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Bene fits Snapsho t
Exam with dilation as necessary (Once every 12 mon ths)

Frames (Once every 24 mon ths)

Or

Single Vision Lenses (Once every 12 mon ths)

Contacts (Once every 12 mon ths)

With EyeMed
Out -o f-N etw ork
Reimbursemen t

$10 Co-pay Up to $35

$120 allowance; 80%of balance over $120 Up to $48

$10 Co-pay Up to $25

$135 allowance; plus balance over $135 Up to $95

*This is a snapsho t of your bene fits. Actual savings will depend on provider , frame and lens selections.




