetes? *We only ask so we can include the correct forms for the doctor* 
8. Specific questions or sudden vision change concerns so we can schedule your needs correctly. 

 

Here is a checklist of items to bring with you for your visit. 

1. Your current set of glasses or contacts.  

 

2. A list of your current medications.  

 Prescription 

 Over the counter 

 Natural remedies 

 The name of the pharmacy you prefer 

 The name of your primary or specialty care physician 

 

3. Insurance information.  

 If you are using a flex spending card, please bring it with you 

 Vision insurance card - some vision insurances do not issue a card 

 Medical insurance cards – used for glaucoma, dry eyes, eye injuries etc. 

 

4. A list of questions or concerns. 

 Changes in your vision, including difficulty judging distances, a harder time distinguishing colors, blurry 
vision, flashes of light, poor night vision, or double vision. 

  PLEASE TELL US ABOUT VISION CHANGES WHEN SCHEDULING YOUR APPOINTMENT. 

 Your family history, as eye some issues have a genetic component. 

 Any general questions or Information you have about your eyes 

 

5. Sunglasses (or a driving buddy).  

 Occasionally, but NOT always, it may be necessary to dilate your eyes  

Please call our office if you have any questions. 

Illini EyeCare of Monticello 217-762-2551 



   

 

My Medicine List 

Name 

Instructions: 
• Write down all the medicines you take, including over-the-counter medicines, vitamins and herbs. Update your list as your medicines change.
• Example: Name of medicine = aspirin, Color = white, What is it for = blood thinner, Dose and number = 81 mg.-1 pill, Time = night, Special

instructions = none
• If you are allergic to a medicine, or if you have had problems taking a medicine, write it at the bottom of the page.

LIST OF MEDICINES 

Name of medicine Color What it’s for Dose and number of 
pills or tablets to take Time Special instructions 

(such as “take with food”) 
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