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HOW THIS PLAN WORKS

We pay benefits for the covered charges a Covered Person incurs as follows. What we pay is subject to all of the
terms of this Plan. Read the entire Plan to find out what we limit or exclude.

Covered charges are the Usual and Customary charges for the services and supplies described below. We pay
benefits only for covered charges incurred by a Covered Person while he or she is insured by this Plan. Charges
in excess of any payment limits shown in this Plan are not covered charges.

If a Covered Person plans to use the services of a Preferred Provider, the Preferred Provider must receive pre-
authorization from VSP prior to providing the Covered Person with any service or supply. See the “Pre-
Authorization of Preferred Provider Services” section of this Plan for specific requirements.

If a Covered Person receives services or supplies from a Non-Preferred Provider, he or she must submit the

itemized bill to VSP for claims payment. All claims must be sent to VSP within [ * 90 days ] of the date services
are completed or supplies are received.

Vision Examinations

We cover charges for comprehensive vision care examinations. Such examinations include the necessary tests to
ensure visual wellness and detect potential eye-related medical problems, such as glaucoma.

We cover no more than one vision examination for each covered person in any [ > 12-month period].

From a Preferred Provider: [ “ The Covered Person must pay a Copayment of [ % $10.00 ] each time he or she
receives a vision exam from a Preferred Provider. | We pay benefits in full for the covered charges a Covered
Person incurs [* in excess of the Copayment.]

From a Non-Preferred Provider: [ * The Covered Person must pay a Deductible of [ * $10.00 ] each time he or
she receives a vision examination from a Non-Preferred Provider. | We pay benefits for the covered charges a
Covered Person incurs [ * in excess of the Deductible ] up to a maximum of [ ° $46.00 ] for each examination.

Vision Materials

Glasses (Lenses and Frames) or Contact Lenses: We pay benefits for either glass or plastic prescription single
vision, bifocal, trifocal or Lenticular Lenses. We pay benefits for frames. We pay benefits for prescription contact
lenses and a contact lens exam needed to check for eye health risks associated with improper wearing or fitting of
contact lenses.

Inany [ Z 12-month period] we pay benefits for either glasses or contact lenses, but not both.

Materials Payment Limit: We limit what we pay for covered materials in any [ 2 12-month period] to an
allowance of [ ® $75.00 ]. The discounts shown below are applied before the charges are applied to the
allowance.

Materials purchased from either a Preferred Provider or a Non-Preferred Provider are covered by this Plan, and
can be used toward the [ ® $75.00 ] allowance.

If the materials are purchased from a Preferred Provider either more than [ * 12 months ] after a covered eye
exam, or from a doctor other than the Preferred Provider who performed the exam, the cost of the purchase will
not be covered by this plan and cannot be used toward the allowance.
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YCharges for only an initial purchase can be used toward the [ ® $75.00 ] allowance. Any unused balance
remaining after the initial purchase cannot be banked for future use. For example, if a covered person purchases

a pair of glasses for [ ’ $60.00 ], the remaining [ ’ $15.00 ] of the allowance will be unused. The covered person
will have a new [ ® $75.00 ] allowance [ * starting 12 months from the date of the purchase].

Also, if a covered person purchases only frames or lenses (not a complete pair of glasses) the initial purchase will
be used toward the allowance and the unused balance will not be banked for future use, even if the covered

person purchases the other item later. The covered person will have a new [6 $75.00 ] allowance starting
[ ? starting 12 months  from the date of the purchase].

Discounts on Materials Purchased From a Preferred Provider: For glasses, a covered person will receive a
[ ® 20% ] discount off the Preferred Provider's usual and customary fee, if:

» A complete (lenses and frames) pair of glasses is purchased; and

» The purchase is made within [ 2 12 months ] of a covered eye exam, and only from the Preferred Provider
who performed the exam.

If a covered person purchases either lenses or frames only (not a complete pair of glasses), the discount will not
be given. If the glasses are purchased either more than [ 2 12 months ] after a covered eye exam, or from a
Preferred Provider other than the one who performed the exam, the discount will not be given.

For non-covered cosmetic lens options such as coated or blended lenses, the Covered Person will receive a

[ ®20% ] discount off the Preferred Provider's usual and customary fee for the additional cost of the cosmetic
feature.

For contact lenses, a Covered Person will receive a [ ° 15% ] discount off the Preferred Provider's usual and
customary contact lens professional services fees for the contact lens exam, if the purchase is made within [ 212

months ] of a covered eye exam, and only from the Preferred Provider who performed the exam. Discounts do
not apply to the contact lenses.
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Standard Lenses: We cover charges for single vision, bifocal, trifocal or lenticular lenses. [ ® We cover glass,
plastic [ 2 or [ * for dependent children to age [ ? 20, ] ] polycarbonate lenses. ] [ * We cover glass and plastic
lenses. |

If a covered person uses a non-preferred provider, we limit what we pay to
o [ *$48 ] for each pair of single vision lenses
o [ °$67 ] for each pair of bifocal lenses
o [ °$86 ] for each pair of trifocal lenses and
o [ 7$126 ] for each pair of lenticular lenses.
[  For tinted lenses, these limits are increased by [  $5 ]. ]

[ ® We cover charges for one set of standard lenses in any [ ° 24-month period]. ]

[ ® However, we will cover one pair of standard lenses in a 12-month period if the covered person’s vision
examination in that period results in a prescription change that meets one of the following criteria:

e The new prescription differs from the original by at least a .50 diopter sphere or cylinder.

» There is a change in the axis of 15 degrees or more.

* There is a .50 prism diopter change in at least one eye.

» The new prescription improves visual acuity by at least one line on the standard eye chart.]

[ ® We cover charges for two pairs of standard lenses. Coverage of each pair is subject to its own [ ® 12-month
benefit period]. ]

[ ® With respect to bifocal and trifocal prescriptions, we cover charges for progressive multi-focal lenses. ]
[ % We cover charges for the following :

e tinted lenses and photochromic lenses

e ultra violet coating

e scratch resistant coating

e blended lenses

e high index lenses

e mirror/ski coating

e oversized lenses

e polarized/laminated lenses

e edge treatment

e progressive lenses

¢ anti-reflective coating

e polycarbonate lenses for adults. |
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Standard Frames: We cover charges for standard frames.

If a covered person uses a preferred provider, we cover charges up to a retail frame allowance of [4 $130], plus
20% of any amount over the allowance

If a covered person uses a non-preferred provider, we limit what we pay for each set of standard frames to [2 $48].

[1 We cover charges for two sets of standard frames. Coverage of each set is subject to its own [3 12-month
benefit period ]. ]

[* If the covered person chooses elective contact lenses, we do not cover standard frames [* for 12 months
from] the date the elective contacts are purchased. ]

[* We cover charges for one set of standard frames in any [* 24-month period)]. ]

[ ! However, we will cover one set of frames in a 12-month period if: (1) the covered person’s vision examination
in that period results in a prescription change that meets one of the criteria set forth below; and (2) new frames
are needed to replace lost or broken frames or because the new prescription requires a frame of a different shape
or size.

» The new prescription differs from the original by at least a .50 diopter sphere or cylinder.
» There is a change in the axis of 15 degrees or more.

e There is a .50 prism diopter change in at least one eye.

« The new prescription improves visual acuity by at least one line on the standard eye chart.]
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Elective Contact Lenses: We cover charges for elective contact lenses, but only in lieu of standard lenses and
standard frames. We cover charges for hard, rigid gas permeable, soft, disposable, 30-day extended wear, daily-
wear and planned replacement elective lenses.

If we cover charges for elective contact lenses, we will not cover charges for standard lenses [ ? for 12 months ]
and standard frames [ ? for at least 24 months ].

[ ! If a covered person uses a preferred provider, we limit what we pay for elective contact lenses to [3 $130]. ]
[ ! If a covered person uses a non-preferred provider, we limit what we pay for elective contact lenses to [4 $120].]

[1 We cover charges for two sets of elective contact lenses. Coverage of each set is subject to its own
[ 2 12-month benefit period)]. ]

[* We cover charges for one set of elective contact lenses in any [ * 24-month period]. ]

[ ! However, we will cover one set of elective contact lenses in a 12-month period if the covered person’s vision
examination in that period results in a prescription change that meets one of the following criteria:

» The new prescription differs from the original by at least a .50 diopter sphere or cylinder.
» There is a change in the axis of 15 degrees or more.

* There is a .50 prism diopter change in at least one eye.
* The new prescription improves visual acuity by at least one line on the standard eye chart.] ]

[* VSP Contact Lens Program - If a covered person who now wears soft contact lenses receives a vision
examination from a preferred provider, and the same type of contact lenses is prescribed, we cover charges in full
for the contact lens evaluation and fitting; and for an initial supply of soft contact lenses from the list below that are
received from the same provider.

Manufacturer Brand Brand
[ ® Vistakon * Acuvue * Acuvue2
CIBA Vision « Cibasoft Standard Visitint e FreshLook Handling Tint
« Cibasoft Visitint e Precision UV
e Durasoft 2 Lite Tint e Softmate B
e Focus 1-2 Week Visitint (New Vues) e Softmate Il
e Focus Monthly Visitint e 2 Optix
e Focus Dailies
Cooper Vision e Cooper Clear (DW or FW) e ProActive 55
e Frequency 38 e Hydrogenics 60UV
e Frequency 55 e Hydron Zero 4 Sofblue (FW)
e Proclear e Hydron Zero 6 Sofblue (DW )
e Proclear Compatibles * Biomedics 38
e Silver 07 * Biomedics 55 Premier
» Vertex Sphere (Encore Sphere CV e Biomedics 55U V
Encore Premium )
Hydrogel e Extreme H20 G60 S-Thin * Extreme H20 G60 S-Xtra
Bausch & Lomb + Optima 38/SP DW (1+1 spare) «  Soflens 38 (OptimaFW , SeeQuencell) ] ]
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[1 Signature Contact Lens Care Program - If a covered person receives a vision examination from a preferred
provider, and soft contact lenses are prescribed, we cover charges in full for:

» the contact lens evaluation and fitting;

« for an initial supply of soft contact lenses from the list below that are received from the same provider; and
e up to two follow-up visits to the same provider.

[ 5 Brand Manufacturer Boxes Replacement Refit Wearers*
Covered Wearers*

Tier 1 Price
ACUVUE Vistakon 4 $130 $170
ACUVUE 2 Vistakon 4 $130 $170
AIR OPTIX AQUA CIBA Vision 2 $130 $170
Biofinity Coopervision 2 $130 $170
Biomedics 55 Premier Coopervision 4 $130 $170
Biomedics 55 UV Coopervision 4 $130 $170
Biomedics XC Coopervision 4 $130 $170
Focus Monthly Visitint (Focus Visitint) CIBA Vision 2 $130 $170
Frequency 38 Coopervision 2 $130 $170
Frequency 55 Sphere Coopervision 2 $130 $170
Frequency 55 Aspheric Coopervision 2 $130 $170
FreshLook Handling Tint CIBA Vision 4 $130 $170
O20PTIX CIBA Vision 2 $130 $170
ProClear Sphere (Compatibles) Coopervision 2 $130 $170
PureVision Bausch & Lomb 2 $130 $170
SofLens 38 (Optima FW, Seequence |1) Bausch & Lomb 4 $130 $170
Vertex Sphere (Encore Sphere) Coopervision 4 $130 $170

Tier 2 Price
ACUVUE ADVANCE Vistakon 4 $160 $190
ACUVUE OASYS with HYDRACLEAR PLUS | Vistakon 4 $160 $190
AIR OPTIX NIGHT & DAY AQUA CIBA Vision 2 $160 $190
Avaira Coopervision 4 $160 $190
Biomedics 38 Coopervision 4 $160 $190
Extreme H20 59% - Thin Hydrogel 4 $160 $190
Extreme H20 59% - Xtra Hydrogel 4 $160 $190
Extreme H20 54% Hydrogel 4 $160 $190
Focus 1-2 Week Visitint (NewVues Visitint) CIBA Vision 4 $160 $190
PRECISION UV CIBA Vision 4 $160 $190

Tier 3 Price
ACUVUE ADVANCE for ASTIGMATISM Vistakon 4 $180 $210
ACUVUE OASYS for ASTIGMATISM Vistakon 4 $180 $210
AIR OPTIX for ASTIGMATISM CIBA Vision 2 $180 $210
Biofinity Toric Coopervision 2 $180 $210
Focus Monthly Toric Visitint (Focus Toric) CIBA Vision 2 $180 $210
Freqguency 55 Multifocal Coopervision 2 $180 $210
Frequency 55 Toric Coopervision 2 $180 $210
ProClear EP Multifocal Coopervision 4 $180 $210
PureVision Multifocal Bausch & Lomb 2 $180 $210
PureVision Toric Bausch & Lomb 2 $180 $210
SofLens Toric Bausch & Lomb 4 $180 $210 ]

* A Replacement wearer is an existing soft contact lens wearer who is ordering the same contact lens type.

A Refit wearer is an existing contact lens wearer who is ordering a different contact lens type.

If a covered person selects contact lenses from a tier in which the listed price is higher than the elective contact
lens allowance for preferred providers, the covered person must pay the difference between the price and the

elective contact lens allowance.
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If a covered person selects contact lenses from a tier in which the listed price is lower than the elective contact
lens allowance for preferred providers, the covered person may apply the difference between the price and the

elective contact lens allowance to the purchase of additional contact lenses. ]

[1 Choice Contact Lens Care Program - If a covered person who now wears soft contact lenses receives a vision
examination from a preferred provider, and the same type of contact lenses is prescribed, we cover charges in full
for the contact lens evaluation and fitting; and for an initial supply of soft contact lenses from the list below that are
received from the same provider.

[ ® Brand Manufacturer Boxes Replacement
Covered Wearers
Tier 1 Price
ACUVUE Vistakon 4 $130
ACUVUE 2 Vistakon 4 $130
AIR OPTIX AQUA CIBA Vision 2 $130
Biofinity Coopervision 2 $130
Biomedics 55 Premier Coopervision 4 $130
Biomedics 55 UV Coopervision 4 $130
Biomedics XC Coopervision 4 $130
Focus Monthly Visitint (Focus Visitint) CIBA Vision 2 $130
Frequency 38 Coopervision 2 $130
Frequency 55 Sphere Coopervision 2 $130
Frequency 55 Aspheric Coopervision 2 $130
FreshLook Handling Tint CIBA Vision 4 $130
0O20PTIX CIBA Vision 2 $130
ProClear Sphere (Compatibles) Coopervision 2 $130
PureVision Bausch & Lomb 2 $130
SofLens 38 (Optima FW, Seequence II) Bausch & Lomb 4 $130
Vertex Sphere (Encore Sphere) Coopervision 4 $130
Tier 2 Price
ACUVUE ADVANCE Vistakon 4 $160
ACUVUE OASYS with HYDRACLEAR PLUS | Vistakon 4 $160
AIR OPTIX NIGHT & DAY AQUA CIBA Vision 2 $160
Avaira Coopervision 4 $160
Biomedics 38 Coopervision 4 $160
Extreme H20 59% - Thin Hydrogel 4 $160
Extreme H20 59% - Xtra Hydrogel 4 $160
Extreme H20 54% Hydrogel 4 $160
Focus 1-2 Week Visitint (NewVues Visitint) CIBA Vision 4 $160
PRECISION UV CIBA Vision 4 $160
Tier 3 Price
ACUVUE ADVANCE for ASTIGMATISM Vistakon 4 $180
ACUVUE OASYS for ASTIGMATISM Vistakon 4 $180
AIR OPTIX for ASTIGMATISM CIBA Vision 2 $180
Biofinity Toric Coopervision 2 $180
Focus Monthly Toric Visitint (Focus Toric) CIBA Vision 2 $180
Frequency 55 Multifocal Coopervision 2 $180
Frequency 55 Toric Coopervision 2 $180
ProClear EP Multifocal Coopervision 4 $180
PureVision Multifocal Bausch & Lomb 2 $180
PureVision Toric Bausch & Lomb 2 $180
SofLens Toric Bausch & Lomb 4 $180 ]

This program is only available to a covered person who is an existing soft contact lens wearer ordering the same
contact lens type. A new contact lens wearer or an existing contact lens wearer ordering a different contact lens
type is not eligible for this program.
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If a covered person selects contact lenses from a tier in which the listed price is higher than the elective contact
lens allowance for preferred providers, the covered person must pay the difference between the price and the
elective contact lens allowance.

If a covered person selects contact lenses from a tier in which the listed price is lower than the elective contact
lens allowance for preferred providers, the covered person may apply the difference between the price and the

elective contact lens allowance to the purchase of additional contact lenses. |
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We will not pay for plano lenses (lenses with less than a +/- .38 diopter power).
We will not pay for two sets of glasses in lieu of bifocals.

We will not pay for replacement of lenses and frames furnished under this plan which are lost or broken, except at
normal intervals when services are otherwise available.

We will not pay for cosmetic lenses or any cosmetic process, unless specifically shown as covered in the
“Covered Services and Supplies” section.

We will not pay for a frame that costs more than the plan allowance.

[* We will not pay for blended lenses. ]

[* We will not pay for oversized lenses. ]

[* We will not pay for progressive lenses. ]

[* We will not pay for polycarbonate lenses. ]

[* We will not pay for high index lenses. ]

[* We will not pay for the laminating of the lens or lenses. |

[* We will not pay for UV (ultraviolet) protected lenses. ]

[* We will not pay for progressive multifocal lenses. ]

[1 We will not pay for the anti-reflective coating of the lens or lenses. |

[* We will not pay for photochromic lenses and tinted lenses, except for pink #1 and pink #2. ]
[1 We will not pay for the mirror/ski coating of the lens or lenses. ]

[* We will not pay for the scratch resistant coating of the lens or lenses. |

[* We will not pay for edge treatment. ]

[* We will not pay for refitting of contact lenses after the initial 90 day fitting period.]

[1 We will not pay for routine maintenance of contact lenses such as polishing or cleaning.]

[1 We will not pay for Corneal Refractive Therapy (CRT) or Orthokeratology (procedure using contact lenses to
change the shape of the cornea in order to reduce myopia).]
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ATTACHED TO AND MADE PART OF GROUP INSURANCE POLICY NO. G 1[ -(99999999) |

issued by

The Guardian Life Insurance Company of America
(herein called the Insurance Company)
to

‘[ ABC Company ]
(herein called the Policyholder)

Effective " [ 99/99/99 ] , this rider amends this plan as follows:

We cover charges for Primary Eye Care (PEC) treatment from a preferred provider in excess of a * [ $5] copay
for each office visit.

PEC is designed for the detection, treatment and management of ocular conditions and systemic conditions which
produce ocular or visual symptoms that, if left untreated, may result in vision loss.

We cover services performed by a preferred provider only if such service is within the scope of his or her
optometric license.

Covered persons may call for an appointment or be seen immediately if the preferred provider determines urgent
care is necessary.

Under this provision, we do not cover charges for:
e PEC treatment or services from a non-preferred provider;
e Pre- and post- operative services;
e Laser surgery;
e Aand B scans;

e Lab tests, including surgical pathology and microbiology services, which should be coordinated with a
covered person’s medical primary care physician; or

e Services provided for refractive diagnoses that are part of the covered person’s routine vision care
coverage.

This rider is part of this plan. Except as stated in this rider, nothing contained in this rider changes or affects any
other terms of this plan.

'[ Dated at This Day of ,

[ ABC Company ]
Full or Corporate Name of Policyholder

BY:
Witness Signature And Title ]

The Guardian Life Insurance Company of America

°
Second Vice President & Actuary, Group Insurance ]
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HOW THIS PLAN WORKS

We pay benefits for the covered charges a Covered Person incurs as follows.
What we pay is subject to all of the terms of this Plan. Read the entire Plan to
find out what we limit or exclude.

Covered charges are the Usual and Customary charges for the services and
supplies described below. We pay benefits only for covered charges incurred
by a Covered Person while he or she is insured by this Plan. Charges in
excess of any payment limits shown in this Plan are not covered charges.

If a Covered Person plans to use the services of a Preferred Provider, the
Preferred Provider must receive pre-authorization from VSP prior to providing
the Covered Person with any service or supply. See the “Pre-Authorization of
Preferred Provider Services” section of this Plan for specific requirements.

If a Covered Person receives services or supplies from a Non-Preferred
Provider, he or she must submit the itemized bill to VSP for claims payment. All

claims must be sent to VSP within [ * 90 days ] of the date services are
completed or supplies are received.

Vision Examinations

From a Preferred
Provider:

From a Non-
Preferred Provider:

We cover charges for comprehensive vision care examinations. Such
examinations include the necessary tests to ensure visual wellness and detect
potential eye-related medical problems, such as glaucoma.

We cover no more than one vision examination for each covered person in any
[ 2 12-month period ].

[* The Covered Person must pay a Copayment of [ * $10.00 ] each time he or
she receives a vision exam from a Preferred Provider. | We pay benefits in full
for the covered charges a Covered Person incurs [* in excess of the
Copayment. ]

[* The Covered Person must pay a Deductible of [ * $10.00 ] each time he or
she receives a vision examination from a Non-Preferred Provider. | We pay
benefits for the covered charges a Covered Person incurs [ * in excess of the
Deductible ] up to a maximum of [ ° $46.00 ] for each examination.

Vision Materials

Glasses (Lenses
and Frames) or
Contact Lenses:

Materials Payment
Limit:

CGP-3-VSN-09-HPW

We pay benefits for either glass or plastic prescription single vision, bifocal,
trifocal or Lenticular Lenses. We pay benefits for frames. We pay benefits for
prescription contact lenses and a contact lens exam needed to check for eye
health risks associated with improper wearing or fitting of contact lenses.

In any [ 2 12-month period ] we pay benefits for either glasses or contact
lenses, but not both.

We limit what we pay for covered materials in any [ 2 12-month period ] to an

allowance of [ ® $75.00 ]. The discounts shown below are applied before the
charges are applied to the allowance.

e Materials purchased from either a Preferred Provider or a Non-
Preferred Provider are covered by this Plan, and can be used toward

the [ ® $75.00 ] allowance.
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10

Discounts on
Materials
Purchased From a
Preferred Provider:

CGP-3-VSN-09-HPW

e If the materials are purchased from a Preferred Provider more than
[ ? 12 months ] after a covered eye exam, or from a doctor other than
the Preferred Provider who performed the exam, the cost of the
purchase will not be covered by this plan and cannot be used toward
the allowance.

e Charges for only an initial purchase can be used toward the [ ® $75.00 ]
allowance. Any unused balance remaining after the initial purchase
cannot be banked for future use. For example, if a covered person

purchases a pair of glasses for [ * $60.00 ], the remaining [ ’ $15.00 ]
of the allowance will be unused. The covered person will have a new

[ ® $75.00 ] allowance [ * starting 12 months from the date of the
purchase].

e Also, if a covered person purchases only frames or lenses (not a
complete pair of glasses) the initial purchase will be used toward the
allowance and the unused balance will not be banked for future use,
even if the covered person purchases the other item later. The covered

person will have a new [® $75.00 ] allowance [ * starting 12 months
from the date of the purchase].

For glasses, a covered person will receive a [ ® 20% ] discount off the Preferred
Provider’s usual and customary fee, if:

« A complete (lenses and frames) pair of glasses is purchased; and

« The purchase is made within [ ? 12 months ] of a covered eye exam, and
only from the Preferred Provider who performed the exam.

If a covered person purchases either lenses or frames only (not a complete pair
of glasses), the discount will not be given. If the glasses are purchased either
more than [ > 12 months ] after a covered eye exam, or from a Preferred
Provider other than the one who performed the exam, the discount will not be
given.

For non-covered cosmetic lens options such as coated or blended lenses, the

Covered Person will receive a [ ® 20% ] discount off the Preferred Provider's
usual and customary fee for the additional cost of the cosmetic feature.

For contact lenses, a Covered Person will receive a [ ° 15% ] discount off the
Preferred Provider's usual and customary contact lens professional services
fees for the contact lens exam, if the purchase is made within [ > 12 months ] of
a covered eye exam, and only from the Preferred Provider who performed the
exam. Discounts do not apply to the contact lenses.
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Standard Lenses

CGP-3-VSN-09-SL

We cover charges for single vision, bifocal, trifocal or lenticular lenses. We

cover glass, plastic [* or [' for dependent children to age [* 20, ] ]
polycarbonate lenses.

If a covered person uses a non-preferred provider, we limit what we pay to

[* $48 ] for each pair of single vision lenses

[* $67 ] for each pair of bifocal lenses

[° $86 ] for each pair of trifocal lenses and

[ $126 ] for each pair of lenticular lenses.
[* For tinted lenses, these limits are increased by [® $5 ]. ]

[3 We cover charges for one set of standard lenses in any
[ ° 24-month period]. ]

[ ® However, we will cover one pair of standard lenses in a 12-month period if
the covered person’s vision examination in that period results in a prescription
change that meets one of the following criteria:

« The new prescription differs from the original by at least a .50 diopter
sphere or cylinder.

e There is a change in the axis of 15 degrees or more.

e There is a .50 prism diopter change in at least one eye.

* The new prescription improves visual acuity by at least one line on the
standard eye chart.]

[3 We cover charges for two pairs of standard lenses. Coverage of each pair is
subject to its own [ ° 12-month benefit period]. ]

[3 With respect to bifocal and trifocal prescriptions, we cover charges for
progressive multi-focal lenses. |

[ % We cover charges for the following :
e tinted lenses and photochromic lenses
e Ultra violet coating

e scratch resistant coating

e blended lenses

e high index lenses

e mirror/ski coating

e oversized lenses

e polarized/laminated lenses

e edge treatment

e progressive lenses

e anti-reflective coating

e polycarbonate lenses for adults. ]
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Standard Frames:

CGP-3-VSN-09-SF

We cover charges for standard frames.

If a covered person uses a preferred provider, we cover charges up to a retail
frame allowance of [4 $130 ], plus 20% of any amount over the allowance.

If a covered person uses a non-preferred provider, we limit what we pay for
each set of standard frames to [* $48. ] .

[* We cover charges for two sets of standard frames. Coverage of each set is
subject to its own [* 12-month period)]. ]

[* If the covered person chooses elective contact lenses, we do not cover
standard frames [ for 12 months from] the date the elective contacts are

purchased. ]
[' We cover charges for one set of standard frames in any
[* 24-month period].]

[ ! However, we will cover one set of frames in a 12-month period if: (1) the
covered person’s vision examination in that period results in a prescription
change that meets one of the criteria set forth below; and (2) new frames are
needed to replace lost or broken frames or because the new prescription
requires a frame of a different shape or size.

« The new prescription differs from the original by at least a .50 diopter
sphere or cylinder.

e There is a change in the axis of 15 degrees or more.
e There is a .50 prism diopter change in at least one eye.

e The new prescription improves visual acuity by at least one line on the
standard eye chart.]
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Elective Contact We cover charges for elective contact lenses, but only in lieu of standard lenses
Lenses and standard frames. We cover charges for hard, rigid gas permeable, soft,
disposable, 30-day extended wear, daily-wear and planned replacement
elective lenses.
If we cover charges for elective contact lenses, we will not cover charges for
standard lenses [ ? for 12 months ] and standard frames [ * for at least 24
months ].

[ ' If a covered person uses a preferred provider, we limit what we pay for
elective contact lenses to [* $130] . ]

[ ! If a covered person uses a non-preferred provider, we limit what we pay for
elective contact lenses to [* $120 ] . ]

[1 We cover charges for two sets of elective contact lenses. Coverage of each
set is subject to its own [ ? 12-month benefit period]. ]

[* We cover charges for one set of elective contact lenses in any [  24-month
period]. ]

[ * However, we will cover one set of elective contact lenses in a 12-month

period if the covered person’s vision examination in that period results in a

prescription change that meets one of the following criteria:

« The new prescription differs from the original by at least a .50 diopter
sphere or cylinder.

e There is a change in the axis of 15 degrees or more.
e There is a .50 prism diopter change in at least one eye.

* The new prescription improves visual acuity by at least one line on the
standard eye chart.] ]

[* VSP Contact Lens Program - If a covered person who now wears soft
contact lenses receives a vision examination from a preferred provider, and the
same type of contact lenses is prescribed, we cover charges in full for the
contact lens evaluation and fitting; and for an initial supply of soft contact lenses
from the list below that are received from the same provider.

Manufacturer Brand Brand
[ 5 Vi960stakon | * Acuvue e Acuvue2
CIBA Vision » Cibasoft Standard Visitint e FreshLook Handling Tint
» Cibasoft Visitint e PrecisionUV
* Durasoft 2 Lite Tint e Softmate B
* Focus 1-2 Week Visitint (New Vues) | « Softmate Il
» Focus Monthly Visitint e 2 Optix
* Focus Dailies
Cooper Vision » Cooper Clear (DW or FW) e ProActive 55
* Frequency 38 e Hydrogenics 60UV
* Frequency 55 e Hydron Zero 4 Sofblue (FW)
* Proclear e Hydron Zero 6 Sofblue (DW )
e Proclear Compatibles e Biomedics 38
» Silver 07 » Biomedics 55 Premier

» Vertex Sphere (Encore Sphere CV e Biomedics 55U V
Encore Premium )

Hydrogel ¢ Extreme H20 G60 S-Thin e Extreme H20 G60 S-Xtra

Bausch & Lomb |« Optima 38/SP DW (1+1 spare) « Soflens 38 (OptimaFW ,
SeeQuencell) | ]
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[l Signature Contact Lens Care Program - If a covered person receives a vision

examination from a preferred provider, and soft contact lenses are prescribed,

we cover charges in full for:
« the contact lens evaluation and fitting;

« for an initial supply of soft contact lenses from the list below that are

received from the same provider; and
e up to two follow-up visits to the same provider.

[ 5 Brand Manufacturer Boxes Replacement | Refit
Covered | Wearers* Wearers*
Tier 1 Price
ACUVUE Vistakon 4 $130 $170
ACUVUE 2 Vistakon 4 $130 $170
AIR OPTIX AQUA CIBA Vision 2 $130 $170
Biofinity Coopervision 2 $130 $170
Biomedics 55 Premier Coopervision 4 $130 $170
Biomedics 55 UV Coopervision 4 $130 $170
Biomedics XC Coopervision 4 $130 $170
Focus Monthly Visitint (Focus Visitint) CIBA Vision 2 $130 $170
Frequency 38 Coopervision 2 $130 $170
Frequency 55 Sphere Coopervision 2 $130 $170
Frequency 55 Aspheric Coopervision 2 $130 $170
FreshLook Handling Tint CIBA Vision 4 $130 $170
O20PTIX CIBA Vision 2 $130 $170
ProClear Sphere (Compatibles) Coopervision 2 $130 $170
PureVision Bausch & Lomb 2 $130 $170
SofLens 38 (Optima FW, Seequence 1) | Bausch & Lomb 4 $130 $170
Vertex Sphere (Encore Sphere) Coopervision 4 $130 $170
Tier 2 Price
ACUVUE ADVANCE Vistakon 4 $160 $190
ACUVUE OASYS .
with HYDRACLEAR PLUS Vistakon 4 $160 $190
AIR OPTIX NIGHT & DAY AQUA CIBA Vision 2 $160 $190
Avaira Coopervision 4 $160 $190
Biomedics 38 Coopervision 4 $160 $190
Extreme H20 59% - Thin Hydrogel 4 $160 $190
Extreme H20 59% - Xtra Hydrogel 4 $160 $190
Extreme H20 54% Hydrogel 4 $160 $190
Focus 1-2 Week Visitint -
(NewVues Visitint) CIBA Vision 4 $160 $190
PRECISION UV CIBA Vision 4 $160 $190
Tier 3 Price
ACUVUE ADVANCE for ASTIGMATISM | Vistakon 4 $180 $210
ACUVUE OASYS for ASTIGMATISM Vistakon 4 $180 $210
AIR OPTIX for ASTIGMATISM CIBA Vision 2 $180 $210
Biofinity Toric Coopervision 2 $180 $210
(Flfgé‘js'\#g?fg'y Toric Visitint CIBA Vision 2 $180 $210
Freqguency 55 Multifocal Coopervision 2 $180 $210
Frequency 55 Toric Coopervision 2 $180 $210
ProClear EP Multifocal Coopervision 4 $180 $210
PureVision Multifocal Bausch & Lomb 2 $180 $210
PureVision Toric Bausch & Lomb 2 $180 $210
SofLens Toric Bausch & Lomb 4 $180 $210 |
CGP-3-VSN-09-ECL B505.0003]




* A Replacement wearer is an existing soft contact lens wearer who is ordering
the same contact lens type.

A Refit wearer is an existing contact lens wearer who is ordering a different
contact lens type.

If a covered person selects contact lenses from a tier in which the listed price is
higher than the elective contact lens allowance for preferred providers, the
covered person must pay the difference between the price and the elective
contact lens allowance.

If a covered person selects contact lenses from a tier in which the listed price is
lower than the elective contact lens allowance for preferred providers, the
covered person may apply the difference between the price and the elective

contact lens allowance to the purchase of additional contact lenses. |

[l Choice Contact Lens Care Program - If a covered person who now wears
soft contact lenses receives a vision examination from a preferred provider, and
the same type of contact lenses is prescribed, we cover charges in full for the
contact lens evaluation and fitting; and for an initial supply of soft contact lenses
from the list below that are received from the same provider.

[ 5 Brand Manufacturer Boxes Replacement
Covered Wearers
Tier 1 Price
ACUVUE Vistakon 4 $130
ACUVUE 2 Vistakon 4 $130
AIR OPTIX AQUA CIBA Vision 2 $130
Biofinity Coopervision 2 $130
Biomedics 55 Premier Coopervision 4 $130
Biomedics 55 UV Coopervision 4 $130
Biomedics XC Coopervision 4 $130
Focus Monthly Visitint (Focus Visitint) CIBA Vision 2 $130
Frequency 38 Coopervision 2 $130
Frequency 55 Sphere Coopervision 2 $130
Frequency 55 Aspheric Coopervision 2 $130
FreshLook Handling Tint CIBA Vision 4 $130
O20PTIX CIBA Vision 2 $130
ProClear Sphere (Compatibles) Coopervision 2 $130
PureVision Bausch & Lomb 2 $130
SofLens 38 (Optima FW, Seequence II) Bausch & Lomb 4 $130
Vertex Sphere (Encore Sphere) Coopervision 4 $130
Tier 2 Price
ACUVUE ADVANCE Vistakon 4 $160
ACUVUE OASYS with HYDRACLEAR PLUS Vistakon 4 $160
AIR OPTIX NIGHT & DAY AQUA CIBA Vision 2 $160
Avaira Coopervision 4 $160
Biomedics 38 Coopervision 4 $160
Extreme H20 59% - Thin Hydrogel 4 $160
Extreme H20 59% - Xtra Hydrogel 4 $160
Extreme H20 54% Hydrogel 4 $160
Focus 1-2 Week Visitint (NewVues Visitint) CIBA Vision 4 $160
PRECISION UV CIBA Vision 4 $160
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Tier 3 Price
ACUVUE ADVANCE for ASTIGMATISM Vistakon 4 $180
ACUVUE OASYS for ASTIGMATISM Vistakon 4 $180
AIR OPTIX for ASTIGMATISM CIBA Vision 2 $180
Biofinity Toric Coopervision 2 $180
Focus Monthly Toric Visitint (Focus Toric) CIBA Vision 2 $180
Frequency 55 Multifocal Coopervision 2 $180
Frequency 55 Toric Coopervision 2 $180
ProClear EP Multifocal Coopervision 4 $180
PureVision Multifocal Bausch & Lomb 2 $180
PureVision Toric Bausch & Lomb 2 $180
SofLens Toric Bausch & Lomb 4 $180 |

CGP-3-VSN-09-ECL

This program is only available to a covered person who is an existing soft
contact lens wearer ordering the same contact lens type. A new contact lens
wearer or an existing contact lens wearer ordering a different contact lens type
is not eligible for this program.

If a covered person selects contact lenses from a tier in which the listed price is
higher than the elective contact lens allowance for preferred providers, the
covered person must pay the difference between the price and the elective
contact lens allowance.

If a covered person selects contact lenses from a tier in which the listed price is
lower than the elective contact lens allowance for preferred providers, the
covered person may apply the difference between the price and the elective

contact lens allowance to the purchase of additional contact lenses. |

B505.0003




CGP-3-VSN-09-EXC

We will not pay for plano lenses (lenses with less than a +/- .38 diopter power).
We will not pay for two sets of glasses in lieu of bifocals.

We will not pay for replacement of lenses and frames furnished under this plan
which are lost or broken, except at normal intervals when services are
otherwise available.

We will not pay for cosmetic lenses or any cosmetic process, unless specifically
shown as covered in the “Covered Services and Supplies” section.

We will not pay for a frame that costs more than the plan allowance.
[* We will not pay for blended lenses. ]

[* We will not pay for oversized lenses. ]

[* We will not pay for progressive lenses. ]

[* We will not pay for polycarbonate lenses. ]

[* We will not pay for high index lenses. ]

[* We will not pay for the laminating of the lens or lenses. ]

[* We will not pay for UV (ultraviolet) protected lenses. ]

[* We will not pay for progressive multifocal lenses. |

[l We will not pay for the anti-reflective coating of the lens or lenses. ]

[l We will not pay for photochromic lenses and tinted lenses, except for pink #1
and pink #2. |

[* We will not pay for the mirror/ski coating of the lens or lenses. ]
[l We will not pay for the scratch resistant coating of the lens or lenses. ]

[* We will not pay for edge treatment. ]

[* We will not pay for refitting of contact lenses after the initial 90 day fitting
period.]

[* We will not pay for routine maintenance of contact lenses such as polishing
or cleaning.]

[* We will not pay for Corneal Refractive Therapy (CRT) or Orthokeratology
(procedure using contact lenses to change the shape of the cornea in order to
reduce myopia).]
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CERTIFICATE AMENDMENT

CGP-3-VSN-09-PEC

We cover charges for Primary Eye Care (PEC) treatment from a preferred
provider in excess of a 2 [ $5 ] copay for each office visit.

PEC is designed for the detection, treatment and management of ocular
conditions and systemic conditions, which produce ocular or visual symptoms
which, if left untreated, may result in vision loss.

We cover services performed by a preferred provider only if such service is
within the scope of his or her optometric license.

Covered persons may call for an appointment or be seen immediately if the
preferred provider determines urgent care is necessary.

Under this provision, we do not cover charges for:

PEC treatment or services from a non-preferred provider;
Pre- and post- operative services;

Laser surgery;

A and B scans;

Lab tests, including surgical pathology and microbiology services,
which should be coordinated with a covered person’s medical primary
care physician; or

Services provided for refractive diagnoses that are part of the covered
person’s routine vision care coverage.

Except as stated in this rider, nothing contained in this rider changes or affects
any other terms of this certificate.

The Guardian Life Insurance Company of America

Second Vice President & Actuary, Group Insurance |
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CERTIFICATION OF READABILITY

Form number(s): _ GP-1-VSN-09-HPW. et al

The undersigned individuals have carefully reviewed, and know the contents of, the filing
submitted herewith, and except as qualified, do hereby certify the following:

1. The said form(s) meet the minimum reading ease requirements of your jurisdiction.

2. The captioned form(s) have a Flesch reading ease test score of at least 40 with no
exemptions.

3. The said form(s) are printed in 10-point or larger type.

()

(Signature of Officer)

-

December 18, 2009 %%Mé

Date Group Cénttacts !
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