Summary of EyeMed Vision - All Benefit Eligible Employees

EyeMed

In-Network Allowance

Benefit Frequency

Out-of-Network Allowance

$20 copa $20 copay

Exam Once Every 12 Months $0 co g yPLUS rovider Up to $60 opthalmologic
[Py B Up to $50 optometric

100% Up t5 3601 bcca

Lenses One Pair Every 12 Months (single, bifocal, trifocal & T
. Up to $75, trifocal & standard
standard progressive) ;
progressive

Frames One Pair Every 24 Months 100 e o L2 Up to $40

Up to $175, PLUS provider

Contacts (in-lieu of lenses

& frames) One Pair Every 12 Months

100%, medically necessary
$125, elective

Up to $250, medically necessary
Up to $125, elective

CONFIDENTIAL: The information in this chart is intended for the exclusive use of the recipient in connection with the recipient’s review of this proposal. It is not
intended for any other purpose. The information described on this page is only intended to be a summary of your benefits. It does not include all benefit provisions,
limitations, exclusions, or qualifications for coverage. Please review your Summary Plan Description (SPD) for a complete summary of your benefits. If the information
on this page conflicts in any way with the SPD, the contract provisions of the appropriate policy or plan document (available through your employer) will prevail.
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