l : CHOICE BUILDER

Employer Sponsored
. . . 866.412.9254
Carrier EyeMed (Provided by Ameritas Group) www.choicebuilder.com
Silver Gold Platinum
Plan Name Out-of-Network Out-of-Network Out-of-Network
In-Network Rflajimobur :e‘rlqug:‘t In-Network | e many NEtWORK o et . o
enefit Frequency - Exams/lenses/frrames
Eye Examination $10 Copay | Upto $25 | $10 Copay | Up to $25 100% Upto$25 | | . $20 Capay appies o aveen andlor materls
$1 00 $1 30 $1 50 once in an eligibility period.
A" ’ 200/0 A” ’ 200/0 A" ' 20% /EW ana current st contact iens wearers mas
Frames oitvtarce | UPT0840 | ¥ e | UPT0840 | T ance | UPT0$40 | 2 ewama curent st contatrs verrs oy
over $100 over $130 over $150 an initial contact lens evaluation and initial
Standard Lenses supply of lenses
Single Vision $15 Copay | Up to $20 | $10 Copay | Up to $20 100% Upto$20 | 3 l“vefagi 35%-40% savings on non-covered
Lined Bifocal $15 Copay | Upto $35 | $10 Copay | Upto$35 | 100% | Upto$35 o
. . 4 30% off additional glasses and sunglasses,
Lined Trifocal $15 Copay | Upto $60 | $10 Copay | Up to $60 100% Up to $60 et ens opnogns, PR
Contact Lenses Al $100 Al $130 Al $150 go:torgn;2f;;;1 eo?fiyoas yaouyr\y;er’”::c?;
owance, 15% owance, 15% owance, 15% xam. Or o Off from an r
(in lieu of lenses & frames) off balance Up to $65 off balance Up to $65 off balance Up to $65 within 12 months of your last WellVision Exam
over $100 over $130 over $150 5 Includes $250 per eye laser surgery benefit
Benefit Frequency* 12112112 | 12112112 | 12/12/12 | 12/12/12 | 12/12/12 | 12/12/12 (in-network)
Carrier Madison National
Silver Gold Platinum
Plan Name Out-of-Network Out-of-Network Out-of-Network
In-Network Rgimobur:e\rgg;lt In-Network Reimbursement In-Network Reimbursement
Eye Examination $10 Copay | Upto $40 | $10 Copay | Up to $40 100% Up to $40
$25 Copay $10 Copay 100%
$130 Al , $130 Al , $130 Al !
Frames 20% oftbatance | P 10845 |50 ot vaance | UP 10845 |0 i batance | UP 10 $45
over $130 over $130 over $130
Standard Lenses
Single Vision Included | Upto$40 | Included | Upto$40 | Included | Upto $40
Lined Bifocal Included | Upto$60 | Included | Upto$60 | Included | Up to $60
Lined Trifocal Included | Upto$80 | Included | Upto$80 | Included | Up to $80
E— $25 Copay $25 Copay $25 Copay
ontact Lenses $130 Al ! $130 Al , $130 Al )
(in lieu of lenses & frames) 15% oﬂ%‘g;zzi Up to $1 05 15% oﬁ%‘g’;[:lii Up to $1 05 15% off%ve\a’g:]cci Up to $1 05
over $130 over $130 over $130
Benefit Frequency* 12/12/24 | 12/12/24 | 12/12/24 | 12/12/24 | 12/1212 | 12/12/12
Carrier Pan-American VSp34s
Platinum Silver Gold Platinum
Plan Name In-Network ~|Out-of-Network|  In-Network g ut-of-Network In-Network Out-of-Network In-Network Out-of-Network
eimbursement Reimbursement Reimbursement
- $10 Copay | $10 Copa
Eye Examination A | AabaY 1 $20" Copay | Upto$45 | $10 Copay | Upto$45 | $10 Copay | Up to $45
$130 $130 $130
Frames $25 Copay | $25 Copay Alowance | UP 10 $47 Alowance Up to $47 Alowance Up to $47
Standard Lenses
Single Vision $40 Atowance | $40 Allowance | CoveredinFull | Up to $45 | $25 Copay | Up to $45 | $25 Copay | Up to $45
Lined Bifocal $60 Allowance $60 Allowance | Covered In Full Up to $65 $25 Copay Up to $65 $25 Copay Up to $65
Lined Trifocal $70 Atiowance | $70 Allowance | Covered inFull | Up to $85 | $25 Copay | Up to $85 | $25 Copay | Up to $85
Contact Lenses $100 $100 $130 $130 $130
(in lieu of lenses & frames) Allowance Allowance Allowance? Up to $1 05 Allowance? Up to $1 05 Allowance? Up to $1 05
Benefit Frequency* 12/12/24 | 12/12/24 | 12/24/24 | 12/24/24 | 12/12/24 | 12/12/24 | 12/12/12 | 12/12/12
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