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Group Vision Insurance 
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Participation in The Employer Group’s Group Vision Insurance plan is voluntary.  Coverage begins the first of the month following your eligibility.   Don’t forget to sign and date the form on the bottom! 
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	Benefit


Frequency

    In Network

   
 

Out of Network

	Examination

12 months

    100% Paid in Full
  
  

    Up to $35.00

	Standard Contact Lens

Fitting Exam 

12 months

    100% Paid in Full



    Up to $40.00

	Lenses


12 months

    100% of plastic single vision,   
                 Up to $25.00







    bifocal, and




    Up to $40.00





      
    trifocal lenses.
    
                 
    Up to $55.00


	Additional Lens Options:

UV Coating



                  Member pays $15



         None
Tint (solid and gradient)


                  Member pays $15



         None
Std. Scratch Resistance


                  Member pays $15



         None
Std. Polycarbonate


                  Member pays $40



         None

Std. Progressive



                  Member pays $65
                                                None
Std. Anti Reflective Coating

                  Member pays $45



         None
Other add-ons and service

                  20% off retail                                                            None


	Frames


24 months

    up to $150.00
, then 20% off balance

    Up to $75.00 
  

	Contact Lenses 

12 months

    Elective: up to $150.00, then 15% off balance     Up to $120.00
* In lieu of glasses                                                     Medically Required: Paid in Full

    Up to $200.00


	Laser Vision Correction – Lasik or PRK

    15% off retail price of 5% off promotional price        None           


Additional In-Network Discounts
· 20% discount on items not covered by the plan at network providers

· 40% off complete eyeglass purchases and a 15% discount off conventional contact lenses once the original benefits has been used

· After initial purchases replacement contacts can be purchased online at www.eyemedvisioncare.com at a substantial savings
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Employees can elect coverage for:  





Monthly Premium	  


Self only		$10.14		


Self + Spouse		$20.27		


Self + Children 		$20.69		


Family			$30.83			














� Single vision 


� Lined bifocal


� Lined trifocal





Coverage provided through Delta Vision with the EyeMed Provider Network
For Participating Providers, please visit www.deltadentalwi.com/visionproviders or call EyeMed's Customer Care Center at 866-723-0513
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