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Participating
Provider Benefit

Amount Covered

Non-Participating
Provider Benefit

Amount Reimbursed

by the Plan by the Plant
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tandard Lenses e 50 Bifoca
(up to 61mm) Covered in Full $85 Trifocal
$125 Lenticular

Progressive Lenses Up to $89.50 $65
Polycarbonate Lenses? Up to $85.00 $55

Frame 3 Up to $130 Retail $75
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Non-Elective With Authorization S




