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Plan V1006 Vision Benefit Summary

Customer Service and Provider Locator: (800) 638-3120
myuhcvision.com

UnitedHealthcare vision has been trusted for more than 50 years to deliver affordable, innovative vision care solutions to the nation’s leading
employers through experienced, customer-focused people and the nation’s most accessible, diversified vision care network.
In-network, covered-in-full benefits (up to the plan allowance and after applicable copay) include a comprehensive exam, eyeglasses with

standard single vision, lined bifocal, lined trifocal, or lenticular lenses, standard scratch-resistant coating" and the frame, or contact lenses in lieu
of eyeglasses.

Exam with Materials

Benefit Frequency

Comprehensive Exam(s) Once every 12 months
Spectacle Lenses Once every 12 months
Frames Once every 12 months
Contact Lenses in Lieu of Eyeglasses Once every 12 months
In-Network Services

Copays
Exam(s) $10.00
Materials $25.00

Frame Benefit (for frames that exceed the allowance, an additional 30% discount may be applied to the overage)?
Private Practice Provider $130.00 retail frame allowance
Retail Chain Provider $130.00 retail frame allowance

Lens Options

Standard Scratch-resistant Coating,Polycarbonate Lenses for Dependents - covered in full.
Other optional lens upgrades may be offered at a discount (discount varies by provider).

Contact Lens Benefit® (Selection contact lenses refers to our formulary contact list. Contact lenses not listed on the formulary are referred to as
non-selection. A copy of the list can be found at myuhcvision.com)

Selection contact lenses If you choose disposable contacts, up to 4

The fitting/evaluation fees, contact lenses, and up to two boxes are included when obtained from

follow-up visits are covered in full after copay (if applicable). an in-network provider.

Non-selection contact lenses

An allowance is applied toward the purchase of contact $105.00

lenses outside the selection. Materials copay (if applicable)

is waived.

Necessary contact lenses” Covered in full after copay (if applicable).
Out-of-Network Reimbursements (Copays do not apply)

Exam(s) Up to $40.00

Frames Up to $45.00

Single Vision Lenses Up t0 $40.00

Lined Bifocal Lenses Up t0$60.00

Lined Trifocal Lenses Up to $80.00

Lenticular Lenses Up to $80.00

Elective Contacts in Lieu of Eyeglasses® Up t0 $105.00

Necessary Contacts in Lieu of Eyeglasses® Up t0$210.00



Discounts

Laser vision

UnitedHealthcare has partnered with the Laser Vision Network of America (LVNA) to provide our members with access to discounted
laser vision correction providers. Members receive 15% off standard or 5% off promotional pricing at more than 550 network provider
locations and even greater discounts through set pricing at LasikPlus® locations. For more information, call 1-888-563-4497 or visit us
at www.uhclasik.com.

Additional Material

At a participating in-network provider you will receive up to a 20% discount on an additional pair of eyeglasses or contact lenses. This
program is available after your vision benefits have been exhausted. Please note that this discount shall not be considered insurance,
and that UnitedHealthcare shall neither pay nor reimburse the provider or member for any funds owed or spent. Additional materials do
not have to be purchased at the time of initial material purchase.

Hearing Aids
As a UnitedHealthcare vision plan member, you can save on high-quality hearing aids when you buy them from hi Healthlnnovations™.
To find out more go to hiHealthinnovations.com. When placing your order use promo code myVision to get the special price discount.

'On all orders processed through a company owned and contracted lab network.

230% discount available at most participating in-network provider locations. May exclude certain frame manufacturers. Please verify all discounts with your provider.

*Contact lenses are in lieu of eyeglass lenses and/or eyeglass frames. Coverage for Selection contact lenses does not apply at Costco, Walmart or Sam's Club
locations. The allowance for Non-selection contact lenses applies to materials. No portion will be exclusively applied to the fitting and evaluation.

4Necessary contact lenses are determined at the provider's discretion for one or more of the following conditions: Following cataract surgery without intraocular lens
implant; to correct extreme vision problems that cannot be corrected with eyeglass lenses and/or frames; with certain conditions such as anisometropia,
keratoconus, irregular corneal/astigmatism, aphakia, facial deformity; or corneal deformity. If your provider considers your contacts necessary, you should ask your
provider to contact UnitedHealthcare vision confirming the reimbursement that UnitedHealthcare will make before you purchase such contacts.

Important to Remember:

In-Network

+ Always identify yourself as a UnitedHealthcare vision member when making your appointment. This will assist the provider in obtaining
your benefit information.

* Your participating provider will help you determine which contact lenses are available in the UnitedHealthcare selection.

* Your $105.00 contact lens allowance applies to materials. No portion will be exclusively applied to the fitting and evaluation. Your material
copay is waived when purchasing non-selection contacts.

« Patient options such as UV coating, progressive lenses, etc., which are not covered-in-full, may be available at a discount at participating
providers.

Choice and Access of Vision Care Providers

UnitedHealthcare offers its vision program through a national network including both private practice and retail chain providers. To access the
Provider Locator service, visit our website myuhcvision.com or call (800) 638-3120, 24 hours a day, seven days a week. You may also view
your benefits, search for a provider or print an ID card online at myuhcvision.com.

Retain this UnitedHealthcare vision benefit summary which includes detailed benefit information and instructions on how to use the program.
Please refer to your Certificate of Coverage for a full explanation of benefits.

In-Network Provider - Copays and non-covered patient options are paid to provider by program participant at the time of service.
Out-of-Network Provider - Participant pays full fee to the provider, and UnitedHealthcare reimburses the participant for services rendered

up to the maximum allowance. Copays do not apply to out-of-network benefits. All receipts must be submitted at the same time to the following
address: UnitedHealthcare Vision, Attn. Claims Department, P.O. Box 30978, Salt Lake City, UT 84130. Written proof of loss should be given
to the Company within 90 days after the date of loss. If it was not reasonably possible to give written proof in the time required, the Company
will not reduce or deny the claim for this reason. However, proof must be filed as soon as reasonably possible, but no later than 1 year after
the date of service unless the Covered Person was legally incapacitated.

This Benefit Summary is intended only to highlight your benefits and should not be relied upon to fully determine coverage. This benefit plan
may not cover all of your healthcare expenses. More complete descriptions of benefits and the terms under which they are provided are
contained in the certificate of coverage that you will receive upon enrolling in the plan. If this Benefit Summary conflicts in any way with the
Policy issued to your employer, the Policy shall prevail.


http://www.uhclasik.com/

UnitedHealthcare vision coverage provided by or through UnitedHealthcare Insurance Company, located in Hartford, Connecticut, UnitedHealthcare Insurance

Company of New York, located in Islandia, New York, or its affiliates. Administrative services provided by Spectera, Inc., United HealthCare Services, Inc. or their affiliates.
Plans sold in Texas use policy form number VPOL.06.TX or VPOL.13TX and associated COC form number VCOC.INT.06.TX or VCOC.CER.13.TX. Plans sold in

Virginia use policy form number VPOL.06.VA or VPOL.13.VA and associated COC form number VCOC.INT.06.VA or VCOC.CER.13.VA.
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We do not treat members differently because of sex, age, race, color, disability or national origin.
If you think you were treated unfairly because of your sex, age, race, color, disability or national origin,
you can send a complaint to the Civil Rights Coordinator.

Online: UHC_Civil_Rights@uhc.com
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake
City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to
you within 30 days. If you disagree with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free phone number listed on your identification
card, Monday through Friday, 7 a.m. to 10 p.m. CST.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH
Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or,
you can ask for an interpreter. To ask for help, please call 1-800-638-3120, TTY 711, Monday through Friday, 7
a.m. to 10 p.m. CST.

ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Please call 1-800-638-3120.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicion.
Llame al 1-800-638-3120.

s

AR MREFRHP X (Chinese) , IR BARIRMESHEIRKE. FHE : 1-800-638-3120,

XIN LUU Y: Néu quy vi n6i tiéng Vigt (Vietnamese), quy vi s& dugc cung cip dich vu tro gidp vé ngdn ngix
mién phi. Vui long goi 1-800-638-3120.

22l 8t=20(Korean)E AIE0oItAI= R A A& MHIAE 222 0|E06HA! &= UASLICH 1-800-638-

3120HO 2 M 3ot Al L.

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa
wika. Mangyaring tumawag sa 1-800-638-3120.

BHMUMAHMUE: GecrumatHbie yCIyTH ITEPEeBOa TOCTYITHBI 7 JIIOEH, Yeil pOTHOM SI3BIK SIBIIAETCS PyCCKOM
(Russian). [Tozonute no Homepy 1-800-638-3120.

1-800-638-3120 ~ Juai¥) ela 1) oll Aalia dladl) &y sll sac bl ilard (3 (Arabic) duad) Ciaa i 13) s

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye seévis ki gratis pou ede w nan lang
pa w. Tanpri rele nan 1-800-638-3120.

ATTENTION : Si vous parlez francais (French), des services d’aide linguistique vous sont proposés
gratuitement. Veuillez appeler le 1-800-638-3120.



UWAGA: Jezeli moéwisz po polsku (Polish), udostepnilismy darmowe ustugi ttumacza. Prosimy zadzwonié¢ pod
numer 1-800-638-3120.

ATENCAO: Se vocé fala portugués (Portuguese), contate o servico de assisténcia de idiomas gratuito. Ligue
para 1-800-638-3120.

ATTENZIONE: in caso la lingua parlata sia I’italiano (Italian), sono disponibili servizi di assistenza linguistica
gratuiti. Si prega di chiamare il numero 1-800-638-3120.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufen Sie 1-800-638-3120 an.

EEEIE : HAREE (Japanese) ZiE SN 556, EROEEXEY—EXEZHAWLET
F9, 1-800-638-3120 [CHEEFEC L &L,

AL e Ll s 5o G801 sk b ) slae) cleas ccand (Farsi) ow @ Lad gl ) S) 4a s
e i 1-800-638-3120

Fur e & IfE 3T FE (Hindi) #met § A 39 fAT ST eI JaTd e 3uerey g1 T
T FIeT Y 1-800-638-3120

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau 1-
800-638-3120.

gomisngad: sidegnianmmanigl( Khmer)swnggmmanunuensinig fnssindand spwgrdy swiwe 1-800-638-3120-+

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket
sidadaan para kenyam. Maidawat nga awagan iti 1-800-638-3120.

Dii BAA'AKONINIZIN: Diné (Navajo) bizaad bee yanilti'go, saad bee aka'anida'awo'igii, t'44 jiik'eh, bee
nd'ahoot'i'. T'aa shoodi kohjj' 1-800-638-3120 hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda, oo bilaash ah, ayaad heli
kartaa. Fadlan wac 1-800-638-3120.
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