UniteHealthcars Vision

Vision Insurance

Monthly Premium Deductions

Employee $6.25

Employee + Spouse $11.32
Empioyee + Child{ren) $11.75
Employee + Family $18.11

CHOICE AND ACCESS OF VISION CARE PROVIDERS

UnitedHealthcare Vision offers its vision program through a national network including both private practice and retait oplical
providers. To access the provider locator sarvice, please visit our website at www.myuhcvision.com, or call 1-800-839-3242,

24 hours a day, 7 days a week.

Remember: You do not need a claim form or identification card fo use this benefit,

In-network Services

With UnitedHealthcare Vision, you are able to visit any provider you choose, but you maximize your savings when you visit a

network provider,

Copays for in-network services

Vision Benefit -

 12months -

Comprehensive Exam -~ .00 - $10.00 -, . Examonceevery. - lemo

Materials " 0o § 20,00 i Lenses once every - ~42:months
Frames once every. oo24months
Contacts* once every - i 2months T

*(in lieu of lenses &

If prescribed, one pair of standard single vision or standard muiti-focal lenses is

{once every 24 months)

frames)Fairof Lenses | covered-in-full

{once every 12 months)

Lens Options Standard scratch-resistant coaling is covered-in-full. Lens options not covered by the
plan, such as progressive lenses, polycarbonate lenses, high index, tints, UV and
anti-reflective coating may be available at a discount

Frames Receive a $50 wholesale frame allowance applied toward the wholesale price of a

frame at private practice providers, or a $130 retail frame allowance at retail chain
providers,

Contact Lenses in Lisu
of Eyeglasses
(once every 12 months)

Covered —in-full elective contact lenses
s The fiting/evaluation fees, contact lenses and up to two follow-up visits are
covered-in-full (after copay). If you choose disposable contacts, up to four
boxes are included when obtained from a network provider.
All other elective contact lenses
» A $105.00 allowance is applied toward the fitting/evaluation fees and
purchase of contact lenses outside the covered selection (materials copay
doas not apply). Toric, gas permeable and bifocal contact lenses are
examples of contact lenses that are outside of our covered contacts.
Necessary contact lenses
s Covered-in-full after applicable copay.
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UnateqdHealthcare Vision Vision Insurance
Out-of-Network Benefits

if you choose an out-of-network provider, you will be reimbursed up to:

Elecive. e
NECessary™ | 821000

* Less any network fitting/evaluation fee,

** Necessary contact lenses are determined at the provider's discretion for one or more of the following conditions: Following
cataract surgery without intraocufar fens implant, To correct extreme vision problems that cannot be corrected with spectacle
lenses; With certain conditions of anisometropia; With certain conditions of keratoconus. If your provider considers your contacts
necessary, you should ask your provider to contact UnitedHealthcare Vision concerning the reimbursement that UnitedHealthcare
Vision wotlld make before you purchase such contacts.

If you visit an out-of-network provider, you wilt need to send your itemized receipts, with the primary-insured's unigue
identification number and the patient's name and date of birth, to:

UnitedHealthcare Vision
Claims Department
P.O. Box 30978,
Salt Lake City, UT 84130

Receipts for services and materials purchased on different dates must be submitted at the same fime to receive
reimbursement. Receipts must be submitted within 12 months of the date of service.
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