Comal ISD and VSP provide you with an affordable eyecare
plan. Sign up for VSP today.

Your Enhanced Plan B Coverage from a
VSP Choice Network Doctor

WellVision Exam® focuses on your eye health and
overall wellness

o $15COPAY -.ooeereeeee e every plan year*
Prescription Glasses

e $15 copay
LENSES ... every plan year*

* Single vision, lined bifocal, and lined trifocal lenses
e Polycarbonate lenses for dependent children

Frame .....ccooevvvieeecee e, every other plan year*

e $130 allowance for frame of your choice

e 20% off the amount over your allowance

~OR~

Contact Lens Care

LI (o I ofo] o - |V every plan year*
$150 allowance for contacts and the contact lens exam
(fitting and evaluation).
Current soft contact lens wearers may qualify for a special

Why enroll in a VSP® Vision Care plan? Because

we'll help keep you and your eyes healthy with program that includes a contact lens exam and initial
supply of replacement lenses.

personalized care from a doctor you can trust. : :
Extra Discounts and Savings \

’ = = . Glasses and Sunglasses
YOU " Ilke What you see WIth VSP' ¢ Average 20-25% savings on all non-covered lens
options
* Personalized Care. Our doctors take the time to get e 20% off additional glasses and sunglasses, including

lens options, from any VSP doctor within 12 months of

to know you and your eyes. They'll look for vision =
2 >/ Y Y your last WellVision Exam

“

problems and signs of other health conditions too. Contacts
o 15% off cost of contact lens exam (fitting and
« Doctor Network. You'll find the VSP doctor who's evaluation)
right for you at vsp.com/choice or by calling us at LEEED VST CRmmeson _
. . ¢ Average 15% off the regular price or 5% off the
800.877.7195. Our doctors offer flexible hours, a Varlety promotiona] price. Discounts 0n|y available from

contracted facilities.

Your Contribution

of office settings, and eyewear choices you'll love.

Employee ONly ...ccceeeviieicieeeee e $7.24
EmMployee + SPOUSE ....ccceevveeieiriciectee e $13.94
Employee + Children........ccocevveveiiececicceeee $14.66
Employee + Family ......cccccooviiiiiiiiiciiicnecee $22.50

If you see a non-VSP provider, you'll receive a lesser
benefit. Before seeing a non-VSP provider, call us at
800.877.7195 for more details.

Out-of-Network Reimbursement Amounts:

EXAM oottt Up to $43
Single Vision 1eNSES........cccvvvviveiiiie e Up to $57
Lined bifocal Ienses.........cccoveviviieieiiececieies Up to $57
Lined trifocal |ENSES.........ccvvevieiiieiieciececciens Up to $57
Frame ..o Up to $50
CONACES ..ot Up to $110

VSP guarantees service from VSP doctors only. In the
event of a conflict between this information and your
organization's contract with VSP, the terms of the contract
will prevail.

*Plan year begins in August



