Vision Benefits
The Schedule
BENEFIT HIGHLIGHTS
Vision Benefits
For You and Your Dependents
Examinations
Eye Exam every 12 months.

IN-NETWORK

OUT-OF-NETWORK

You or Your Dependents Will
Pay:
$5 per office visit copay

In-Network coverage only

Maximum Benefit for:
Reimbursement toward purchase of a pair of glasses or contact lenses every 12 months
This Plan Will Pay

In-Network coverage only

Single Vision

$20

In-Network coverage only

Bifocal

$30

In-Network coverage only

Trifocal

$40

In-Network coverage only

Medically Necessary Contacts

$75

In-Network coverage only

Elective Contacts

$75

In-Network coverage only

$30

In-Network coverage only

Lenses
Per pair, one pair per 12 month period:

Contact Lenses

Frames
Per pair, one pair per 12 month period
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Vision Benefits
For You and Your Dependents

Exclusions, Expenses Not Covered and
General Limitations

Covered Expenses

Exclusions and Expenses Not Covered

If you or any one of your Dependents., while insured for
Vision Benefits, incurincurs expenses for charges made InNetwork for one complete eye exam, including basic vision
screening, refraction and tonometric testing, Cigna will pay
that portion of the expense remaining after you or your
Dependent has paid the required Copayment shown in The
Schedule. You do not need a referral from your PCP (if any)
to access these services.

Additional coverage limitations determined by plan or
provider type are shown in the Schedule. Payment for the
following is specifically excluded from this plan:
 care for health conditions that are required by state or local
law to be treated in a public facility.


care required by state or federal law to be supplied by a
public school system or school district.

Expenses incurred for charges made In-Network for the
purchase of eyeglasses and contact lenses will be subject to
the maximum benefit shown in The Schedule.



care for military service disabilities treatable through
governmental services if you are legally entitled to such
treatment and facilities are reasonably available.



treatment of an Injury or Sickness which is due to war,
declared, or undeclared, riot or insurrection.



charges which you are not obligated to pay or for which
you are not billed or for which you would not have been
billed except that they were covered under this plan.



assistance in the activities of daily living, including but
not limited to eating, bathing, dressing or other Custodial
Services or self-care activities, homemaker services and
services primarily for rest, domiciliary or convalescent
care.



for or in connection with experimental, investigational or
unproven services.
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Exclusions
The following are specifically excluded from coverage:


any services or items related to orthoptics or vision training;



magnification vision aids;



any nonprescription eyeglasses, lenses or contact lenses;



any charges for tinting, antireflective coatings, prescription
sunglasses or light-sensitive lenses;



any eye examination required by an Employer as a
condition of employment or which an Employer is required
to provide under a collective bargaining agreement;

Experimental, investigational and unproven services are
medical, surgical, diagnostic, psychiatric, substance abuse
or other health care technologies, supplies, treatments,
procedures, drug therapies or devices that are determined by
the utilization review Physician to be:



any eye examination required by law;





safety glasses or lenses required for employment;



any eye examination or materials that exceed the frequency
limits shown in The Schedule. Other limitations are shown
in the Exclusions, Expenses Not Covered and General
Limitations section.

not demonstrated, through existing peer-reviewed,
evidence-based, scientific literature to be safe and
effective for treating or diagnosing the condition or
sickness for which its use is proposed;



not approved by the U.S. Food and Drug Administration
(FDA) or other appropriate regulatory agency to be
lawfully marketed for the proposed use;



the subject of review or approval by an Institutional
Review Board for the proposed use except as provided in
the “Clinical Trials” section of this plan; or



the subject of an ongoing phase I, II or III clinical trial,
except as provided in the “Clinical Trials” section of this
plan.
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cosmetic surgery and therapies. Cosmetic surgery or therapy
is defined as surgery or therapy performed to improve or
alter appearance or self-esteem or to treat psychological
myCigna.com

symptomatology or psychosocial complaints related to
one’s appearance.


The following services are excluded from coverage
regardless of clinical indications: Rhinoplasty; Acupressure;
Dance therapy, Movement therapy; Applied kinesiology;
Rolfing; and Extracorporeal shock wave lithotripsy (ESWL)
for musculoskeletal and orthopedic conditions.



dental treatment of the teeth, gums or structures directly
supporting the teeth, including dental X-rays, examinations,
repairs, orthodontics, periodontics, casts, splints and
services for dental malocclusion, for any condition. Charges
made for services or supplies provided for or in connection
with an accidental injury to sound natural teeth are covered
provided a continuous course of dental treatment is started
within six months of an accident. Sound natural teeth are
defined as natural teeth that are free of active clinical decay,
have at least 50% bony support and are functional in the
arch.



for medical and surgical services intended primarily for
the treatment or control of obesity. However, treatment
of clinically severe obesity, as defined by the body mass
index (BMI) classifications of the National Heart, Lung
and Blood Institute guideline is covered if the services
are demonstrated, through peer-reviewed medical
literature and scientifically based guidelines, to be safe
and effective for treatment of the condition.



unless otherwise covered in this plan, for reports,
evaluations, physical examinations, or hospitalization not
required for health reasons including, but not limited to,
employment, insurance or government licenses, and courtordered, forensic or custodial evaluations.



court-ordered treatment or hospitalization, unless such
treatment is prescribed by a Physician and listed as covered
in this plan.



transsexual surgery including medical or psychological
counseling and hormonal therapy in preparation for, or
subsequent to, any such surgery.



for treatment of erectile dysfunction. However, penile
implants are covered when an established medical condition
is the cause of erectile dysfunction.



medical and Hospital care and costs for the infant child of a
Dependent, unless this infant child is otherwise eligible
under this plan.



(except as may otherwise be covered under the plan) or
mental retardation.

nonmedical counseling or ancillary services, including but
not limited to Custodial Services, education, training,
vocational rehabilitation, behavioral training, biofeedback,
neurofeedback, hypnosis, sleep therapy, employment
counseling, back school, return to work services, work
hardening programs, driving safety, and services, training,
educational therapy or other nonmedical ancillary services
for learning disabilities, developmental delays, autism
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therapy or treatment intended primarily to improve or
maintain general physical condition or for the purpose of
enhancing job, school, athletic or recreational performance,
including but not limited to routine, long term, or
maintenance care which is provided after the resolution of
the acute medical problem and when significant therapeutic
improvement is not expected.



consumable medical supplies other than ostomy supplies
and urinary catheters. Excluded supplies include, but are not
limited to bandages and other disposable medical supplies,
skin preparations and test strips, except as specified in the
“Home Health Services” or “Breast Reconstruction and
Breast Prostheses” sections of this plan.



private Hospital rooms and/or private duty nursing except as
provided under the Home Health Services provision.



personal or comfort items such as personal care kits
provided on admission to a Hospital, television, telephone,
newborn infant photographs, complimentary meals, birth
announcements, and other articles which are not for the
specific treatment of an Injury or Sickness.



artificial aids including, but not limited to, corrective
orthopedic shoes, arch supports, elastic stockings, garter
belts, corsets and dentures.



aids or devices that assist with nonverbal
communications, including but not limited to
communication boards, prerecorded speech devices,
laptop computers, desktop computers, Personal Digital
Assistants (PDAs), Braille typewriters, visual alert
systems for the deaf and memory books.



eyeglass lenses and frames and contact lenses (except for
the first pair of contact lenses for treatment of keratoconus
or post-cataract surgery).



eye exercises and surgical treatment for the correction of a
refractive error, including radial keratotomy.



all noninjectable prescription drugs, injectable prescription
drugs that do not require Physician supervision and are
typically considered self-administered drugs,
nonprescription drugs, and investigational and experimental
drugs, except as provided in this plan.



routine foot care, including the paring and removing of
corns and calluses or trimming of nails. However, services
associated with foot care for diabetes and peripheral
vascular disease are covered when Medically Necessary.



membership costs or fees associated with health clubs,
weight loss programs and smoking cessation programs.



genetic screening or pre-implantations genetic screening.
General population-based genetic screening is a testing
method performed in the absence of any symptoms or any
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