VISION BENEFITS
INDEMNIFICATION PLAN

“WELCOME-

We are pleased to present you with this vision care
benefit plan as part of your health and welfare program.

We wish to provide you with a program which will assist
you in maintaining your guality of life, maximize your
visual efficiency plus prevent the undetected develop-
ment of a condition which may result in a loss of sight.
Please keep this brochure and read it carefully. It con-
tains an explanation of your benefits and the proce-

dures which you must use. The reverse gide is your
staterment of claim,

What Are Your Benefits?
An INDEMMNIFICATION towards:
1. VISION EXAMIMATION which will indicate whether
you require glasses as well as indicale the presence of

other visual problems.

2. LENSES 1o meet your vision needs as determined
by the examination.

3. FRAMES for the lensas.
4. CONTACT LENSES in lieu of glasses.

5. One additional service for medical reasons.

Vision Benefits
of Arnerica
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How To Use The Plan

1. Be sure that you are eligible or coveraga.

Select a doctor of your choice, receive your
examinaiion and select the required frame and lens.

Pay your docior; 'request itemized receipts; ask to
have Part 2 of the statement of claim completed.

Propar reimbursement can only be made if you
ictentify the individual charges for the examination,
lenses (including type of lens) and frame.

Within 80 days of servics, mail receipts and a
completed statement of claim {ihe backside of this
forrny tor VISION BENEFITS OF AMERICA,

. I aftar the time of your reqular examination a medical

condition is indicated that requires an additional exam-
ination, then upon approval of VBA, this plan will cover
one additionai examination and lenses {including con-

tacts). Frames will not be covered.

The procedures for this additional examination and

lens bengfit are as follows:

A. Employee cornpletes Part 1 of the backsids of this
form and submits it to VBA along with a signad
doctor's statement indicating the reason for the
additional examination and lenses.

B. If VBA concurs with the doctor’s request, an
“Additional Service Autharization” will be issuad.

C. Receipts for the examination and lenses must be
submitied 1o VBA with the Additional Service
Authorization. Reimbursement will be made in
accordance with the regular indemnity schedule.

What Services And Materials
Are Mot Provided For?

The plan is designed to provide specific assistance in
meeting your visual needs. The following services and
materials are not covered.

A,

Services or supplies for which coverage is avallable
undar any other benetit program.

. Drugs or any medical or surgical treatment.

. Procedures determined by VBA to be special, or

expermental such as but not limited to orthoptics,
vision training, anisekonic lenses or tonography;

. Services or supplies not prescribed by a licensed

physician, optometrist, or ophthalmologist, and lenses
which do not require a prascription;

E. Bervices or supplies available from any governmental
ageney or plan for which you are sligible;

F Examinations or materials furnished for any condition,
disease, ailment or injury arising oul of or in the
coursa of smployment;

G. Vision examination performed and lenses and frames
ordered before or after the individuals sligibility period.

H. Replacement of lost, stolsn, broken or damaged
lenses, contact lenses o frames unless the patient is
otharwise aligible.

I. The cost of any insurance premiums indemnifying
against losses of lenses or frames.

J4. Diagnostic X-ray, medical or pathological examinations.

Freguency of Benslils

Vision Examination Aduits  Every 24 months
Chiid Evary 12 monthsg
ienses Adults  Bvery 24 months
Child Evary 12 months
Fames Every 24 months

Wheo is Eligible?

= Employes, spouss & unmarried dependant chitdren
under 19 years of age.

e Unmarrigd dependent full-lime students under 25 years
of age.

=« Unmarried wholly dependent handicapped childran.

How Much Is The Reimbursemeni?

Professional Fee

Yision Examination, upto. . ... 3 50.00
MATERIALS

Lenses {pair);

Single Vision, up to ... $ 1200
Bifocal Lenses, Upio e 18.00
Trifocal Lenses, upto e, 23.00
Lenticular Lenses, P 10 s vmicsnisnre e 55.00
Frames, UP 10, e i e e e aeeen e en 12.00
COMTACT LENSES™ {in tieu of glasses)

Medical-Hard, up 1o .o 815000
Medical-S30H, UD 10 (v e 150.00
Elective, UD 10 v 24 00

* In addiion 1o the allowance for the examination

There is no assurance that this reimbursement will cover
the cost of the examination and the materials which you
select. :



Vision Gare Plan ¢ Siatement of Claim

ALL INFOBRMATION BELOW MUST BE COMPLETED ON THIS FORM

INSTRUCTIONS:

1. Employse completes Part 1 of this form. 4. Ona Clalim Form is to be used for ait services.

2. Your opiometrﬁst,-Ophthaimoﬂogist, of optictan 5. PLEASE ATTACH ALL BILLS AND RECEIPTE TO
completes Part 2 of this form. THIS CLAIM FORM AND MAIL TO VBA AT

ADDRESS LISTED BELOW WITHIN 60 DAYS.
3. A separate Claim Form is required for sach
family membes

i you have any guestions regarding the campletion of this form, please contact your Personnel office or Health & Welfare office.

EMPLOYEE'S FULL NAME (LAET, FIRST, MIDDLE}) SOCIAL SECURITY MUMBER
HOME ADDIRESS NUMBER & STREET CATY STATE ZiF
FATIENT'S FULE MAME {LAST, FIRST, MTDDLE) RELATIOMNSHIP TO EMPLOYEE BIRTHDATE IF CHILD 15 ELVGIBLE BY ATTEMDING SCHOCH.
. - ELLL-TIME. GIVE SCHOOL NAME
SELF O} spouse 0 CHILD 3 l |
15 TH PATIENT COVERED IF YES, GIVE NAME OF EMPLOYEE SOCHAL BECURBITY NO CAFRIER NARIE
BY AMY OTHER VISHON IN-
SURANCE PLANT
ves [ nold NAME OF EMPLOYER CARRIER ADDAESS

1 2

THIS CLAIM t8 NOT FOR TREATMENT OF AN OCCUPATIONAL ACCIDERNT AMGH I HEREBRY AUTHCORIZE ANY OF THE UNDERSIGNED TO DISCLOSE ANY NECESSARY INFORMATION
TQ THIS CLA. | CERTIFY TO THESE STATEMENTS,

MEMBER/EMPLOYEE SIGNATURE DATE

USE ONE FORM FOR EACH BENEFICIARY

PRACTICE NAME |  CIRCLE ONE PLEASE MARK THE APPRCPRIATE SERVIGE FOR THE TYPE OF EXAM PERFOGRMED
oD MD O O
g WER TR Vision Analysis Tanometry
= . DID ¥OU PRESCRIBE? BATE OF EXAMINATICN EXAMINATION CHARGE
% oIy STATE ZIP COTE ves L1 no O3 g
§ ExaiilMING DOCTOR
el W T
{AREA GODE SIGNATURE DATE
DISPENEING PAACTICE NAME IF DIFFERENT FROM CIACLE OMNE
EXAMINING PRACTICE DATE ORDERED
aln] MO
MUMBER & STREET
PLEASE INDICATE SEFARATE BASIC LENS CHARGE
SINGLE WISION . . e it i e s $

E CITY STATE ZIP CODE
% BIFOCAL. o e e o
[0
= | TELEPHONE MUMBER TRIFOCAL. . L e e cie i s H

({)'-\HE.R GODE ) [ 5

N

PISPENSING DOCTOR/OPTICIAN ELECTIVE CONTACTS . .. .. . i i i aaa [

SiGMATURE DATE CONTACTS CATARACT . . .. i e e i § —
]
E iF A NEW FRAME 1S SUPPLIED, PLEASE INDICATE CHARGE .. o ot ittt ae  t e aar e ae i e et it et i a e s canes §
£ TOTAL CHARGE § o

ATTACH YOUR REGEIPTS TO THIS CLAIM FORM AND MAIL TO:
VISION BENEFITS OF AMERICA
300 WEYIAN PLAZA
PITTSBURGH, P& 15236-1588



