VANTAGE

Vision Care and Materials Rider

This rider includes covered senvices for expanded vision care services in lieu of preventive vision care berefits.

EyelMed Vision Services administers this benefit for vision care senvices and materials. Each covered personis
eligible to receive a routine eye exarmination, refraction, lenses and frames, or contact lenses orice every 12
mornths from an EyeMed Select network provider at no cost.

Contact lenses examinations require the member o pay the contact lenses examination cost. Lenses (single,
vision, bifocal, trifocal) are covered in full. Frames are covered in full up to $100 retail. Contact lenses (in lieu of
glasses) are also covered in full up to $100 retail.

If an eye examination is received from an Out-of-Network provider, the mermber will be responsible for paying the
provider in full at the time services are rendered. For covered services, members will be reimbursed according to
the Out-of-Network benefit on the Face Sheet.

Copayments or Coinsurance for covered senvices under this rider are not applied toward any Plan In-network
Deductible or Mexdrmum out-of-pocket amount unless services are considered an Essential Health Benefit (EHB)
for children and must continue to be paid after the maximumis met. Cost-sharing armounts You pay for this benefit
will not count toward Your Out-of-Network Deductible or Qut-of-Network Meximum Qut of Pocket Amount.

To receive covered services

(3 Select a participating EyeMed Vision Services network provider fromthe Plan's provider directory or by calling
FyeMed at 1-888-610-2268. Autornated location information is available 24 hours a day. Customer sendce
representatives are available Monday through Saturday, 7:30 am - 11:00 p.m, and Sunday 11:00 am. —
8:00pm

E]

Visit or call the participating provider and idertify yourself as a member by providing your Member D
information. The provider will verify eligibility, your Plan's covered senvices and any applicable Copayment or
Coinsurance. Payment is due when you receive senvices.

[

If the vision provider deterrrines that you need additional medical care you should cortact your Flan
physician.

Additional Information

Current mermbers with questions regarding benefits should call Member Services at the number on the back of
their mermber ID card. If considering enrdling for the first time and you have questions, please consult with the
group’s Benefits Administrator.
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Preventive Vision Discount Fee Schedule

A Defined Materials Discount

Vision Care Services Member Cost

Complete Pair of Glasses Purchased*: Frame, lenses, and lens options must be purchased in the same
transaction to receive full discount.
Standard Plastic Lenses:
Single Vision $ 50
Bifocal $ 70
Trifocal $105
Frames: Any frame available at provider location 40 percent discourt off retail price
Lens Options:
UV Coating $15
Tint (solid and gradient) $15
Standard Scratch-Resistance $15
. Standard Polycarborate $40
Stardard Progressive (add-on to bifocal) 65
Standard Anti-Feflective Coating $45
Ciher Add-ons and Senvices 20 percent discount
Contact Lens Meterials:
(Discount applied 1o materials only)
Disposable No discourt on disposable
Conventional 15 percent discourt off retail price
Laser Vision Correction:
. 15 percent discount off retail price or 5 percent discourt off
Lasik or PRK promotional price

*lterrs purchased separately will be discounted 20 percernt off the retail price.

These discounts apply for all Qptima Health members and do not, in any way, affect your premium, nor are
they covered benefits under your health plan.

These discounts cannot be used in conjunction with any other discourt, rider, or benefit; and you will be
responsible for applicable taxes.

Optina Health s the rade narme of Optirma Health Plan, Cptira Health Insurance Cormpany, and Sentara Health Plans, Inc. Optima Health Plan
urderwites HMO and Point of Sesvices products. Cptirma Health Insurance Corpany underwites Preferred Provider Organization produdis.
Self-funded health benefit plans are administered by Sertara Health Plans, Inc.

PrevVisDiscniSched 0115



EyeMeds

VisioN CTARE.

Out-Of-Network Claim Form
Moyt EveMed UVision Care plans allow members the cloice 1o visit an in-network or ont-of-nenvork vision care provider. You only
need (o complete this form i vou ave visiting a provider that is not a participating provider ou the EveMed network, Not oll plans
have our-ofenetwork bengfits, so please consult your member benefits informaiion e ensure coverage of services andior maieriafs
Srom noneparticipating providers.

If you choose an out-of-network provider. please complete the following steps prior to submitting the claim form to EveMed. Any

missing or mcomplete information may resull in delay of payment or the form being returned.  Please complete and send this form 10

EyeMed within 1 year [rom the original date of service at the out-of-network provider’s ofTice.

1. When visiling an out-of-network provider, you are responsible for payment of services and/or materials at the time of service.
EyeMed will reimburse you for authorized services according 1o your plan design.

2. Please complete all sections of this form to ensure proper benefit allocation. Plan information may be found on your benefit 1D

Card, or via vour human resources department,

EyeMed will only accept itemized paid receipts that indicate the services provided and the amount charged for each service,

The services must be paid in full in order 1o receive benefits. Handwritten receipts must be on the provider's letterhead. Atlach

itemized puid receipts from your provider to the claim form. 11 the paid receipt is not in US dollars, please idemtify the currency in

which the receipt wis paid.

4. Please include a copy of your Explmation of Benefits if submitling for a Secondary Insurance Benefit.

5 If the reimbursement is 10 be senl to someone other than the primary subscriber, a copy of a cancelled check or credit card receipt
(in addition 1o the paid itemized receipt) must be included, A copy of o receipt showing payment in cash is also acceptable.

i applicable, check the box for payment to be addressed to the patient in lieu of the subscriber.
1:] By Sigl_u'ng below, you are representing that you are legally divorced or separated f‘“d the p:nicn‘: is entitled o the revmbursement, 11 ¢ s later
determined that the patient was not entitled 10 the raimbursement, you agree 10 refund EyeMed i sl
6. Sign the claim form below.

L

Date of Service: _ / /

Patient Information:
Last Name: First Name: MI:

Sireet Address:
City: State: Zip:
Phone: Birth Date:

Plan Information:
Subscriber Name

Last: First: MI:

Plan Name:

Subscriber 1D:

Request For Reimbursement —Please Enter Amount Charged. Remember to include itemized paid receipts:
Exam: Frames: Lenses: Contact Lenses ~ (includes fit and follow-up, please submit

A $ $ S all contact related charges at the same time)
1f lenses were purchased, please circle type: Single  Bifocal  Trifocal  Progressive

I hereby understand that withowt prior authonzation from EveMed Vision Care LLC for services rendered, [ may be denied retmbursement for submitted vision care
services for which 1 am not eligible. 1 hereby authorize any insurance company. organization employer, ophihulmologist, optometrist, and optician o release any
information with respect to this clain:, Teertify et e snformation furmished by me in support of this clrim s true and correcl,

Member/Guardian/Patient Signature (not a minor) Date:r ”
To Fax: 866-193-7373 To Ennail Form and Receipls: ounchumsievemedy isioncare com
To Mail: EveMed Vision Care  Attn: QON Claims

P.O. Box 8504
Mason, OH 45040-7111



o

EveMed

YistonN CARE.
Fraud Warning Statements

Arironan: For your protection Anzona law requres the folluwmg statement o appear onthss form, Any person who knowingly presents o talse or Baudulent elaing for
paymaert of 3 foss is subject to criminal and civil ponaltics.

Alaska: A person who knowingly and with nuent 1o injure, defraud, or decetve annsurance company files i claim containing false, incomplete, or misleading
information may be prosceuted under stage faw

Arkansas: Any person who knowingly preseats a false or fraududent cham for payment of a toss or benefis or know ingly presents false mformation o an application for
insuranee 1% guilty of o erime and may be subject 10 fines and conBinemaent in prison

California: For your protection Califonia L reguites the fullowing to appear on this fonn; Any person who knowingly presents Rl or fraudulent clanm for the
payment of & loss 5 guilty of o crime and may be subpeet o fines and conlinement in state prison.

Colorado: i is unlaw ful o knowingly provide false, incomplete, or nusteading facts or snforpuation to an insurance company tor the purpose of defrading or
attenmpting fo defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any insuranee company or agent of an
insurance company who knowinghy provides false, incomplete or misteading facts or information to o policyholder or ckinmant for the purpose of defrauding or
attermnpting to defrawd & policyholder or clatmant with regand to a settlement or anvard pavable from insarance procecds shall be reported o the Colorade Departiment of
Insurance within the department of regulitory apeneies.

Belawure: Any person who knowingly, and with intent to injure, defraud or deceive any tnsurer, files o statement of ¢laim containing any false, incomplete or
misleading information is guilty of & fclony.

District of Columbia: WARNING: 1 15 a crime 1o provide false or misleading information to an msurer for the parpose of defrauding the insurer or any other person.
Penalues include imprisonment andor fines. 1n addition, an nsucer may deny insuragee benefits if false informution materialiy rebated w0 o claim was provided by the
applicant.

Florida: Any porson who knowangly asd with unent o snjure, defraud, or deceive any instrer files a statement of clatm or an appiication contdining any false,
incomplote or misleading information is poilly ol a lony of the third degree,

Thawail: For your protection, Hawatl bw reguares you to be indormed that presenting a fridwdent edains for payment of o foss or benefit i3 a ¢rine punishable by lincs
or imprisemment, or both,

Idaho: Any person wito knowingly und with intent to defraud or decesve any insuraee company, files @ statement or chasm contaming a false, meomplete or smsleading
information & guilty of a felony.

Indizna: A person who knowingly and wath intent to defiraud an insurer files a statement of chum contadning any false, imcomplete of nusleading informatios commits a
telony.

Kansas: Any person who, with intent 10 defraud or knowing that feishe 1s factliating a fraud against an insurer, submnts an application or files 2 claim containing a
lalse or deeeplive statenrent mray be guilly of insurance frawd.

Kentucky: Any person who knowmngly and with intent 1o defrand any insurance company or other person files an application or claim for insurance conluning any

muterially fulse informmtion or conceals, for the purpose of nusleading, infonnation concerning any et axtenal thereto conmsits o fauduient ael, which is a crme,

Louisinna: Any person whe knowingly presents @ false or frindulent claun for payinent of a loss or benefit or knowingly presents faise wformation in an apphication
Tor insursnee s found gailty of a crime and may be subject to fines amd confinement in prison.

Maine: 1tis @ crime to knowingly provide false, incomplete or misleading infermanon o an inssrance company tor e purpose of defrauding the company. Penalties
may include imprisomiept, ines or a denial of insuranee benefits,

Minnesota: A person who files a claim with istent 1o defrand or helps commit a fraud against an insurer 15 gailly of i crime,

New Hampshire: Any person who. with a purpose to jure, defraud or decetve any nsurance company, tifes @ statement of elaim comaming any #alse, incomplete or
nusleading infermanon is subject to prosecution und punishment for msurance fraod, as provided in § 635.20.

New Jersey: Any person who knowingly files a statement of ¢laim contatning any false or misleading information is subject 10 ¢crzminal and ¢ivil penadtics.
New Mesico: Any porson who knowingty presents a false or fraudulent elaim for payment of o foss or benefit or knowingly presents fulse information in an application
for insuranee 15 guilty of a crime and may be subjeet 1o civil fines and eriminal penalties,

New York: Any person who knowingly and with intent o defraud insurance company or other person files an application for insurance or statement of ¢lom containing
any materiatly false information or conceals for the purpose of misleading, information concerning any fact materal thercto, commits & fravdulent act, which 15 a crime
and shall alse be subject 10 a civdl penalty not to exceed 33000 and he stated value of the claim for cach suck violation,

Ohio: Aoy person who, with intent 1o detraud, or knowing that he 1s factittating a lrand against an imsaree, submits an applicaton or false ¢laim containing o fatsc or
deceptive statement is guilty of insurance fraud.
Oklahoma; WARNING: Any person who knowingly and with intent w injure, defrud, or deceive any instirer makes any elasm for the proceads of i insumnce policy

contaming any false, imcomplete or misteading information is gnilty of & felony.

Penasylvania: Any person whe knowingly and with intent to defraud any insurance company or other person files an application for insuranee or statement of elaim
containkg any matenally false informanion or conceals for the purpose of nusleading, mformation concerning any fact matenal thereto commits 3 fravdulent insurance
net, which is 0 erimi and subjeets such porson to erinnal and civil penadiies,

Tennessee: 1t is 2 ¢rime 10 knowingly provide false, incomplete or misleading informaton to in tnsuranee company for the purpose of defrmuding the company.
Penaltics snelude imprisonmenst, fines and denal of insurance beaefits,

Texas: Any person who knowingly presents a false or fraudatent claim for the payiment of a foss is guilly of o crime and may be subjeet 1w fines and confinement in
St prisom.

Virginia: [t 15 a crime to knowmngly provide false, incomplete or misleading information Lo an insurarce company for the purposc of defraudimg the company. Penalies
include imprisonatent. fines and denial of msuranes benedits,



