


Limitations & Exclusions

This is a primary vision care benefit and is intended to cover only eye
examinations and corrective eyewear. Medical or surgical treatment of eye
disease or injury is not provided under this plan. Coverage may not exceed
the lesser of actual cost of covered services and materials or the limits of the
policy.

Covered Materials that are lost or broken will be replaced only at normal
service intervals indicated in the Plan Design; however, these materials and
any items not covered below may be purchased at Preferred Pricing froma
Participating Provider. In addition, benefits are payable only for expenses
incurred while the Group and individual Member coverage is in force.

Plain or prescription sunglasses or tinted lenses, and no-line bifocals and
blended lenses.

Sub-normal vision aids.

Services rendered or materials purchased outside the U.S. or Canada,
unless: the insured resides in the U.S. or Canada, and the charges are
incurred while on a business or pleasure trip.

Charges in excess of Usual and Customary for services and materials.
Experimental or non-conventional treatments or devices.

Safety eyewear.

Spectacle lens styles, materials, treatments or “add-ons” not shown in th
Schedule of Benefits.

This plan will not cover: Laser Vision Correction Network
Orthoptics or vision training and any supplemental testing; Plano (non- Membership provides access to Preferred Pricing. Transactions for laser
prescription) lenses; or two pair of eyeglasses in lieu of bifocals or correction are handled directly between Members and Providers. Refractive
trifocals. surgery is an elective procedure and may involve potential risks to patients.
Medical or surgical treatment of the eyes. Starmount cannot and does not guarantee the outcome of any refractive surgic
An eye exam or corrective eye wear required by an employer as a procedure or a total elimination of the need for glasses or contacts. Providers
condition of employment may not be available in all metropolitan areas.

Any injury or illness covered under Workers’ Compensation or similar
law, or which is work related.

How AlwaysVision®™ Works

1. Call (888) 729-5433 or visit www.alwaysvision.com to find a provider near you.
2. To schedule an appointment with your provider, please note the following:

2.  When calling a Pearl Vision Center, Target/Super Target Optical Center, Scars Optical Center, or JCPenneys Optical
Center location, you should mention that your insurance is called AlwaysVision®™ as this is how these locations will locate

details of your coverage in their computer systems.

b. When calling an Eyemasters location, you should mention NVA-Starmount.

¢.  When calling a Wal-Mart Vision Center, Wal-Mart Associates will verify your coverage by using your employer's name in

their computer system.

d.  When calling any other location, identify yourself as an AlwaysVision®™ and National Vision Administrators (NVA
member. Most providers will recognize the NVA name. If, however, the provider does not recognize AlwaysVision M or
NVA, please contact Starmount for assistance and we will work directly with you and the provider.

3. Present your card for Easy Access to your benefits at your Provider. No paperwork is involved; you simply pay your co-

payment and any expenses that are not covered.

*The contact lens benefit takes the place of spectacle lenses and a frame.

** Frame Allowance for Other Preferred Providers represents Wholesale Pricing.

*#* | ens Pricing based upon CR-39 Plastic Material. Glass lenses may have an additional cost.
Wal-Mart Frames include a one year warranty and lifetime adjustments & cleanings (no cost).
Wal-Mart Lenses include a one year warranty and lens replacement if your prescription changes within 3 months of your purchase at no charge.

Members will be responsible for sales tax at Wal-Mart vision centers.

Each employee enrolling in the Group Voluntary Plan must agree to remain enrolled during the designated plan period.
Those employees who elect not to enroll during the initial plan enroliment period must wait until the next plan enrollment period to enroll. The plan

enroliment period shall be the month prior to the beginning of the next plan year.

WAIVER OF GROUP INSURANCE

Employee Name

Social Security Number - -

Group Policy No.(s)

Policyholder Name

Date Employment Began

1 have been given an opportunity to apply for Group Insurance as offered by the Policyholder and, after careful consideration, have

decided not to enroll in the following coverages:
O Vision

For: O Myself (and all eligible dependents if applicable)
O My eligible dependent spouse and children only

Reason: [ Cannot afford

O Covered under another employer health plan benefit

O My eligible dependent spouse only
O My eligible dependent children only

[0 Covered under an alternate health plan provided by
my employer
[0 Other Insurance/Reason

Should I apply for a waived coverage in the future, I understand that my dependent(s) and I will be considered a late enrollee(s)
and evidence of insurability, at my expense, acceptable to the Insurance Company will be required. Ialso understand that my first

year Dental or Vision benefits may be limited.

The above provisions will apply unless otherwise stated in my policy, or unless prohibited by any applicable state or federal

law.

Date of Signature

Signature of Employee

Underwritten by Starmount Life Insurance Company. 7800 Office Park Blvd., Baton Rouge, LA 70809.
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