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Eligibility:

e Full time employees working 20+ hours per week

e Spouse and Children (up to age 26) (Marital status does not affect child coverage)
e Claims must be submitted within 90 days of service

e Please find in-network providers in the Employee Navigator benefits portal

EyeMed

Benefit Out of Network

Annual Eye Exam Covered in full after copayment Up to $35 after copayment
Single Vision Lenses Covered in full after copayment Up to $25 after copayment
Bifocal Lenses Covered in full after copayment Up to $40 after copayment
Trifocal Lenses Covered in full after copayment Up to $55 after copayment
Lenticular Lenses 20% Discount No Benefit
Frames $130 $65
Contacts—Elective * Up to $130 Up to $104

*If you choose contact lenses, no benefits will be available for covered eyeglass lenses during that period

Co-Payments:

$10 for exams Exams/Lens/Frames: ,PleaS:lee;: Lo l,l(slt of
in-network providers
$25 for Materials Every 12/12/24 months in the HR Portal!

Employee + 1

Dependent
$5.45 $10.35 $15.19
27 Ben HI" COU nty SChOOIS Disclaimer: This benefit guide is for illustrative purposes only and is designed to provide a general overview of the benefits

offered. All benefits, terms, and conditions are governed by the carrier’s contract. In the event of a discrepancy between the

carrier’s contract and this guide or any other communication, the carrier’s contract will prevail.



