Professional Law Enforcement Association

Group Number: 50790-2020
Plan Number:  050130czL3

Vision Care Services

Effective Date: 01/01/2025

In-Network Member Cost

Out-of-Network

Reimbursement

Vision Examination $35
Includes refraction Covered in full after $10 copay Up to
Retinal Imaging Up to $45 member out-of-pocket (OOP) maximum N/A
Materials i/lliecric;iaipay applies to frame or spectacle lenses, if applicable.)
Frame Allowance
Up to 20% discount above Members receive a $50 wholesale Up to $45
frame allowance.* allowance up to $150 retail valuet
Standard Spectacle Lenses
Single Vision Covered in full after $10 copay Up to $25
Bifocal Covered in full after $10 copay Up to $40
Trifocal Covered in full after $10 copay Up to $50
Lenticular Covered in full after $10 copay Up to $80
Preferred Pricing Options

_ - _ Level 3 Option Package Up to $10
Polycarbonate (Single Vision/Multi-Focal) covered in full
Standard Scratch-Resistant Coating | Covered in full Up to $5
Ultraviolet Screening Covered in full Up to $6
Solid or Gradient Tint Covered in full Up to $4
Standard Anti-Reflective Coating Covered in full Up to $24
Standard Progressivest® $75 member OOP maximum Up to $40
Premium Progressivest $110 member OOP maximum Up to $40
Plastic Photochromic $70/$80 member OOP maximum N/A
(Single Vision/Multi-Focal)
Polarized $75 member OOP maximum N/A
PGX/PBX $40 member OOP maximum N/A
Other Lens Options Up to 20% discount* N/A
Contact Lenses*
Elective $130 allowance Upto $110
Medically Necessary Covered in full Upto $250

Refractive Laser Surgery

Up to 25% provider discount*

Frequency

Eye Examination

Onetime/lifetime $150 allowance

Once every 12 months

Onetime/lifetime
$150 allowance

Lenses or contact lenses

Once every 12 months

Frame

Once every 24 months

Avésis vision insurance products are underwritten by Fidelity Security Life Insurance Company® (FSL), Kansas City, MO, when insured by
FSL. Approved by FSL date of 08/24. Administered by Avésis. Policy # VC-16, Form M-9059.
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avesis

Reliable & Dependable

Avésis provides exceptional
vision care benefits for
millions of commercial
members throughout

the country.

The Avesis vision care
products give our members
an easy-to-use vision benefit
that provides excellent
value and protection.

Rates

Employee Paid - Monthly

Employee Only $10.93
Employee + Child $19.34
Employee + Family $28.88

How can we help you?

Avésis Website:
www.avesis.com

Customer Service:
855-214-6777
7a.m.-8 p.m. EST

LASIK Provider:
877-712-2010

AHearing Provider
844-366-0039 TTY:711

tValue may be less depending on the
providers retail pricing.

*Discounts are not insured benefits.

§After $50 allowance, the member's
out of pocket is $75 for Standard
Progressives and $110 for Premium
Progressives.

tIn lieu of frame and spectacle lenses.

¥Save up to 25% on average LASIK prices
when you use Qualsight (visit qualsight.
com/-avesis for more information).

"Discounts available on hearing tests and
hearing aids bia Amplifon.

*At participating Walmart/Sam's
locations, retail pricing for your

planis $68 .

At participating Costco
locations, retail pricing

is  $54.99 .



Here’s How It Works

When you need to see an eye care professional, simply visit www.avesis.com or contact Avésis’ Customer Service
Monday through Friday, 7 a.m. to 8 p.m. (EST) at 855-214-6777 to receive a listing of providers in your area.

Make an
appointment

Select

a provider

3 Visit the provider
for service

4 Pay any copays or

additional expenses

Using Out-of-Network Providers

Members who elect to use an out-of-network provider must
pay the provider in full at the time of service and submit

a claim to Avésis for reimbursement. Reimbursement levels
are in accordance with the out-of-network reimbursement
schedule previously listed. Out-of-network benefits are
subject to the same eligibility, availability, frequency of
benefits, and limitation and exclusion provisions of the
plan, and are in lieu of services provided by a participating
Avésis provider. Out-of-network claim forms can be
obtained by contacting Avésis’ Customer Service Center or
your group administrator, or by visiting www.avesis.com.

Termination Provisions

The coverage will continue as long as the group policy
remains in force, the premiums are paid, and as long as the
employee and any covered dependents remain eligible and
the employees coverage remains in force.

Notes and Disclaimers

The contact lens allowance may be used all at once or
throughout the plan year as needed or may be applied
toward contact lenses only, or both contact lenses and
professional services (fitting fees). Refractive Laser Surgery
is considered an elective procedure, and may involve
potential risks to patients. Avésis is not responsible for the
outcome of any refractive surgery. Discounts on materials
are not available at Walmart locations. Members may not
use their contact lens allowance toward fitting fees at
Walmart and are responsible for any out-of-pocket fees
associated with fittings there. Discounts on materials are
not available at Costco locations. ID cards are not required
for services.

Limitations and Exclusions

Some provisions, benefits, exclusions, or limitations listed
herein may vary depending on your state of residence.

Limitations

This plan is designed to cover eye examinations and
corrective eyewear. It is also designed to cover visual
needs rather than cosmetic options. Should the member
select options that are not covered under the plan, as
shown in the schedule of benefits, the member will pay
a discounted fee to the participating Avésis provider.
Benefits are payable only for services received while the
group and individual member’s coverage is in force.

Insured benefits are administered by Avésis Third Party Administrators, Inc., Phoenix, AZ
AVE-625 ©2024 Avésis, LLC. All Rights Reserved. rev09112024

Exclusions

No benefits will be paid for services or materials connected
with or charges arising from:

1. Orthoptic or vision training, subnormal vision aids, and
any associated supplemental testing; Aniseikonic lenses;

2. Medical and/or surgical treatment of the eye, eyes, or
supporting structures;

3. Any Vision Examination, or any corrective eyewear,
required by an Employer as a condition of employment
and safety eyewear, unless specifically covered under
the Policy;

4. Services provided as a result of any Workers’
Compensation law, or similar legislation, or required by
any governmental agency or program whether Federal,
state, or subdivisions thereof;

Plano (non-prescription) lenses;
Non-prescription sunglasses;

Two pair of glasses in lieu of bifocals; or

® N oo o

Services or materials provided by any other group
benefit plan providing vision care.

Lost or broken lenses, frames, glasses, or contact lenses
will not be replaced except in the next Benefit Period when
Vision Materials would next become available.

Refractive Surgery Vision Benefit Exclusions
Benefits are not payable for any of the following:

1. Routine vision examinations or corrective vision
materials, including corrective eyeglasses, fittings,
lenses, frames, or contact lenses; or

2. Medical or surgical procedures, services, or treatments:
a. not specifically covered under this Rider;
b. provided free of charge in the absence of insurance

c. payable under any Workers’ Compensation law or
similar statutory authority

d. payable under governmental plan or program,
whether Federal, state, or subdivisions thereof.

Avésis
1295 W. Washington Street, Suite 212
Tempe AZ 85281

avesis.com



®
VISION
P = INDIVIDUAL APPLICATION

Professional (Please Print)

Law Enforcement

Association
Employer (Group) Name Group# / Division / Class
Professional Law Enforcement Association, Inc. PLEA
Last Name First Middle Initial U Male U Female
Social Security Number — Last 4 digits only Date of Birth:

(Month / Day /Y ear)

Street Address City State Zip
Phone #: () Email:
TYPE REQUESTED (Rates valid until 12/31/26):
U Member ($32.79 Quarterly) U Member + One ($58.02 Quarterly) U Member + Two or More ($86.64 Quarterly)

EFFECTIVE DATE: First of Following Month after Approval

COMPLETE: FOR ALL FAMILY MEMBERS FOR WHOM YOU ARE REQUESTING COVERAGE
LAST NAME FIRST NAME INITIAL STUDENT M/F | DATE OF BIRTH
(Yes /No) Month / Day / Year

Spouse

ANY PERSON WHO, WITH INTENT TO DEFRAUD OR KNOWING THAT HE/SHE IS FACILITATING A FRAUD AGAINST ANY INSURER, SUBMITS AN
APPLICATION OR FILES A CLAIM CONTAIN A FALSE OR DECEPTIVE STATEMENT IS GUILTY OF INSURANCE FRAUD.

IHEREBY APPLY FOR ENROLLMENT FOR VISION COVERAGE.

SIGNATURE DATE

Enclose your quarterly check or fill in your Visa / MasterCard /

Discover / American Express information. Name:

Card #:

UinC- Administered by Republic Underwriters, Inc.

Expiration Date:

Republic Underwriters, Inc. CVV2# (last 3 digits on back of card)
P.O. Box 82263, Rochester, MI 48308-2263 ] '
Phone: 248-641-7800 ext.1015 or ext. 1002 Signature:

Fax 248-641-8857

U Please re-bill my card annually.
www.republicund.com



	RU Vision Flyer with 2025 rates
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	RU VISION APP PLEA-2025 Rates

	Frame_wholesale allowance: $50
	Frames_Retail value: up to $150
	Walmart retail pricing: $68
	Costco pricing: $54.99
	custname: Professional Law Enforcement Association 
	groupnum: 50790-2020 
	groupnum 1: 01/01/2025
	plan: 050130CZL3
	vision_exam_OON: $35
	Frame_OON: $45
	Lenses_Single_INN: Covered in full after $10 copay
	Lenses_Single_OON: $25
	Lenses_Bifocal_INN: Covered in full after $10 copay
	Lenses_Bifocal_OON: $40
	Lenses_Trifocal_INN: Covered in full after $10 copay
	Lenses_Trifocal_OON: $50
	Lenses_Lenticular_INN: Covered in full after $10 copay
	Lenses_Lenticular_OON: $80
	Poly_INN: Covered in full
	Package Level: Level 3 Option Package
	Poly_OON: Up to $10
	standard SRCoating_INN: Covered in full
	standard SRCoating_OON: Up to $5
	Ultraviolet screen_INN: Covered in full
	Ultraviolet screen__OON: Up to $6
	Solid_Gradient Tint_INN: Covered in full
	Solid_Gradient Tint_OON: Up to $4
	Antireflective_INN: Covered in full
	Antireflective_OON: Up to $24
	Level 1 Progressives_INN: $75 member OOP maximum
	Level 1 Progressives_OON: Up to $40
	Level 2 Progressives_INN: $110 member OOP maximum
	Level 2 Progressives_OON: Up to $40
	Polarized_INN: $75 member OOP maximum
	Polarized_OON: N/A
	PGX_PBX_INN: $40 member OOP maximum
	PGX_PBX_OON: N/A
	Contact Lenses_Elective_INN: $130 allowance
	Contact Lenses_Elective_IOON: $110
	Refractive laser surgery_INN: Onetime/lifetime $150 allowance
	Contact Lenses Medically Nec_OON: $250
	Frequency_Eye Exam: 12 months
	Frequency_Lenses or contacts: 12 months
	Frequency_Frames: 24 months
	Refractive laser surgery_OON: Onetime/lifetime $150 allowance
	underwriting 1: Avēsis vision insurance products are underwritten by Fidelity Security Life Insurance Company® (FSL), Kansas City, MO, when insured by FSL. Approved by FSL date of 08/24. Administered by Avēsis. Policy # VC-16, Form M-9059.
	Rates _Paid: [Employee Paid - Monthly]
	tierdisp1: Employee Only
	Rate1: 10.93
	tierdisp2: Employee + Child
	Rate2: 19.34
	tierdisp3: Employee + Family
	Rate3: 28.88
	tierdisp4: 
	Rate4: 
	retinal imaging_innetwork: Covered in full after $10 copay
	photochromatic_INN: $70/$80 member OOP maximum
	photochromatic_OON: N/A
	Materials copay: $10 copay
	retinal imaging_innetwork2: Up to $45 member out-of-pocket (OOP) maximum


