
Proposed Effective Date:

Tier Monthly Premiums

Employee $7.08

Employee + Spouse $14.16

Employee + Child(ren) $16.19

Employee + Family $24.97

Co-pays Services Frequency

Exam1 $15 Exam 12 Months

Eyewear2
$25 Frame 12 Months

Lenses 12 Months

Contact Lenses 12 Months

Benefits In-Network Out-of-Network

Exam Covered In Full Up to $35

Frame $150 retail allowance Up to $70

Lenses (Clear, Standard, Glass or Plastic) Per Pair:

Single Vision Covered In Full Up to $25

Bifocal Covered In Full Up to $40

Trifocal Covered In Full Up to $45

Progressive3
Allowance at standard trifocal level Up to $45

Lenticular Covered In Full Up to $80

Polycarbonate Covered In Full Up to $20

Scratch Resistant Coating Covered In Full Up to $25

Ultraviolet Coating Covered In Full Up to $20

Anti-Reflective Coating Covered In Full Up to $35

Medically Necessary Contact Lenses Covered In Full Up to $150

Laser Vision Correction5
$200 retail allowance $200 retail allowance

Rate Assumptions
● Rates are guaranteed for 4 years.
● Minimum requirements:

● Minimum 2 enrolled employees.
● The employer pays 0% of the employee premium and 0% of the dependent premium.

Co-pays are due in full to in-network providers at the time of service. Co-pays associated with services provided by out-of-network providers 

will be deducted from member reimbursements.

All allowances are at a retail value; the member is responsible for any charges in excess of this retail allowance.

1  Eye exam co-pay is a single payment due to the provider at the time of service. 
2  Eyewear co-pay applies to eyeglass lenses / frame and contact lenses. Eyewear co-pay is a single payment that applies to the entire purchase of eyeglasses (frame and lenses)

   or contacts in lieu of glasses. Services and eyewear obtained through out-of-network providers are subject to the same co-payment and limitations as services through 

   participating providers.
3  If progressives are purchased, Member receives and allowance equal to the in-network provider's usual and customary retail charge for standard trifocal lenses.
4  Contact lenses and related professional services (fitting, evaluation and follow-up) are in lieu of eyeglass lenses and frame benefit. 
5  Members may elect to receive laser vision correction services (“LASIK Services”) in lieu of the prescription eyewear described above (eyeglass lenses / frame or contact lenses) during

   a single benefit period. Members electing to receive LASIK Services are entitled to an allowance as outlined above if received from a participating provider OR  if received from

   a non-participating provider. When LASIK Services are received from a participating provider in the National Lasik Network, the member is also entitled to receive the participating

   provider’s program pricing. The LASIK Services allowance will be paid only one time per member and is subject to certain exclusions and limitations.

Underwritten by: Superior Vision of Texas
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This quote is valid for effective dates within 90 days of the proposed effective date noted above. The proposed rates are based on the 
information provided to prepare this quote and the parameters outlined in this quote. This quote is subject to adjustment if actual 
information is materially different than that provided, or if there are changes from the parameters outlined in this quote.
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