BlueCross BlueShield of lllinois

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company

AcademicBlue®" Vision Plan 1B

Outline of Coverage

Your Benefits are highlighted below. However, to fully understand your Benefits, it is very important that you read this

entire Policy.

This Policy will pay without regard to any Medicare, Medicare Advantage, or Medicaid coverage.

Benefit Period: Plan Year

The Benefits are subject to the Benefit Period unless otherwise specified.

Term of Contract: Monthly

. . . Non-Contracting Provider
Vision Care Benefits EyeMed Provider i 9
Reimbursement*
Exam with Dilation as Necessary $10 Copay Up to $30
Frames: $0 Copay, $130 Allowance, 20% off Up to $65
Any available frame at Provider location balance over $130
Contact Lens Fit and Follow-Up
(Contact Lens fit and two follow-up visits are available once a comprehensive eye exam has been completed.)
Standard Contact Lens Fit and Follow-Up $0 Copay, Paid-in-Full, and two follow-up visits Up to $40
. . ; $0 Copay, 10% off Retail Price,
Premium Contact Lens Fit and Follow-Up then apply $40 Allowance Up to $40
Standard Plastic Lenses:
Single Vision $20 Copay Up to $8
Bifocal $20 Copay Up to $18
Trifocal $20 Copay Up to $35
Lenticular $20 Copay Up to $35
Standard Progressive Lens $0 Copay Up to $60
Premium Progressive Lens as follows: **
Premium Progressive Lens -Tier 1 $85 Copay Up to $60
Premium Progressive Lens -Tier 2 $95 Copay Up to $60
Premium Progressive Lens -Tier 3 $110 Copay Up to $60
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Premium Progressive Lens -Tier 4 $85 Copay, 20% off Retail less $120 Allowance Up to $60

Lens Options:

Standard Plastic Scratch Coating $15 Copay Up to $8

Standard Polycarbonate - Kids under 19 $0 Copay Up to $20

Contact Lenses:
(Contact Lens allowance includes materials only.)

Conventional $0 Copay, $130 Allowance, 15% off Up to $104
balance over $130
Disposable $0 Copay, $1 3OOP\\IILc;v§a1r;%e, plus balance Up to $104
Medically Necessary $0 Copay, Paid-in-Full Up to $210
Vision Care Services** Member Cost
Retinal Imaging Benefit Up to $39
Lens Options
UV Treatment $15 Copay
Tint (Solid and Gradient) $15 Copay
Standard Polycarbonate - Adults $40 Copay
Standard Anti-Reflective Coating $45 Copay
Premium Anti-Reflective Coating — Tier 1 $57 Copay
Premium Anti-Reflective Coating — Tier 2 $68 Copay
Premium Anti-Reflective Coating — Tier 3 20% off Retail Price
Polarized 20% off Retail Price
Photochromic (Plastic) 20% off Retail Price
Other Add-Ons 20% off Retail Price
Lafaes::lii;;}f::;ctjiz Laser Network 15% off Retail Price or 5% off promotional price
Additional Pairs Benefit: Covered Persons also receive a 40% discount off complete pair eyeglass purchases and a 15%
discount off conventional contact lenses once the funded Benefit has been used.
Frequency:
Examination Once every 12 months
Lenses or Contact Lenses Once every 12 months
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Frame Once every 12 months

Premium is subject to adjustment even during a rate guarantee period in the event of any of the following events: change in Benefits or the
imposition of any new taxes, fees, or assessments by Federal or State regulatory agencies.

*Reimbursement for Non-Contracting Provider Vision Services and Materials will be the lesser of the listed amount or the actual cost from the Non-
Contracting Provider. In certain states, Covered Persons may be required to pay the full retail price, and not the negotiated discount rate with certain
participating Providers. Please see EyeMed’s online Provider locator to determine which participating Providers have agreed to the discounted rate.

**No insurance Benefit is provided, EyeMed Provider or Non-Contracting Provider. Member cost displayed is a negotiated and agreed-upon
discount with Contracted Providers. For Non-Contracting Providers, Member will pay charged amount.

EyeMed Vision Care reserves the right to make changes to the products on each tier and the out-of-pocket costs. Fixed pricing is reflective of
brands at the listed product level. All Providers are not required to carry all brands at all levels.

Required Notice: READ YOUR PLAN CAREFULLY - THIS BENEFITS SCHEDULE PROVIDES A VERY BRIEF
DESCRIPTION OF THE IMPORTANT FEATURES OF YOUR PLAN. THIS IS NOT THE INSURANCE POLICY. YOUR

FULL RIGHTS AND BENEFITS ARE EXPRESSED IN THE ACTUAL PLAN DOCUMENTS THAT ARE AVAILABLE TO
YOU UPON YOUR REQUEST TO US.
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*** Updated 1557 will go here ***



