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EyeMed Vision
Vision Limitations and Exclusions
This plan has the following limitations.

¢ Vision examinations, lenses and frames more than the frequency as indicated on the plan summary page.
* This plan does not cover Medically Necessary Contact Lenses more than once in any 24-month period. The
treating provider determines if an Insured meets the coverage criteria for this benefit as listed below. This
benefit is in lieu of Elective Contact Lenses.
o For Keratoconus where the patient is not correctable to 20/30 in either or both eyes using standard
spectacle lenses.
o Patients whose vision can be corrected two lines of improvement on the visual acuity chart when
compared to best standard spectacle lens correction.
o Anisometropia of 3D or more.
o High Ametropia exceeding -10D or +10D in meridian powers.
¢ This plan does not cover Orthoptics or vision training and any associated testing.
e This plan does not cover Plano Lenses.
¢ This plan does not cover non-prescribed Lenses or sunglasses.
* This plan does not cover two pairs of glasses in lieu of Bifocals.
¢ This plan does not cover replacement of Lenses and Frames that are lost or broken outside of the normal
coverage intervals.
* This plan does not cover medical or surgical treatment of the eyes or supporting structures.
e This plan does not cover services for claims filed more than one year after completion of the service. An
exception is if the Insured shows it was not possible to submit the proof of loss within this period.
¢ This plan does not cover any procedure not listed on the Schedule of Eye Care Services.



