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201 8 ViSion Plans offered and contracted through vision service plan (VSP)

Plan Name VSP Plan A VSP Plan B VSP Plan C Exam Plus** Core Pediatric Vision Core
(Voluntary) (Voluntary) (Voluntary) (LG Only) (IFP and SG Only)
Plan ID VAO1 VA02 VA03 VA09 VA10
Copay $20 $20 $20 N/A N/A
Frequency
Eye examination Every 12 months Every 12 months Every 12 months Every 12 Months Every 12 months
Lenses Every 24 months Every 12 months Every 12 months N/A Every 12 months
Frames Every 24 months Every 24 months Every 12 months N/A Every 12 months
In-Network Benefits
Vision Care Services
Vision examination Covered in full Covered in full Covered in full Covered in full Covered in full
Vision Care Materials
Lenses: single vision Covered in full* Covered in full* Covered in full* N/A Covered in full
Lenses: bifocal Covered in full* Covered in full* Covered in full* N/A Covered in full
Lenses: trifocal Covered in full* Covered in full* Covered in full* N/A Covered in full
Lenses: lenticular Covered in full* Covered in full* Covered in full* N/A Covered in full
Frames Covered up to plan Covered up to plan Covered up to plan N/A From collection
I ROWNKA TSI lowanceofSi20: | .
Contact Lenses
%zcse:[slg%;){grf;sl:ional Covered in full Covered in full Covered in full N/A Covered in full
Elective professional Up to $120 Up to $120 Up to $120 N/A Professional fees
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Out-of-Network Benefits
Vision Care Services
Vision Examination Up to $45 Up to $45 Up to $45 Up to $45 N/A
Vision Care Materials
Lenses: single vision Up to $30* Up to $30* Up to $30* N/A N/A
Lenses: bifocal Up to $50* Up to $50* Up to $50* N/A N/A
Lenses: trifocal Up to $65* Up to $65* Up to $65* N/A N/A
Lenses: lenticular Up to $100* Up to $100* Up to $100* N/A N/A
Frames Up to $70* Up to $70* Up to $70* N/A N/A
Contactlenses
Necessary rofessional fees Up 0 $210 Up t0 $210 Up t0 $210 N/A N/A
Elective protessional fees Up to $105 Up to $105 Up to $105 N/A N/A
Value-Added Discounts
Glasses 20% off the amount over allowance N/A
Lens options 20-25% average savings on all non-covered lens options N/A
Sunglasses 20% discount N/A
Contacts 15% discount off fitting and evaluation N/A
TruHearing 25% average discount N/A
Frames 15% average discount N/A

*Indicates subject to copayment

**This benefit applies to large employer groups (101+ employees effective 1/1/2017) ONLY. Each covered person shall be entitled to receive a discount of twenty percent (20%) toward
the purchase of non-covered materials from any VSP member 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 member doctor.
Note: VSP Plan A, Plan B and Plan C are available for all members of large group plans and adults only (age 19 and up) for members of small group plans.



2018 Dental Plans offered and contracted through Delta Dental

DeltaCare USA
Plan Name Large GITI?;I? Dental Large Gll'\:il:lp Dental Large GII:(;I‘I'? Dental  Small (I;)I::t’; I(Adul!) Pedi?ém 233:‘(’,')”""
Plan ID DLO3 DL02 DLO1 DSO01 N/A
Dignostic Services
Periodic oral examinations No charge No charge No charge No charge No charge
X-rays No charge No charge No charge No charge No charge
(up to four) (up to four) (up to three)

PreventiveServices
Teeth cleaning (prophylaxis) No charge No charge No charge No charge No charge
&Tﬁzltzﬁ?g:gr?t-cggt“ghare) No charge No charge No charge No charge No charge

 Restorative Services:

Filling — Permanent
ﬁ:?ﬂﬁ@'ﬂ}'ﬁg{é‘;’ni‘.'ﬁmc“: No charge No charge $68 No charge $45
retormsantly bac mtal $140 $280 $410 $410 $300

OralSurgerySenices
E))((It]?sc:(iiopog{ erupted tooth or $5 $8 $70 $18 $65
Surgical removal of erupted tooth $25 $50 $115 $30 $165
Removal of impacted tooth: full bony $90 $110 $160 $80 $160

EmdomticSevices
Root canal: anterior $55 $110 $300 $110 $195
Root canal: bicuspid $120 $200 $365 $195 $235
Root canal: molar $250 $350 $470 $245 $300

PeriodonticServices
gg;gﬂn:gtrgr:ty: one to three teeth $80 $85 $50 $50 $50
Gingivectomy-four (+) contiguous $130 $145 $175 $165 $150
teeth per quadrant
Scaling/root planing: one to three $20 $45 $60 $40 $30
teeth per quadrant

©Prosthodontic Services
Complete denture $145 $335 $600 $510 $300
Partial denture - resin base $120 $295 $440 $535 $300

' Orthodontic Services (medicaly

necessary)
gy ot - $1,700 $1,900 $2,100 NA $1,000
R enetgtue Treatment $1,900 $2,100 $2,250 $2,900 N/A

CotherSemvices
Office visit: after hours $25 $35 $45 $35 $45
Local anesthesia No charge No charge No charge No charge $15

This is only a summary. For a complete list of dental services copayments or in the event of any discrepancies in information, please review the applicable
benefit documents to determine coverage and costs.



2018 Chiropractic and Acupuncture' Plans

offered and contracted through ACN Group of California, Inc.

Chiropractic Only
Plan ID “ CA02 CA05 CA06 CA09 CA10
Max visits per year 20 30 20 30 20 30
Copayment per visit $20 $20 $15 $15 $10 $10

Acupuncture Only
Plan ID “ AA02 AA05 AA06 AA09 AA10
Max visits per year 20 30 20 30 20 30
Copayment per visit $20 $20 $15 $15 $10 $10

Chiropractic and Acupuncture

Plan ID % XA02 XA04 ‘ XA05 XA06 XA08 XA09 XA10 XA12
Max visits per year 20 30 Unlimited 20 30 Unlimited 20 30 Unlimited
Copayment per visit $20 $20 $20 $15 $15 $15 $10 $10 $10

2018 Infertility’/Orthotics and Special Footwear’Plans

m Orthotics and Special Footwear

Plan ID IF50 Plan ID 0P20 0H20°
Copayment Copayment

per treatment 50% per treatment 20% 20% after deductible
and services and services

"Available for small and large group plans only. Not available for election with HDHPs.
*Available for large group offerings only.
30nly available with large group high-deductible health plans.
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