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Introduction

The NYS Vision Plan provides you, your spouse or domestic partner and your covered dependents with
eye care services and materials. The plan is administered by EyeMed Vision Care, a national leader in
the vision care industry.

. . . . The Importance of
With EyeMed, quality care is easy to find. Enrollees have access to a Vision Care

nationwide network, including more than 1,800 providers across New York

State. The network includes independent practice eye doctors as well as major Vision care is an

important benefit, as

optical retailers. regular eye exams help
ensure visual and
LENSCRAFTERs (®)ortica  Sears T
- Otical Comprehensive eye
exams not only detect
pmt:mﬂ” . the need for vision
fopicom FRIVATE PRACTITIONERS COI’I’eCtIOh, but can a|SO
. T . . . reveal medical
EyeMed verifies enrollee eligibility with the network provider, processes claims conditions such as
and reimburses the provider for in-network services or the enrollee for out-of- diabetes or high blood
network services. EyeMed also operates a customer call center to support the pressure.

plan and manages the nationwide network of vision providers.

How to Enroll

If you are eligible for the NYS Vision Plan and you decide to participate, you must sign up for coverage.
You will not be covered automatically. To enroll for coverage, file Form PS-404 with your agency
Health Benefits Administrator. You are eligible for benefits after you have completed 56 days of eligible
employment.

Types of Coverage
You can choose one of two types of coverage:

e Individual coverage provides benefits for you only. It does not cover your dependents
even if they are eligible for coverage.

o Family coverage provides benefits for you and your eligible enrolled dependents. To
enroll yourself and your dependents in Family coverage, you must provide each
person's date of birth, Social Security number (if one is assigned) and other information
to the Vision Plan through your agency Health Benefits Administrator.

If you didn't enroll when you were first eligible, contact your agency Health Benefits Administrator to
request an enrollment form (PS-404).

If you qualify for and want to make a change from Individual to Family coverage, contact your agency
Health Benefits Administrator.
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Using Your Benefits

The vision benefits described in this booklet are available to you, your spouse or domestic partner and
covered dependents age 19 or over once every 24 months. Covered dependents under the age of 19
can receive benefits once every 12 months. Before receiving services, you can confirm eligibility by
accessing your vision benefits on NYS online, www.cs.state.ny.us, and clicking on the link to EyeMed,
or by calling EyeMed’s customer call center at 877-226-1412.

The NYS Vision Plan is easy to use; simply follow the steps below to receive services.

Using a Participating Provider

To get the most out of your vision plan, consider receiving services at a provider who
participates on the EyeMed panel. These “in-network” or “participating” doctors have agreed to
meet certain quality standards, and EyeMed monitors their ongoing performance to help ensure
quality member care.

In-network benefits are easy to use, as the provider will file the claim on your behalf. You will
only need to do the following:

1. Locate a Provider: You can locate providers by accessing your vision benefits on NYS
online, www.cs.state.ny.us, and clicking on the link to EyeMed, by referencing the
provider listing included with your ID Card brochure or by calling EyeMed’s customer call
center at 877-226-1412.

2. Schedule an Appointment: Schedule an appointment with your selected provider and
identify yourself as a member of the New York State Vision Plan.

3. Obtain Services: Present your EyeMed ID card at the time of service and the provider
will take care of the rest. Your provider will verify eligibility, explain your benefit
coverage and answer any questions you may have.

Using a Non-Participating Provider

Should you decide to obtain vision services from a doctor who does not participate on EyeMed'’s
panel, you will be eligible for “out-of-network” or “non-participating” reimbursements as defined
in the Benefit Overview on page 4 of this booklet. Be sure to confirm eligibility before receiving
services. The out-of-network process is as follows:

1. Obtain an Out-of-Network Claim Form: Print an out-of-network claim form from
EyeMed'’s website for the New York State Vision Plan, which you can link to from
www.cs.state.ny.us, or call the EyeMed Customer Care Center at 877-226-1412.

2. Pay for Services: At the time of your appointment, pay for all services and materials in
full and obtain an itemized receipt.

3. Mail Claim Form and Receipts: Send the completed claim form and receipts to
EyeMed at the following address:

ATTN: Out-of-Network Claims
PO Box 8504
Mason, Ohio 45040-7111
Fax: 866-293-7373

4. Reimbursement: EyeMed will process the claim and reimburse you directly up to the
allowed amounts.
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Benefit Overview

The following provides an overview of the vision plan available to you.

Standard Plan
EY%&C{E@ Public Employees Federation (PEF)

Out-of-Network
Reimbursement
Exam with Dilation as Necessary: $0 $20

Vision Care Services Member Cost

Contact Lens Fit and Follow-Up:

(Contact lens fit and two follow-up visits are available once
a comprehensive eye exam has been completed.)

Standard Contact Lens Fit and Follow-Up:' Paid-in-full fit and two follow-up visits N/A®
Premium Contact Lens Fit and Follow-Up:? Paid-in-full fit and two follow-up visits N/A®
Frames:
Any available frame at provider location $100 retail allowance, 80% of balance over $100 $16

Standard Plastic Lenses:

Single Vision $0 $16
Bifocal $0 $23
Trifocal $0 $32
Cataract (Lenticular and Aphakic) $0 $35
Lens Options:
Glass $0 N/A
Blended Segment $0 N/A
UV Coating $0 N/A
Tint (Solid and Gradient)® $0 N/A
Standard Scratch-Resistance $15 N/A
Standard Polycarbonate - under 19 $0 N/A
Standard Polycarbonate® - 19 and over $37 N/A
Standard Progressive (Add-on to Bifocal) $65 N/A
High Index $54 N/A
Photocromatic SV Glass $0 N/A
Photocromatic MF Glass $0 N/A
Photocromatic SV Plastic $54 N/A
Photocromatic MF Plastic $62 N/A
Standard Anti-Reflective Coating $45 N/A
Other Add-Ons and Services 80% of retail price N/A

Contact Lenses
(Contact lens allowance covers materials only)

Conventional $25 Copay, $105 allowance, 85% of balance over $105 $40°
Disposable $45 Copay, $125 allowance, plus balance over $125 $40°
Laser Vision Correction:
Laser vision correction procedures 85% of retail price or 95% of promotional price N/A
Frequency (based on date of service):

Examination Once every 24 months®

Frame Once every 24 months®

Lenses or Contact Lenses Once every 24 months®

" Standard Contact Lens Fitting - spherical clear contact lenses in conventional wear and planned replacement (Examples include but not limited to disposable, frequent replacement, etc.)
2 Premium Contact Lens Fitting - all lens designs, materials and specialty fittings other than Standard Contact Lenses (Examples include toric, mulitfocal, etc.)

3 Light transmission created by tint at 30% or less combined with UV protection would be considered a sunglass lens.

* Standard polycarbonate lenses are a covered benefit for monocular patients and patients with prescriptions higher than +/- 6 diopters.

® Out-of-Network Contact Lens allowance of $40 applies to CL Fit & Follow-up, and Materials, and reimbursement must be claimed at the same time on one claim form.

® Benefits under the plan are available to employees and covered dependents age 19 and over once in any 24-month period. Benefits are available to covered dependents up to, but

not including 19 once in any 12-month period.

Additional Discounts:

Member will receive a 20% discount on items not covered by the plan at network Providers, which may not be combined with any other discounts or promotional offers,

and the discount does not apply to EyeMed Provider's professional services, or contact lenses. Retail prices may vary by location.

Discounts do not apply for benefits provided by other group benefit plans. Allowances are one-time use benefits; no remaining balance.

Members also receive a 40% discount off complete pair eyeglass purchases and a 15% discount off conventional contact lenses once the funded benefit has been used.

Since laser vision correction is an elective procedure, performed by specially trained providers, this discount may not always be available from a provider in your immediate location.
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Medical Exception’ Plan
EYM Public Employees Federation (PEF)

VISION CAREe

Vision Care Services Member Cost Out-of-Network Reimbursement

Exam with Dilation as Necessary: $0 $20

Contact Lens Fit and Follow-Up:
(Contact lens fit and two follow-up visits are available once a
comprehensive eye exam has been completed.)

Standard Contact Lens Fit and Follow-Up:? Paid-in-full it and two follow-up visits N/A®
Premium Contact Lens Fit and FoIIow-Up:3 Paid-in-full fit and two follow-up visits N/A®
Frames:
Any available frame at provider location $100 retail allowance, 80% of balance over $100 $16

Standard Plastic Lenses:

Single Vision $0 $16
Bifocal $0 $23
Trifocal $0 $32
Cataract (Lenticular and Aphakic) $0 $35
Lens Options:
Glass $0 N/A
Blended Segment $0 N/A
UV Coating $0 N/A
Tint (Solid and Gradient)* $0 N/A
Standard Scratch-Resistance $15 N/A
Standard Polycarbonate - under 19 $0 N/A
Standard Polycarbonate® - 19 and over $37 N/A
Standard Progressive (Add-on to Bifocal) $65 N/A
High Index $54 N/A
Photocromatic SV Glass $0 N/A
Photocromatic MF Glass $0 N/A
Photocromatic SV Plastic $54 N/A
Photocromatic MF Plastic $62 N/A
Standard Anti-Reflective Coating $45 N/A
Other Add-Ons and Services 80% of retail price N/A

Contact Lenses
(Contact lens allowance covers materials only)

Conventional $25 Copay, $105 allowance, 85% of balance over $105 $40°©
Disposable $45 Copay, $125 allowance, plus balance over $125 $40°
Laser Vision Correction:
Laser vision correction procedures 85% of retail price or 95% of promotional price N/A
Frequency (based on initial exam/materials date of service):

Examination Once every 12 months

Frame Once every 12 months

Lenses or Contact Lenses Once every 12 months

! Qualifying conditions for the Medical Exception Program include: Diabetes, Keratoconus, Significant Rx change/Progressive Myopia/Astigmatism, Cataracts, Cataract surgery within 2 years of last Rx/Pseudophakia,
Prescription medication, Other medical conditions that after review could reasonably cause a change in refractive status.

2 Standard Contact Lens Fitting - spherical clear contact lenses in conventional wear and planned replacement (Examples include but not limited to disposable, frequent replacement, etc.)

3 Premium Contact Lens Fitting - all lens designs, materials and specialty fittings other than Standard Contact Lenses (Examples include toric, mulitfocal, etc.)

4 Light transmission created by tint at 30% or less combined with UV protection would be considered a sunglass lens

®Standard polycarbonate lenses are a covered benefit for monocular patients and patients with prescriptions higher than +/- 6 diopters.

6 Out-of-Network Contact Lens allowance of $40 applies to CL Fit & Follow-up, and Materials, and reimbursement must be claimed at the same time on one claim form.

Additional Discounts:

Member will receive a 20% discount on items not covered by the plan at network Providers, which may not be combined with any other discounts or promotional offers, and the discount does not apply to
EyeMed Provider's professional services, or contact lenses. Retail prices may vary by location.

Discounts do not apply for benefits provided by other group benefit plans. Allowances are one-time use benefits; no remaining balance.

Members also receive a 40% discount off complete pair eyeglass purchases and a 15% discount off conventional contact lenses once the funded benefit has been used.
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Occupational Program'
Public Employees Federation (PEF)
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Vision Care Services Member Cost 0u_t-of-Network
Reimbursement
Occupational Exam/Testing: $0 N/A
Contact Lens Fit and Follow-Up:
Standard Contact Lens Fit and Follow-Up: N/A N/A
Premium Contact Lens Fit and Follow-Up: N/A N/A
Frames:
Any available frame at provider location $100 retail allowance, 80% of balance over $100 N/A
Standard Plastic Lenses:
Single Vision $0 N/A
Bifocal $0 N/A
Trifocal $0 N/A
Cataract (Lenticular and Aphakic) $0
Lens Options:
Glass $0 N/A
Blended Segment $0 N/A
UV Coating $0 N/A
Tint (Solid and Gradient) $0 N/A
Standard Scratch-Resistance $15 N/A
Standard Polycarbonate? $37 N/A
Standard Progressive (Add-on to Bifocal) $65 N/A
High Index $54 N/A
Standard Anti-Reflective Coating $45 N/A
Other Add-Ons and Services 80% of retail price N/A
Contact Lenses
(Contact lens allowance covers materials only.)
Conventional N/A N/A
Disposable N/A N/A
Frequency (based on date of service):
Examination Once every 24 months
Eyeglass Lenses Once every 24 months
Frame Once every 24 months

" The occupational benefit covers the cost of job-related eyeglasses, including VDT. This benefit is available only to employees - dependents are not eligible.

Occupational eyeglasses are available only through a participating provider and must be ordered during the regular vision examination.

2 Standard polycarbonate lenses are a covered benefit for monocular patients and patients with prescriptions higher than +/- 6 diopters.

Additional Discounts:

Member will receive a 20% discount on items not covered by the plan at network Providers, which may not be combined with any other discounts or promotional offers, and the
discount does not apply to EyeMed Provider's professional services, or contact lenses. Retail prices may vary by location.

Discounts do not apply for benefits provided by other group benefit plans. Allowances are one-time use benefits; no remaining balance.

Members also receive a 40% discount off complete pair eyeglass purchases and a 15% discount off conventional contact lenses once the funded benefit has been used.
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Plan Features

Medical Exception Vision Benefits

The medical exception vision benefit provides you with Plan coverage for medically necessary vision
care services upon written documentation from a qualified medical provider that a medical condition
has caused a vision loss that requires a new prescription. At least one year must have elapsed since
your last service date, and you must have one of the following medical conditions: 1) diabetes; 2)
cataracts; 3) keratoconus; 4) you are taking a prescription drug which could cause vision changes, or;
5) any other condition which could reasonably be expected to result in a change in refractive status.
Prior to receiving services, contact the EyeMed Customer Care Center to request a Medical Exception
Approval Form. Ask your medical provider to complete the form and fax it to EyeMed’s medical director
for approval. Both enrollees and covered dependents are eligible for the medical exception vision
benefit.

Occupational Vision Benefits

The occupational vision benefit provides you with Plan coverage for an additional pair of job-related
eyeglasses if determined necessary by a participating provider based on your job duties and through
special testing done in conjunction with your regular vision examination. Occupational eyeglasses are
available to employees only; dependents are not eligible for this benefit. You must order your
occupational eyeglasses from a participating provider during your regular vision examination. Sun-
sensitive and polarized lens options are not available for occupational eyeglasses.

Additional Savings

After your initial benefit has been used, you can still save money on additional purchases at in-network
providers. You will receive 40% off the retail price for additional complete pairs of glasses, 15% off
additional conventional contact lenses and 20% off non-covered items such as lens solutions and
accessories (cannot be applied to doctor’s services or contact lenses).

Laser Vision Correction Discounts

Enrollees and covered dependents can save 15% off the retail price or 5% off the promotional price
(whichever is the lower cost) of laser vision correction procedures through the U.S. Laser Network,
owned and operated by LCA Vision. This could result in a discount up to 25%. To locate a
participating laser vision correction provider and learn how to schedule your pre-operative evaluation,
call 1-877-572-7822.

Cataract Care

If you or your covered dependent have cataract surgery and are enrolled in the New York State Health
Insurance Program, additional benefits may be available under the Empire Plan or your HMO.
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Eyewear Purchase Period

Standard Plan
You have 90 days to purchase eyewear at a participating provider from the date of the exam. Otherwise,
the eyewear benefit will not be available until you are eligible for your next exam.

Occupational Plan

Members must purchase eyewear on the same date as the exam, if eyewear is needed. Otherwise, the
eyewear benefit will not be available until you are eligible for your next exam.

Plan Limitations / Exclusions:

The following are excluded from coverage under this plan:

Orthoptic or vision training, subnormal vision aids, and any associated supplemental testing
Medical and/or surgical treatment of the eye, eyes, or supporting structures

Services provided as a result of any Worker’'s Compensation law

Benefit is not available on certain frame brands in which the manufacturer imposes a no
discount policy

Corrective eyewear required by an employer as a condition of employment, and safety
eyewear unless specifically covered under the plan

Plano non-prescription lenses and non-prescription sunglasses (except for 20% discount)
Service or materials provided by any other group benefit providing for vision care

Two pairs of glasses in lieu of bifocals

Aniseikonic lenses



Eligibility Guidelines

You, the Enrollee
All PEF employees who are eligible to enroll for coverage
in the New York State Health Insurance Program
(NYSHIP) and for whom coverage under the NYS Vision
Plan has been negotiated or administratively extended are
eligible. You may enroll in the NYS Vision Plan even if you
do not enroll in NYSHIP.
To be eligible for coverage, you must be expected to:
1. work at least six biweekly payroll periods; and
2. work at least half time on a regular schedule; and
3. You must be on the payroll at the time you enroll.
If you begin work, then take an unpaid leave of
absence, you are not eligible until you return to
the payroll and complete a total of 56 days on the
payroll, including days worked before your leave
began.

Dependents
Dependents are also eligible, as follows:

1. Spouses or Domestic Partners

Spouses, including those legally separated, are eligible. If
you are divorced or your marriage has been annulled, your
former spouse is not eligible, even if a court orders you to
maintain coverage.

You may also enroll a same or opposite sex domestic
partner as a dependent. A domestic partnership, for
eligibility under the Vision Plan, is one in which you and
your partner are 18 years of age or older, and unmarried
at the time of application; not related in a way that would
bar marriage; living together and financially
interdependent for at least six months, and involved in a
lifetime relationship. To enroll a domestic partner, you
must provide proof that you have lived together and been
financially interdependent for at least six months and that
you presently satisfy the other eligibility criteria. Your
agency Health Benefits Administrator (HBA) has complete
information on eligibility, enroliment procedures, proof
requirements and coverage dates.

Note on tax implications: Under the Internal Revenue
Service (IRS) rules for domestic partners, the fair market
value of vision benefits for a domestic partner who is not
the enrollee's qualified dependent for Federal income tax
purposes is treated as income for tax purposes. Ask your
tax consultant how enrolling your domestic partner will
affect your taxes.

2. Children Under Age 19

Unmarried children under age 19 are eligible, including
natural children, legally adopted children (including
children in a waiting period prior to finalization of adoption)
and dependent stepchildren. Other children who reside
permanently in your household and who are chiefly
dependent on you (more than 50%), and for whom you
have assumed legal responsibility in place of the parent,
are also eligible. Qualifying support and residence
must have started prior to the age of 19. You must

EyveMed
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file a Statement of Dependence form with your HBA and
be able to provide documentation.

3. Children Age 19 or Over

Unmarried dependent children age 19 or over, but under age
25, are eligible if they are full-time students at an accredited
secondary or preparatory school, college, or other educational
institution and are otherwise not eligible for NYSHIP coverage
as an employee. They continue to be eligible until the first of
the following dates:

» The end of the third month following the month in which they complete
each semester as a full-time student. For dependent students who with-
draw from school after classes have begun for the semester and provide
documentation of the date of withdrawal, coverage will end on the last day
of the month in which the dependent attended classes as a full-time student
or the last day of the third month following the completion of the preceding
completed semester, whichever is later. If the dependent student withdraws
from school and does not provide documentation of attendance during the
semester, coverage ends as of the first day of the current semester or the
end of the third month following the completion of the preceding completed
semester, whichever is later; or

* The end of the month in which they reach age 25, or

* The date on which they marry.

Children other than your natural children, legally adopted
children or dependent stepchildren must live with you and
be chiefly dependent on you after age 19 to be eligible,
and support and residence must have started prior to age
19. You must complete a Student Status Form before
an eligible student dependent can receive vision care
benefits. A Student Status Form is included in this booklet
or can be obtained online at http://www.cs.state.ny.us. It
is the enrollee’s responsibility to submit the form to ensure
dependent eligibility at the time of service.

If a child turns 19 during a school vacation period,
coverage will continue provided the child is enrolled in an
accredited secondary or preparatory school or college or
other accredited educational institution and plans to
resume classes on a full-time basis at the end of the
vacation period. If your child is granted a medical leave by
the school, vision care coverage will continue for a
maximum of one year from the day the student withdraws
from classes plus any time before the start of the next
regular semester. You must be able to provide written
documentation from the school, or if the school does not
grant medical leaves from the student’s doctor.

Military Service Extends Eligibility

For purposes of eligibility as a full-time student, up to four
years may be deducted from a dependent's age for
service in a branch of the U.S. Military. You must be able
to provide written documentation from the U.S. Military.

4, Certain Students Completing Graduation
Requirements

Unmarried dependent children age 19 or over, but under

age 25, who need less than a full-time course load to

satisfy requirements for graduation may also be eligible.

They must:

a. otherwise qualify; and

b. have been a full-time student in the term immediately
preceding the semester or trimester in which course



requirements will be completed.
You may be required to provide EyeMed with a statement
from your child's school or college administrator that
verifies student status. The child will continue to be eligible
for up to three months after the end of the month in which
he or she completes course requirements for graduation.

Coverage will not be extended beyond this semester or
trimester unless full-time student status is resumed.

5. Disabled Dependents

Unmarried dependent children age 19 or over who are
incapable of supporting themselves because of a mental
or physical disability acquired before termination of their
eligibility for vision care coverage are eligible. For
example, if your child becomes disabled after reaching
age 19 while covered as a full-time dependent student, the
child may qualify to continue coverage as a disabled
dependent.

EyveMed
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If you have a child who qualifies for coverage as a
disabled dependent, you must provide medical
documentation. If you anticipate eligibility on this basis,
you must file a Disability Form PS-451. Contact your
agency Health Benefits Administrator as soon as possible
after enrollment, even if your child is under the age when
eligibility would normally terminate through age
disqualification. The deadline for filing Disability Form PS-
451 is 60 days after the child's 19th birthday. Coverage for
disabled children may continue beyond age 25.

Ending Coverage and COBRA Continuation

When Coverage Ends

Vision Care benefits cease while you are on leave without
pay, unless you arrange for an extension of benefits with
your agency Health Benefits Administrator. If you resign,
retire, transfer to an ineligible negotiating unit or are
terminated, your Vision Care coverage will end 28 days
after the last day of the last payroll period worked. You
may have certain rights to continue coverage as explained
below.

COBRA: Continuation of Coverage

This section explains your rights under the Consolidated
Omnibus Budget Reconciliation Act (COBRA), a federal
continuation of coverage law for you, your spouse or
domestic partner and your covered dependents. The law
requires that most employers sponsoring group health
plans offer employees and their families the opportunity for
a temporary extension of health care coverage called
"continuation coverage" at group rates in certain instances
where coverage under the program would otherwise end.

The Vision Care benefits you may continue are the same
benefits you receive as an active employee. This section
summarizes your rights and obligations under the
continuation coverage provisions of the law. If your spouse
or domestic partner is also covered under the Plan, they
should take the time to read this carefully.

60 Day Deadline

In order for dependents to continue coverage under
COBRA, the employee or a family member is responsible
for notifying the Employee Benefits Division of the New
York State Department of Civil Service in writing of a
divorce or termination of domestic partnership, a legal
separation or of a child's losing eligible dependent status
under the NYS Vision Plan within 60 days from the date
coverage ends due to one of those events. Other people
acting on your behalf may provide written notice to the
Employee Benefits Division of a COBRA qualifying event.
If notice is not received in writing within that 60-day
period, regardless of the reason, the dependent will
not be entitled to choose continuation coverage.
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When you notify the Employee Benefits Division of one of
these events, the Division will advise you of your right to
choose continuation of coverage. You must inform the
Employee Benefits Division of your desire to continue
coverage within 60 days of the date you would lose
coverage because of the events described previously, or
60 days from the date you are notified of your eligibility for
continuation coverage, whichever is later.

A dependent who wishes to continue coverage as a

COBRA enrollee must send a written request to the
Employee Benefits Division within 60 days from the date
coverage would otherwise end. If you, your eligible
dependent or someone acting on your behalf does not
choose continuation coverage, Vision Care coverage will end.

How Long You May Keep COBRA Coverage

You, the employee, will have the opportunity to maintain
continuation coverage for 18 months. However, the
continuation coverage period will be extended to 29
months for you and your enrolled dependents if you or
your enrolled dependent is disabled (under Social Security
Act provisions defining disabilities). If you are disabled
under Social Security at the time of COBRA election, you
must notify the Employee Benefits Division within the first
60 days of COBRA coverage in order to qualify for the 11
month extension for the disabled. If you become disabled
under Social Security during COBRA continuation, you
must notify the Employee Benefits Division within 60 days
of the notice of disability and prior to the end of the 18
month COBRA continuation period. If, during the
continuation coverage period, another event takes place
that would entitle a dependent spouse/domestic partner or
child to his or her own continuation coverage, the
continuation coverage may be extended. However, in no
case will any period of continuation coverage be more
than 36 months from the original COBRA qualifying event.

Dependents who were covered at the time of your initial
qualifying event, and newborns or newly adopted children
added to your COBRA continuation coverage within 30
days of birth or final adoption during your period of
COBRA coverage, are considered qualified beneficiaries



with their own rights to continue COBRA coverage for up
to 36 months in the event of a second qualifying event.
Other dependents added to your COBRA coverage, such
as a newly acquired spouse or child who returns to school
full-time, do not have continuation rights apart from yours.

Enrolled spouses/domestic partners and dependent
children who lose eligibility due to a COBRA qualifying
event have the opportunity to elect COBRA continuation
coverage for up to 36 months.

Who Is Eligible For COBRA:

You

If you are an active employee enrolled in the NYS Vision
Plan, you have the right to continue coverage if you lose
your coverage because of a reduction in your hours of
employment or the termination of employment.

Spouses or Domestic Parthers

The spouse or domestic partner of an employee covered
as the employee's dependent by this Plan has the right to
continue coverage if coverage under this Plan is lost for
any of the following reasons:

1. Your death;

2. Termination of your employment;

3. Reduction in your hours of employment with New
York State;

4. Divorce or termination of domestic partnership;

5. Legal separation (spouses only) -- Your spouse
does not automatically lose Vision Care coverage
if you are legally separated. However, if your
spouse loses coverage under this Plan, he or she
may continue coverage under COBRA.

Dependent Children

A dependent child of a covered employee has the right to
continue coverage if coverage under this Plan is lost for
any of the following reasons:

11
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1. The dependent ceases to be an eligible
"dependent child" under this Plan;

2. The termination of your employment;

3. Areduction in your hours of employment with
New York State;

4. Your divorce or termination of domestic
partnership;

5.  Your legal separation (NOTE: A dependent child
does not automatically lose coverage because of
parents' legal separation).

6. Your death.

When You or Dependents No Longer Qualify for
COBRA
New York State law provides that your COBRA coverage
may be cancelled for any of the following reasons:
1. If New York State no longer provides Vision Care
coverage to State employees;
2. If the premium for your COBRA coverage is not
paid on time;
3. If you become entitled to Medicare benefits
during the COBRA continuation period.

Costs Under COBRA

You will have to pay the entire premium for your
continuation coverage plus a two (2) percent
administration fee. (If your coverage continues beyond 18
months due to a determination of disability under the
Social Security Act, you will pay 150% of the premium cost
for the 19th through the 29th month.) You will have 45
days starting with the date you choose continuation
coverage to pay any premium. After this 45-day period,
you will have a grace period of 30 days to pay any
subsequent premiums.

Who to Contact
If you have any questions about COBRA, please contact
your agency Health Benefits Administrator.



Glossary of Terms

EyeMed

VISION CAREo

Term

Definition

In-Network Benefits

Benefits obtained at an EyeMed participating vision provider.

Out-of-Network Benefits

Allowances reimbursed for services and materials obtained from vision providers
who are not part of EyeMed’s panel.

Optometrist, or OD

An eye doctor who has completed four years of post-graduate optometry school.
Optometrists examine eyes and can prescribe corrective eyewear.

Ophthalmologist, or MD

A medical doctor who specializes in the eye. In addition to preventive eye care,
ophthalmologists can prescribe medication for eye conditions and perform eye

surgery.

Optician

Opticians sell and fit eyeglasses, sunglasses, and specialty eyewear. Opticians are
not doctors but in most states must be licensed following specialized training.

Polycarbonate Lenses

Lenses made from a lightweight material 10 times more impact-resistant than other
plastics. Recommended for children’s eyewear and required in children’s glasses in
some states.

Progressive Lenses

Sometimes referred to as no-line bifocals, provide visual correction for distances and
for up-close work.

High Index Lenses

Lenses made from newer plastic materials that bend light more than the traditional
plastic lenses. This results in lighter, thinner lenses, especially for those with strong
prescriptions.

Photocromatic Lenses

Lenses that changes from transparent to tinted when exposed to ultraviolet light.

Lenticular Lenses

Lenses that are designed to reduce the weight and thickness and are used primarily
for post-cataract lenses. The power is in the center of the lens but the edge is a
portion of plain glass, so it is easily mounted in a frame.

Conventional Contact
Lenses

Traditional contact lenses worn for six months or longer.

Disposable Contact Lenses

Contact lenses that must be replaced within a certain period of time. Frequencies
range from daily to monthly to quarterly.

Standard Contact Lens Fit

Commonly used contact lens types defined as spherical clear contact lenses. These

and Follow-Up include disposable contact lenses, planned replacement lenses and others.
Premium Contact Lens Fit Contact lenses such as toric and multifocal lenses, which are not included in the
and Follow-Up standard contact lens selection.

Occupation Exam/Testing

The occupational benefit covers the cost of job-related eyeglasses. Dependents are
not eligible for Occupational benefits. Occupational eyeglasses are only available
through a network provider and must be ordered during the regular vision
examination.

Medical Exception Program

Special benefit program available for individuals with qualifying conditions such as
diabetes, keratoconus, cataracts and other conditions that after review could cause a
change in refractive status.
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Who To Contact

EyeMed Vision Care

EyveMed

Please contact EyeMed Vision Care with any questions or if you wish to:

Verify eligibility

Obtain a list of participating providers
Obtain an out-of-network claim form

Obtain a Student Status Verification Form
Check the status of an out-of-network claim

Recommend a provider for participation on the EyeMed panel

VISION CAREo

General Address:
EyeMed Vision Care
4000 Luxottica Place
Mason, OH 45040-7111

Out-of-Network Claims Address:

EyeMed Vision Care

Attn: Out-of-Network Claims
P.O. Box 8504

Mason, OH 45040-7111

Telephone: 877-226-1412
Fax: 866-293-7373
Website: http://www.cs.state.ny.us

Health Benefits Administrator
Contact your agency Health Benefits Administrator if
Enroll in the Plan

Notify the Plan of a change of address
Add or remove a dependent

you wish to:

If you, your spouse, domestic partner or a dependent loses eligibility for Vision Care coverage

and would like to continue coverage under COBRA, or if you or your enrolled dependents have

any questions regarding continuing coverage

under COBRA

Agency Health Benefits Administrator:

(fill in phone number)

or

Employee Benefits Division
NYS Department of Civil Service
Alfred E. Smith Building

Albany, NY 12239

Telephone:
In the Capital District Area: 518-457-5754
Outside the Capital District Area: 800-833-4344
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Tear Here

- EyelMed
nYSHIP |

New York State Health Insurance Program

STATE OF NEW YORK
STUDENT VERIFICATION FORM - VISION CARE

DEPENDENT STUDENT: An unmarried child, who is a full time student, will be

covered through age 24. (Dependent must be considered a full-time student by the
school aftended.)

TO BE COMPLETED FOR DEPENDENT STUDENTS AGES 19 THROUGH 24 WHO WILL BE
USING THE PLAN. Please return this form to EyeMed Vision Care via US postal mail,
email, or fax at least 10 days before services will be requested.

| certify that my dependent, ,
(PRINTED NAME) (DATE OF BIRTH)

is unmarried, and is enrolled full-time in an accredited secondary or preparatory school
or college. | agree to advise EyeMed Vision Care promptly of any changes in my child’s
dependent student status.

Name of School: Location:
Semester starts: Semester ends:
Enrollee’s Printed Name Enrollee’s SSN or

EyeMed MVC number
(Located on your ID card)

Enrollee’s Signature Date
Please return form to EyeMed Vision Care via one of the following methods:
1. Mail to: EyeMed Vision Care
Attn: Membership
4000 Luxottica Place
Mason, OH 45040
2. Fax to the attention of “EyeMed Vision Care — Membership” at 513-492-3605.

3. Email Address: Enrolli@eyemedvisioncare.com

Any person who knowingly and with the intent to defraud, files an application for insurance or statement of
claim containing any materially false information, or conceals for purpose of misleading, information
concerning any fact material thereto, commits a fraudulent insurance act. A fraudulent insurance act is a
crime and shall be subject to a civil penalty for each violation not to exceed five thousand dollars and the
stated value of the claims.
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», EyelMed
NYSHIP |

New York State Health Insurance Program

Effective as of 4/14/03

AUTHORIZATION FOR THE USE AND DISCLOSURE OF INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION

| hereby authorize the use or disclosure of my individually identifiable health information as described below. By signing
this document | understand that | authorize a person or entity to receive information and it may be re-disclosed and no
longer protected by federal privacy regulations.

1. Persons/organizations authorized to use or disclose the information: EyeMed Vision Care
2. The persons/organizations you are authorizing to receive the information:
3. Specific description of information that may be used/disclosed:

Items 4-6 only apply if EyeMed Vision Care is requesting the information for its own uses and disclosures.

4. The information will be used/disclosed for the following purposes [Check One]:
() At the Request of the Individual
() Other-Please Describe:

5. | understand that this authorization is voluntary and that | may refuse to sign this authorization. My refusal to
sign will not affect my ability to obtain treatment; receive payment; or eligibility for benefits unless allowed by
law.

6. The organization authorized to use/disclose the information will receive compensation for doing so.

Yes No
7. I understand that | may inspect or copy the information used or disclosed.
8. | understand that | may revoke this authorization at any time by notifying the person/organization providing the

information in writing, except to the extent that:

a) action has been taken in reliance on this authorization; or

b) if this authorization is obtained as a condition for obtaining insurance coverage, other law provides the insurer
with the right to contest a claim under the policy.

9. A copy of this signed form will be provided to the patient.

10. This authorization expires on [upon] [INSERT APPLICABLE DATE OR EVENT]:

Signature of patient or patient’s representative Date

Printed name of patient or patient’s representative Relationship to patient or representative’s authority to

act for the patient

Member ID (found on card) Member Date of Birth

15




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.6
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 0
  /Optimize true
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage false
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 300
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /DAN <>
    /DEU <>
    /ENU (Use these settings to create PDF documents with higher image resolution for high quality pre-press printing. The PDF documents can be opened with Acrobat and Reader 5.0 and later. These settings require font embedding.)
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308030d730ea30d730ec30b9537052377528306e00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /NLD <>
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars true
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks true
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 9
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice




