
 

EyeMed Vision Insurance 

 

 

 

CAMCO BENEFIT SERVICES 
800 845 4669 

FAX 360 438 6256 
 

Email or Sign up online: www.camcobenefits.com 
 
 
 

http://www.camcobenefits.com/


 
 

Plan Specifics 
 

 EyeMed Vision Care provides up to $110 toward a new frame.  If the member exceeds this allowance, 
he will receive a 20% discount off the excess amount. 

 Members pay a $10 annual deductible on exams and $25 annual deductible on eyeglass lenses. 
 Frequency for Exam/Lenses/Frame is 12/12/24 months. 
 With the 12/12/24 frequency: Contacts are in lieu of eyeglasses 

 
Other Benefits 
 

 Get up to 40% off additional purchases of complete glasses ~ Enjoy20% off items not fully covered by 
the plan 

 Contact lens exam, standard fit and follow-up have a maximum member cost of $55 – Premium fit and 
follow-up receive a 10% discount from retail conventional contact lens allowance 

 
 

 

 

 

 



CAMCO BENEFIT SERVICES 

800-845-4669  

FAX 360-438-6256 

 

 
 

EYEMED APPLICATION 

Please select:      □ Member Only $15.25 per month □ Member & Family $25.25 per month 

 

NAME (PLEASE PRINT)   

 
EMAIL                                                                                                   PHONE: (            )  

 
ADDRESS  

 

CITY                                                                   STATE                                         ZIP 

 
SOCIAL SECURITY #                                                                          BIRTH DATE  

 

                                                           

DEPENDENT INFORMATION: 

 
 

SIGNATURE ____________________________________________        DATE__________________                  

 

APPLICATIONS RECEIVED BY THE 30TH OF THE MONTH WILL BE EFFECTIVE THE 1ST OF THE FOLLOWING MONTH UNLESS 

OTHERWISE REQUESTED. PLEASE COMPLETE AND SIGN BANK AUTHORIZATION ON THE REVERSE SIDE OF THIS FORM. 

                                               

 

Full Name                                                                Social Security #                                                    Date of Birth 

 

 

 

 

 



CAMCO BENEFIT SERVICES 

800-845-4669  

FAX 360-438-6256 

 

 
 
 

Camco Benefit Services  

AUTHORIZATION AGREEMENT FOR DIRECT PAYMENTS 
(Automated Clearing House Debits, ACH) 

 

 

NAME (PLEASE PRINT)                                                                                        PHONE (           ) 

 

EMAIL_________________________________________________ UNION.LOCAL#__________________ 

I (we) hereby authorize Camco to initiate debit entries to my (our) account indicated below and financial 
institution named below to debit the same such account.  I (we) acknowledge that the origination of ACH transactions to my (our) 

account must comply with the provisions of U.S. law.  

□CHECKING or □SAVINGS (account type) 

NOTE:  All Vision plans are debited on the 10th of every month 

 

BANK NAME 

 

TRANSIT/ROUTING/ABA NUMBER 

 

ACCOUNT NUMBER 

This authorization is to remain in full force and in effect until CAMCO has received WRITTEN notification of TERMINATION in such 
time and in such manner to afford CAMCO and DEPOSITORY a reasonable opportunity to act. 

 

SIGNED____________________________________________     DATE ____/____/_____ 

 

This vision agreement is for a period of 12 months from your initial effective date.  A $100 Early Termination 
Fee will be assessed if policy is terminated before completion of 12-month period. 

 

THERE WILL BE A $35.00 SERVICE FEE FOR ANY RETURNED ITEMS OR INSUFFICIENT FUNDS. 

 

Mail To:                         

 Camco Benefit Services ~PO BOX 5667~ Lacey, WA 98503 

 

 OR YOU CAN SIGN UP ONLINE AT: www.CAMCOBENEFITS.COM 

http://www.camcobenefits.com/
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