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Make A Claim

Select the claim type in order to begin
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Dental Claim

Check here to submit your dental claim
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Pay for your optician visit as normal, then
claim back your covered costs as soon as your
treatment is complete or when you visit an
optician on DeCare’s Vision Network, DeCare

will pay the optician directly for the costs
covered by your policy.

Download the DeCare app from the App
or Google Play Store

DeCare App STEP

Download the
Step by @ DeCare App
Step Guide

#_ Download on
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@& App Store
7 o
STEP Log into the s DeCare
app with your
$DeCare member login Login’to my account
details. Enter your i d below
\ —_— / Password®

©

=)

If you have forgotten
your password you can
reset it here
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Select the
member you
are making
the claim for
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Add bank
details if not
previously
provided

Select The Member
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Add Payment Details
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Upload or
take a photo
of an
itemised
receipt

Submit a Vision Claim

via the DeCare App

Make a Vision Claim in 4 simple steps:
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< Back

Add Your Receipts

1

()
Upload A Receipt

Take A Photo

oop
Your Receipts

Filename png Previewfile X

Add your optician’s details
and select submit!

<
Enter Your Optician’s Details

Treating Optician's Name*

Vision Practice Name & Address®

SUBMIT MY CLAIM

Your Vision Claim Has
Been Submitted!

send you an emall shortly.




Submit a

vision claim via
online claiming

To submit your claim online, visit
www.decare.ie select make a claim, =

vision claim and claim online. - f—

Step 2 Read and
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to the Check e | )(‘( ::ll'('
List and AR
Declaration
and then
click Next.
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Step 3

Step 4

Enter the policyholder details and patient details.
Your policy number can be found by logging on to your
member area Or by contacting customer service on

094 937 8608. %

Vision Policy Number *

Policy Holder Date of Birth*

Patient Name *

First Name

Policy Holder Postal Address 01*

Policy Holder Postal Address Town / City*

Policy Holder Postal Code (EirCode)

Previous

|Dob>

Section A - Policyholder & Patient Details

Policy Holder Name *

First Name Last Name

Policy Holder Email Address *

By providing your email address, you agree to receive updates in relation to
yeur laim andfnformation in refstion 1o your existing dental products er

Patient Date of Birth*

PolicyHolder Postal Address 02

Policy Holder Postal Address County

Antrim B

Policy Holder Mobile Contact Number

By providing your mobile number, you agree to receive updates in relation to
your dlaim and information in relation to your existing dental products or

If this is your first time submitting a claim, please enter your bank
details. If you submitted your bank details in a previous claim you
can skip this section by selecting Next.

Section B - Your Payment Details

You must provide your Bank Account Details (IBAN & BIC) the first time that you make a claim, so that we can send your payment directly to
your bank account_ If incorrect or no bank account details are provided, payment will be issued by cheque

Policyholder IBAN

Policyholder BIC



www.decare.ie/corporate/members

Enter your Opticians Name, Opticians Practice Name and Address
here. Select Next to continue.

Section C - Your Opticians Details

Treating Providers Name*

|
First Name Last Name:

Provider Practice Name & Address*

Upload your optician receipts here. Please note all receipts e
must be itemised. Then select Submit Vision Claim to send
your claim to be processed. If you do not have an itemised
receipt please see Step 7.

Section D - Itemised Receipts

You must attach an itemised receipt for the total amount that you are claiming.

Ifyour provider provides ALL of the required information (itemised Receipt) on the receipt and you upload this receipt you will not need to
ill in any further information about your treatment

What is an itemised receipe?
An temised receipt will contain the following information:
« Treatment
« Lens Type & Lens Options (if purchased)
« Date of Service
+ & Fee for each treatment
+ € Total Fee for all treatments

Seethe image below of what an itemised receipt should look like:

e | Ontana

RECEIPT RECEIPT
Eyewearexam €30 || Eyewearexam €30
Anti-reflective Anti-reflective
Bi-Focal Lenses: Bi-Focal Lenses:
€100 €100

Ifyour receipt is not itemised (example below) you will need to upload this receipt and fill in section E with the full details of your treatment

5[!5,;”‘“ AttachaFile 1*
SECEIPT =
up pinee v —
i €100
Attach a File 2
o your el e, selcchocse il  rows ot you Fceprond e et
Please note: Attach aFile 3

« Do not submit credit/debit card slips.
« ¥ you do not submit the treatment information required on the itemised receipt, it may lead to d
non-payment of your claim. Upload y:

Mo Fie Chosen

browse for y attach the file

Attach a File 4

Mo Fie Crosen

Upload your receipt here, se/ect choose file to browse for your receipt and attach the file

Previous




If you don’t have an itemised receipt select No in the drop-down in Step
6. Upload a copy of your receipt and fill in the details in the drop-down
boxes provided, including treatment, Lens type and lens option if
applicable, date of service & fee. Then select Submit Vision Claim to
send your claim to be processed.

Step 7

Section E - Treatment Details One

Please list all treatments in this section. If your optician provides ALL of the required information en the itemised receipt that you attached
in Section D. you do not need to complete Section E of the online claim form

Treatment” Lens Type* Lens Options* Date of Service *
R 2 S : Ant-Refctive . 2 s &
Fee”

Section E - Treatment Details Two

Please list all treatments in this section. If your optician provides ALL of the required information en the itemised receipt that you attached
in Section D. you do not need to complete Section E of the online claim form

Treatment Lens Type Lens Options Date of Service
R 2 S : Ant-Refctive . 2 s &
Fee

Section E - Treatment Details Three

Plesse st all restments in this section. If your optician provides ALL of the required information on the iremised receipt that you attached
in Section D, you 8o not need to complete Section E of the online claim form

Treatment Lens Type Lens Options Date of Service
[E— B singe : pr—— : B B ;=
Fee

m ———

Please note your claim cannot be processed if it does not have
one of the following:

O An @ Section E treatment details filled
itemised RET:::K = in, including policy number
receipt Frames: €250 Eyewear cxam: €20 where applicable.

Anti-reflective
Bi-Focal Lenses:

Our Vision is Our Focus

www.decare.ie 0 @ 0 O @ o

DeCare Dental Insurance Ireland DAC trading as DeCare, DeCare . De(jare
Dental & DeCare Vision is regulated by the Central Bank of Ireland. ~ VISION



