
VOLUNTARY VISION –  PLAN

Additional 
discounts

Take a sneak peek  
before enrolling

20%

20%

40%

OFF

OFF

OFF
Complete pair of  

prescription eyeglasses

Non-prescription sunglasses

Remaining balance 
beyond plan coverage

 
are for in-network providers only.

• For a complete list of in-network 
providers near you, visit 
eyemedvisioncare.com/bcbstxvis 
or call 1.855.556.8796.

• For LASIK providers, 
call 1.877.5LASER6.

Insurance products issued by Dearborn Life Insurance Company,  701 E. 22nd St. Suite 300, Lombard, IL 60148. 

INSIGHT NETWORK 
Frequency
Examination Once every 12 months
Lenses or contact lenses Once every 12 months
Frame Once every 24 months

N/A

Exam with dilation as necessary $10 copay Up to $30
N/A

Frames
Any available frame at provider location Up to $65

Single vision $15 copay Up to $25
Bifocal $15 copay Up to $40
Trifocal $15 copay Up to $55
Lenticular $15 copay Up to $55
Standard progressive lens $70 copay Up to $40
Premium progressive lens See table on page 2. Up to $40

Tint (solid and gradient) $15 N/A

Scratch resistant coating $0 Up to $5

Polycarbonate lenses $0 kids; $40 adults Up to $5 kids

Ultraviolet coating $15 N/A

See table on page 2. N/A

High index lenses N/A

Polarized lenses N/A

Photochromic/transitions plastic $75 N/A

Conventional Up to $104
Disposable $0 copay, $130 allowance, plus balance over $130 Up to $104
Medically necessary $0 copay, paid-in-full Up to $210

Laser vision correction N/A

N/A

Amplifon hearing discount  
guarantee on discounted hearing aids N/A

Additional discounts N/A

Dependent coverage is available to age 26.
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1

Standard progressive $70 copay

Premium progressives2 as follows:

Tier 1 $90 copay

Tier 2 $100 copay

Tier 3 $115 copay

Tier 4 $70 copay 
80% of charge less $120 allowance

1

$45

2 coatings as follows:
Tier 1 $57
Tier 2 $68

Tier 3 80% of charge

Photochromic $75

Polarized 80% of charge

1. Orthoptic or vision training, subnormal vision aids and any
associated supplemental testing; aniseikonic lenses

2. Medical and/or surgical treatment of the eye, eyes or supporting
structures

3. Any eye or vision examination, or any corrective eyewear required by
a policyholder as a condition of employment; safety eyewear

4. Services provided as a result of any Workers’ Compensation law,
or similar legislation, or required by any governmental agency or
program whether federal, state or subdivisions thereof

5. Plano (non-prescription) lenses and/or contact lenses

6. Non-prescription sunglasses

7. Two pair of glasses in lieu of bifocals

8. Services rendered after the date an insured person ceases to be
covered under the policy, except when vision materials ordered
before coverage ended are delivered, and the services rendered to
the insured person are within 31 days from the date of such order

providing vision care

10. Lost or broken lenses, frames, glasses or contact lenses will not be

would next become available

750187.0423 TAC Medium

1Member Reimbursement Out-of-Network will be the lesser of the listed amount or the member’s actual cost from the out-of-network provider. In certain states, members may be required to pay the 
full retail rate. 2

the listed product level. All providers are not required to carry all brands at all levels. 3

For employee use. This piece is for illustrative purposes only and is not a contract. It is intended to provide only a brief summary of the type of policy and insurance coverage advertised. The policy provides the 
actual terms of coverage, including any exclusions, conditions and limitations to coverage. 

Insurance Company. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross 
and Blue Shield Plans.
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