Istan-Gare Plan



This type of plan is NOT considered "minimum essential coverage” under the Affordable Care Act and therefore does
NOT satisfy the individual mandate that you have health insurance coverage. If you do not have other health
insurance coverage, you may be subject to a federal tax penalty. Please consult your tax advisor.

EOC NM 0315 07/31/18 Jer



Notice to Client: In the event this document is used to develop a Summary Plan Description, complete the
information below, as applicable.
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HOW TO USE THIS PLAN

V'SP provides Plan Benefits to Covered Persons based on the level of coverage purchased by the Client. Refer to the Schedule
of Benefits and Additional Benefit Rider (if applicable) for specific Plan Benefits.

1. Contact VSP to obtain a list of participating providers, and/or to view available benefits, (see below for contact
information). A list of participating providers can be found at https://www.vsp.com/find-eye-doctors.html.

2. Contact a VSP Preferred Provider's office to schedule an appointment and indicate that Covered Person is a VSP
member. Should Covered Persons fail to identify themselves as VSP members, Plan Benefits shall be limited to those of an






CLAIM PAYMENTS AND DENIALS

Initial Determination: VSP will pay or deny claims within thirty (30) calendar days of receipt. In the event that a claim
cannot be resolved within the time indicated VSP may, if necessary, extend the time for decision by no more than fifteen (15)
calendar days.

Claim Denial Appeals: If a claim is denied in whole or in part, under the terms of the Policy, Covered Person or
Covered Person’s authorized representative may submit a request for a full review of the denial. Covered Person may
designate any person, including their provider, as their authorized representative. References in this section to “Covered
Person” include Covered Person’s authorized representative, where applicable.

Initial Appeal: The request for review must be made within one hundred eighty (180) calendar days following denial
of a claim and should contain sufficient information to identify the claim and the Covered Person affected by the denial. The
Covered Person may review, during normal working hours, any documents held by VSP pertinent to the denial. The Covered
Person may also submit written comments or supporting documentation concerning the claim to assist in VSP’s review. VSP’s
response to the initial appeal, including specific reasons for the decision, shall be provided and communicated to the Covered
Person within thirty (30) calendar days after receipt of a request for an appeal from the Covered Person.

Second Level Appeal: If Covered Person disagrees with the response to the initial appeal of the denied claim,
Covered Person has the right to a second level appeal. Within sixty (60) calendar days after receipt of VSP’s response to
the initial appeal, Covered Person may submit a second appeal to VSP along with any pertinent documentation. VSP shall
communicate its final determination to Covered Person in compliance with all applicable state and federal laws and regulations
and shall include the specific reasons for the determination.

Other Remedies: When Covered Person has completed the appeals stated herein, additional voluntary alternative
dispute resolution options may be available, including mediation or arbitration. Covered Person may contact the U. S.
Department of Labor or the State insurance regulatory agency for details. Additionally, under the provisions of ERISA (Section
502(a) (1) (B) [29 U.S.C. 1132(a) (1) (B)], Covered Person has the right to bring a civil action when all available levels of
reviews, including the appeal process, have been completed, the claims were not approved in whole or in part, and Covered
Person disagrees with the outcome.

Covered Person may also choose to contact the New Mexico Office of Superintendent of Insurance, Consumer
Assistance Bureau at:

Office of Superintendent of Insurance
Consumer Assistance Bureau

PO Box 1689

Santa Fe, NM 87504-1689

Phone: 1-855-427-5674

Time of Action: No action in law or in equity shall be brought to recover on this Policy prior to the expiration of sixty
(60) days after written proof of loss has been furnished in accordance with the requirements of the Policy. No such action
shall be brought after the expiration of three years after the time written proof of loss is required to be furnished in
accordance with the terms of this Policy.

INDIVIDUAL CONTINUATION OF BENEFITS

In the event this Plan is terminated, VSP coverage may be available for individuals to purchase online www.vsp.com.

THE CONSOLIDATED OMNIBUS BUDGET RECONCILIATION ACT OF 1985 (COBRA)

The Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requires that under certain circumstances health
plan benefits be made available to eligible participants and their dependents upon the occurrence of a COBRA-qualifying
event. If, and only to the extent, COBRA applies to Covered Person’s Plan, VSP shall make the statutorily required



continuation coverage available for purchase in accordance with COBRA.
DEFINITIONS:

ADDITIONAL BENEFIT The document, attached as Exhibit C to the Policy (when purchased by Client), which lists
RIDER selected vision care services and vision care materials which a Covered Person is entitled to
receive under the Policy. Additional Benefits are only available when p






EXHIBIT A
SCHEDULE OF BENEFITS
VSP Choice Plan®

GENERAL

This Schedule of Benefits lists the vision care services and materials to which Covered Persons of VISION SERVICE PLAN
INSURANCE COMPANY("VSP") are entitled, subject to any Copayments and other conditions, limitations and/or exclusions
stated herein, and forms a part of the Policy or Evidence of Coverage to which it is attached.

V'SP Preferred Providers are those doctors that have agreed to participate in VSP’s Choice Network.

ELIGIBILITY

The following are Covered Persons under this Plan, pursuant to eligibility criteria established by Client:

Enrollee

Legal Spouse

Domestic Partner

Any child of Enrollee, including natural child from



COVERED SERVICES AND MATERIALS
EYE EXAMINATION- Covered in full* once every 12 months**

Comprehensive examination of visual functions and prescription of corrective eyewear.

LENSES - Covered in full* once every 12 months**
Spectacle Lenses (Single, Lined Bifocal, Lined Trifocal or Lenticular)

Polycarbonate lenses are covered in full for dependent children up to the end of the month in which they turn age 26.
Standard Progressive Lenses covered in full
FRAMES - Covered up to $170.00 toward the retail cost of the frame* once every 24 months**

The VSP Preferred Provider will prescribe and order Covered Person’s lenses, verify the accuracy of finished lenses, and
assist Covered Person with frame selection and adjustment.

CONTACT LENSES
ELECTIVE
Elective Contact Lenses (materials only) are covered up to $130.00 once every 12 months**

The Elective Contact Lens fitting and evaluation services are covered in full once every 12 months, after a maximum $60.00
Copayment.

NECESSARY
Necessary Contact Lenses are covered in full* once every 12 months**

Necessary Contact Lenses are a Plan Benefit when specific benefit criteria are satisfied and when prescribed by Covered
Person's VSP Preferred Provider.

Contact Lenses are provided in place of spectacle lens and frame benefits available herein.

*Less any applicable Copayment.
**heginning with the first date of service.



LOW VISION
Professional services for severe visual problems not correctable with regular lenses, including:
Supplemental Testing: Covered in full*.

-Includes evaluation, diagnosis and prescription of vision aids where indicated.
Supplemental Aids: 75% of VSP Preferred Provider’s fee, up to $1000.00*

*Maximum benefit for all Low Vision services and materials is $1000.00 every two (2) years and a maximum of two
supplemental tests within a two-year period.

Low Vision Services are a Plan Benefit when specific benefit criteria are satisfied and when prescribed by Covered Person's
V'SP Preferred Provider.



EXCLUSIONS AND LIMITATIONS OF BENEFITS

Some brands of spectacle frames may be unavailable for purchase as Plan Benefits, or may be subject to additional
limitations. Covered Persons may obtain details regarding frame brand availability from their VSP Member Doctor or by
calling VSP’s Customer Care Division at (800) 877






LOW VISION
Professional services for severe visual problems not correctable with regular lenses, including:
Supplemental Testing: Up to $125.00*,

-Includes evaluation, diagnosis and prescription of vision aids where indicated.
Supplemental Aids: 75% of VSP Preferred Provider’s fee, up to $1000.00*

*Maximum benefit for all Low Vision services and materials is $1000.00 every two (2) years and a maximum of two
supplemental tests within a two-year period.

Low Vision Services are a Plan Benefit when specific benefit criteria are satisfied and when prescribed by Covered Person's
V'SP Preferred Provider.

OPEN ACCESS PROVIDERS
+ Exclusions and limitations of benefits described above for VSP Preferred Providers shall also apply to services rendered
by Open Access Providers.



Exhibit C
VISION SERVICE PLAN INSURANCE COMPANY

ADDITIONAL BENEFIT RIDER
DIABETIC EYECARE PLUS PROGRAM

GENERAL






PLAN BENEFITS
VSP PREFERRED PROVIDER

COVERED SERVICES

Eye Examination: Covered in full after a Copayment of $20.00.
Special Ophthalmological Services: Covered in Full.
EXCLUSIONS AND LIMITATIONS OF BENEFITS

The Diabetic Eyecare Plus Program provides coverage for limited, vision-related medical services. A c



DIABETIC EYECARE PLUS PROGRAM DEFINITIONS

AMD

Diabetes
Type 1 Diabetes

Type 2 Diabetes

Diabetic Retinopathy
Rubeosis

Diabetic Macular Edema

Glaucoma

Special
Ophthalmological
Services

Age-related macular degeneration (AMD) is a disease that destroys the clear, “straight
ahead” central vision necessary for reading, driving, identifying faces and performing other
daily tasks.

A disease where the pancreas has a problem either making, or making and using, insulin.
A disease in which the pancreas stops making insulin.

A disease in which the pancreas either makes too little insulin or cannot properly use the
insulin it makes to convert blood glucose to energy.

A weakening in the small blood vessels at the back of the eye.
Abnormal blood vessel growth on the iris and the structures in the front of the eye.

Swelling of the retina in diabetes mellitus due to leaking of fluid from blood vessels within the
macula.

A disease in which damage to the optic nerve leads to progressive, irreversible vision loss.

Medical eyecare procedures for the investigation and management of ocular disorders
associated with diabetic eye disease, glaucoma and/or AMD.
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PLAN BENEFITS
OPEN ACCESS PROVIDERS

A Non-Member Provider may require Covered Person to pay for all services in full at the time of the visit. If so, Covered
Person should then submit a claim to VSP for reimbursement.

COVERED SERVICES

Eye Examination: Covered up to $ 100.00 after a $20.00 Copayment.

Special Ophthalmological Services: Covered up to $120.00 per individual service.

EXCLUSIONS AND LIMITATIONS OF BENEFITS

1.

w

Exclusions and limitations of benefits described above for Member Doctors shall also apply to services rendered by
Non-Member Providers.

Services from a Non-Member Provider are in lieu of services from a Member Doctor.

There is no guarantee that the amount reimbursed will be sufficient to pay the cost of services or materials in full.
VSP is unable to require Non-Member Providers to adhere to VSPs quality standards.
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Summary of Benefits and Coverage

VSP Choice Plan
Prepared for: UNM HOSPITALS
Group ID: 12145407
Effective Date: FEBRUARY 1, 2021

The Affordable Care Act requires that health insurance companies and group health plans provide consumers with a simple
and consistent benefit and coverage information document, beginning September 23, 2012. This document is a Summary of



