Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Regence BlueShield of Idaho, Inc.: Regence Choice Vision Plan (Adult)

Coverage Period: 07/01/2024 - 06/30/2025
Coverage for: Individual and Eligible Family

The Summary of Benefits and Coverage (SBC) document will help you choose a vision plan. The SBC shows you how you and the plan would share
the cost for covered vision care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only
a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to https://regence.com. For provider or benefit questions
call VSP at 1 (844) 299-3041. For membership questions call Regence at 1 (800) 854-5585. For general definitions of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at healthcare.gov/sbc-glossary or call 1 (800)

854-5585 to request a copy.

What is the overall
deductible?

Important Questions CAnswers | Why This Matters

$0

See the Common Vision Event chart below for your costs for services this plan covers.

Are there services covered
before you meet your
deductible?

Not applicable.

See the Common Vision Event chart below for your costs for services this plan
covers.

Are there other deductibles

e . No. See the Common Vision Event chart below for your costs for services this plan covers.
for specific services?
What is the out-of-pocket . . i
limit for this plan? Not applicable. This plan does not have an out-of-pocket limit on your expenses.

What is not included in the
out-of-pocket limit?

Not applicable.

This plan does not have an out-of-pocket limit on your expenses.

Will you pay less if you use
a network provider?

Yes. See
https://regence.com/go/ID/VSPNetwork or call
1 (844) 299-3041 for a list of VSP doctors.

This plan uses a vision provider network (Vision Service Plan). You will pay less if you
use a vision provider in the plan's network. You will pay the most if you use an out-of-
network vision provider, and you might receive a bill from a vision provider for the
difference between the provider's charge and what your plan pays (balance billing).

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.
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. What You Will Pay . .
Common Vision Event Services You May VSP Doctor Out-of-Network Provider Limitations, Exceptlons,.& Other Important
Need . . Information
(You will pay the least) (You will pay the most)

For services provided by an out-of-network provider,
you pay all charges up front then submit a claim for
$20 copay, then no charge | reimbursement.

up to the out-of-network
provider limit 1 routine eye examination every 12 months

Routine eye examination limited to $50 for out-of-
network providers.

For services provided by an out-of-network provider,
you pay all charges up front then submit a claim for
reimbursement.

Routine vision $20 copay, then no charge
examination up to the VSP doctor limit

1 pair of frames every 24 months

Frames limited to $130 for VVSP doctors.

Frames limited to $70 for VSP approved
wholesale/retail vendors.

Frames limited to $50 for out-of-network providers.

If you visit a vision
care provider's office 1 pair of standard glass or plastic lenses every 12
or clinic months for either:

Single vision lenses;

Lined bifocal (or standard progressive) lenses;
Lined trifocal lenses;

Lenticular lenses; or

Contact lenses®.

$20 copay, then no charge
up to the out-of-network

provider limit

$20 copay, then no charge

Vision hardware up to the VSP doctor limit

Elective contact lenses* limited up to $130 for VSP
doctors.

Necessary contact lenses* limited to a 12 month
supply for VSP doctors.

Single vision lenses limited to $50 for out-of-network

providers.
Lined bifocal lenses limited to $80 for out-of-network

providers.
Standard progressive lenses limited to $95 for out-of-
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Services You May AtV ey Limitations, Exceptions, & Other Important

VSP Doctor Out-of-Network Provider
(You will pay the least) (You will pay the most)

Common Vision Event

Need Information

network providers.
Lined trifocal lenses limited to $95 for out-of-network

providers.
Lenticular lenses limited to $125 for out-of-network

providers.

Elective contact lenses* (including fitting/evaluation
services) limited to $70 once every 12 months for out-
of-network providers.

Necessary contact lenses* (including fitting/evaluation
services) limited to a 12 month supply up to $125 for
out-of-network providers.

*Contact lenses are in lieu of all other frame and lens
benefits. When you receive contact lenses, you will not
be eligible for any other types of lenses for the next 12
months and frames for the next 24 months.

For services provided by an out-of-network provider,
you pay all charges up front then submit a claim for
reimbursement.

1 contact lens evaluation and fitting examination every
Contact lens evaluation No charae No charge up to the out-of- | 12 months

and fitting examination g network provider limit Elective contact lens evaluation and fitting examination
(including elective contact lenses) limited to $70 for
out-of-network providers.

Necessary contact lens evaluation and fitting
examination (including necessary contact lenses)
limited to $125 for out-of-network providers.

No charge up to the out-of- | For services provided by an out-of-network provider,
network provider limit you pay all charges up front then submit a claim for

Low vision supplemental
examinations (testing)

No charge
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Services You May AtV ey Limitations, Exceptions, & Other Important

VSP Doctor Out-of-Network Provider
(You will pay the least) (You will pay the most)

Common Vision Event

Need Information

reimbursement.

$1,000 low vision maximum every 24 months,

Low vigion supplemental 5% coinsurance 5% coinsurance inpluding supplemental examinations (testing) and care
care aids EEE— - aids

2 supplemental examinations every 24 months
Supplemental examinations limited to $125 for out-of-
network providers.
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Excluded Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Corrective vision treatment of an experimental e Medical or surgical treatment of the eyes e Pediatric vision (under age 19)
nature o Non-direct patient care e Plano lenses
e Cosmetic services and supplies e Orthoptics or vision training e Two pair of glasses in lieu of bifocals

e Fees, taxes and interest
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Regence BlueShield of Idaho, Inc.: Regence Choice Vision Plan (Pediatric)

Coverage Period: 07/01/2024 - 06/30/2025
Coverage for: Individual and Eligible Family

854-5585 to request a copy.

The Summary of Benefits and Coverage (SBC) document will help you choose a vision plan. The SBC shows you how you and the plan would share
the cost for covered vision care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only
a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to https://regence.com. For provider or benefit questions
call VSP at 1 (844) 299-3041. For membership questions call Regence at 1 (800) 854-5585. For general definitions of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at healthcare.gov/sbc-glossary or call 1 (800)

What is the overall
deductible?

$0

lmportant Questions Chnswers | Why This Matters:

See the Common Vision Event chart below for your costs for services this plan covers.

Are there services covered
before you meet your
deductible?

Not applicable.

See the Common Vision Event chart below for your costs for services this plan
covers.

for specific services?

Are there other deductibles

No.

See the Common Vision Event chart below for your costs for services this plan covers.

What is the out-of-pocket
limit for this plan?

Not applicable.

This plan does not have an out-of-pocket limit on your expenses.

What is not included in the
out-of-pocket limit?

Not applicable.

This plan does not have an out-of-pocket limit on your expenses.

Will you pay less if you use
a network provider?

Yes. See
https://regence.com/go/ID/VSPNetwork or call
1 (844) 299-3041 for a list of VSP doctors.

This plan uses a vision provider network (Vision Service Plan). You will pay less if you
use a vision provider in the plan's network. You will pay the most if you use an out-of-
network vision provider, and you might receive a bill from a vision provider for the
difference between the provider's charge and what your plan pays (balance billing).

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.
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. What You Will Pay . .
Common Vision Event Services You May VSP Doctor Out-of-Network Provider Limitations, Exceptlons,_& Other Important
Need . . Information
(You will pay the least) (You will pay the most)

For services provided by an out-of-network provider,
you pay all charges up front then submit a claim for
No charge 50% coinsurance reimbursement.

Routine vision
examination

1 routine eye examination / plan year

For services provided by an out-of-network provider,
you pay all charges up front then submit a claim for
reimbursement.

1 pair of frames / plan year
Frames from VSP doctors are limited to Otis & Piper
Eyewear Collection.

1 pair of standard glass or plastic lenses / plan year for
either:

Single vision lenses;

Lined bifocal lenses;

Lined trifocal lenses;

Lenticular lenses; or

Vision hardware No charge 50% coinsurance Contact lenses*.

If you visit a vision
care provider's office
or clinic

Elective contact lenses* limited to:
Standard (1 pair / plan year);
Monthly (6-month supply);
Bi-weekly (3-month supply); or
Dailies (3-month supply).

Necessary contact lenses* limited to a plan year
supply.

*Contact lenses are in lieu of all other frame and lens
benefits. When you receive contact lenses, you will not
be eligible for any frames or other types of lenses until
the next plan year.
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L U] Limitations, Exceptions, & Other Important

SIS L LA VSP Doctor Out-of-Network Provider Information

Common Vision Event Need

(You will pay the least) (You will pay the most)

For services provided by an out-of-network provider,
you pay all charges up front then submit a claim for

Contact lens evaluation o i reimbursement.
o L No charge 50% coinsurance
and fitting examination

1 contact lens evaluation and fitting examination / plan

year
Low vision supplemental No charge up to the VSP For services provided by an out-of-network provider,
o , No charge . ,
examinations (testing) doctor allowed amount you pay all charges up front then submit a claim for
Low visi | tal No ch 0 the VSP reimbursement.
owvision supplemental |\, charge 0 charge Up fo the Supplemental examinations (testing) and care aids / 2
care aids doctor allowed amount olan years
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Excluded Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Adult vision (age 19 or older) e Fees, taxes and interest e Orthoptics or vision training
o Corrective vision treatment of an experimental e Medical or surgical treatment of the eyes e Plano lenses
nature e Non-direct patient care e Two pair of glasses in lieu of bifocals

e Cosmetic services and supplies

Page 4 of 4
VSP is a separate company that provides vision benefit services.




NONDISCRIMINATION NOTICE

VSP provides administration for your Regence vision plan. Regence complies with applicable
Federal civil rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, or sex. Regence does not exclude people or treat them differently because of

race, color, national origin, age, disability, or sex.

Regence:

Provides free aids and services to people with disabilities to communicate effectively

with us, such as:
e Qualified sign language interpreters

e Written information in other formats (large print, audio, and accessible electronic

formats, other formats)

Provides free language services to people whose primary language is not English,

such as:
e Qualified interpreters
¢ Information written in other languages

If you need these services listed above,
please contact:

VSP

Medicare 1-844-872-6065
Commercial 1-844-299-3041
(TTY: 1-800-428-4833)

If you believe that VSP or Regence has failed
to provide these services or discriminated in
another way on the basis of race, color,
national origin, age, disability, or sex, you
can file a grievance with our civil rights
coordinator below:

Regence

Medicare Customer Service
Civil Rights Coordinator

MS: B32AG, PO Box 1827
Medford, OR 97501
1-866-749-0355, (TTY: 711)
Fax: 1-888-309-8784
medicareappeals@regence.com

03222018.04PF12LNoticeNDMAVSPRegence

You can also file a civil rights complaint with the
U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal at
https://ocrportal.nhs.gov/ocr/portal/lobby.jsf, or
by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW,

Room 509F HHH Building

Washington, DC 20201

1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

Customer Service for all other plans
Civil Rights Coordinator

MS CS B32B, P.O. Box 1271
Portland, OR 97207-1271
1-888-344-6347, (TTY: 711)
CS@regence.com



Language assistance

ATENCION: si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia linguistica. Llame al
Medicare: 1-844-872-6065; Commercial: 1-844-299-
3041 (TTY: 1-800-428-4833).

AR MREERARREDRX, BRLABERFRES
BIRTE. SEEE Medicare: 1-844-872-6065;
Commercial: 1-844-299-3041 (TTY: 1-800-428-4833)

o

CHU Y: Néu ban néi Tiéng Viét, c6 céc dich vu hd
trg ngdn ngix mién phi danh cho ban. Goi sé
Medicare: 1-844-872-6065; Commercial: 1-844-299-
3041 (TTY: 1-800-428-4833).

F9]: Sl & ASSIA = A, o] A Y

Mu| 25 F a2 o] 83514 4 9lHF YUY Medicare:
1-844-872-6065; Commercial: 1-844-299-3041 (TTY:
1-800-428-4833) ¥ ©. 2 A 3}al FA A Q..

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa Medicare: 1-844-872-
6065; Commercial: 1-844-299-3041 (TTY: 1-800-428-
4833).

BHUMAHME: Ecnu Bbl TOBOPUTE HA PYCCKOM SI3BIKE,

TO BaM I[OCTyHHBI 6CCHJIaTHBIe yCJIyFI/I HepeBo;[a.
3Bonute Medicare: 1-844-872-6065; Commercial: 1-
844-299-3041 (reneraiim: TTY: 1-800-428-4833).

ATTENTION : Si vous parlez francais, des services
d'aide linguistique vous sont proposes gratuitement.
Appelez le Medicare: 1-844-872-6065; Commercial:
1-844-299-3041 (ATS : 1-800-428-4833)

FESEIHE HAREAZSES N 556 ~ RO S:E
P CTHRIFW 21T 29 - Medicare: 1-844-872-
6065; Commercial: 1-844-299-3041 (TTY: 1-800-
428-4833) F T~ BERIC CJHLE 23 o

D77 baa ak0 n7nizin: D77 saad bee y1n[ti’go Diné
Bizaad, saad bee 1k1’1n7da’1wo’d66’, t’11 jiik’eh, 47
nl hOl=, koj8’ h0d77Inih Medicare: 1-844-872-6065;
Commercial: 1-844-299-3041 (TTY: 1-800-428-4833.)

03222018.04PF12LNoticeNDMAVSPRegence

wws: i0gsMmysSunw Manisi,

NN SWIRAM AN IS SSS U
AFSENSUNUUITHAY 51 $18U0) Medicare: 1-
844-872-6065; Commercial: 1-844-299-3041 (TTY: 1-
800-428-4833)

fimrs fe€: A At At Sse 9, 3t s &g
AITEST AT 33 B8 Ha3 Gus=T J1 Medicare: 1-

844-872-6065; Commercial: 1-844-299-3041 (TTY: 1-
800-428-4833) '3 IS A

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlose Sprachdienstleistungen zur
Verfligung. Rufnummer: Medicare: 1-844-872-6065;
Commercial: 1-844-299-3041 (TTY: 1-800-428-4833)

TNFOF;- 09165 R ATICT P CHCTIP hC8T
LCOPFE MR ALTHPE HHIETPAL N7 LNTAD: B PC
2Lt Medicare: 1-844-872-6065; Commercial: 1-
844-299-3041 (er099t At+asFm-:- 1-800-428-4833)::

VYBAT'A! SIki1o BU po3MOBIISIETE YKPATHCHKOIO
MOBOIO, B MOKETE€ 3BEpHYTHUCS 0 OE3KOIITOBHOT
cimyx0u MoBHOT miaTpuMKHu. TenedonyiiTe 3a
Homepom Medicare: 1-844-872-6065; Commercial: 1-
844-299-3041 (teneraiim: 1-800-428-4833)

oM ey AU ATelt Siede-s ¥ auTseht ik wTeT Herar dares
.37 w1 3urey © | wiH e Medicare: 1-844-872-
6065; Commercial: 1-844-299-3041 (fefears: 1-800-
428-4833

ATENTIE: Daca vorbiti limba romana, va stau la
dispozitie servicii de asistenta lingvistica, gratuit.
Sunati la Medicare: 1-844-872-6065; Commercial: 1-
844-299-3041 (TTY: 1-800-428-4833)

MAANDO: To a waawi [Adamawa], e woodi ballooji-
ma to ekkitaaki wolde caahu. Noddu Medicare: 1-844-
872-6065; Commercial: 1-844-299-3041 (TTY: 1-800-
428-4833)

Tilsansw: dnuyanimlne guaunsaldusnssromaonani lavs
Tns Medicare: 1-844-872-6065; Commercial: 1-844-
299-3041 (TTY: 1-800-428-4833)



Language assistance

FAKATOKANGA'’I: Kapau ‘oku ke Lea-

Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai
atu ha tokoni ta’etotongi, pea te ke lava ‘0 ma’u ia.
ha’o telefonimai mai ki he fika Medicare: 1-844-872-
6065; Commercial: 1-844-299-3041 (TTY: 1-800-428-
4833)

OBAVJESTENJE: Ako govorite srpsko-hrvatski,
usluge jezicke pomoc¢i dostupne su vam besplatno.
Nazovite Medicare: 1-844-872-6065; Commercial: 1-
844-299-3041 (TTY- Telefon za osobe sa oStecenim
govorom ili sluhom: 1-800-428-4833)

tU09IL: )29 VIVCDIWITY 290,
NILOINIVROBCTDAIVWIZI, LoBVCH e,

ccuLDWo LWL, Lns Medicare: 1-844-872-

6065; Commercial: 1-844-299-3041 (TTY: 1-800-428-
4833)

Afaan dubbattan Oroomiffaa tiif, tajaajila gargaarsa
afaanii tola ni jira. Medicare: 1-844-872-6065;
Commercial: 1-844-299-3041 (TTY: 1-800-428-4833)
tiin bilbilaa.

Ladi (s OB €y ey (Al ) g ¢S a i a4 S) 14 g8
80 ol Medicare: 1-844-872-6065; Commercial: 1-844-299-3041 (TTY: 1-800-428-4833) L .23l (.« aal j

Medicare: 1-844-872-6065; i Jusil . cliaalls Gl il 55 &y sl sac Lusall ciladd (8 Aalll S36 aaai i 13 il gale

Commercial: 1-844-299-3041
(TTY: 1-800-428-4833 oSl 5 puall caila o8 )
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