
Effective Date: 01/01/2027 

Frequency (Exam/Frame/Lens): 12/24/12 

Standard Plan 

Current Plan 

930948 - Package A 

Exam 

Eye Exam with Dilation as Necessary 

Retinal Imaging 

Standard Contact Lens Fit /Follow Up1 

Premium Contact Lens Fit /Follow Up1 

Single Vision 

Bifocal 

Trifocal 

Lenticular 

Standard Progressive Lens (copay includes bifocal cost) 

Premium Progressive Lens (copay includes bifocal cost)2 

Lens Options 

UV Treatment 

Tint {Solid And Gradient) 

Standard Plastic Scratch Coating 

Polycarbonate Lenses - Adult 

Polycarbonate Lenses - Children to age 19 

Standard Anti-Reflective Coating 

Photochromic/Transitions Plastic - Adult 

Photochromic/Transitions Plastic - Children to age 19 

Other Add-Ons 

Contact Lenses 

Conventional 

Disposable 

Medically Necessary 

$15 Copay 

Member pays discounted fee of $39 

$0 Copay 

$0 Copay; 90% of charge less $40 

allowance 

$25 Copay 

$25 Copay 

$25 Copay 

$25 Copay 

$90 Copay 

$90 Copay; 80% of Charge less $120 

allowance** 

Member pays discounted fee of $15 

Member pays discounted fee of $15 

Member pays discounted fee of $15 

Member pays discounted fee of $40 

Member pays discounted fee of $40 

Member pays discounted fee of $45 

20% off retail price 

20% off retail price 

20% off retail price 

$0 Copay; $100 Allowance**, 15% off 

balance over allowance 

$0 Copay; $100 Allowance 

Covered in Full 

Out of Network Member 

Reimbursement* 

$35 Reimbursement 

Not Covered 

$40 Reimbursement 

$40 Reimbursement 

$25 Reimbursement 

$40 Reimbursement 

$55 Reimbursement 

$55 Reimbursement 

$40 Reimbursement 

$40 Reimbursement 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

$80 Reimbursement 

$80 Reimbursement 

$200 Reimbursement 










