
This message, including any attachments, is intended solely for the use of the named recipient(s) and may contain confidential and/or privileged information. Any unauthorized review, use, disclosure or 
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AFFILIATED COMPUTER SERVICES, INC.  
Provider Inquiry Recipient Eligibility for Vision Services 

FAX: (907) 644-8126 
 

Provider:  NPI* or Medicaid Contract ID† ____________________  Provider Name _________________________________________  Date ____________________________  
 
 Contact Person  _______________________________  Provider FAX _________________________________  Provider Phone ____________________________  
 

 
 

 Please submit: 1) the recipient name, 2) month and year of service, and 3) at least one other patient identifier such as the recipient Medicaid ID, the SSN, or the Date of  
 Birth (DOB). Provider Inquiry will verify recipient eligibility for the month and year indicated in the Month/Year of Service field, and will indicate if they have received a vision 

exam or glasses within the last year. 
 
 
1.____________________ ________________________  ___________  ___________________  Eligible   Medicaid ________________ CAMA __________________  
 (Medicaid or SSN) (Recipient Name) (DOB) (Month/Year of Service) (Yes) (No) (Code) (Code) 

 Exam   Glasses   Neither   TPL ______________  ________________________________  _________________  __________________________________________  
 Within the last year (Code) (Policy Name) (Effective Dates) (Policy No. or Subscriber Group No.) 
 
 

 
2.____________________ ________________________  ___________  ___________________  Eligible   Medicaid ________________ CAMA __________________  
 (Medicaid or SSN) (Recipient Name) (DOB) (Month/Year of Service) (Yes) (No) (Code) (Code) 

 Exam   Glasses   Neither   TPL ______________  ________________________________  _________________  __________________________________________  
 Within the last year (Code) (Policy Name) (Effective Dates) (Policy No. or Subscriber Group No.) 
 
 

 

 
3.____________________ ________________________  ___________  ___________________  Eligible   Medicaid ________________ CAMA __________________  
 (Medicaid or SSN) (Recipient Name) (DOB) (Month/Year of Service) (Yes) (No) (Code) (Code) 

 Exam   Glasses   Neither   TPL ______________  ________________________________  _________________  __________________________________________  
 Within the last year (Code) (Policy Name) (Effective Dates) (Policy No. or Subscriber Group No.) 
 
 

 
4.____________________ ________________________  ___________  ___________________  Eligible   Medicaid ________________ CAMA __________________  
 (Medicaid or SSN) (Recipient Name) (DOB) (Month/Year of Service) (Yes) (No) (Code) (Code) 

 Exam   Glasses   Neither   TPL ______________  ________________________________  _________________  __________________________________________  
  Within the last year (Code) (Policy Name) (Effective Dates) (Policy No. or Subscriber Group No.) 
 
 

 
5.____________________ ________________________  ___________  ___________________  Eligible   Medicaid ________________ CAMA __________________  
 (Medicaid or SSN) (Recipient Name) (DOB) (Month/Year of Service) (Yes) (No) (Code) (Code) 

 Exam   Glasses   Neither   TPL ______________  ________________________________  _________________  __________________________________________  
 Within the last year (Code) (Policy Name) (Effective Dates) (Policy No. or Subscriber Group No.) 
 
 

Completed by ______________________________________________ _______________________________________  
 (ACS Provider Inquiry Specialist)   (Date Completed) 

                                                           
* National Provider Identifier 
† Formerly known as Alaska Medical Assistance Provider Number 
 


