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IMPORTANT NOTICE

No Insured Person has the right to receive the Benefits of this Policy for services or
supplies furnished following termination of coverage, except as specifically provided in
the Continuation of Group Coverage section of this Policy and the Certificate of
Insurance. Benefits of this Policy are available only for services and supplies as included
in the applicable sections of the Certificate of Insurance, furnished during the term the
Policy is in effect and while the individual claiming Benefits is actually covered by this
Policy. Benefits may be modified during the term of this Policy under the applicable
section, “Changes; Entire Contract.” If Benefits are modified, the revised Benefits
(including any reduction in Benefits or the elimination of Benefits) apply for services or
supplies furnished on or after the effective date of the modification. There is no vested
right to receive the Benefits of this Policy.

This Certificate of Insurance replaces any other certificate previously issued for the
benefits described inside. As a Certificate of Insurance, this does not constitute a
contract of insurance; it summarizes the provisions of the Policy and is subject to the
terms of the Policy.
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DEFINITIONS

ACTIVE WORK or ACTIVELY AT WORK — your full-time performance of all customary
duties of your occupation at the Group Policyholder’s place of business (or other
business location to which the Group Policyholder requires you to travel).

COMPANY — Blue Shield of California Life & Health Insurance Company (Blue Shield
Life), whose Home Office address is 50 Beale Street, San Francisco, California, 94105.

COPAYMENT (Copay) — the amount that a person is required to pay for certain
Services after meeting any applicable deductible.

DAY OR DATE — at 12:01 A.M., Standard Time, at the Group Policyholder’s place of
business (when used with regard to eligibility dates, effective dates or termination of
insurance).

DEPENDENT —

1.

2.

An Insured Person’s legally married spouse who is:
a. not covered for Benefits as a Insured; and
b. notlegally separated from the Insured Person; or,

an Insured Person’s Domestic Parther who is not covered for Benefits as an
Insured; or,

a child of, adopted by, or in legal guardianship of the Insured Person, spouse, or
Domestic Partner. This category includes any stepchild or child placed for
adoptior any other child for whom the Insured Person, spouse, or Domestic
Partner has been appointed as a non-temporary legal guardian by a court of
appropriate legal jurisdiction, who is not covered for Benefits as an Insured
Person, who is less than 26 years of age, and who has been enrolled and
accepted by Blue Shield Life as a Dependent and has maintained membership
in accordance with the Policy.

Note: Children of Dependent children (i.e., grandchildren of the Insured Person,
spouse, or Domestic Partner) are not Dependents unless the Insured
Person, spouse, or Domestic Partner has adopted or is the legal guardian
of the grandchild.

If coverage for a Dependent child would be terminated because of the
attainment of age 26, and the Dependent child is disabled, Benefits for such
Dependent will be continued upon the following conditions:

a. the child must be chiefly dependent upon the Insured Person, spouse, or
Domestic Partner for support and maintenance;

GV 9501 (1/15) 1



b. the Insured Person, spouse, or Domestic Partner submits to Blue Shield Life
a Physician’s written certification of disability within 60 days from the date
of the Employer’s or Blue Shield Life’s request; and

c. thereafter, certification of continuing disability and dependency from a
Physician is submitted to Blue Shield Life on the following schedule:

(1) within 24 months after the month when the Dependent would
otherwise have been terminated; and

(2) annually thereafter on the same month when certification was
made in accordance with item (1) above. In no event will
coverage be continued beyond the date when the Dependent
child becomes ineligible for coverage under this Plan for any
reason other than attained age.

A legally adopted child is considered the Employee’s or the Employee spouse’s or
Domestic Partner’s child from and after the moment the child is placed in the physical
custody of the Employee, the Employee spouse, or the Domestic Partner for adoption.

In addition to naturally born and legally adopted children, the word "child" includes an
Employee’s or the Employee spouse’s or Domestic Partner’s stepchild, provided the
child resides in the Employee’s household and is dependent on the Employee, or the
Employee’s spouse or Domestic Partner for principal support.

The term Dependent does not include:
1. anyone enrolled under the Policy as an Employee; or

2. anyone serving in the armed forces of any state or country; except for duty of 30
days or less for training in the reserves or national guard.

DOMESTIC PARTNER — an individual who is personally related to the Employee by a
domestic partnership that meets the following requirements:

1. Domestic partners are two adults who have chosen to share one another’s lives
in an intimate and committed relationship of mutual caring;

2. Both persons have filed a Declaration of Domestic Partnership with the California
Secretary of State. California state registration is limited to same sex domestic
partners and only those opposite sex partners where one partner is at least 62
and eligible for Social Security based on age.

The domestic partnership is deemed created on the date the Declaration of Domestic
Partnership is filed with the California Secretary of State.

ELECTIVE CONTACT LENSES — lenses that are chosen for cosmetic or convenience
purposes. Elective contact lenses are not Medically Necessary.
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EMPLOYEE — an employee of the Group Policyholder:

1. whose employment with the Group Policyholder is the employee's principal
occupation;

2. who is regularly scheduled to work at such occupation at least the minimum
number of hours shown in the Schedule of Insurance in the Application; and

3. who has been Actively At Work for at least 15 out of the 20 working days
immediately preceding the employee’'s eligibility date for coverage.

An Employee also means a member in good standing of the association which is the
Group Policyholder.

GROUP POLICYHOLDER — the person, partnership, corporation, trust, or association as
shown on the Title Page of this Certificate.

INSURANCE MONTH — that period of time:

1. beginning at 12:01 A.M. Standard Time, at the Group Policyholder’s place of
business on the first day of any calendar month; and

2. ending at 12 midnight on the last day of the same calendar month.

INSURED PERSON — an Employee or Dependent who has completed an enroliment
form approved by the Company and for whom coverages provided by this Policy are
in effect.

MATERIALS - any type of lenses, including contact lenses (Non-Elective (Medically
Necessary) Contact Lenses or Elective Contact Lenses), frames, and low vision aids.

NON-ELECTIVE (MEDICALLY NECESSARY) CONTACT LENSES - lenses following cataract
surgery, or when contact lenses are the only means to correct visual acuity to 20/40 for
keratoconus or 20/60 for anisometropia, or for certain conditions of myopia (12 or more
diopters), hyperopia (7 or more diopters) or astigmatism (over 3 diopters).

NON-PARTICIPATING PROVIDER — a licensed ophthalmologist, optometrist or dispensing
optician who has not certified and accepted the terms of the Policy.

PARTICIPATING PROVIDER — a licensed ophthalmologist, optometrist, or dispensing
optician who has certified his or her wilingness to accept the terms conditions
compensations of the Policy.

POLICY — the group insurance policy issued by the Company to the Group
Policyholder.

VISION PLAN ADMINISTRATOR (VPA) — Blue Shield of California Life & Health Insurance

Company has contracted with the Plan’s Vision Plan Administrator (VPA). The
contracted VPA is a vision care service plan licensed by the California Department of
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Managed Health Care, which contracts with Blue Shield Life to administer delivery of
eyewear and eye exams covered under this Vision Plan through a network of
Participating Providers. The contracted VPA also contracts with Blue Shield Life to serve
as a claims administrator for the processing of claims for services received from non-

Participating Providers.
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ELIGIBILITY AND EFFECTIVE DATES FOR YOUR VISION INSURANCE

ELIGIBILITY. As an Employee, you become eligible for the coverage provided by the
Policy on the later of:

1. the Policy's date of issue; or
2. the first day of the month after you complete 30 days as an Employee;
3. Employer specific criteria;
EFFECTIVE DATE. Vision Insurance for an Employee becomes effective on the latest of:
1. the date you become eligible for the coverage,;

2. the date you resume Active Work, if not Actively at Work on the day you
became eligible; or

3. the date you submit a completed enrollment form, if any part of the premium for
the Policy is paid by you.

WAITING PERIOD:

1. Any waiting period will be waived for Actively at Work Employees as of the
Effective Date of this Policy.

2. Any waiting period will be waived for part-time Employees upon attaining full-
time status.

3. Any waiting period will be waived for Employees rehired within six (6) months of
their termination date.

ELIGIBILITY AND EFFECTIVE DATES FOR DEPENDENT VISION INSURANCE

ELIGIBILITY. Your Dependent becomes eligible for coverage on the latest of:

1. the date you become eligible for coverage; or

2. the date you first acquire a Dependent.
EFFECTIVE DATE. Your Dependent’s coverage will become effective on the date you
submit a completed enrollment form.

LATE ENROLLMENT FOR EMPLOYEES AND DEPENDENTS

When an Employee declines coverage for oneself or that Employee’s Dependents

during the initial enrolliment period and later request enrollment, an Employee and the
Employees Dependents will be eligible the earlier of 12 months from the date of the
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request for enrollment or at the Employer’s next open enrollment period. The Group
Policyholder is responsible for submitting only those employees and dependents who
meet the eligibility requirements. Blue Shield of California Life & Health Insurance
Company wil not consider applications for earlier effective dates.

An Employee and the Employee’s Dependents will not be considered ineligible for
enrollment if the following applies:

1. The Employee or the Employee’s Dependents lose coverage under a previous
employer’s plan and apply for coverage under this plan within 31 days of the
date of loss of coverage. An Employee will be required to furnish the plan
written proof of the loss of coverage.

2. Newborn infants of the Insured Person, spouse, or Domestic Partner will be
eligible immediately after birth for the first 31 days.

3. A child placed for adoption will be eligible immediately upon the date the
Insured Person, spouse or Domestic Partner has the right to control the child’s
health care. Enrollment requests for children who have been placed for
adoption must be accompanied by evidence of the Insured Person’s, spouse’s
or Domestic Partner’s right to control the child’s health care. Evidence of such
control includes a health facility minor release report, a medical authorization
form or a relinquishment form. In order to have coverage continue beyond the
first 31 days without lapse, an application must be submitted to and received by
Blue Shield Life within 31 days from the date of birth or placement for adoption of
such dependent.

4. A child acquired by legal guardianship will be eligible on the date of the court
ordered guardianship, if an application is submitted within 31 days of becoming
eligible.

5. If a court has ordered the Insured Person to provide coverage for your spouse,
Domestic Partner or Dependents under the plan, their coverage will become
effective within 31 days of presentation of a court order or request by a custodial
party, as described in Section 3751.5 of the Family Code.

6. You may add newly acquired Dependents and yourself to the plan by submitting
an application within 31 days from the date of acquisition of the Dependent:

a. to continue coverage of a newborn or child placed for adoption;

b. to add a spouse after marriage or add a Domestic Partnerafter
establishing a domestic partnership;

c. to add vyourself and Spouse following the birth of a newborn or
placement of a child for adoption;

d. to add yourself and Spouse after marriage;
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e. to add yourself and your newborn or child placed for adoption, following
birth or placement for adoption.

Coverage is never automatic; an application is always required.

If both partners in a marriage or Domestic Partnership are eligible to be the Insured,
children may be eligible and may be enrolled as a Dependent of either parent, but not
both.

Enrolled Dependent children who would normally lose their eligibility under this Plan
solely because of age, but who are incapable of self-sustaining employment by reason
of a physically or mentally disabling injury, illness, or condition, may have their eligibility
extended under the following conditions:

1. the child must be chiefly dependent upon the Employee for support and
maintenance, and

2. the Employee must submit a Physician’s written certification of such disabling

condition. Blue Shield Life or the Employer will notify you at least 90 days prior to
the date the Dependent child would otherwise lose eligibility.
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TERMINATION OF YOUR VISION INSURANCE

Your coverage will terminate on the earliest of:

1.

2.

the date the Policy is terminated;
the last day of the Insurance Month in which you request termination;

the last day of the last Insurance Month for which premium payment is made on
your behalf;

the date you cease to be in a class of employees which is eligible for coverage
under the Policy;

with respect to any particular insurance benefit, the date that portion of the
Policy providing such benefit terminates;

the date on which your employment or membership, as applicable) with the
Group Policyholder terminates; or

the date you enter the armed services of any state or country on active duty;
except for duty of 30 days or less for training in the reserves or national guard.

Ceasing Active Work is deemed termination of employment and results in termination
of coverage, except as follows:

1.

If you are disabled due to illness or injury, then coverage may be continued
during the disability for up to 12 months; provided premium payments are made
on your behalf.

If the Active Work ceases due to a temporary lay off, an approved leave of
absence, or a miltary leave, then coverage may be continued three (3)
Insurance Months after the lay off or leave began (provided premium payments
are being made on your behalf)

Family Care Leave

If the Group Policyholder is subject to the California Family Rights Act of 1991 and/or the
Federal Family & Medical Leave Act of 1993 and your approved leave of absence is for
family care pursuant to such Act, payment of premiums for you shall keep coverage in
effect for the duration(s) prescribed by the Acts. The Group Policyholder is solely
responsible for notifying you of the availability and duration of family leaves.

TERMINATION OF DEPENDENT VISION INSURANCE

Insurance will cease for your Dependent(s) when:

1.

your Vision Insurance terminates;
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2. you request that the Dependent Insurance be terminated; or
3. a Dependent ceases to be a Dependent as defined in this Policy.
CONTINUATION OF INSURANCE DURING A LABOR DISPUTE
An Insured Person may continue coverage for as long as six months when:

1. the Employer's premium contributions are required by a collective bargaining
agreement; and

2. your eligibility ends because your employment ceases due to a labor dispute.
Continued insurance will end on the earliest of:

1. the date insurance has been continued for six months;

2. the date you begin full-time employment with another employer;

3. the date fewer than 75% of the Insured Full-Time Employees eligible for this
continuation are continuing their insurance,;

4. the end of the period for which the last premium has been paid; or

5. the date insurance would otherwise terminate, had you remained an active
Employee.

MONTHLY PREMIUM. You must continue to pay the Group Policyholder the required
monthly premium (including the part normally paid by the Employer). The monthly
premium will be at the same rate the Company would have charged for the coverage,
if you had remained an active Employee. The Company retains the right to adjust the
rates during the continuation period.
ELECTION. To continue insurance, you must send the Group Policyholder:

1. a written request to continue insurance; and

2. the first monthly premium payment.
This must be done within 31 days after your Active Work ceases due to a labor dispute.

you may exercise the Conversion Privilege at any time during the period of continued
coverage.
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VISION CARE BENEFITS

The Policy provides benefits for the following services:

1.

One comprehensive eye examination in a 12 consecutive-month period. A
comprehensive examination represents a level of service in which a general
evaluation of the complete visual system is made. The comprehensive services
constitute a single service but need not be performed at one session. The
service may include history, general medical observation, external and
ophthalmoscopic examination, gross visual fields and basic sensorimotor
examination. It often includes, as indicated: biomicroscopy, examination for
cycloplegia or mydriasis, tonometry and usually determination of the refractive
state unless known, or unless the condition of the media precludes this or it is
otherwise contraindicated, as in presence of trauma or severe inflammation.

You are responsible for a Copay (as stated in the Summary of Benefits) for the
annual comprehensive eye examination and a Copay for the purchase of
frames, lenses or contact lenses.

One pair of lenses in a 12 consecutive-month period.
One frame in a 12 consecutive-month period.

One Pair of Non-Elective (Medically Necessary) contact lenses, which are lenses
following cataract surgery; or when contact lenses are the only means to correct
visual acuity to 20/40 for keratoconus or 20/60 for anisometropia; or for certain
conditions of myopia (12 or more diopters), hyperopia (7 or more diopters) or
astigmatism (over 3 diopters).

A report from the provider and prior authorization from the contracted VPA is
required.

Elective Contact Lenses up to the benefit allowance (for cosmetic reasons or for
convenience) when provided in lieu of other eyewear once every 12
consecutive months.

The contact lens allowance may be used towards a contact lens fitting fee. You
are responsible for requesting this information from your provider.

Polycarbonate lenses for Dependent children covered by a Participating
Provider up to $100 or by a non-Participating Provider up to $75 in a 12
consecutive month period.

Low vision is a bilateral impairment to vision that is so significant that it cannot be
corrected with ordinary eyeglasses, contact lenses, or intraocular lens implants.
Although reduced central or reading vision is common, low vision may also result
from decreased peripheral vision, a reduction or loss of color vision, or the eye’s
inability to properly adjust to light, contrast, or glare. It can be measured in terms
of visual acuity of 20/70 to 20/200. The need for supplemental Low Vision Testing

GV 9501 (1/15) 10



is triggered during a comprehensive eye exam. The supplemental Low Vision
testing may only be obtained from Participating Providers and only once in a
consecutive 12 month period. A Report from the provider and prior authorization
from the contracted VPA is required.

7. The plano (non-prescription) sunglasses benefit is only for Insured Persons who
have had PRK, LASIK, or custom LASIK vision correction surgery. An eye exam by
a Participating Provider or a note from the surgeon who performed the laser
surgery is required to verify laser surgery. The surgeon’s note must be submitted
with the claim for plano sunglasses. The plano sunglasses benefit is offered in lieu
of the frame benefit, not in addition to the frame benefit. This benefit may only
be obtained from Participating Providers and only once in a consecutive 12
month period.

8. One diabetes management referral per calendar year to a Blue Shield Life
disease management program. The contracted VPA will notify Blue Shield Life
disease management program, subsequent to the annual comprehensive eye
exam, when you are known to have or at risk for diabetes.

PAYMENT TO PARTICIPATING PROVIDERS. The benéefits set forth above are provided in
full up to the Allowable Amount when services are provided by a Participating Provider.

ALLOWABLE AMOUNT means:

1. the amount that Blue Shield Life has established as payment for the service(s)
rendered in the providers geographic area, based upon such factors Blue Shield
Life’s evaluation of the value of the service(s) relative to the value of the other
services, market considerations, and provider charge patterns; or

2. such other amount as the Participating Provider and Blue Shield Life have
agreed will be accepted as payment for the service(s) rendered; or

PAYMENT TO NON-PARTICIPATING PROVIDERS. You or the provider must submit a
completed claim form to Blue Shield Life. Refer to the claims procedures set forth under
the section entitled, “Claims Procedures for Vision Insurance.”

Payments for services of a Non-Participating Provider will be sent directly to you. You
are responsible for the difference between the Non-Participating Provider’s charges
and the Allowed Amount under the Summary of Benefits, as well as any applicable
Copayment and charges for frame or lens styles above the Allowed Amount.

PAYMENT FOR FRAMES AND LENSES. The difference between the Allowed Amount
under the Summary of Benefits and the charges for more expensive frame styles or
unusual lenses, such as oversize, no-line bifocal, or a material other than ordinary
plastic, will be your responsibility, whether dispensed by a Participating Provider or Non-
Participating Provider. Participating Providers allow a selection of frame styles that retalil
up to $200.00* with lenses that fit an eye size less than 61 millimeters. If a more expensive
frame is selected, you are responsible for the additional retail cost above the $200.00. If
the lenses are 61 milimeters or over, any difference between the allowance and the
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provider’s charge is your responsibility. Contact lenses, in lieu of frames and lenses,
unless specifically indicated in your plan are covered up to an amount of $200.00.

* When a Participating Provider uses wholesale or warehouse pricing, the maximum
allowable frame allowance will be as follows: wholesale allowance: $127.36, warehouse
allowance: $88.83. Note that this pricing replaces the frame allowance shown in the
Summary of Benefits. If a more expensive frame is selected at a provider location that
uses wholesale or warehouse pricing, the Insured Person is responsible for the additional
cost above the wholesale or warehouse pricing. Participating Providers using wholesale
or warehouse pricing are identified in the Directory of Participating Vision Providers.

CHOICE OF PROVIDERS. You may select any licensed ophthalmologist, optometrist, or
dispensing optician to provide services covered under this benefit, including such
providers outside of California. A list of Participating Providers may be obtained from
the Company by contacting Customer Service as set forth in this Certificate of
Insurance. You may also use the online provider for in-network material benefits. The
online provider is located at my2020eyesdirect.com. Note that if you choose to take
the frames you purchased online to your preferred eye care provider for adjustments,
you mai incur a fitting or adjustment fee which is not covered under your vision
insurance plan.

EXCLUSIONS. The benefits do not cover services or materials in connection with:

1. orthoptics or vision training, subnormal vision aids or non-prescription lenses for
glasses when no prescription change is indicated,

2. replacement or repair of lost or broken lenses, contact lenses, or frames except
as provided under this Policy;

3. any eye examination required by an employer as a condition of employment;

4. medical or surgical treatment of the eyes; or

5. contact lenses, except as specifically provided; or

6. artistically painted lenses;

7. plano (non-prescription) lenses;

8. services for or incident to any injury arising out of, or in the course of any
employment for salary, wage or profit if such injury or disease is covered by
workers’ compensation law, occupational disease law or similar legislation.
However, if Blue Shield Life provides payment for such services, it shall be entitied
to establish a lien upon such other Benefits up to the amount paid by Blue Shield

Life for the treatment of the injury or disease;

9. services required by any government agency or program, Federal, state, or
subdivision thereof;
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10. services and materials for which the subscriber is not legally obligated to pay, or
services or materials for which no charge is made to the subscriber;

11. services not specifically listed as a benefit.

12. comprehensive examination benefit does not include fitting fees for contact
lenses.
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CLAIMS PROCEDURES FOR VISION INSURANCE

NOTICE OF CLAIM. In the event that a Participating Provider does not bill the Company
directly or when an Insured Person receives services from a Non-Participating Provider,
notice of claim must be provided in writing within 30 days after the loss occurs. The
notice must be sent to Blue Shield Life at P.O. Box 25208, Santa Ana, CA 92799-5208
and should include:

1. your name,;
2. your address; and
3. the number of this Policy.

CLAIM FORMS. When notice of claim is received, the Company will send you forms for
filing the required proof of claim. If you do not receive these claim forms within 15 days,
the proof of loss requirement may be met by giving the Company a written statement
of the nature and extent of the loss within the time limit stated below.

PROOF OF CLAIM. The Company must be given written proof of loss within 90 days after
the service occurs. The claim will be denied if submitted beyond one year from the
date of service. If it was not reasonably possible to give written proof in the time
required, the claim will not be reduced or denied solely for this reason; provided proof is
filed as soon as reasonably possible. In any event, proof of loss must be given no later
than one year from the date of service; unless the claimant was legally incapacitated
and could not notify Blue Shield Life.

TIME OF PAYMENT OF CLAIMS. Any benefits payable will be paid within 30 days after
the Company receives written proof of loss.

LEGAL ACTIONS. No legal action to recover any benefits may be brought until 60 days
after the required written proof of loss is given. No legal action may be brought more
than three years after written proof of loss is required to be given.

CONTINUATION OF GROUP COVERAGE

Please examine your options carefully before declining this coverage. You should be
aware that companies selling individual health insurance typically require a review of
your medical history that could result in a higher premium or you could be denied
coverage entirely.

Applicable to Insured Persons when the Employer (Group Policyholder) is subject to
either Title X of the Consolidated Omnibus Budget Reconciliation Act (COBRA) as
amended or the California Continuation Benefits Replacement Act (Cal-COBRA). The
Group Policyholder should be contacted for more information.

In accordance with the Consolidated Omnibus Budget Reconciliation Act (COBRA) as

amended and the California Continuation Benefits Replacement Act (Cal-COBRA), an
Insured Person will be entitled to elect to continue group coverage under this Policy if
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the Insured Person would otherwise lose coverage because of a Qualifying Event that
occurs while the Group Policyholder is subject to the continuation of group coverage
provisions of COBRA or Cal-COBRA.

The benefits under the group continuation of coverage will be identical to the benefits
that would be provided to the Insured Person if the Qualifying Event had not occurred
(including any changes in such coverage).

Note: An Insured Person will not be entitled to benefits under Cal-COBRA if at the time
of the qualifying event such Insured Person is entitled to benefits under Title XVIII of the
Social Security Act (“Medicare”) or is covered under another group health plan that
provides coverage without exclusions or limitations with respect to any Pre-existing
condition. Under COBRA, an Insured Person is entitled to benefits if at the time of the
qualifying event such Insured Person is entitled to Medicare. However, if Medicare
entittement arises after COBRA coverage begins, it will cease.

QUALIFYING EVENT. A Qualifying Event is defined as a loss of coverage as a result of any
one of the following occurrences.

1. With respect to you as the Insured Employee:

a. the termination of employment (other than by reason of gross
misconduct); or

b. the reduction of hours of employment to less than the number of hours
required for eligibility.

2. With respect to the Dependent spouse or Dependent Domestic Partner* and
Dependent children (children born to or placed for adoption with the Insured
Employee, or Employee’s Dependent spouse or Domestic Partner, during a
COBRA or Cal-COBRA continuation period may be immediately added as
Dependents, provided the Group Policyholder is properly notified of the birth or
placement for adoption, and such children are enrolled within 30 days of the
birth or placement for adoption):

*Note: Domestic Partners and Dependent children of Domestic Partners cannot
elect COBRA on their own, and are only eligible for COBRA if the Insured
Employee elect to enroll. Domestic Partners and Dependent children of
Domestic Partners may elect to enroll in Cal-COBRA on their own.

a. the death of the Employee; or

b. the termination of the Employee’s employment (other than by reason of
such Employee’s gross misconduct); or

c. the reduction of the Employee’s hours of employment to less than the
number of hours required for eligibility; or
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d. the divorce or legal separation of the Employee from the Dependent
spouse or termination of the domestic partnership; or

e. the Employee’s entittement to benefits under Title XVIII of the Social Security
Act (“Medicare”); or

f. a Dependent child's loss of Dependent status under the Policy.

3. For COBRA only, with respect to a Employee who is covered as a retiree, that
retiree's Dependent spouse and Dependent children, the Employer's filing for
reorganization under Title Xl, United States Code, commencing on or after July 1,
1986.

4. With respect to any of the above, such other Qualifying Event as may be added
to Title X of COBRA or the California Continuation Benefits Replacement Act
(Cal-COBRA).

NOTIFICATION OF A QUALIFYING EVENT.
1. With respect to COBRA enrollees:

The Insured Person is responsible for notifying the Group Policyholder of divorce,
legal separation, termination of a domestic partner or a child’s loss of Dependent
status under this Policy, within 60 days of the date of the later of the Qualifying
Event or the date on which coverage would otherwise terminate under this
Policy because of a Qualifying Event.

The Group Policyholder is responsible for notifying its COBRA administrator (or
Plan administrator if the Group Policyholder does not have a COBRA
administrator) of your death, termination, or reduction of hours of employment,
the Insured Employee’s Medicare entittement or the Employer's filing for
reorganization under Title XI, United States Code.

When the COBRA administrator is notified that a Qualifying Event has occurred,
the COBRA administrator will, within 14 days, provide written notice to the Insured
Person by first class mail of his or her right to continue group coverage under this
Policy. The Insured Person must then notify the COBRA administrator within 60
days of the later of:

a. the date of the notice of the Insured Person’s right to continue group
coverage or

b. the date coverage terminates due to the Qualifying Event.
If the Insured Person does not notify the COBRA administrator within 60

days, the Insured Person’s coverage will terminate on the date the Insured
Person would have lost coverage because of the Qualifying Event.
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2. With respect to Cal-COBRA enrollees:

The Insured Person is responsible for notifying Blue Shield Life in writing of the
Employee’s death or Medicare entittement, of divorce, legal separation,
termination of a domestic partnership, or a child's loss of Dependent status under
this Policy. Such notice must be given within 60 days of the date of the later of
the Quallifying Event or the date on which coverage would otherwise terminate
under this Policy because of a Qualifying Event. Failure to provide such notice
within 60 days will disqualify the Insured Person from receiving continuation
coverage under Cal-COBRA.

The Group Policyholder is responsible for notifying Blue Shield Life in writing of
termination or reduction of hours of employment within 30 days of the Qualifying
Event.

When Blue Shield Life is notified that a Qualifying Event has occurred, Blue Shield
Life will, within 14 days, provide written notice to the Insured Person by first class
mail of his or her right to continue group coverage under this Policy. The Insured
Person must then give Blue Shield Life notice in writing of the Insured Person’s
election of continuation coverage within 60 days of the later of: (1) the date of
the notice of the Insured Person’s right to continue group coverage, and (2) the
date coverage terminates due to the Qualifying Event. The written election
notice must be delivered to Blue Shield Life by first-class mail or other reliable
means.

If the Insured Person does not notify Blue Shield Life within 60 days, the Insured
Person’s coverage will terminate on the date the Insured Person would have lost
coverage because of the Qualifying Event.

If this Policy replaces a previous group plan that was in effect with the Group
Policyholder’s, and the Insured Person had elected Cal-COBRA continuation
coverage under the previous plan, the Insured Person may choose to continue
to be covered by this Policy for the balance of the period that the Insured Person
could have continued to be covered under the previous plan, provided that the
Insured Person notify Blue Shield Life within 30 days of receiving notice of the
termination of the previous group plan.

DURATION AND EXTENSION OF CONTINUATION OF GROUP COVERAGE.

Cal-COBRA enrollees will be eligible to continue Cal-COBRA coverage under this Policy
for up to a maximum of 36 months regardless of the type of Qualifying Event.

COBRA enrollees who reach the 18-month or 29-month maximum available under
COBRA, may elect to continue coverage under Cal-COBRA for a maximum period of
36 months from the date the Insured Person’s continuation coverage began under
COBRA. If elected, the Cal-COBRA coverage will begin after the COBRA coverage
ends.
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Note: COBRA enrollees must exhaust all the COBRA coverage to which they are
entitled before they can become eligible to continue coverage under Cal-COBRA.

In no event will continuation of group coverage under COBRA, Cal-COBRA or a
combination of COBRA and Cal-COBRA be extended for more than 3 years from the
date the Qualifying Event has occurred which originally entitled the Insured Person to
continue group coverage under this Policy. However, an Insured Person may qualify for
continuation of group coverage after COBRA and/or Cal-COBRA. This coverage is
explained under Continuation of Group Coverage After COBRA and/or Cal-COBRA.

Note: Domestic Partners and Dependent children of Domestic Partners cannot elect
COBRA on their own, and are only eligible for COBRA if the Insured Employee elects to
enroll. Domestic Partners and Dependent children of Domestic Partners may elect to
enroll in Cal-COBRA on their own.

NOTIFICATION REQUIREMENTS. The Group Policyholder or its COBRA administrator is
responsible for notifying COBRA enrollees of their right to possibly continue coverage
under Cal-COBRA at least 90 calendar days before their COBRA coverage will end. The
COBRA enrollee should contact Blue Shield Life for more information about continuing
coverage. If the enrollee elects to apply for continuation of coverage under Cal-
COBRA, the enrollee must notify Blue Shield Life at least 30 days before COBRA
termination.

PAYMENT OF PREMIUMS. Premiums for the Insured Person continuing coverage shall be
102 percent of the applicable group premium rate if the Insured Person is a COBRA
enrollee, or 110 percent of the applicable group premiums rate if the Insured Person is a
Cal-COBRA enrollee, except for the Insured Person who is eligible to continue group
coverage to 29 months because of a Social Security disability determination, in which
case, the premiums for months 19 through 29 shall be 150 percent of the applicable
group premium rate.

Note: For COBRA enrollees who are eligible to extend group coverage under COBRA to
29 months because of a Social Security disability determination, premiums for Cal-
COBRA coverage shall be 110 percent of the applicable group premiums rate for
months 30 through 36.

If the Insured Person is enrolled in COBRA and is contributing to the cost of coverage,
the Group Policyholder shall be responsible for collecting and submitting all premium
contributions to Blue Shield Life in the manner and for the period established under this
Policy.

Cal-COBRA enrollees must submit premiums directly to Blue Shield Life. The initial
premiums must be paid within 45 days of the date the Insured Person provided written
notification to Blue Shield Life of the election to continue coverage and be sent to Blue
Shield Life by first-class mail or other reliable means. The premiums payment must equal
an amount sufficient to pay any required amounts that are due. Failure to submit the
correct amount within the 45-day period will disqualify the Insured Person from
continuation coverage.
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EFFECTIVE DATE OF THE CONTINUATION OF COVERAGE. The continuation of coverage
will begin on the date the Insured Person's coverage under this Policy would otherwise
terminate due to the occurrence of a Qualifying Event and it will continue for up to the
applicable period, provided that coverage is timely elected and so long as premiums
are timely paid.

TERMINATION OF CONTINUATION OF GROUP COVERAGE. The continuation of group
coverage will cease if any one of the following events occurs prior to the expiration of
the applicable period of continuation of group coverage:

1. discontinuance of this Group Vision Insurance Policy (if the Group Policyholder
continues to provide any group benefit plan for employees, the Insured Person
may be able to continue coverage with another plan);

2. failure to timely and fully pay the amount of required premiums to the COBRA
administrator or the Group Policyholder or to Blue Shield Life as applicable.

3. Coverage will end as of the end of the period for which premiums were paid;

4. the Insured Person becomes covered under another group health plan that
does not include a Pre-existing Condition exclusion or limitation provision that
applies to the Insured Person;

5. the Insured Person becomes entitled to Medicare;
6. the Insured Person no longer resides in California;

6. the Insured Person commits fraud or deception in the use of the benefits of this
Policy.

Continuation of group coverage in accordance with COBRA or Cal-COBRA will not be
terminated except as described in this provision. In no event will coverage extend
beyond 36 months.

NOTIFICATION REQUIREMENTS. The Group Policyholder is solely responsible for notifying
former Employees or Dependent spouses or Dependent Domestic Partners (including
former spouses or former Domestic Partners as defined above) of the availability of the
coverage at least 90 calendar days before COBRA or Cal-COBRA is scheduled to end.
To elect this coverage, the former Employee (and/or former spouse or former Domestic
Partner) must notify Blue Shield Life in writing at least 30 calendar days before COBRA or
Cal-COBRA is scheduled to end.
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COORDINATION OF BENEFITS

Coordination of benefits is designed to provide maximum coverage for medical and
hospital bills at the lowest cost by avoiding excessive payments.

When you or your Dependent who is covered under this Policy is also covered under
another group policy or selected group, or blanket disability insurance contract, or any
other contractual arrangement or any portion of such arrangement whereby the
members of a group are entitled to payment of or reimbursement for hospital or
medical expenses, you or your Dependent will not be permitted to make a “profit” on a
disability by collecting benefits in excess of actual cost. Instead, payments will be
coordinated between the policies in order to provide for “allowable expenses” (these
are the expenses that are incurred for services and supplies covered under at least one
of the policies involved) up to the maximum benefit amount payable by each policy
separately.

If you or your Dependent is also entitled to any benefits under any of the conditions
outlined under the “Exclusion for Duplicate Coverage” provision, benefits received
under any such condition will not be coordinated with the benefits of this Policy.

The following rules determine the order of benefit payments:

When the other plan does not have a coordination of benefits provision it will always
provide its benefits first. Otherwise, the plan covering the patient as an Employee
will provide its benefits before the plan covering the patient as a Dependent.

Except for cases of claims for a dependent child whose parents are separated or
divorced, the plan which covers the patient as a Dependent of a person whose
date of birth (excluding year of birth) occurs earlier in a Calendar Year shall
determine its benefits before a plan which covers that patient as a Dependent of a
person whose date of birth (excluding year of birth) occurs later in a Calendar Year.
If either plan does not have the provisions of this paragraph regarding Dependents,
which results either in each plan determining its benefits before the other or in each
plan determining its benefits after the other, the provisions of this paragraph shall not
apply, and the rule set forth in the plan which does not have the provisions of this
paragraph shall determine the order of benefits.

a. In the case of a claim involving expenses for a dependent child whose
parents are separated or divorced, plans covering the child as a Dependent
shall determine their respective benefits in the following order:

First, the plan of the parent with custody of the child; then, if that parent has
remarried, the plan of the stepparent with custody of the child; and finally the
plan(s) of the parent(s) without custody of the child.

b. Notwithstanding (a) above, if there is a court decree which otherwise

establishes financial responsibility for the medical, dental or other health care
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expenses of the child, then the plan which covers the child as a Dependent
of the parent with that financial responsibility shall determine its benefits
before any other plan which covers the child as a dependent child.

c. If the above rules do not apply, the plan which has covered the patient for
the longer period of time shall determine its benefits first, provided that:

(1) a plan covering a patient as a laid-off or retired Employee, or as a
Dependent of such an Employee, shall determine its benefits after any
other plan covering that person as an Employee, other than a laid-off
or retired Employee, or such Dependent; and

(2) if either plan does not have a provision regarding laid-off or retired
Employees, which results in each plan determining its benefits after the
other, then the provisions of (1) above shall not apply.

If Blue Shield Life is the primary carrier with respect to an Insured Person, then this
Policy will provide its benefits without reduction because of benefits available from
any other plan, except that Participating Providers may collect any difference
between their biled charges and Blue Shield Life’s payment from the secondary
carrier(s).

When Blue Shield Life is secondary in the order of payments, and Blue Shield Life is
notified that there is a dispute as to which plan is primary, or that the primary plan has
not paid within a reasonable period of time, Blue Shield Life will pay the benefits that
would be due as if it were the primary plan, provided that the Insured Person: (1) assigns
to Blue Shield Life the right to receive benefits from the other plan to the extent of the
difference between the benefits which Blue Shield Life actually pays and the amount
that Blue Shield Life would have been obligated to pay as the secondary plan, (2)
agrees to cooperate fully with Blue Shield Life in obtaining payment of benefits from the
other plan, and (3) allows Blue Shield Life to obtain conformation from the other plan
that the benefits which are claimed have not previously been paid.

EXCLUSION FOR DUPLICATE COVERAGE

In the event that you are covered under this Policy and are also entitled to benefits
under any of the conditions listed below, Blue Shield Life’s liability for services provided
for the treatment of any one illness or injury will be reduced by the amount of benefits
paid, or the reasonable value or the amount of Blue Shield Life’s fee-for-service
payment to the provider, whichever is less, of the services or supplies provided without
any cost to you, because of your entittement to such other benefits. This exclusion is
applicable to benefits received from any of the following sources:

1. Benefits provided under Title XVIII of the Social Security Act (commonly known as
Medicare). If an Insured Person receives services for which he is entitled to
benefits under Medicare and those services are also covered under this Policy,
the benefits of this Policy will be provided less the amount paid under Medicare.
Any deductible or Copayment or coinsurance requirement of this Policy will be
waived when Medicare is primary and the provider of services has accepted
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Medicare assignment. This exclusion for Medicare does not apply when the
Group Policyholder is subject to the Medicare Secondary Payer laws and the
Group Policyholder maintains:

a. an employer group health plan that covers Insured Persons entitled to
Medicare solely because of end-stage renal disease and active Full-Time
Employees or spouses or Domestic Partners entitted to Medicare by
reason of age; and/or

b. a large group health plan as defined under the Medicare Secondary
Payer laws that covers Insured Persons entitled to Medicare by reason of
disability.

This paragraph shall also apply to an individual who becomes eligible for
Medicare benefits prior to age 65, but who had not enrolled under Medicare on
the date that he received notice of eligibility for such enrollment.

2. Any services, including room and board, provided by any other Federal or State
governmental agency, or by any Municipality, County or other political
subdivision, except that this exclusion does not apply to the Medi-Cal program,
or Subchapter 19 (commencing with Section 1396) of Chapter 7 of Title 42 of the
United States or for reasonable costs of services provided to the Insured at a
Veterans' Administration facility for a condition unrelated to military service or at
a Department of Defense facility, provided the Insured Person is hot on active
duty.

CUSTOMER SERVICE

If you have a question about services, providers, benefits, how to use this Policy, or
concerns regarding the quality of care or access to care that you have experienced,
you may contact Blue Shield Life’s Customer Service Department at:
1-800-877-6372
Blue Shield of California Life & Health Insurance Company
P.O. Box 25208
Santa Ana, California 92799-5208

www.blueshieldca.com

The hearing impaired may contact the Customer Service Department through the toll-
free TTY number, 1-800-241-1823.

Customer Service can answer many guestions over the telephone.
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GRIEVANCE PROCESS

Blue Shield Life has established a grievance procedure for receiving, resolving and
tracking Insured Person’s grievances with Blue Shield Life.

Insured Persons, a desighated representative, or a provider on behalf of the Insured
Person, may contact the Customer Service Department by telephone, letter, or online
to request a review of an initial determination concerning a claim or service. An Insured
Person may contact Blue Shield Life at the telephone number as noted above. If the
telephone inquiry to Customer Service does not resolve the question or issue to the
Insured Person’s satisfaction, the Insured Person may request a grievance at that time,
which the Customer Service Representative will initiate on the Insured Person’s behalf.

The Insured Person, a designated representative, or a provider on behalf of the Insured
Person, may also initiate a grievance by submitting a letter or a completed “Grievance
Form”. The Insured Person may complete and submit this form online at
www.mesvision.com or may request this Grievance Form from Customer Service. The
completed form should be submitted to Customer Service Appeals and Grievance,
Blue Shield of California Life & Health Insurance Company, P.O. Box 25208, Santa Ana,
California 92799-5208.

Blue Shield Life will acknowledge receipt of a grievance within 5 calendar days.
Grievances are resolved within 30 days. The grievance system allows Insureds to file
grievances for at least 180 days following any incident or action that is the subject of
the Insured Person’s dissatisfaction. See the previous Customer Service section for
information on the expedited decision process.

EXTERNAL INDEPENDENT MEDICAL REVIEW. If your grievance involves a claim or services
for which coverage was denied by Blue Shield Life or by a contracting provider in
whole or in part on the grounds that the service is not medically necessary, you may
choose to make a request to the Department of Insurance to have the matter
submitted to an independent agency for external review in accordance with California
law. You normally must first submit a grievance to Blue Shield Life and wait for at least 30
days before you request external review; however, if your matter would qualify for an
expedited decision as described above you may immediately request an external review
following receipt of notice of denial. You may initiate this review by completing an
application for external review, a copy of which can be obtained by contacting
Customer Service. The Department of Insurance will review the application and, if the
request qualifies for external review, will select an external review agency and have
your records submitted to a qualified specialist for an independent determination of
whether the care is medically necessary. You may choose to submit additional records
to the external review agency for review. There is no cost to you for this external review.
You and your physician will receive copies of the opinions of the external review
agency. The decision of the external review agency is binding on Blue Shield Life; if the
external reviewer determines that the service is medically necessary, Blue Shield Life will
promptly arrange for the service to be provided or the claim in dispute to be paid. This
external review process is in addition to any other procedures or remedies available to
you and is completely voluntary on your part; you are not obligated to request external
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review. However, failure to participate in external review may cause you to give up any
statutory right to pursue legal action against Blue Shield Life regarding the disputed
service. For more information regarding the external review process, or to request an
application form, please contact Customer Service.

CALIFORNIA DEPARTMENT OF INSURANCE REVIEW.

The California Department of Insurance is responsible for regulating health insurance.
The Department’s Consumer Communications Bureau has a toll-free number (1-800-
927-HELP (4357) or TDD 1-800-482-4833) to receive complaints regarding health
insurance from either the insured or his or her provider. If you have a complaint against
your insurer, you should contact the insurer first and use their grievance process. If you
need the Department’s help with a complaint or grievance that has not been
satisfactorily resolved by the insurer, you may call the Department’s toll-free telephone
number 8am - 6pm, Monday - Friday (excluding holidays). You may also submit a
complaint in writing to: California Department of Insurance, Consumer Communications
Bureau, 300 S. Spring Street, South Tower, Los Angeles, California 90013, or through the
website:

http://interactive.web.insurance.ca.gov/contactCSD/ContactUs.jsp
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Blue Shield of California Life & Health Insurance Company

Vision Deluxe 10/0/200

SUMMARY OF BENEFITS This Summary of Benefits describes vision plan benefits and sets
forth any Copayment that is the responsibility of the Insured Person for services received
under this Group Vision Insurance Policy. Please refer to the “Vision Care Benefits”
section of the Certificate of Insurance for a description of the benefits, condition,

limitations and exclusions of this Policy.

Procedure

Allowance

Participating Provider

Non-Participating Provider

Services are covered in
full, less the Insured Person

Services are covered up to the
following Allowable Amount

Copayment of $10 per per exam less the $10 Insured
exam. Person Copayment per exam.
Insured are responsible for for
the Copayment plus all charges
in excess of these amounts.
Comprehensive examination®:
Ophthalmologic 100% up to a maximum of $60
Optometric 100% up to a maximum of $50
Procedure Allowance
Participating Provider Non-Participating Provider
Services are covered in full | Services are covered up to the
for Materials following Allowable Amount
for Materials. Insured Persons
are responsible for all charges
in excess of these amounts.
Lenses’:
Single Vision 100% up to a maximum of $43
Bifocal 100% up to a maximum of $60
Trifocal 100% up to a maximum of $75
7.25 Diopter, or more 100% up to a maximum of $12
Lenticular or Aphakic Monofocal 100% up to a maximum of $120
Lenticular or Aphakic Multifocal 100% up to a maximum of $200
Prism 1 1/2 to 4 Diopters 100% up to a maximum of $10
Prism 4 1/2 to 10 Diopters 100% up to a maximum of $16
Slab-off prism (per lens) 100% up to a maximum of $35
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Procedure

Allowance

Participating Provider

Non-Participating Provider

Services are covered in full
for Materials

Services are covered up to the
following Allowable Amount
for Materials. Insured Persons
are responsible for all charges
in excess of these amounts.

Contact Lenses:

Non-Elective (Medically Necessary) - Hard"

100%

up to a maximum of $200

Non-Elective (Medically Necessary) - Soft

100%

up to a maximum of $250

Elective (Cosmetic/Convenience) - Hard/Soft®

up to a maximum of $200*

up to a maximum of $120*

Lens Options:

Polycarbonate Lenses for Dependent Children

up to a maximum of $100

up to a maximum of $75

Polycarbonate Photochromic Single Vision Lens for
Dependent Children

up to a maximum of $160

up to a maximum of $115

Progressive Lenses (no-line bifocals)

up to a maximum of $140

up to a maximum of $100

Anti-Reflective Lens Coating

up to a maximum of $50

up to a maximum of $35

Photochromic Lenses:

Single Vision

up to a maximum of $115

up to a maximum of $85

Bifocal

up to a maximum of $130

up to a maximum of $95

Trifocal

up to a maximum of $150

up to a maximum of $110

Progressive

up to a maximum of $200

up to a maximum of $150

Frame:

Frame

up to a maximum of $200°

up to a maximum of $40

Plano Sunglasses:

Plano (Non-Prescription) Sunglasses®

up to a maximum of $200

Not Covered

Supplemental Low-Vision Testing and Equipment:

Supplemental Low-Vision Testing and Equipment’

75% Coverage up to a
maximum of $1,000

Not Covered

Diabetes Management Referral:

Diabetes Management Referral®

100%

Not Covered
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SUMMARY OF BENEFITS FOOTNOTES

1 The comprehensive examination benefit does not include fitting fees for contact lenses;
however the contact lens allowance maybe used towards fitting fees.

2 Each pair of lenses includes Pink or Rose tint #1 or #2 in the allowance and up to 61mm
in size.

3 See the Definitions section for the definition of Non-Elective (Medically Necessary). A
report from the provider and prior authorization from the contracted Vision Plan
Administrator (VPA) is required.

4 Allowance toward the cost is in lieu of other eyewear benefits— the difference
between the Allowance and the provider’s charge is the responsibility of the Insured
Person, whether dispensed by a Participating Provider or by a hon-Participating
Provider. The online provider is a network provider and you may choose to use your
benefits online.

5 When the Participating Provider uses wholesale or warehouse pricing, the maximum
allowable frame allowance will be as follows: wholesale allowance: $127.36,
warehouse allowance: $88.83. Note that this pricing replaces the frame allowance
shown in the Summary of Benefits.If a more expensive frame is selected at a provider
location that uses wholesale or warehouse pricing, the Insured Person is responsible
for the additional cost above the wholesale or warehouse allowance. Participating
Providers using wholesale or warehouse pricing are identified in the Directory of
Participating Providers.

Note: The difference between the Allowable Amount under the Summary of Benefits
and the charges for more expensive frame styles or unusual lenses, such as oversize,
no-line bifocal, or a material other than ordinary plastic, will be the Insured's
responsibility, whether dispensed by a Participating Provider or non-Participating
Provider. Participating Providers allow a selection of frame styles that retail up to
$150 with lenses that fit an eye size less than 61 millimeters. If a more expensive frame
is selected, the Insured is responsible for the additional retail cost above the $150. If
the lenses are 61 milimeters or over, any difference between the allowance and the
provider's charge is the Insured's responsibility. Contact lenses, in lieu of frames and
lenses, are covered up to an amount of $200.00.

6 The plano (non-prescription) sunglasses benefit is for Insured Persons who have had
PRK, LASIK, or custom LASIK vision correction laser surgery. An eye exam by a
Participating Provider or a note from the surgeon who performed the laser surgery is
required to verify laser surgery. The surgeon’s note must be submitted with the claim for
plano sunglasses. The plano sunglasses benefit is offered in lieu of the frame benefit,
not in addition to the frame benefit. This benefit may only be obtained from
Participating Providers and only once in a consecutive 12 month period.

7 Low vision is a bilateral impairment to vision that is so significant that it cannot be

corrected with ordinary eyeglasses, contact lenses, or intraocular lens implants.
Although reduced central or reading vision is common, low vision may also result

GV 9501 (1/15) 27



from decreased peripheral vision, a reduction or loss of color vision, or the eye’s
inability to properly adjust to light, contrast, or glare. It can be measured in terms of
visual acuity of 20/70 to 20/200. Equipment are special magnifiers that make print
easier to read. A report from the provider and prior authorization from the
contracted VPA is required.

8 A diabetes management referral is a referral to a Blue Shield Life disease
management program that is part of a fully funded Blue Shield Life medical plan.
Blue Shield Life’s Disease Management program is informed when, during the course
of a normal eye exam, the patient is known to have, or felt to be at risk for diabetes.

Note: The name of the Vision Plan describes an examination fee, a materials copayment, and a frame
allowance. For example, “Vision Basic 0/10/130” means $0 for the exam/$10 for the Materials
copayment/$130 allowance for frames.

PROVIDERS AND ADMINISTRATION

The Blue Shield Life Vision Plan is administered by the contracted VPA. The contracted
VPA makes available a contracted network of Participating Providers and administers
claims on Blue Shield Life’s behalf for the services and materials covered under this
Policy. The contracted VPA can be contacted through customer service as provided in
the Certificate of Insurance.

Participating Providers may be found through an online directory at

www.blueshieldca.com or by contacting Customer Service as provided in the
Certificate of Insurance.
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