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Option 5:
Packaged
Plan
(click for summary)

Option 6:
Voluntary
Standard Plan
(click for summary)

Option 7:
Voluntary
Enhanced Plan
(click for summary)

Monthly

Premiums
(in 2011-2014)

Single $4.61 ($4.48) $6.74 ($6.54) $9.06 ($8.80)
2-Person $8.70 ($8.45) $12.75 ($12.38) $17.16 ($16.66)
Family $12.76 ($12.39) $18.69 ($18.15) $25.17 ($24.44)

In-Network Provider Benefits (See Access Network provider directory at www.eyemedvisioncare.com.)

EXAMINATION

Covered in full after
$10 co-pay

Covered in full after
$10 co-pay

Covered in full after
$10 co-pay

EYEGLASSES CO-PAY

One $20 co-pay for lenses.
No co-pay for frame.

One $25 co-pay for lenses.
No co-pay for frame.

One $25 co-pay for lenses.
No co-pay for frame.

EYEGLASS
LENSES

Single Vision

Covered in full

Covered in full

Covered in full

Bifocal Covered in full Covered in full Covered in full
Trifocal Covered in full Covered in full Covered in full
Lenticular Covered in full Covered in full Covered in full
Standard Progressive $85 $90 Covered in full
$85, $90, $25,

Premium Progressive

80% of charge
less $120 allowance.

80% of charge
less $120 allowance.

80% of charge
less $120 allowance.

$130 retail after co-pay. $130 retail. .
EYEGLASS FRAME 20% off bal. over $130. 20% off bal. over $130. $140 retail after copay.
CONTACT LENS Fit and Follow-Up Visits Up to $55 for fitting Up to $55 for fitting Up to $55 for fitting

(Separate from materials cost)

and up to two follow-ups.

and up to two follow-ups.

and up to two follow-ups.

CONTACT LENSES
(Materials)

Elective

First $130 and
15% off remaining.

First $130 and
15% off remaining.

First $130 and
15% off remaining.

Medically Necessary

Covered in full

Covered in full

Covered in full

Supplemental Testing

Covered in full

Covered in full

Covered in full

LOW VISION — :

BENEEIT Low Vision Aids 25% co-pay to $1,000 25% co-pay to $1,000 25% co-pay to $1,000
Benefit Period 24 months 24 months 24 months
Examination 12 months 12 months 12 months

PLAN FREQUENCIES [Lenses 12 months 12 months 12 months
Frames 24 months 24 months 12 months

Out-of-Network Provider Benefits

EXAMINATION $50.00 $50.00 $50.00
Single Vision $50 $50 $50
Bifocal $70 $70 $70
Trifocal $100 $100 $100

EYEGLASS Lenticular $125 $125 $125

LENSES Anti-Reflective $5 $5 $5
Polycarb $5 $5 $5
Standard Progressive $125 $125 $125
Premium Progressive $125 $125 $125

CONTACT LENSES |Elective $130 $130 $130

(Materials) Medically Necessary $200 $200 $200
Supplemental Testing Up to $125 Up to $125 Up to $125

LOW VISION . :

BENEEIT Low Vision Aids 25% co-pay to $1,000 25% co-pay to $1,000 25% co-pay to $1,000
Benefit Period 24 months 24 months 24 months

FRAME $100.00 $100.00 $100.00
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