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VISION SERVICE PLAN INSURANCE COMPANY
GROUP VISION CARE POLICY

l.
DEFINITIONS
The key terms in this Policy are defined:

1.01. ADDITIONAL BENEFIT RIDER: The document, attached as Exhibit C to this Policy (if appficable), which

lists selected vision care services and vision care materials which a Covered Person is entitled to receive under this Policy.

Additional Benefits are only available when purchased by Group in conjunction with a Plan Benefit offered under Exhibit A.

1.02. ADMINISTRATIVE SERVICES PROGRAM: A group vision care plan whereby Group pays VSP for the
Plan Benefits in addition to a monthly administrative fee.

1.03. BENEFIT AUTHORIZATION: Authorization from VSP identifying the individual named as a Covered

Person of VSP, and identifying those Plan Benefits to which Covered Person is entitled.

1.04. CONFIDENTIAL MATTER: All confidential information concerning the medical, personal, financial or

business affairs of Covered Persons obtained while providing Plan Benefits hereunder.

1.05. COORDINATION OF BENEFITS: Procedure which allows more than one insurance plan to consider

Covered Person's vision care claims for payment or reimbursement,

1.06. COPAYMENTS: Those amounts required to be paid by or on behalf of a Covered Person for Plan Benefits

which are not fully covered, and which are payable at the time services are rendered or materials provided.

1.07. COVERED PERSON: An Enrollee or Eligible Dependent who meets VSP's eligibility criteria and on whose

behalf premiums have been paid to VSP, and who is covered under this Policy.

1.08. ELIGIBLE DEPENDENT: Any legal dependent of an Enrollee of Group who meets the criteria for efigibility

established by Group and approved by VSP in Article VI of this Policy under which such Enroflee is covered.
1.09. EMERGENCY CONDITION: A condition, with sudden onset and acute symptoms, that requires the

Covered Person to obtain immediate medical care, or an unforeseen occurrence calling for immediate, non-medical action.
1.10. ENROLLEE: An employee or member of Group who meets the criteria for eligibility specified under V.
ELIGIBILITY FOR COVERAGE.



111. EXPERIMENTAL NATURE: Procedure or lens that is not used universally or accepted by the vision care
profession, as determined by VSP.

112. EVIDENCE OF COVERAGE: A summary of the Policy provisions, prepared by VSP and provided to

Group for distribution to Enrollee.
1.13. GROUP: An employer or other entity which contracts with VSP for coverage under this Policy in order to
provide vision care coverage to its Enrofiees and their Eligible Dependents.

114. GROUP APPLICATION: The form signed by an authorized representative of the Group to signify the

Group's intention to have its Enrollees and their Eligible Dependents become Covered Persons of VSP.

115. GROUP VISION CARE Policy {also, "The Policy"): The Policy issued by VSP to a Group, under which

its Enrollees or members, and their Eligible Dependents are entitled to become Covered Persons of VSP and receive Plan
Benefits in accordance with the terms of such Policy.

1.16. VSP NETWORK DOCTOR: An optometrist or ophthalmologist licensed and otherwise qualified to practice

vision care andlor provide vision care materials who has contracted with VSP to provide vision care services and/or vision

care materials on behalf of Covered Persons of VSP.,

1.17.  NON-VSP PROVIDER: Any optometrist, optician, ophthalmologist, or other licensed and qualified vision
care provider who has not contracted with VSP to provide vision care services and/or vision care materials to Covered
Persons of VSP.

118. PLAN or PLAN BENEFITS: The vision care services and vision care materials which a Covered Person is

entitled to receive by virtue of coverage under this Policy, as defined in the Schedule of Benefits (Exhibit A) and, if
applicable, the Additional Benefit Rider (Exhibit C), attached hereto.
1.49. RENEWAL DATE: The date when the Policy shall renew, or terminate if proper notice is given.

120. SCHEDULE OF BENEFITS: The document, attached as Exhibit A to this Policy, which lists the vision care

services and vision care materials which a Covered Person is entitled to receive under this Policy.

1.21. SCHEDULE OF PREMIUMS: The document, attached hereto as Exhibit B, which states the payments to

be made to VSP by or on behalf of a Covered Person to entitle him/her to Plan Benefits.



I.
TERM, TERMINATION, AND RENEWAL

2.01. Plan Term: This Policy is effective at 12:01 a.m. on the Effective Date and shall remain in effect for the
Policy Term. At the end of the Policy Term, the Policy shall renew on a month to month basis unless either party notifies the
other in writing, at least sixty (60) days before the end of the Policy Term, that such party is unwilling to renew the Policy. If
such notice is given, the Policy shall terminate at 11:59 p.m. on the last day of the Policy Term unless the parties agree to
renewal of the Policy. If the Policy continues on a month to month basis after the Policy Term, either party may terminate
the Policy upon thirty (30) days advance written notice to the other party.

If VSP issues written renewal materials to Group at least sixty (60) days before the end of the Policy Term and
Group fails to accept the new terms and/or rates in writing prior to the end of the Policy Term, this Policy shall terminate at
11:59 p.m. on the last day of the Policy Term.

2.02. Early Termination Provision: The premium rate payable by Group under this Policy is based on an

assumption that VSP will receive these amounts over the full Policy Term in order to cover costs associated with greatef
vision ufilization that tends to occur during the first portion of a Policy Tem. If Group terminates this Policy before the end of
the Policy Term or before the end of any subsequent renewal terms, for any reason other than material breach by VSP, then
Group will remain fiable to VSP for the lesser amount of any deficit incurred by VSP or the payments which Group would
have paid for the remaining term of this Policy, not to exceed one year. A deficit incurred by VSP will be calcutated by
subtracting the cost of incurred and outstanding claims, as calculated on an incurred date basis with a claim run-out not to
exceed six months from the date of termination, from the net premiums received by VSP from Group. Net premiums shall
mean premiums paid. by Group minus any applicable retention amounts and/or broker commissions. Group agrees fo pay

VSP within thirty-one (31} days of notification of the amount due.



.
OBLIGATIONS OF VSP

301. Coverage of Insureds: VSP will enroll for coverage each eligible Enrollee and hisier Eligible

Dependents, if dependent coverage is provided, all of whom shall be referred to upon enrollment as "Covered Persons.” To
institute coverage, VSP may require Group to complete, sign and forward to VSP a Group Application along with information
regarding Enrollees and Eligible Dependents, and all applicable premiums. (Refer to V1. ELIGIBILITY FOR COVERAGE for
further details.)

Following the enrollmeﬁt of the Covered Persons, VSP will provide Group with Member Benefit Summaries and a
copy of the Evidence of Coverage, with Exhibits, for distribution to Covered Persons. Such Member Benefit Summaries and
Evidence of Coverage will summarize the terms and conditions set forth in this Policy.

3.02. Provision of Plan Benefits: Through its VSP Network Doctors (or through other licensed vision care

providers where a Covered Person is eligible for, and chooses to receive Plan Benefits from a Non-VSP Provider), VSP
shall provide Covered Persons such Plan Benefits listed in the Schedule of Benefits {Exhibit A) or, if applicable, Additional
Benefit Rider (Schedule C) attached hereto, subject to any limitations, exclusions, or Copayments therein stated. Benefit
Authorization must be obtained prior to a Covered Person obtaining Plan Benefits from a VSP Network Doctor. When a
Covered Person seeks Plan Benefits from a VSP Network Doctor, the Covered Person must schedule an appointment and
identify himself as a VSP Covered Person, so the VSP Network Doctor can obtain Benefit Authorization from VSP. VSP
shall provide Benefit Authorization to the VSP Network Doctor to authorize the provision of Plan Benefits to the Covered
Person. Each Benefit Authorization will contain an expiration date, stating a specific time period for the Covered Person to
obtain Plan Benefits. VSP shall issue Benefit Authorizations in accordance with the latest eligibility information furnished by
Group and the Covered Person’s past service utilization, if any. Any Benefit Authorization so issued by VSP shail constitute
a certification to the VSP Network Doctor that-payment will be made, irrespective of a fater loss of eligibility of the Covered
Person, provided Plan Benefits are received prior to the Benefit Authorization expiration date.

VSP shall pay or deny claims for Plan Benefits provided to Covered Persons, less any applicable Copayment, within a
reasonable time but not more than thirty (30) calendar days after VSP has received a completed claim, unless special
circumstances require additional time. In such cases, VSP may obtain an extension of fifteen (15) calendar days of this time
limit by providing notice to the claimant of the reasons for the extension.

WARNING, LIMITED BENEFITS WILL BE PAID WHEN NON-VSP PROVIDERS ARE USED.

When Covered Persons elect to utilize the services of a Non-VSP Provider for a covered service in non-emergency
situations, benefit payments for services from such Non-VSP Provider are not based upon the amount bilted. The basis of
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the benefit payment wilt be determined according to the Plan's Non-VSP Provider fee schedule. COVERED PERSONS
CAN EXPECT TO BE LIABLE FOR MORE THAN THE COPAYMENT AMOUNT DEFINED IN THE ATTACHED
SCHEDULE OF BENEFITS OR ADDITIONAL BENEFITS RIDER (if applicable) AFTER THE PLAN HAS PAID ITS
REQUIRED PORTION.

When payment is made to the Non-VSP Provider, the provider may bill Covered Persons for any amount up to the billed
charges after the Plan has paid its portion of the bill. VSP Network Doctors have agreed to accept discounted payments for
services with no additional billing to the Covered Person other than copayments, co-insurance and any amounts for non-
covered: services andfor materials. Covered Persons may obtain further information about the participating status of
providers and information on out-of-pocket expenses through vsp.com, or by calling VSP's Customer Service Department at
1-800-877-7195.

3.03. Provision of Information to Covered Persons: Upon request, VSP shall make available to Covered

Persons necessary information describing Plan Benefits and how to use them. A copy of this Policy shall be placed with
Group and also will be made available at the offices of VSP for any Covered Persons. VSP shall provide Group with an
updated list of VSP Network Doctors' names, addresses, and telephone numbers for distribution to Covered Persons twice
a year. Covered Persons may also obtain a copy of the VSP Network Doctor directory through VSP's Customer Service
Department’s toll-free telephone line, VSP’s website at www.vsp.com or by written request.

3.04. Preservation of Confidentiality: VSP shall hold in strict confidence all Confidential Matters and exercise

its best efforts to prevent any of its employees, VSP Network Doctors, or agents, from disclosing any Confidential Mater,
except to the extent that such disclosure is necessary to enable any of the above to perform their obligations under this
Policy, including but not limited to sharing information with medical information bureaus, or complying with applicable law.
Covered Persons and/or Groups that want more information on VSP's Confidentiality Policy may obfain a copy of the policy
by contacting VSP's Customer Service Department or VSP's website at www.vsp.com.

3.05. Emergency Vision Care: When vision care is necessary for Emergency Conditions, Covered Persons

may obtain Plan Benefits by contacting a VSP Network Doctor or Non-VSP Provider. No prior approval from VSP is required
for a Covered Person to obtain vision care for Emergency Conditions of a medical nature. However, services for medical
conditions, including emergencies, are covered by VSP only under the Acute EyeCare and Supplemental Primary EyeCare
Plans. If Group has not purchased one of these plans, Covered Persons are not covered by VSP for medical services and
should contact‘a physician under Covered Persons' medical insurance plan for care. For emergency conditions of a non-

medical nature, such as lost, broken or stolen glasses, the Covered Person should contact VSP's Customer Service
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Department for assistance. Reimbursement and eligibility are subject to the terms of this Policy.

3.06. Coordination of Benefits: When VSP is primary, it will pay benefits according to the terms of the Policy,

subject to any applicable state or federal codes, statutes, or regulations. When VSP is secondary, it will coordinate those
services and materials that were considered by the primary plan. VSP will pay the lesser of.
(a) The normal Plan Benefit, in the absence of other coverage, or

(b) The remaining balance up to Covered Person’s Plan Benefits, not to exceed the billed amount.



Iv.
OBLIGATIONS OF THE GROUP

4.01. Identification of Eligible Enrollees: An Enrollee is eligible for coverage under this Policy if hefshe

satisfies the enrollment criteria specified' in Paragraph 6.01(a} and/or as mutually agreed to by VSP and Group. By the
Effective Date of this Policy, Group shall provide VSP with eligibility information, in a mutually agreed upon format and
medium, to identify all Enrollees who are eligible for coverage under this Policy as of that date. Thereafter, Group shall
supply to VSP by the 15th day of each month, eligibility information sufficient to identify all Enrollees to be added to or
deleted from VSP's coverage rosters for the next month. The eligibility information shall include designation of each
Enrollee’s family status if dependent coveragé is provided. Upon VSP's request, Group shall make available for inspection
fecords regarding the coverage of Covered Persons under this Policy.

4.02. Payment of Premiums: By the first day of each month, Group shall remit to VSP the premiums payable

for the next month on behalf of each Enrollee and Eligible Dependents, if any, to be covered under this Policy. The
Schedule of Premiums incorporated in this Policy as Exhibit B provides the premium amount for each Covered Person. Only
Covered Persons for whom premiums are actually received by VSP shall be entitled to Plan Benefits under this Policy and
only for the period for which such payment is received, subject o the grace period provision below.

VSP may change the premiums set forth in Exhibit B (Schedule of Premiums) by giving Group at least sixty (60)
days advance written notice. No change will be made during the first contract year, and no more than once every six (6)
months thereafter. Furthermore, no change will be made during the Policy Term unless there is a change in the Schedule of
Benefits and/or Additional Benefits Rider (if applicable), or there is a material change in Policy terms or conditions, provided
any such change is mutually agreed upon in writing by VSP and Group.

Notwithstanding the above, VSP may increase premiums during a Policy Term by the amount of any tax or
assessment not now in effect but subsequently levied by any taxing authority, which is attributable to premiums VSP
received from Group.

403. Grace Period: A grace period of not less than 31 days will be granted for the payment of each premium
falling due after the first premium. During grace period, this Policy shall continue in force. VSP will-consider late payments at
the time of Policy renewal. Such payment may impact Group’s premium rates in future Policy Terms.

If Group fails to make any premiums payment due by the end of any grace period, VSP may notify Group that the
premiums payment has not been made, that coverage is canceled and that Group is responsible for payment for all Plan

Benefits provided to Covered Persons after the last period for which premiums were paid in full, including the grace period



through the effective date of termination. Group shall also be responsible for any legal andfor collection fees incurred by
VSP to collect amounts due under this Policy.

4.04. Distribution of Required Documents: Group shall distribute to Enrollees any disclosure forms, Policy

summaries or other material required to be given to Policy subscribers by any regulatory authority. Such materials shall be
distributed by Group no later than thirty (30) days after the receipt thereof, or as required under applicable faw

4.05. Converting to an Administrative Services Program: Due to the cyclical nature of vision care, in the

event Group wishes to convert its method of funding from a risk program to an Administrative Services Program, an
appropriate level of reserve will need fo have been established.
Upon conversion to an Administrative Services Program, for vision care begun on and after the effective date of

conversion, all claims will be paid through the Administrative Services Program.



V.
OBLIGATIONS OF COVERED PERSONS UNDER THE POLICY

5.01. General: By this Policy, Group makes coverage available to its Enrollees and their Efigible Dependents, if
dependent coverage is provided. However, this Policy may be arﬁended or terminated by agreement between VSP and
Group as indicated herein, without the consent or concurrence of Covered Persons. This Policy, and all Exhibits, Riders and
attachments hereto, constitute VSP's sole and entire undertaking to Covered Persons under this Policy.

As conditions of coverage, all Covered Persons under this Policy have the following obiigations:

5.02. Copayments for Services Received: Where, as indicated in Exhibit A {Schedule of Benefits) and Exhibit

C (Additional Benefit Rider), Copayments are required for certain Plan Benefits, Copayments shall be the personal
responsibility of the Covered Person receiving the care and must be paid at the time services are rendered. Amounts that
exceed Plan allowances, annual maximum benefits, options reimbursements, or any other stated Plan limitations are not
considered Copayments but are also the responsibility of the Covered Person.

5.03. Obtaining Services from VSP Network Doctors: Benefit Authorization must be obtained prior to

receiving Plan Benefits from a VSP Network Doctor. When a Covered Person seeks Plan Benefits, the Covered Person
must select a VSP Network Doctor, schedule an appointment, and identify himself as a Covered Person so the VSP
Network Doctor‘ can obtain Benefit Authorization from VSP. Should the Covered Person receive Plan Benefits from a VSP
Network Doctor without such Benefit Authorization, then for the purposes of those Plan Benefits provided to the Covered
Person, the VSP Network Doctor will be considered a Non-VSP Provider, and the benefits available will be limited to those
for a Non-VSP Provider, if any.

5.04. Submission of Non-VSP Provider Claims: If Non-VSP Provider coverage is indicated in Exhibit A

(Schedule of Benefits) or Exhibit C (Additional Benefit Rider), when applicable, written proof (receipt and the Covered
Person’s identification information) of all claims for services received from Non-VSP Providers shall be submitted by
Covered Persons to VSP within three hundred sixty-five {365) days of the date of service. VSP may reject such claims filed
more than three hundred sixty-five (365) days aiter the date of service.

Failure to submit a claim within this time period, however, shall not invalidate or reduce the claim if it was not
reasonably possible to submit the claim within such time period, provided the claim was submitted as soon as reasonably
possible, and in no event, except in absence of legal capacity, later than one year from the required date of three hundred
sixty-five (365) days after the date of service.

5.05. Complaints and Grievances: Covered Persons shall report any complaints and/or grievances to VSP at

the address given herein. Complaints and grievances are disagreements regarding access to care, quality of care,
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freatment or service. Complaints and grievances may be submitted to VSP verbally or in writing. A Covered Person may
submit written comments or supporting documentation concerning hisfher complaint or grievance to assist in VSP's review.
VSP will resolve the complaint or grievance within thirty (30) days after receipt, unless special circumstances require an
extension of time. In that case, resolution shall be achieved as soon as possible, but not later than one hundred twenty
(120) days after VSP's receipt of the complaint or grievance. If VSP determines that resolutioh cannot be achieved within
thirty (30) days, VSP will notify the Covered Person of the expected resolution date. Upon final resolution, VSP wil notify the
Covered Person of the outcome in writing. "

5.06. Claim Denial Appeals: If, under the terms of this Policy, a claim is denied in whole or in part, a request

may be submitted to VSP by Covered Person, or Covered Person’s authorized representative, for a full review of the denial.
Covered Person may designate any person, including his/her provider, as his/her authorized representative. References in
this section to "Covered Person” include Covered Person's authorized representative, where applicable.

a) Initial Appeal: The request must be made within one hundred eighty (180) days following denial of a
claim and should contain sufficient information to identify the Covered Person for whom the claim was denied, including the
VSP Enrollee's name, the VSP Enrollee's Member Identification Number, the Covered Person’s name and date of birth, the
provider of services and the claim number. The Covered Person may review, during normal working hours, any documents
held by VSP pertinent to the denial. The Covered Person may also submit written comments or supporting documentation
conceming the claim to assist in VSP's review. VSP's response to the initial appeal, including specific reasons for the
decision, shalf be provided and communicated to the Covered Person as follows:

Denied Claims for Services Rendered: within thirty {30) calendar days after receipt of a request for an appeal from
the Covered Person.

b) Second Leve! Appeal: If the Covered Person disagrees with the response to the initial appeal of the
claim, the Covered Person has a right to a second level appeal. “Within sixty (60) calendar days after receipt of VSP's
response to the initial appeal, the Covered Person may submit a second appeal to VSP along with any pertinent
documentation. VSP shall communicate its final determination to the Covered Person in compliance with all applicable
state and federal laws and regulations, and shall include the specific reasons for the determination.

c) Other Remedies: When Covered Person has completed the appeals stated herein, additional voluntary
alternative dispute resolution options may be avaifable, including mediation or arbitration. Group should advise Covered
Person to contact the U.S. Department of Labor or the state insurance regulatory agency for details. Additionally, under the

provisions of ERISA {Section 502(a)(1)(B)) [29 U.S.C. 1132(a)(1}(B)], Covered Person has the right fo bring a civil action
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when all available levels of review 6f denied claims, including the appeals process, have been completed, the
claims were not approved in whole or in part, and Covered Person disagrees with the outcome.

507. Time of Action: No action in [aw or in equity shall be brought to recover on the Policy prior to the Covered
Person exhausting histher grievance rights under this Policy andfor prior to the expiration of sixty (60} days after the claim
and any applicable invoices have been filed with VSP. No such action shall be brought after the expiration of six (6) years
from the fast date that the claim and any applicable invoices were submitted to VSP, in accordance with the terms of this
Policy.

508. Insurance Fraud: Any Group and/or person who infends to defraud, knowingly facilitates a fraud, or

submits an application, or files a claim with a false or deceptive statement, is guilty of insurance fraud. Such an act is

grounds for immediate termination of the Policy for the Group or individual that committed the fraud.
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VI
ELIGIBILITY FOR COVERAGE

6.01. Eligibility Criteria. Individuals will be accepted for coverage hereunder only upon meeting all

requirements set forth below.
a) Enrollees: To be eligible, a person must:
1. currently be an employee or member of Group, and
2. meet the coverage criteria mutually agreed upon by Group and VSP.,

b.) Eligible Dependents: If dependent coverage is provided, the persons eligible for dependent coverage

are specified on the attached Schedule of Benefits and Additional Benefit Riders (if

applicable).
If a dependent, unmarried child (including, but not fimited to, an adopted or foster child) prior to attainment of the prescribed
age for termination of eligibility becomes, and continues to be, incapable of self-sustaining employment because of mental
or physical disability, that Eligible Dependent's coverage shall not terminate so long as he remains chiefly dependent on the
Enrollee for support and the Enrollee's coverage remains in force; PROVIDED that satisfactory proof of the dependent's
incapacity can be furnished to VSP within thirty-one (31} days of the date the Eligible Dependent's coverage would have
otherwise terminated and at such other times as VSP may request proof, but not more frequently than annually.

6.02. Documentation of Eligibility: Persons satisfying the coverage requirements under either of the above

criteria shall be eligible if:

a) for an Enrollee, the individual's name and Member ID Number have been reported by Group to
VSP in the manner provided hereunder; and

b) for changes to an Fligible Dependent's status, the change has been reported by the Group to VSP
in the manner provided herein. As stated in paragraph 4.01 above, VSP may elect fo audit Group's records to verify
efigibility of Enrollees and dependents and any errors. Subject to the terms of paragraph 4.03 above, only persons on
whose behalf premiums have been paid for the current period shall be entitled to Plan Benefits hereunder. If a clerical error

is made, it will not affect the coverage a Covered Person is entifled to under this Policy.
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6.03. Retroactive Eligibility Changes: Retroactive eligibility changes are limited to sixty (60) days prior to the

date notice of any such requested change is received by VSP. VSP may refuse retroactive termination of a Covered
Person if Plan Benefits have been obtained by, or authorized for, the Covered Person after the effective date of the
requested termination. As stated in Section 4.01 herein, Group agrees to provide timely eligibility changes to VSP.

6.04. Change of Participation Requirements, Contribution of Fees, and Eligibility Rules: Composition of

the Group, percentage of Enrollees covered under the Policy, and Group's contribution and efigibility requirements, are all
material to VSP's obligations under this Policy. During the term of this Policy, Group must provide VSP with written notice of
changes fo its composition, percentage of Enrollees covered, contribution and eligibility requirements. Any change which
materially affects VSP's obligations under this Policy must be agreed upon in writing between VSP and Group and may
constitute a material change to the terms and conditions of this Policy for purposes of paragraph 4,02, Nothing in this
section shall fimit Group's ability to add Enrollees or Eligible Dependents under the terms of this Policy.

6.05. Change in Family or Employment Status: In the event Group is nofified of any change in a Covered

Person's family status [marriage, the addition (e.g., newbom, adopted, or foster child) or deletion of Dependent , etc.] of
employment status, Group shall provide notice of such change to VSP via the next eligibility listing required under
Paragraph 4.01. If notice is given, the change in the Covered Person's status will be effective on the first day of the month
following the change request, or at such later date as may be requested by or on behalf of the Covered Person.
Notwithstanding any other provision in this section, a newborn child will be covered during the thirty-one (31) day period
after birth, and an adopted or foster child will be covered for the thirty-one (31) day period after the Enrollee or the Enrollee’s
“spouse acquires the right to control that child's health care. To continue coverage for a newborn, adopted or foster child
beyond the initial thirty-one (31) day period, the Group must be properly notified of the Enrcllee’s change in family status

and applicable premiums must be paid to VSP.
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ViL
CONTINUATION OF COVERAGE

7.01. COBRA: The Consolidated Omnibus Budget Reconciliation Act of 1985 {COBRA) requires that, under
certain circumstances, health plan benefits available to an Enrollee and his or her Eligible Dependents be made available to
said persons upon termination of that Enrollee’s employment, or termination of the relationship between said Enrollee and
his or her dependents. If, and only to the extent, COBRA applies to the parties to this Policy, VSP shall make the required

COBRA continuation coverage available.
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Vill.
ARBITRATION OF DISPUTES

8.01. Dispute Resolution: Any dispute or question arising between YSP and Group involving the application,

interpretation, or performance under this Policy shall be settled, if possible, by amicable and informal negotiations, allowing
such opportunity as may be appropriate under the circumstances for fact-finding and mediation. If any issue cannot be
resolved in this fashion, it shall be submitted to arbitration where permitted by state law.

8.02. Procedure: Arbitration hereunder shall be conducted pursuant to the Rules of the American Arbitration
Association subject to the provisions of Section 10.06 of this Policy. Such Rules, the enforcement thereof, and enforcement
of the arbitrator's decision shall be governed by applicable laws. Notwithstanding the foregoing, a policyholder shall not be
prohibited from seeking a jury trial if the policyholder is not in agreement with the decision reached in arbitration.

8.03. Choice of Law: If any matter arises in connection with this Policy which becomes the subject of arbitration

or legal process, the law of the State of delivery of the Policy shall be the applicable law.
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IX.
NOTICES
9.01. Notice: Any notices required under this Policy to either Group or YSP shall be in written format. Notices
sent to the Group will be sent to the address or email address shown on the Group's Application unless otherwise directed
by Group. Notices to VSP shall be sent fo the address shown on the front page of this Policy. Notwithstanding the above,
any notices may be hand-delivered by either party to an appropriate representative of the other party. The party effecting

hand-delivery bears the burden to prove delivery was made, if questioned.
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X
MISCELLANEQUS

10.01. Entire Contract: Changes: This Policy, the Group Application, the Evidence of Coverage, and all Exhibits,

Riders and attachments hereto, constitute the entire contract of insurance. No change in this Policy shall be valid until
approved by an executive officer of VSP and unless such approval be endorsed hereon or attached hereto. No agent has
the authority to change this Policy or waive any of its provisions. This contract supersedes any prior understandings and
agreements between the parties, either written or oral. Communication materials prepared by Group for distribution to
Enrollees do not constifute a part of this Policy.

10.02. [ndemnity: VSP agrees to indemnify, defend and hold harmless Group, its shareholders, directors,
officers, agents, employees, successors and assigns from and against any and ali liability, claim, loss, injury, cause of
action and expense (including defense costs and legal fees) of any nature whatsoever arising from the failure of VSP, its
officers, agents or employees, to perform any of the activities, duties or responsibilities specified herein. Group agrees to
indemnify, defend and hold harmless VSP, its members, shareholders, directors; officers, agents, employees, successors
and assigns from and against any and all liability, claim, loss, injury, cause of action and expense (including defense costs
and legal fees) of any nature whatsoever arising or resulting from the failure of Group, its officers, agents or employees fo
perform any of the duties or responsibilities specified herein.

10.03. Liability: VSP arranges for the provision of vision care services and materials through agreements with
VSP Network Doctors. VSP Network Doctors are independent contractors and responsible for exercising independent
judgement. VSP does not itself directly fumnish vision care services or supply materials. Under no circumstances shall VSP
or Group be liable for the negligence, wrongful acts or omissions of any doctor, laboratory, or any other person or
organization performing services or supplying materials in connection with this Policy.

10.04. Assignment: Neither this Policy nor any of the rights or obligations of either of the parties hereto may be
assigned or transferred without the prior written consent of both parties hereto except as expressly authorized herein.

10.05. Severability: Should any provision of this Policy be declared invalid, the remaining provisions shall remain

in full force and effect.
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10.06. Governing Law: This Policy shall be governed by and construed in accordance with applicable federal
and state law. Any provision that is in conflict with, or not in conformance with, applicable federal or state statutes or
regulations is hereby amended to conform with the requirements of such statutes or regulation, now or hereafter existing.

10.07. Gender: All pronouns used herein are deemed fo refer to the masculine, feminine, neuter, singular, or
plural, as the identity(ies) of the person(s) may require.

10.08. Equal Opportunity: VSP is an Equal Opportunity and Affirmative Action employer.

10.09. Communication Materials;: Communication materials created by Group which relate to this vision care

Policy must adhere to VSP’s Member Communication Guidelines distributed to Group by VSP. Such communication
materials may be sent to VSP for review and approval prior to use. VSP's review of such materials shall be limited to
approving the accuracy of Plan Benefits and shall not encompass or constitute certification that Group's materials meet any
applicable legal or regulatory requirements, including but not limited to, ERISA requirements. In the event of any dispute
between the communication materials and this Policy, the provisions of this Policy shall prevail,

10.16. Time Limit on Certain Defenses: After two years from the date of issue or reinstatement of this Policy, no

misstatements made by the applicant in the application for such policy shall be used to void the Policy or deny a claim
commencing after the expiration of such two-year period. |
10.41. Reinstatement: If any renewal premium be not paid within the time granted the insured for payment, a
subsequent acceptance of premium by the insurer or by any agent duly authorized by the insurer to accept such premium,
without requiring in connection therewith an application for reinstatement, shall reinstate the Policy; Provided, however, that
if the insurer or such agent requires an application for reinstatement and issues a conditional receipt for the premium
tendered, the Policy will be reinstated upon approval of such application by the insurer, or, lacking such approval, upon the
forty-fifth day following the date of such conditional receipt unless the insurer has previously notified the insured in writing of
its disapproval of such application. The reinstated Policy shall cover only loss resulting from such accidental injury as may
be sustained after the date of reinstatement and loss due to such sickness as may begin more than 10 days after such date.
In all other respects the insured and insurer shall have the same rights thereunder as they had under the Policy immediately
before the due date of the defaulted premium, subject to any provisions endorsed hereon or attached hereto in connection
with the reinstatement. Any premium accepted in connection with a reinstatement shall be applied to a period for which

premium has not been previously paid, but not to any period more than 60 days prior to the date of reinstatement.

10.12. Time of Payment of Claims: Indemnities payable under this Poicy will be paid immediately upon receipt

of a valid claim.
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10.13. Notice of Claim: Written notice of claim must be given to the insurer within 20 days after the occurrence
or commencement of any [oss covered by the Policy, or as soon thereafter as is reasonably possible. Notice given by or on
behalf of the insured or the beneficiary to the insurer at address shown on the cover page hereof, or to any authorized agent
of the insurer, with information sufficient to identify the insured, shall be deemed notice fo the insurer.

10.14. Claim Forms: The insurer, upon receipt of a request for a claim form, will furnish to the claimant such
forms as are usually furnished by it. If such forms are not fumished within 15 days after the giving of such notice, the
claimant shall be deemed to have complied with the requirements of this Policy as within the time fixed in the Policy for filing

‘proofs of loss, written proof covering the occurrence, the character, and the extent of the loss for which claim is made.
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EXHIBIT A

SCHEDULE OF BENEFITS
Exam Plus Plan

GENERAL

This Schedule lists the vision care benefits to which Covered Persons of VISION SERVICE PLAN INSURANCE COMPANY {"VSP') are entitled,
subject to any applicable Copayments and other canditions, fimitations and/or exclusions stated herein. If Plan Benefits are available for Non-VSP
Provider services, as indicated by the reimbursement provisions below, vision care benefits may be received from any licensed eye care provider
whether VSP Network Doctors or Non-VSP Providers. This Schedule forms a part of the Policy or Evidence of Coverage to which it is attached.

When Plan Benefits are received from VSP Network Doctors, benefits appearing in the VSP Network Doctor Benefit column below are applicable
subject to any applicable Copayments and other conditions, limitations and/or exclusicns as stated below. When Plan Benefits are available and
received from Non-VSP Providers, the Covered Person is reimbursed for such benefits according to the schedule in the Non-VSP Provider Benefit
column below less any applicabte Copayment. The Covered Person pays the provider the full fee at the time of service and submits an itemized bil
to VSP for reimbursement. Discounts do not apply for vision care services and/or materials obtained from Non-VSP Providers.

BENEFIT PERIOD

A twelve-month period beginning on January 1st and ending on December 31st.

ELIGIBILITY

The following are Covered Persons under this Policy:

«  Enrolles.

+  The legal spouse of Enrollee.

+  Any unmarried child of Enrollee, including any natural child from the date of birth, legally adopted child from the date of placement for adoption
with the Enrollee, or other child, including a foster child, for whom a court or administrative agency ho'ds the Enrollee responsible

+  The domestic partner of the same or opposite gender as Enrollee, pursuant to Group’s efigibility

Unmarried dependent children are covered up to age 18 or to age 26 if full-time students.

A dependent, unmarried child over the limiting age may continue to be eligible as a dependent if the child is incapable of self-sustaining employment
because of mental or physical disability, and chiefly dependent upon Enroflee for suppert and maintenance.

See schedule below for Plan Benefits, payments and/or reimbursement subject to any Copayment(s) as stated:

COPAYMENT

The benefits herein are available to each Covered Person subject only f payment of the applicable Copayment by the Covered Person. Plan
Benefits received from VSP Network Doctors and Non-VSP Providers require Copayments. Covered Persens must also follow Benefit Authorization
procedures.

A Copayment amount of $5.00 shall be payable by the Covered Person to the VSP Netwark Doctor or the Non-VSP Provider at the time services are
rendered.
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PLAN BENEFITS

SERVICE VSP NETWORK DOCTCR NON-VSP PROVIDER BENEFIT [FREQUENCY
BENEFIT
Eye Examination Covered in Full* Upto $ 50.00% Available once each 12 months™

Complete initial vision analysis: includes appropriate examination of visual functions and prescription of corrective eyewear where
indicated.

*Less any applicable Copayment
*Beginning with the first day of the Benefit Period.

ADDITIONAL DISCOUNT

Each Covered Person shall be entitled to receive a discount of twenty percent (20%) toward the purchase of non-covered materials from any VSP
Network Doctor when a complete pair of glasses is dispensed. Also, Covered Persens shalf be entitied to receive a discount of fifteen percent (15%)
off of contact lens examination services from any VSP Network Doctor.* '

Discounts are applied to the VSP Network Doctor's usual and customary fees for such services and are unlimited for 12 months on or following the
date of the patient’s last eye exam.”
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LIMITATIONS:
« Discounts do not apply to vision care beneﬁfs obtained from Non-VSP Providers.
«  20% discount applies to complete pairs of glasses only.
+  Discounts do not apply if prohibited by the manufacturer.
+  Discounts do not apply to sundry items: e.g., contact lens solutions, cases, cleaning products or repairs of spectacle lenses or frames.

*Note: Professional judgment will be applied when evaluating prescriptions written by another provider. VSP Network Dactors may request a
discounted additional exam.

EXCLUSIONS AND LIMITATIONS OF BENEFITS
THIS PLAN IS DESIGNED TO COVER EYE EXAMINATIONS ONLY.

NOT COVERED
There are no benefits for professional services or materials connected with:

+  Costs associated with securing frames, lenses, or any other materials;
«  Comeal Refractive Therapy (CRT};

+  Orthoptics or vision training and any associated supplementary testing;
«  Medical or surgical treatment of the eyes;

«  Corrective vision freatment of an Experimental Nature;

+  Costs for services exceeding Plan Benefit allowances;

+  Services notindicated on this Schedule as covered Plan Benefits.
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EXHIBIT A

SCHEDULE OF BENEFITS
SIGNATURE PLAN

GENERAL

This Schedule lists the vision care benefits to which Covered Persons of VISION SERVICE PLAN INSURANCE COMPANY ("VSP") are entitted,
subject to any applicable Copayments and other conditions, limitations and/or exclusions stated herein. if Plan Benefits are available for Non-VSP
Provider services, as indicated by the reimbursement provisions below, vision care benefits may be received from any licensed eye care provider
whether VSP Network Dactors or Non-VSP Providers. This Schedule forms a part of the Policy or Evidence of Coverage to which it is attached.

When Plan Benefits are received from VSP Network Doctors, benefits appearing in the VSP Network Doctor Benefit column below are applicable
subject to any applicable Copayments and other conditions, limitations and/or exclusions as stated below. When Plan Benefits are available and
received from Non-VSP Providers, the Covered Person is reimbursed for such benefits according to the schedule in the Non-VSP Provider Benefit
column below, less any applicabte Copayment. The Covered Person pays the provider the full fee at the time of service and submits an itemized bill
to VSP for reimbursement, Discounts do not apply for vision care benefits obtained from Non-VEP Providers.

BENEF!T PERIOD

A twelve-month period beginning on January 1st and ending on December 31st.

ELIGIBILITY

The following are Covered Persons under this Policy:

+  Enroliee.

+  The legal spouse of Enroflee. :

»  Any unmarried child of Enrollee, including any natural child from the date of birth, legally adopted child from the date of placement for adoption
with the Enrollee, or other child, including a foster child, for whom a court or administrative agency holds the Enrollee responsible

»  The domestic partner of the same or cpposite gender as Enrollee, pursuant to Group’s eligibility rules.

Unmarried dependent children are covered up to age 19 or to age 26 if full-ime students.

A dependent, unmarried child over the timiting age may continue to be eligible as a dependent if the child is incapable of self-sustaining employment
because of mental or physical disability, and chiefly dependent upon Enrofiee for support and maintenance.

See schedule below for Plan Benefits, payments and/or reimbursement subject to any Copayment(s) as stated:

COPAYMENT

The benefits herein are available to each Covered Person subject only to payment of the applicable Copayment by the Covered Person. Plan
Benefits received from VSP Network Doctors and Non-VSP Providers require Copayments. Covered Persons must also follow Benefit Authorization
Procedures.

There shall be a Copayment of $5.00 for the examination payable by the Covered Person at the time services are rendered. If materials (lenses,

frames or Necessary Contact Lenses) are provided, there shali be an additional $10.00 Copayment payable at the time the materials are ordered.
The Copayment shall not apply to Elective Contact Lenses.

23



PLAN BENEFITS

SERVICE OR MATERIAL

VSP NETWORK DOCTOR
BENEFIT

NON-VSP PROVIDER BENEFIT

FREQUENCY

Eye Examination

Covered in full*

Upto§ 50.00%

Avatlable once each 12 months**

Complete initial vision analysis: includes appropriate examination of visual functions and prescription of corrective eyewear where

indicated.

*Less any applicable Copayment.
**Beginning with the first day of the Benefit Period.

SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT j FREQUENCY
BENEFIT
Lenses Available once each 12 months™
Single Vision Covered in full * Upto$ 50.00°
Bifocal Covered in full * U;) to$ 75.00*
Trifocal Covered in full * Up to § 100.00°*
Lenticular Covered in full * Up fo § 126.00%
Plan Benefits for lenses are per complete set, not per lens.
*Less any applicable Copayment.
*Beginning with the first day of the Benefit Period.
SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY
BENEFIT
FRAMES Covered up to Plan Allowance® | Upio$ 70.007 Available once each 24 months*™

Benefits for lenses and frames include reimbursement for the following necessary professional services:

@k W =

Prescribing and ordering proper lenses;
Assisting in frame selection;

Verifying accuracy of finished lenses;
Proper fitting and adjustments of frames;
Subsequent adjustments to frames to maintain comfort and efficiency;
Progress or follow-up work as necessary.

*Less any applicable Copayment.
**Beginning with the first day of the Benefit Period.

Frame allowance may be applied towards non-prescription sunglasses for post PRK, LASIK, or Custom LASIK patients.
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SERVICE OR MATERIAL | VSP NETWORK POCTOR | NON-VSP PROVIDER FREQUENCY
BENEFIT BENEFIT

CONTACT LENSES

Elective Elective Contact Lens fitting Available once each 12

and evaluation®™* services
are covered in full once
every 12 months®, after a
maximum $60.00
Copayment.

months**

Materials
Upto$ 150.00

Professional Fees/Materials
Upto$ 105.00

*Beginning with the first day of the Benefit Period.

=59 Discount applies to VSP Network Doctor's usual and customary professional fees for contact lens evaluation and

fitting.

Contact Lenses are provided in lieu of all other lens and frame benefits available herein.

Utilization of contact lens benefits exhausts ail of the Covered Person’s lens and frame benefits for the current
Benefit Period, and future eligibility for [enses and frames will be determined as if spectacle lenses only were

obtained in the current Benefit Period.

SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY

BENEFIT
NECESSARY CONTACT Available once each 12 months**
LENSES

Professional Fees and
Matetials

Covered in full *

Upto§ 210.00°

*Less any applicable Copayment
*Beginning with the first day of the Benefit Period.

Necessary Contact Lenses are a Plan Benefit when specific benefit criteria are satisfied and when prescribed by Covered Persen's VSP Network
Doctor or Non-VSP Provider. Prior review and approval by VSP are not required for Covered Person to be eligible for Necessary Contact Lenses.

Necessary Contact Lenses are provided in lieu of all other lens and frame benefits available herein.

Utilization of contact lens benefits exhausts all of the Covered Person's lens and frame benefits for the current Benefit Period, and future
eligibility for lenses and frames will be determined as if spectacle lenses only were obtained in the current Benefit Period.
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SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY
BENEFIT

Low Vision
Professional services for severe visual preblems not correctable with regular lenses, including:

Supplemental Testing Covered in full Up to $125.00°

{Includes evaluation, diagnosis and prescription of vision aids where indicated.)
Supplemental Aids 75% of amount 75% of amount ®
up to $1000.00° up to $1000.00

*Maximum benefit for all Low Vision services and materials is §1000.00 every two {2) Benefit Petiods.

Low Vision benefits secured from Non-VSP Providers {if covered) are subject to the same time and Copayment provisions described above for
VSP Network Doctors. The Covered Person should pay the Non-VSP Provider's full fee at the time of service. Covered Person will be reimbursed
an amount not to exceed what VSP would pay a VSP Network Doctor for the same services and/or materials.

THERE IS NO ASSURANCE THAT THE AMOUNT REIMBURSED WILL COVER 75% OF THE PROVIDER'S FULL FEE.
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EXCEPTIONS

Some brands of spectacle frames may be unavailable for purchase as Plan Benefits, or may be subject to additional limitations. Covered Persons
may obtain details regarding frame brand availabiiity from their VSP Network Doctor or by calling VSP’s Customer Care Division at (800} 877-7195.

PATIENT OPTIONS

This Plan is designed to cover visual needs rather than cosmetic materials. When a Govered Person selects any of the following extras, the Plan will
pay the basic cost of the allowed lenses or frames, and the Covered Person will pay the additional costs for the cptions.

Optional cosmetic processes.
Anti-reflective coating.

Color coating.

Mirror coating.

Scratch coating.

Blended lenses.

Cosmetic lenses.

Laminated lenses.

Oversize lenses.

Polycarbonate lenses.

Photochromic lenses, finted lenses except Pink #1 and Pink #2,
Progressive muitifocal lenses.

UV (ultravioet) protected lenses.

+  Certain limitations on low vision care.

" = 2 = s = = =

NOT COVERED

There are no benefits for professional services or materials connected with:

*  Orthoptics or vision training and any associated supplemental testing.

«  Corneal Refractive Therapy (CRT) ' _ _

¢+ QOrihokeratology (a procedure using contact lenses to chahge the shape of the comea in order to reduce myopia).

*  Refitting of contact lenses after the initial (90-day) fitting period.

+  Plano lenses (lenses with refractive correction of less than £ .50 dicpter).

+  Two pair of glasses in lieu of bifocals.

+  Replacement of lenses and frames furnished under this Policy that are [ost or broken, except at the normal intervals when services are
otherwise available.

*  Medical or surgical freafment of the eyes.

«  Corrective vision treatment of an Experimental Nature.

+  Plano contact lenses to change eye color cosmetically.

+  Artistically-painted contact lenses. :

»  Contact lens insurance policies or service contracts.

+  Additional office visits associated with contact tens pathology.

+  Contact lens modification, polishing, or cleaning.

+  Costs for services andfor materials exceeding Plan Benefit allowances.

*  Services or materials of a cosmetic nature.

«  Services andlor materials not indicated on this Schedule as covered Plan Benefits.
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Exhibit B

VISION SERVICE PLAN INSURANCE COMPANY (VSP)
SCHEDULE OF PREMIUMS
Exam Plus Plan

VISION SERVICE PLAN INSURANCE COMPANY (“VSP") shall be entitied to receive premiums for each month on behalf of each Enrollee and
histher Eligible Dependents, if any, in the amounts specified below.

1.96 per month for each eligible Enrollee without dependents.

2.59 per month for each eligible Enroliee with an eligible spouse.

2.77 per month for each eligible Enrollee with eligible child(ren). ~
4.42 per month for each eligible Enrollee with efigible spouse and child(ren}.

€ €5 P

NOTICE: The premium under this Policy is subject to change upon renewal (after the end of the initial Policy Term or any subsequent Pelicy Term),
or upon change of the Schedule of Benefits or a material change in any other terms or canditions of the Policy.
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Exhibit B

VISION SERVICE PLAN INSURANCE COMPANY (VSF)
SCHEDULE OF PREMIUMS
Signature Plan

VISION SERVICE PLAN INSURANCE COMPANY (*VSP") shall be entitled to receive premiums for each month on behalf of each Enrollee and
his/her Eligible Dependents, if any, in the amounts specified below.

15.61 per month for each efigible Enrollee without dependents.

20.61 per month for each eligible Enrollee with an eligible spouse.

22.05 per month for each eligible Enrollee with eligible child(ren).

35.24 per month for each eligible Enrollee with eligible spouse and child(ren).

£h 7 9 7

NOTICE: The premium under this Policy is subject to change upon renewal {after the end of the initial Policy Term or any subsequent Policy Term),
or upon change of the Schedule of Benefits or a material change in any other terms or conditions of the Palicy.
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ADDENDUM

VISION SERVICE PLAN INSURANCE COMPANY
ADDITIONAL BENEFIT RIDER
DIABETIC EYECARE PLUS PROGRAM

GENERAL

This Rider lists additional vision care benefits to which Covered Persons of VISION SERVICE PLAN INSURANCE COMPANY ("VSP") are entitied,
subject to any applicable Copayments and other conditions, limitations and/or exclusions stated herein or in the Schedule of Benefits with which it is
associated. Plan Benefits under the Diabetic Eyecare Plus Program are available to Covered Persons who have been diagnosed with type™1 or type
2 diabetes and specific ophthalmological conditions. This Rider forms a part of the Pelicy or Evidence of Coverage to which itis attached.

ELIGIBILITY

The following are Covered Persons under this Policy, pursuant to efigibility criteria established by Client:

+  Enrollee.

+  The legal spouse of Enrollee.

+  Any unmartied child of Enrolles, including any natural child from the date of birth, legally adopted child from the date of placement for adoption

with the Enrollee, or other child, including a foster child, for whom a court or administrative agency holds the Enrollee responsible
«  The domestic partner of the same or opposite gender as Enzoilee, pursuant to Group's eligibility rules.

Unmarried dependent children are covered up to age 19 or to age 26 if full-time students.

A dependent, unmarried child over the limiing age may continue to be eligible as a dependent if the child is incapahle of self-sustaining employment
because of mental or physical disability, and chiefly dependent upon Enrollee for support and maintenance.
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PROGRAM DESCRIPTION

The Diabstic Eyecare Plus Program {“DEP Plus") is intended to be a supplement to Covered Person’s group medical plan. Providers will first submit
a claim to Covered Person's group medical insurance plan, and then to VSP. Any amounts not paid by the medical pan will be considered for
payment by VSP. (This is referred to as “Coordination of Benefits” or “COB." Please refer to the Coordination of Benefits section of Covered
Person’s Evidence of Coverage for additional information regarding CCB.) If Covered Person does not have a group medical plan, providers will
submit claims directly to VSP.

Examples of symptoms which may result in a Covered Person seeking services under DEP Plus may include, but are not fimited to:

«  biurry vision «  trouble focusing
+  fransient loss of visicn +  ‘floating” spots

Examples of conditions which may require management under DEP Plus may include, but are not limited to:

+  diabetic retinopathy s+ rubeosis
+ diabetic macuiar edema

REFERRALS

If Covered Person's Member Doctor cannot provide Covered Services, the doctor will refer the Covered Person 1o another Member Doctor or {o &
physician whose offices provide the necessary services.

If the Covered Parson requires services beyond the scope of DEP Plus, the Member Doctor wil refer the Insured to a physiciah.

Referrals are intended to insure that Covered Persons receive the appropriate level of care for their presenting condition. Covered Person do not
require a referral from a Member Doctor in order to obtain Plan Benefits.
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PLAN BENEFITS
VSP NETWORK DOCTORS

COVERED SERVICES

Eye Examination: Covered in full after a Copayment of $20.00.

Special Ophthalmological Services: Covered in Full.

EXCLUSIONS AND LIMITATIONS OF BENEFITS

The Diabetic Eyecare Plus Program provides coverage for limited, vision-related medical services. A current list of these procedures will be made

available fo Covered Person upon request. The frequency at which these services may be provided is dependent upon the specific service and the
diagnosis associated with such service.

NOT COVERED

1. Services and/or materials not specifically included in this Rider as Plan Benefits.
2, Frames, lenses, contact lenses or any other ophthalmic materials.

3. Orthoptics or vision training and any associated supplemental testing.

4. Surgery of any type, and any pre- or post-operative services.

5. Treatment for any pathological conditions.

6. An eye exam required as a condition of employment.

7. Insuiin or any medications or supplies of any type.

8. Local, state andfor federal taxes, except where VSP is required by law to pay.
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DIABETIC EYECARE PROGRAM DEFINITIONS

Diabetes A disease where the pancreas has a problem either making, or making ané using, insulin,
Type 1 Diabetes A disease in which the pancreas stops making insulin.
Type 2 Diabetes A disease in which the pancreas either makes too littie insulin or cannot properly use the insulin it makes to

convert blood glucose to energy.

Diabetic Retinopathy A weakening in the small blocd vessels af the back of the eye,

Rubeosis Abnormal blood vessel growth on the iris and the structures in the front of the eye.

Diabetic Macular Edema Swelling of the retina in diabetes mellitus due fo leaking of fluid from blood vessels within the macula.
PLAN BENEFITS

NON-MEMBER PROVIDERS

1 A Non-Member Provider may require Covered Person to pay for all services in full at the time of the visit. If so, Covered Person should then
submit a claim to the Company for reimbursement.

COVERED SERVICES

Eye Examination: Covered up to $ 100.00 after a $20.00 Copayment.

Special Ophthalmological Services: Covered up to $120.00 per individual service.

EXCLUSIONS AND LIMITATIONS OF BENEFITS

1. Exclusions and limitations of benefits described above for Member Doctors shall also apply to services rendered by Non-Member Providers.
2. Services from a Non-Member Provider are in ligu of services from a Member Doctor.

3. There is no guarantee that the amount reimbursed will be sufficient to pay the cost of services or materials in full.
4, The Company is unable to require Non-Member Providers to adhere to the Companys quality standards.
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Group Vision Care Policy

e
VS

Vision Care for Lie

GROUP NAME: ELON UNIVERSITY

GROUP NUMBER: 12157158
EFFECTIVE DATE: JANUARY 1, 2013

EVIDENCE OF COVERAGE

Provided by:

VISION SERVICE PLAN INSURANCE COMPANY
3333 Quality Drive, Rancho Cordova, CA 95670
(916) 851-5000 {800) 877-7195

EOC 10-02-NC 1010/12 Alw



To be filled in by employer in the event this document is used to develop a Summary Plan Description:
NAME OF EMPLOYER:

NAME OF PLAN:

PRINGIPAL ADDRESS:

EMPLOYER |.D.#

GROUP #

PLAN ADMINISTRATOR:
ADDRESS:

PHONE NUMBER:
REGISTERED AGENT FOR SERVICE OF LEGAL PROCESS, IF DIFFERENT FROM PLAN ADMINISTRATOR:
ADDRESS:

Benefits are furnished under a vision care Policy purchased by the Group and provided by VISION SERVICE PLAN INSURANCE COMPANY (VSP)
under which VSP is financially respensible for the payment of claims.

This Evidence of Coverage is a summary of the Poficy provisions and is presented as a matter of general information anly. It is not a substitute for
the provisions of the Policy itself. In the event of any dispute between this Evidence of Coverage and the Policy, the provisions of the Pelicy will

prevail. A copy of the Policy will be furnished on request.

DEF!INITIONS:

ADDITIONAL BENEFITS
RIDER

BENEFIT AUTHORIZATION

COORDINATION OF
BENEFITS

COPAYMENTS

COVERED PERSON

ELIGIBLE DEPENDENT

EMERGENCY CONDITION

ENROCLLEE

EXPERIMENTAL NATURE

GROUP

The document attached as Exhibit C to the GroUp Policy maintained by the Group Administrator, which lists
selected vision care services and vision care materials that a Covered Person is entitled to receive by virtue of
the Plan. (Avaifable only if purchased by Group.)

Authorization issued by VSP identifying the individual named as a Covered Person of V5P, and identifying
those Plan Benefits to which a Covered Person is entitled.

Procedure which allows more than one insurance plan to consider Covered Person’s vision care claims for
payment or reimbursement.

Those amounts required to be paid by or on behalf of a Covered Person for Plan Benefits which are not fully
covered, and which are payable at the ime services are rendered or materials provided.

An Enrollee or Eligible Dependent who meets VSP's eligibility criteria and on whose behalf premiums have
been paid to VSP, and wha is covered under the Plan.

Any legal dependent of an Enrollee of Group who meets the eligibility criteria established by Group and
approved by VSP under Section V1. ELIGIBILITY FOR COVERAGE of the Palicy under which such Enroilee is
covered. ‘

A condition, with sudden onset and acute symptoms, that regquires the Covered Person to obtain immediate
medical care, or an unforeseen occurrence requiring immediate, non-medical action.

An employee or member of the Group who meets the eligibility criteria specified under Section Vi, ELIGIBILITY
FOR COVERAGE of the Policy. .

Procedure or lens that is not used universally or accepted by the vision care profession, as defermined by VSP,

An employer or other entity that contracts with VSP for coverage under this Policy in order to provide vision
care coverage fo its Enroflees and their Eligible Dependents.



VSP NETWORK DOCTOR An optometrist or ophthaimologist licensed and otherwise qualified to practice vision care andfor provide vision
care materials who has contracted with VSP to provide vision care services andfor vision care materials on
behaif of Covered Persons of VSP.

NON-VSP PROVIDER Any optometrist, optician, ophthalmologist, or other ticensed and qualified vision care provider who has not
contracted with VSP to provide vision care services and/or vision care materials to Covered Persons of VSP.

PLAN or PLAN BENEFITS  The vision care services and vision care materials that a Covered Person is entitled to receive by virtue of
coverage under the Palicy, as defined on the attached Schedule of Benefits and Additional Benefit Rider (if

appiicable).
POLICY The contract between VSP and Group upon which this Plan is based.
PREMIUMS The Payments made to VSP by or on behalf of a Covered Person to entitle him/her to Plan Benefits, as stated

in the Schedule of Premiums attached as Exhibit B to the Group Policy document maintained by the Group
Administratar.

RENEWAL DATE The date on which the Policy shall renew or terminate if proper notice is given.

SCHEDULE OF BENEFITS  The document attached as Exhibit A to the Group Policy maintained by the Group Administrator, that lists the
vision care services and vision care materials that a Covered Person is entitled to receive by virtue of the Plan.

SCHEDULE OF PREMIUMS  The document attached as Exhibit B to the Group Policy maintained by the Group Administrator, which states
the payments to be made to VSP by or on behalf of a Covered Person to entile him/her to Plan Benefits.

ELIGIBILITY FOR COVERAGE
Enrollees: To be covered, a person must currently be an employee or member of the Group and meet the established coverage criteria mutuafly
agreed upon by Group and VSP.

Eligible Dependents: If dependent coverage is provided, the persons eligible are indicated on the attached Schedule of Benefits and Additional
Benefit Rider (if applicabile).

PREMIUMS
Group is responsible for payments of the periodic charges for coverage. Group will notify Covered Person of Covered Person's share of the charges,
if any. The entire cost of the program is paid to VSP by Group.



PROCEDURE FOR USING THE PLAN

1.

When Covered Person wants to receive Plan Benefits, contact VSP or a VSP Network Doctor. A list of names, addresses and phone numbers
of VSP Network Doctors in Covered Person's area can be obtained from Group, the Plan Administrator or VSP. If this list does not cover the
area in which Covered Person desires to seek services, call or write the VSP office nearest Covered Person to obtain one that does.

If Covered Persen is eligible for Plan Benefits, VSP will provide Benefit Authorization directly fo the VSP Network Doctor. If Covered Person
contacts the VSP Network Doctor directly, Covered Person must identify him or herself as a VSP member so the doctor can obtain Benefit
Authorization from VSP.

When such Benefit Authorization is provided by VSP and services are performed prior to the expiration date of the Benefit Authorization, this will
constitute a claim against the Policy, in spite of Covered Person’s termination of coverage or the ferminaticn of the Policy Should Covered
Parson receive services from a VSP Network Doctor without such Benefit Authorization or obtain services from a Non-VSP Provider, Covered
Person is responsible for payment in full to the provider.

Covered Person pays the Copayment (if any), amounts that exceed the Plan Allowances, and any amounts for non-covered services or
materials to the VSP Network Doctor for services under this Policy. VSP will pay the VSP Network Doctor directly according to their agreement
with the doctor.

Note: If Covered Person is eligible for and cbtains Plan Benefits from a Non-VSP Provider, Covered Person should pay the provider's full fee.
Covered Person will be reimbursed by VSP in accordance with the Non-VSP Provider reimbursement schedule shown on the attached
Schedule of Benefits and Additional Benefit Rider (if applicable), less any applicable Copayments.

WARNING, LIMITED BENEFITS WILL BE PAID WHEN NON-VSP PROVIDERS ARE USED.

Covered Persons should be aware that when they elect to utilize the services of a Non-VSP Provider for a covered service in non-emergency
situations, benefit payments for services from such Non-VSP Provider are not based upon the amount billed. The basis of the benefit payment
will be determined according to the Plan’s Non-VSP Provider fee schedule. COVERED PERSONS CAN EXPECT TO BE LIABLE FOR MORE
THAN THE COPAYMENT AMOUNT DEFINED IN THE ATTACHED SCHEDULE OF BENEFITS OR ADDITIONAL BENEFIT RIDER (if
applicable) AFTER THE PLAN HAS PAID ITS REQUIRED PORTION.

When payment is made to the Non-VSP Provider, the provider may bill Covered Person for any amount up to the billed charge after the Plan
has paid its portion of the bill. VSP Network Doctors have agreed to accept discounted payments for services with no additional billing to the
Covered Person other than Copayments, co-insurance and non-covered services or materials. Covered Persons may obtain further information
about the participating status of providers and information on out-of-pocket expenses through vsp.com, or by calling VSP’s Customer Service
Department at 1-800-877-7195.

In emergency conditions, when immediate vision care of a medicai nature such as for bodily rauma or disease is necessary, Covered Person
can obtain covered services by contacting a VSP Network Doctor (or Non-VSP Provider if the attached Schedule of Benefits and, if applicable,
Additional Benefits Rider, indicates Covered Person’s Plan includes such coverage). No prior authorization from VSP s required for Covered
Person to obtain vision care for Emergency Conditions of a medical nature. However, services for medical conditions, including emergencies,
are covered by VSP only under the Acute EyeCare and Supplemental Primary EyeCare Plans. |f there is no Additional Benefit Rider for one of
these plans attached to this Evidence of Coverage, Covered Person is not covered by V'SP for medicat services and should contact a physician
under Covered Person's medical insurance plan for care.

For emergency conditions of a non-medical nature, such as lost, broken or stolen glasses, the Coverad Person should contact VSP's Customer
Service Department for assistance.

Emergency vision care is subject to the same benefit frequencies, plan allowances, Copayments and exclusions stated herein. Reimbursement
to VSP Network Doctors will be made in accordance with their agreement with VSP.

In the event of termination of a VSP Network Doctor membership in VSP, VSP will be liable to the VSP Network Doctor for services rendered to
Covered Person at the time of termination and permit the VSP Network Doctor to continue to provide Covered Person with Plan Benefits until
the services are completed or until VSP makes reasonable and appropriate arrangements for the provision of such services by another VSP
Network Doctor.

BENEFIT AUTHORIZATION PROCESS

VSP authorizes Plan Benefits according to the latest eligibility information furnished to VSP by Covered Person's Group and the level of coverage
(i.e. service frequencies, covered materials, reimbursement amounts, limitations, and exclusions) purchased for Covered Person by Croup under this
Plan. When Covered Person requests services under this Plan, Covered Person's prior utilization of Plan Benefits will be reviewed by VSP to
determine if Coverad Person is eligible for new services based upon Covered Person's Plan's level of coverage. Please refer to the attached
Schedule of Benefits and Additional Benefit Rider (if applicable) for a summary of the level of coverage provided te Covered Person by Group.



BENEFITS AND COVERAGES

Through its VSP Network Doctors, VSP provides Plan Senefits o Covered Persons, subject to the limitations, exclusions and Copayment(s)
described herein. When Covered Person wishes to obtain Plan Benefits from a VSP Network Doctor, Covered Person may contact any VSP Network
Doctor, identify Covered Person as a VSP member, and schedule an appointment. If Covered Person is eligible for Plan Benefits, VSP wil provide
Benefit Authorization for Covered Person directy to the VSP Network Doctor prior to Covered Person's appointment.

Specific benefits for which Covered Person is covered are described on the attached Schedule of Benefits and Additional Benefit Rider (if
applicable).

COPAYMENT

The benefits described herein are available to Covered Person subject to Covered Person's payment of any applicable Copayments as described in
this Evidence of Coverage, the Schedule of Benefits and Additional Benefit Riders {if applicable). Amounts that exceed plan allowances, annual
maximum benefits, options reimbursements, or any other stated Plan limitations are not considered Copayments but are also the responsibility of the
Covered Person.

ANY ADDITIONAL CARE, SERVICE AND/OR MATERIALS NOT COVERED BY THIS PLAN MAY BE ARRANGED BETWEEN COVERED
PERSON AND THE DOCTOR.

COORDINATION OF BENEFITS

Covered Persons who are covered under two or more insurance plans that include vision care benefits may be efigible for Coordination of Benefits
{"COB"). VSP will combine other insurance plans' claim payments or reimbursements, if any, with benefits available urder Covered Person's VSP
plan, which may reduce or eliminate Covered Person's out-of-pocket expense. Covered Persons covered under more than one VSP plan may also
be able to take advantage of COB. In order to process claims involving COB, VSP may need to share personal information regarding Covered
Persans with other parties (such as another insurance company). When this is necessary, VSP will enly share such information with those persons
or organizations having a fegitimate interest in that information and only where such sharing is not prohibited by law.

EXCLUSIONS AND LIMITATIONS OF BENEFITS
This vision service plan is designed to cover visual needs rather than cosmetic materials.

Some professional services and/or materials are not éovered under this Plan. Please refer to the NOT COVERED section of the attached Schedule
of Benefits and Additional Benefit Rider {if applicable} for details.

VSP may, at its discretion, waive any of the Plan limitations if, in the opinion of our Optometric Consultants, this is necessary for the visual welfare of
the Covered Person.

LIABILITY IN EVENT OF NON-PAYMENT
IN THE EVENT VSP FAILS TO PAY THE PROVIDER, COVERED PERSON SHALL NOT BE HELD LIABLE FOR ANY SUMS OWED BY V&P
OTHER THAN THOSE NOT COVERED BY THE PLAN.

COMPLAINTS AND GRIEVANCES:

If Covered Person ever has a question or problem, Covered Person's first step is to call VSP's Customer Service Department. The Customer Service
Depariment will make every effort to answer Covered Person's question and/or resclve the matter informally. If a matter is not initially resolved to the
safisfaction of a Covered Person, the Covered Person may communicate a comptaint or grievance to VSP orally or in writing by using the complaint
form that may be obtained upon request from the Customer Service Department. Complaints and grievances include disagreements regarding
access to care, or the quality of care, treatment or service. Covered Persons also have the right to submit writen comments or supporting
documentation concerning a complaint or grievance to assist in VSP's review. VP will resclve the complaint or grievance within thirty (30) days after
receipt, Unless special circumstances require an extension of time. In that case, resoiution shall be achieved as soon as possible, but no later than
one hundred twenty (120} days after VSP's receipt of the complaint or grievance. If VSP determines that resolution cannot be achieved within thirty
(30) days, a letter will be sent to the Covered Person to indicate VSP’s expected resclution date. Upon final resolution, the Covered Person will be
notified of the outcome in writing.

CLAIMS PAYMENTS AND DENIALS

Initial Determination: VSP will pay or deny claims within thirty (30) calendar days of the receipt of the claim from the Covered Person or Covered
Person's authorized representative. In the event that a claim cannot be resolved within the time indicated, VSP may, if necessary, extend the time for
decision by no more than fifteen (15) calendar days,

Request for Appeals: If a Covered Person's claim for benefits is denied by VSP in whele or in part, VSP will notify the Covered Person in writing of
the reason or reasons for the denial. Within one hundred eighty (180) days after receipt of such notice of denial of a claim, Covered Person may
make an oral or written request to VSP for a full review of such denial. The request should contain sufficient information to identify the Covered
Person for whom a claim for benefits was denied, including the name of the VSP Enrollee, Member Identification Number of the VSP Enrollee, the
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Covered Person's name and date of birth, the name of the provider of services and the claim number. The Covered Person may state the reasons
the Covered Person believes that the claim denial was in emor. The Covered Person may aiso provide any pertinent documents to be reviewed.
VSP will review the claim and give the Covered Person the opportunity fo review pertinent documents, submit any statements, documents or wriiten
arguments in support of the claim, and appear personally to present materials or arguments. Covered Person or Covered Person's autherized
representative should submit all requests for appeals to:

Vep
Member Appeals
3333 Quality Drive
Rancho Cordova, CA 85670
(800) 877-7195

VSP's determination, including specific reasons for the decision, shall be provided and communicated to the Covered Person within thirty (30)
calendar days after receipt of a request for appeal from the Covered Person or Covered Person's authorized representative.

If Covered Person disagrees with VSP's determination, hefshe may request a second level appeal within sixty (60) calendar days from the date of
the determination. VSP shall resolve any second level appeal within thirty (30) calendar days.

When Covered Person has completed ail appeals mandated by the Employee Retirement Income Security Act of 1974 (“ERISA"), additional
voluntary altemnative dispute resolution opticns may be available, including mediation and arbitration. Covered Person should contact the U. S.
Depariment of Labor or the state insurance regulatory agency for defails. Additionally, under ERISA (Section 502(a){1)(B)} 29 U.S.C.
1132(a)(1)(B}], Covered Person has the right to bring a civil (court) action when alt avallable levels of review of denied claims, including the appeals
process, have been completed, the claims were not approved in whole or in part, and Covered Person disagrees with the outcome.

TERMINATION OF BENEFITS

After the Policy Term, this Policy will continue on a month-to-month basis or until terminated by gither party giving the other party sixty (80) days
notice. Policy Benefits will cease on the date of cancellation of this Policy whether the cancellation is by Group or by VSP due to nonpayment of
Premium.

If Covered Person is receiving service as of the termination date of the Policy, such service shall be continued to completion, but in no event beyond
six (6) months after the termination date of the Policy.

INDIVIDUAL CONTINUATION OF BENEFITS
This program is avaitable to groups of a minimum of ten (10) employees and is, therefore, not available on an individual basis. When a Group
terminates its coverage, individual coverage is not available for Enrollees who may desire to retain same.

THE CONSOLIDATED OMNIBUS BUDGET RECONCILIATION ACT OF 1985 (COBRA)

The Consolidated Omnibus Budget Reconciiation Act of 1985 (COBRA) requires that, under certain circumstances, health plan benefits be avaitable
to an eligible participant and his or her dependents upon the termination of employment of said participant, or the termination of the relationship
between said participant and his or her dependents. If, and only to the extent, COBRA applies to Covered Person’s Group Plan, VSP shall make the
statutorily-required continuation coverage available in accordance with COBRA.



EXHIBIT A

SCHEDULE OF BENEFITS
Exam Plus Plan

GENERAL

This Schedule lists the vision care benefits to which Covered Persons of VISION SERVICE PLAN INSURANCE COMPANY ("VSP") are entitled,
subject to any applicable Copayments and other conditions, limitations and/or exclusions stated herein. If Plan Benefits are available for Non-VEP
Provider services, as indicated by the reimbursement provisions below, vision care benefits may be received from any licensed eye care provider
whether VSP Network Doctors or Non-VSP Providers. This Schedule forms a part of the Policy or Evidence of Coverage to which it is attached.

When Plan Benefits are received from VSP Network Doctors, benefits appearing in the VSP Network Doctor Benefit column below are applicable
subject to any applicable Copayments and other conditions, fimitations and/or exclusions as stated below. When Plan Benefits are avaitable and
received from Non-VSP Providers, the Covered Person is reimbursed for such benefits according to the schedule in the Non-VSP Provider Benefit
column below less any applicable Copayment. The Covered Person pays the provider the full fee at the time of service and submits an itemized bill
f0 VSP for reimbursement. Discounts do not apply for vision care services and/or materials obtained from Non-VSP Providers.

BENEFIT PERIOD

A twelve-month period beginning on January 1st and ending on December st

ELIGIBILITY

The following are Covered Persons under this Policy:

»  Enrollee.

+  The legal spouse of Enroilee.

+  Any unmarried child of Enrollee, including any natural child from the date of birth, legally adopted child from the date of placement for adoption
with the Enrolles, or other child, including a foster child, fer whom a court or administrative agency holds the Enrolles respansible

+  The domestic partner of the same or opposite gender as Enroliee, pursuant to Group's eligibility

Unmarried dependent children are covered up to age 19 or to age 26 if full-ime students.

A dependent, unmarried child over the limiting age may continue to be eligivle as a dependent if the child is incapable of self-sustaining empioyment
because of mental or physical disability, and chiefly dependent upon Enrollee for suppert and maintenance.

See schedule below for Plan Benefits, payments and/or reimbursement subject to any Copayment(s) as stated:

COPAYMENT

The benefits herein are available to each Covered Person subject only to payment of the applicable Copayment by the Covered Person. Plan
Benefits received from VSP Network Doctors and Nen-VSP Providers require Copayments. Covered Persons must also follow Benefit Authorization
Procedures.

A Copayment amount of $5.00 shall be payable by the Covered Person to the VSP Network Doclor or the Non-VSP Provider at the time services are
rendered.



PLAN BENEFITS

SERVICE VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT {FREQUENCY
BENEFIT
Eye Examination Covered in Full* Upto$ 50.00* Available once each 12 months™

Complete initial vision analysis: includes appropriate examination of visual functions and prescription of corrective eyewear where
indicated.

“Less any applicable Copayment
*Beginning with the first day of the Benefit Period.




ADDITIONAL DISCOUNT

Each Covered Person shall be entitled to receive a discount of twenty percent (20%) toward the purchase of non-covered materials from any VSP
Network Doctor when a complete pair of glasses is dispensed. Also, Covered Persons shall be entitled to receive a discount of fifteen percent (15%)
off of contact lens examination services from any VSP Network Doctor.*

Discounts are applied to the VSP Network Doctor's usual and customary fees for such services and are uniimited for 12 months on or following the
date of the patient's last eye exam.*

LIMITATIONS:
Discounts do not apply to vision care benefits obtained from Non-VSP Providers.
20% discount applies to complete pairs of glasses only.
Discounts do not apply if prohibited by the manufacturer.
Discounts do not apply to sundry items: e.g., contact lens solutions, cases, cleaning products or repairs of spectacle lenses or frames.

*Note: Professional judgment will be applied when evaluating prescriptiohs written by another provider. VSP Network Doctors may request a
discounted additional exam.

EXCLUSIONS AND LIMITATIONS OF BENEFITS
THIS PLAN IS DESIGNED TO COVER EYE EXAMINATIONS ONLY.

NOT COVERED
There are no benefits for professicnal services or materials connected with:

+  Costs associated with securing frames, lenses, or any other materials;
+  Corneal Refractive Therapy (CRT);

«  Orthoptics or vision fraining and any associated supplementary testing;
+  Medical or surgical treatment of the eyes;

«  Cortective vision treatment of an Experimental Nature;

s+ Costs for services exceeding Plan Benefit allowances;

. Services notindicated on this Schedule as covered Plan Benefits.



EXHIBIT A

SCHEDULE OF BENEFITS
SIGNATURE PLAN

GENERAL

This Schedule lists the vision care benefits to which Covered Persons of VISICN SERVICE PLAN INSURANCE COMPANY ("VSP") are entitled,
subject to any applicable Copayments and other conditions, limitations and/or exclusions stated herein. if Plan Benefits are available for Non-VSP
Provider services, as indicated by the reimbursement provisions below, vision care benefits may be received from any licensed eye care provider
whether VSP Network Doctors or Non-VSP Providers. This Schedule forms a part of the Policy or Evidence of Coverage to which it is attached.

When Plan Benefits are received from VSP Network Doctors, benefits appearing in the VSP Network Doctor Benefit column below are applicable
subject fo any applicable Copayments and other conditions, limitations and/or exclusions as stated below. When Plan Benefits are available and
received from Non-VSP Providers, the Covered Person is reimbursed for such benefits according to the schedule in the Non-VSP Provider Benefit
column below, less any applicable Copayment. The Covered Person pays the provider the full fee at the time of service and submits an itemized bill
to VSP for reimbursement, Discounts do not apply for vision care benefits obtained from Non-VSP Providers.

BENEFIT PERIOD

A twelve-month period beginning on January 1st and ending on December 31st.

ELIGIBILITY

The following are Covered Persons under this Policy:

«  Enrolles.

«  Thelegal spouse of Enrollee.

. Any unmarvied child of Enrollee, including any natural child from the date of birth, legally adopted child from the date of placement for adoption
with the Envolles, or other child for whom a court or administrative agency holds the Enroliee responsible.

+  The domestic partner of the same or opposite gender as Entollee, pursuant fo Group's eligibility rules.

Unmarried dependent children are covered up to age 19 or to age 26 if full-time students.

A dependent, unmarried child over the limiting age may continue to be eligible as a dependent if the child is incapable of seif-sustaining employment
because of mental or physical disability, and chiefly dependent upon Enrollee for support and maintenance.

See schedule below for Plan Benefits, payments and/or reimbursement subject to any Copayment(s) as stated:

COPAYMENT

The benefits herein are avaitable to each Covered Person subject only to payment of the applicable Copayment by the Covered Person. Plan
Benefits received from VSP Network Doctors and Non-VSP Providers require Copayments. Govered Persons must also follow Benefit Authorization
Procedures. :

There shall be a Copayment of $5.00 for the examination payable by the Covered Person at the time setvices are rendered. If materials {lenses,
frames or Necessary Contact Lenses) are provided, there shall be an additional $10.00 Copayment payable at the time the materials are ordered.
The Copayment shail not apply fo Elective Contact Lenses.



PLAN BENEFITS

SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY
BENEFIT

Eye Examination Covered in full Upto$ 50.00% Available once each 12 months™

Complete initial vision analysis: includes appropriate examination of visual functions and prescription of corrective eyewear where
indicafed.

*Less any applicable Copayment.
+Beginning with the first day of the Benefit Period.

SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY
BENEFIT
Lenses Available once each 12 months™
Single Vision Covered in fuli * Upto$ 50.00°
Bifocal Covered in full * Upio$ 75.00%
Trifocal Covered in full * Up to § 100.00%
Lenticular Covered in full * Upto$125.00*

Plan Benefits for fenses are per complete set, not per lens.

*| ess any applicable Copayment.
*Baginning with the first day of the Benefit Period.

SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY
BENEFIT

FRAMES Covered up to Plan Allowance* | Upto§ 70.00% Available once each 24 months™

Benafits for lenses and frames include reimbursement for the following necessary professional services.

Prescribing and otdering proper lenses;

. Assisting in frame selection;

Verifying accuracy of finished lenses;

Proper fitting and adjustments of frames;

Subsequent adjustments to frames to maintain comfort and efficilency;
. Progress or follow-up work as necessary.

X RS e

*_ess any appiicable Copayment.
*Beginning with the first day of the Benefit Period.

| Frame allowance may be applied towards non-prescription sunglasses for post PRK, LASIK, or Custom LASIK patients.
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SERVICE OR MATERIAL | VSP NETWORK DOCTOR | NON-VSP PROVIDER FREQUENCY
BENEFIT BENEFIT

CONTACT LENSES

Elective Elective Contact Lens fitting Available once each 12

and evaluation™* services
are covered in full once
every 12 months™, after a
maximum $60.00
Copayment.

months**

Materials
Upto$ 150.00

Professional Fees and
Materials :
Upto$ 105.00

*Beginning with the first day of the Benefit Period.

++159% Discount applies to VSP Network Doctor's usual and customary professionai fees for coniact lens evaluation and

fitting.

Contact Lenses are provided in fieu of all other lens and frame benefits available herein.

Usilization of contact lens benefits exhausts all of the Covered Person's lens and frame benefits for the current
Benefit Period, and future eligibility for lenses and frames will be determined as if spectacle lenses only were

obtained in the current Benefit Period.

SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY
BENEFIT
NECESSARY CONTACT Available once each 12 months™

LENSES

Professional Fees and
Materials

Covered in full *

Upto$ 210.00%

*_ess any applicable Copayment
*Beginning with the first day of the Benefit Period.

Necessary Contact Lenses are a Plan Benefit when specific benefit criteria are safisfied and when prescribed by Covered Person's VSP Network
Doctor or Non-VSP Provider. Prior review and approval by VSP are not required for Covered Person to be eligible for Necessary Contact Lenses.

Necessary Contact Lenses are provided in lieu of all other lens and frame benefits available herein.

Utilization of contact lens benefits exhausts all of the Covered Person's lens and frame benefits for the current Benefit Period, and future
eligibility for lenses and frames will be determined as if spectacle lenses only were obtained in the current Benefit Period.

"




SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY
BENEFIT

Low Vision

Professional services for severe visual problems not correctable with regular [enses, including:

Su pplementél Testing Covered in full Up to $125.00% ®
(Includes evaluation, diagnosis and prescripticn of vision aids where indicated.)
Supplemental Aids 75% of amount 75% of amount *
up to $1000.00* up to $1000.00°

*Maximum benefit for all Low Vision services and materials is $1000.00 every two (2) Benefit Periods.

Low Vision benefits secured from Non-VSP Providers (if covered) are subject to the same time and Copayment provisions described above for
VSP Network Doctors. The Covered Person should pay the Non-VSP Provider's full fee at the time of service. Covered Person will be reimbursed
an amount not to exceed what VSP would pay a VSP Network Doctor for the same services andfor materials.

THERE IS NO ASSURANCE THAT THE AMOUNT REIMBURSED WILL COVER 75% OF THE PROVIDER'S FULL FEE.
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EXCEPTIONS

Some brands of spectacle frames may be unavailable for purchase as Plan Benefits, or may be subject to additional limitations. Covered Persons
may obtain details regarding frame brand avaitability from their VSP Network Doctor or by calling VSP's Customer Care Division at (800) 877-7185.

PATIENT OPTIONS

This Plan is designed to cover visual needs rather than cosmetic materials. When a Covered Person selects any of the following extras, the Plan will
pay the basic cost of the allowed lenses or frames, and the Covered Person will pay the additional costs for the options. ‘

«  Optional cosmetic processes.

«  Anti-reflective coating.

+  Color coating.

»  Mirror ceating.

»  Scratch coating.

+  Blended lenses.

+  Cosmetic lenses.

+ . Laminated lenses.

«  QOversize lenses.

«  Polycarbonate lenses.

«  Photochromic lenses, tinted lenses except Pink #1 and Pink #2.
«  Progressive multifocal lenses.

« UV (ultraviolet) protected lenses.

+  Certain limitations on low vision care,

NOT COVERED

There are no benefits for professional services or materials connected with:

*  Orthoptics or vision training and any associated supplemental testing.

*  Comeal Refractive Therapy (CRT) ,

+  Orthokeratology (a procedure using contact lenses to change the shape of the cornea in order to reduce myopia).

+  Refiting of contact lenses after the initial (90-day) fitting period.

*  Plano lenses {lenses with refractive correction of less than + .50 diopter).

*  Two pair of glasses in lieu of bifocals.

" Replacement of lenses and frames fumnished under this Policy that are fost or broken, except at the normal intervals when services are
otherwise available.

¢ Medical or surgical treatment of the eyes.

+  Corrective vision freatment of an Experimental Nature.

*  Plano contact lenses to change eye color cosmeticalty.

*  Artistically-painted contact lenses.

+  Contact lens insurance policies or service contracts.

+  Additional office visits associated with contack lens pathology.

+  Contact lens modification, polishing, or cleaning.

»  Costs for services and/or materials exceeding Plan Benefit allowances.

*  Services or materials of a cosmetic nature.

«  Services andlor materials not indicated on this Schedule as covered Plan Benafits.
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ADDENDUM

VISION SERVICE PLAN INSURANCE COMPANY
ADDITIONAL BENEFIT RIDER
DIABETIC EYECARE PLUS PROGRAM

GENERAL

This Rider lists additional vision care benefits to which Covered Persons of VISION SERVICE PLAN INSURANCE COMPANY ("VSP"} are entitled,
subject to any applicable Copayments and other conditicns, limitations andfor exclusions stated herein or in the Schedule of Benefits with which itis
associated. Plan Benefits under the Diabetic Eyecare Plus Program are available to Covered Persons who have been diagnosed with type 1 or type
2 diabetes and specific ophthalmological conditions. This Rider forms a part of the Policy or Evidence of Coverage to which itis attached.

ELIGIBILITY

The following are Covered Persons under this Policy, pursuant to eligibility criteria established by Client:

+  Enrollee.

+  The legal spouse of Enroliee.

+  Any unmarried child of Enrollee, including any natural child from the date of birth, legally adopted child from the date of placement for adoption

with the Enrollee, or other child, including a foster child, for whom a court or administrative agency holds the Enrclles responsible
+  The domestic pariner of the same cr opposite gender as Enrolles, pursuant to Group's eligibility rules.

Unmarried dependent children are covered up 1o age 19 or to age 26 if fuil-time students.

A dependent, unmarried child over the fimiting age may continue to be eligible as a dependent if the child is incapable of seff-sustaining employment
hecause of mental or physical disability, and chiefly dependent upon Enrollee for support and maintenance.
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PROGRAM DESCRIPTION

The Diabetic Eyecare Plus Program {"DEP Plus"} is intended to be a supplement to Covered Person’s group medical plan. Providers will first submit
aclaim o Covered Person’s group medical insurance plan, and then to V8P, Any amounts not paid by the medical plan wiil be considered for
payment by VSP. (This is referred to as “Coordination of Bensfits” or "“COB." Please refer to the Coordination of Benefits section of Covered
Person’s Evidence of Coverage for additional information regarding COB.) if Covered Person does not have a group medical plan, providers wil
submit claims directly to VSP.

Examples of symptoms which may resultin an Covered Person seeking services under DEP Plus may include, but are not limited to:

+  Dblurry vision +  trouble focusing
+  lransient loss of vision «  ‘“floating® spots

Examples of conditions which may require management under DEP Plus may include, but are not limited to;

»  diabelic retinopathy *  rubeosis
*  digbetic macular edema

REFERRALS

If Covered Person's Member Docior cannot provide Covered Services, the doctor will refer the Covered Person to another Member Doctor or to a
physician whose offices provide the necessary services.

If the Cavered Person requires services beyond the scope of DEP Plus, the Member Doctor will refer the Insured to a physician.

Referrals are intended to insure that Covered Persons receive the appropriate level of care for their presenting condition. Covered Persen do not
require a referral from a Member Doctor in order to obtain Plan Benefits.

PLAN BENEFITS
VSP NETWORK DOCTORS

COVERED SERVICES

Eye Examination: Covered in full after a Copayment of $20.00.
Special Ophthalmolegical Services: Covered in Full,
EXCLUSIONS AND LIMITATIONS OF BENEFITS

The Diabetic Eyecare Plus Program provides coverage for limited, vision-related medicat services. A current list of these procedures will be made
available to Covered Person upon request. The frequency at which these services may be provided is dependent upon the specific service and the
diagnosis associated with such service.

NOT COVERED

1. Services andfor materials not spacifically included in this Rider as Plan Benefits.

2. Frames, lenses, contact lenses or any other ophthalmic materials.

3. Orthoptics or vision training and any associated supplemental testing.

4. Surgery of any type, and any pre- or post-operative services.

5. Treatment for any pathological condifions.

. An eye exam required as a condition of employment.

7. Insulin or any medications or supplies of any type.

8. Local, state andfor federal taxes, except where {COL/VSPYis required by law to pay.
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DIABETIC EYECARE PROGRAM DEFINITIONS

Diabetes ' A disease where the pancreas has a problem either making, or making and using, insulin.
Type 1 Diabetes A disease in which the pancreas stops making insulin,
Type 2 Diabetes A disease in which the pancreas either makes foo litfle insulin or cannot properly use the insulin it makes to

convert blood glucose to energy.

Diabetic Retinopathy A weakening in the small blood vessels at the back of the eye,

Rubeosis Abnormal blood vessel growth on the iris and the structures in the front of the eye.

Diabetic Macular Edema Swelling of the retina in diabetes mellitus due to leaking of fluid from blood vessels within the macula,
PLAN BENEFITS

NON-MEMBER PROVIDERS

1 A Non-Member Provider may require Covered Person to pay for all services in full at the time of the visit. If so, Covered Person shouid then
submit a claim to the Company for reimbursement.

COVERED SERVICES

Eye Examination: Covered up fo § 100.00 after a $20.00 Copayment.

Special Ophthalmological Services: Covered up to $120.00 per individual service.

EXCLUSIONS AND LIMITATIONS OF BENEFITS

1. Exclusions and limitaticns of benefits described above for Member Doctors shall also apply to services rendered by Non-Member Providers.
2. Services from a Non-Member Provider are ir lieu of services from a Member Doctor.

3. There is no guarantee that the amount reimbursed will be sufficient to pay the cost of services or materials in full.
4, The Company is unable to require Non-Member Providers to adhere to the Companys quality standards.
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