Blue Vision
Benefits at-a-Glance

This is intended as an casy-to-read summary. It is not a contract. Additional

Biue Cross
- Blue Shield

Blue Care Network
of Michigan

limitations and exclusions may apply to covered services. For an official

description of benefiis, please see the applicable Blue Cross Blue Shield of Michigan cerificate and riders. Payment amounts are based on the Blue Cross

Blue Shield of Michigan approved amount, less any applicable deductible and/or

copay amounts required by the pian, This coverage is provided pursuant to a

contract entered into in the state of Michigan and shall be construed under the jurisdiction and according to the laws of the state of Michigan.

Blue Vision benefits are provided by Vision Service Plan

(VSP), the largest provider of vision care in the nation.

To find a VSP doctor, call 1-800-877-7195 or visit VSP's Web site at www.vsp.com.

Eye Exam

VSP Network Doctor Non-VSP Provider

Covers a.complée eye exam by an aphthaimcieglsi of;
optometrist. ‘The exam includes refraction, glaugoma mstmg
and other tests’ nccessary to determine the Overall v:saa]
health of the: patlem :

1 Covered —

Reimbursement up to $35 less
a §5 copay

$5 copay

{)nce -every 12 consecutive months

Frames

Covers stanéard ﬁyeg}ass frames {nat exceedmg 6() M in
diameter) A Widﬁ selection of frames is available at each :
VSP network docmz locazaon S

' _(cne cspay apphes o boih
1 lenses and frames)

Reimbursement up to $45, less
a $10 copay

C{}vered $ i Q ca;}ay

One frame evcry 32 consecutive months

Lenses

1 Covers siarzda.rd lenSf:s prescribed and dispensed by an

' aphtha moiovlst or optometrist. Lenses may be moided or
ground, géass or.plastic. Also covers prism, slab-off pnsm
and speczai base curve Jénses when medacally necessary

Note: Addmouai palrs of prescription glasses and non- |
covered lens epuons are discounted when obtained from 2
VSP doctor.

':Reimburseme_m- up to
-predetermined amount based
j-on lense type after copay

Covered 510 copay
(one eopay applaes to bcth
lensés zmd frames}

-One pair every 12 consecutive months

Contact Lenses Membﬂrq may choose between prescr;pnon g

Jasses (lenses and frame) ‘ot contact lenses, but not both.

Covers medically necessary contact lenses (that meet
medicaliy neceéssary criteria)

Covered ~ $10 copay { ‘Reimbursement up to $210
' o { ‘after a $10 copay (member
| responsible for difference)

Once every 12 congecutive months

Covers elective contact lenses that improve vision
{prescribed, but do not meet medically necessary criferia)

Covered = $120-allowance that is'applied toward contact
lens exam {fitting ‘and matenats) and the contact lenses
(member responsible for any cost exceeding the allowance)

()r;ce every 22 C(}nsecutwe menths

Copays o . "
« Eye exam $5 copay | $5 copay applies to charge
* Frames and/or lenses or medically necessary contact lenses | A combined $10 copay Member responsible for

difference between approved
amount and provider's charge,
less a $10 copay

Biue Cross Blue Shieid of Michigan and Blue Care Network are nonprofit corporations and independent licensees of the Blue Cross and Blue Shield Assoctation.
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