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Reviewing a Service Record Form

Service Record Form (SRF) identify member’s benefit information such as plan
level, covered items and copays.

SECTION Il - COVERAGE SECTION
Use this section to identify any patient co-pays and coverage. Contact Lens
Evaluation/ fitting information can be found under this section.

SECTION lll - SERVICE SECTION

Use this section to identify contact lenses coverage

for Davis Vision supplied contact lenses via the formulary. If the benefit has
Davis Vision supplied contact lenses covered, it will be stated as either Premium
Collection Lenses, Standard Collection Lenses, or Collection Lenses and it will
state the level of coverage (i.e. 4 multi-packs/ 2 multi-packs plan supplied). If
the benefit does not have Davis Vision supplied contact lenses via the formulary,
then it will be stated as Provider Supplied.

SECTION IV — ALLOWANCE SECTION
Allowance Section provides the monetary dollar amount available for non-plan
materials. Allowance amounts may vary by plan.
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SECTION Il - COVERAGE SECTION

Plan Level: Fashion
Copayments: Eye examination $10
Frame $0
Spectacle lenses $25
Contact Lenses:
Premium Collection lenses - Plan 1 $0

Plan Description:

An eye examination (including dilation), spectacle lenses and a {rame
or contact lenses m lieu of spectacle lenses. Visually Required contact
lenses may be provided with prior approval.

| SECTION Il - SERVICE SECTION I

C. Contact Lenses:
Collection Lenses:

Evaluation/Fitting O

4 multi-packs® plan supplied Disposable lenses or: O

2 multi-packs® plan supplied Planned Replacement lenses O

Provider Supplied: Evaluation/Fitting: Standard O Specialty O

Elective O

Visually Required (prior approval required) O

SECTION Il - COVERAGE SECTION

Plan Level: Fashion

Copayments: Evye examination 520
Frame 50
Spectacle lenses S0
Contact Lenses S0

Evaluation/fitting 15% discount
Plan Description:

An eye examination (including dilation), spectacle lenses and frame, or
contact lenses in lieu of eyeglasses. Visually Required contact lenses

may be provided with prior approval.

SECTION Il - SERVICE SECTION

C. Contact Lenses:

Provider Supplied: Evaluation/Fitting: Standard O Specialty O
Elective O
Visually Required (prior approval required) O




Davis Vision Benefit Designs

« Dauvis Vision has a variety of Contact Lens benefit designs.

* 1) Covered/ Included

« Dauvis Vision Contact Lens Collection is included in the benefit. Utilize Davis Vision Contact Lens Formulary.

. 2)Up to $60.00

. No Davis Vision Contact Lens Collection available in the benefit.

 3) 15% Discount

«  No Contact Lens benefit.
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Covered and Included Benefits

This type of benefit has Davis Vision
Contact Lens Collection that is included
in the benefit. These members have the
option to utilize the Davis Vision Contact
Lens Formulary.

Two types of Contact Lens Formulary
1) Premium
2) Standard

You can identify if the members benefit
has a Contact Lens benefit, and if so,

which type, by referring to the members
Service Record Form, under Section ll.
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SECTION Il - SERVICE SECTION

A. Examination: Yes O No O |
la. Was examination comprehensive? Yes O No O
Ib. Was dilation performed? Yes O No O
lc. Was this a new patient? Yes O No O

Id. Primary Diagnosis code:

Secondary Diagnosis code (if any):
B. §p|:|:la|:l|: lenses provided: (check all that apply)

1. Plan O  Patient’s O

2. Single Vision O  Bifocal O  Trifocal O

C. Contact Lenses:
Premium Collection Lenses - Plan 1:

Evaluati
4 multi-p SECTION Il - SERVICE SECTION
4 multi-§ A. Examination: Yes O No O
4 multi-p la. Was examination comprehensive? Yes O No O
2 multi-f Ib. Was dilation performed? Yes O No O
Elr;:l:t::l le. Was this a new patient? Yes O No O
Visually 1d. Primary Diagnosis code:
D. Frani Secondary Diagnosis code (if any):
Plan [ B. Spectacle lenses provided: (check all that apply)
1. Plan O  Patient’s O
2. Single Vision [0 Bifocal OO0  Trifocal O
C. Contact Lenses:
Collection Lenses:
Evaluation/fitting O
Standard, hard, daily-wear lenses O
Provider Supplied: Evaluation/Fitting: Standard O Specialty O
Elective O
Visually Required (prior approval required) ]
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Find the right contacts
with our premium collection

With the Exclusive Colection of Contact Lenses, soms
slens affer full-cavered enses and contactions
services. Ask your provider about the brands below to
findthe right fit for you

Frequency

Planned replacement
Includes 2 or & boxes, depending on
your plan and your provider's
racommendations.

Planned Replacemant  Biofinity®

Frequency
Dispasable 2 Wesk ACUVUE®R2
Includes 2. 4 or 8 boxes, depending on
your plan and your provider's 2 Week ACUVUE® DASYS®
racommendations.

Daily ClearSight™ 1-Day
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Daily MOIST®
e e ACUVUE® DASYS®
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Toric {2 Week) Biomadics® Toric
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Up to $60.00

This type of benefit does not have
the Davis Vision Contact Lens
Collection benefit available. These
members have the option to utilize
their allowance to select their
contact lens materials from the
provider.

This can be identified by viewing
Section Il of the member’s Service
Record Form. It will state “Provider
Supplied.” As you can see, under
section IV, the member has a
standard fitting covered in full
(where Davis will reimburse up to
$60.00) and a specialty fitting
covered only up to $60.00 with a
15% discount on overage.
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Vision Care Service Record
(This ferm to be maintained by the provider's office)

EYECARE

DAVIS VISION

REFRAMED™

SECTION | - PROVIDER/PATIENT SECTION

SECTION Il - COYERAGE SECTION

Employee Name:

Employee ID No.:

Patient Mame:

Relationship: Employee  Spouse . Child _

Provider’s Mame:

Provider’s Mo.:

Authonzation Mo.:FEH

Plan Lewvel: Premier

Copayments: Eye examination

Frame and/or Spectacle lenses

Contact Lenses
Evaluation/fitting

Plan Description:

$0)
$0
50
50

An eye examination (includng dilation), contact lens evaluation/fitting,
spectacle lenses and frame, or provider supplied contact lenses m lieu of
eyeglasses. Medically necessary contact lenses may be provided with

prior approval.

Authonzation Date:

SECTION IV - ALLOWANCE SECTION

Contact Lens Contact Medically Mecessary
Frame Exvaluation & Fitting Lens Contact Lens
Stndand Speciality Matenal Matenal
SECTION Ill - SERVICE SECTION £130 plus Paid in Full Up to $60 £150 plus up to $&00
2% discount plus 1 5% discount {prior approval
A, Examina tion: Yes O No O on overmge 15% discount on overage required)
la. Was examination comprehensive? Yes O No O O OVETRER
1b. Was dilation performed? Yes O No O
) . pe L i SECTIONY - OPTIONS SECTION
lc. Was this a new patient? Yes O No O : . -
Patient charges for selected options.
1d. Primary Diagnosis code: Additional dispense will be paid by Davis Vision.
Secondary Diagnosis code (if any): . Patient Additional
Option o Charge Dispense
B. Spectacle lenses provided: (check all that apply) Ultraviolet
. T Coati | Inchuded 56
1. Plan O  Patient’s O “oating
2. Single Vision [0  Bifocal O  Trifocal [ “‘”"‘f{}_‘ﬂ'ﬁf{g’“m‘ O Inchuded N/A
C, Contact Lenses: (ilass Photochromic
) o _ e Lemses o $20 $10
Provider Supplied: Evahation/Fitting: Standard O Specialty O ==
. Plastic Photosensitive _
Elective (m] [ eneee ] Inc luded 525
Medically Necessary (prior approval required a Blended
fically jsary (prior app quired) Sepments m] $20 $10
D. Frame Provided: Intermediate Vision O $30 $10
Plan O Patient's 0O  Providers 0O Lenses -
Standard Progressive _ .




15% Discount Plan

This type of benefit does not have the
Davis Vision Contact Lens Collection

SECTION Il - SERVICE SECTION

SECTION Il - COYERAGE SECTION

benefit available. Instead, these
members receive a discount.

This can be identified by viewing
Section Il of the member’s Service
Record Form. It will state Contact
Lenses Evaluation/ Fitting X%
discount and under Section Il

Contact Lenses: Provider Supplied.

Since this plan offers only provider
supplied contact lens materials,
provider must apply members
Allowance found under Section IV.
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A. Examination: Yes O No O
la. Was examination comprehensive? Yes O No O
1b. Was dilation performed? Yes O No O
lc. Was this a new patient? Yes O No O
1d. Primary Diagnosis code:

Secondary Diagnosis code (if any):
[ B. Spectacle lenses provided: (check all that apply)

. Plan O  Patient’s OO
2. Single Vision [ Bifocal [0  Trifocal O

Plan Level: Fashion
Copayments: Eye examination $20
Frame SO
Spectacle lenses SO
Contact Lenses SO
Evaluation/fitting 15% discount
Plan Descnption:

An cyc examination (including dilation), spectacle lenses and frame, or
contact lenses in licu of eyeglasses. Visually Required contact lenses
may be provided with prior approval.

C. Contact Lenses:

SECTION 1V - ALLOWANCE SECTION

Provider Supplied: Evaluation/Fitting: Standard O Specialty O Frame Contact Lens Visually Required
. Material Contact Lens Material
Higctrye o $95 phus 20% $100 plus 15% Paid in full
Visually Required (prior approval required) O discount off overage discount off overage (prior approval required)
D. Frame Provided:
Plan O  Patient’'s O  Provider’s O




Davis Reimburses Up to $60.00

Davis does NOT Reimburse

SECTION Il - COVERAGE SECTION

Plan Level: Premier
Copayments:  Eye examination $0
Frame** and/or Spectacle lenses $0
Contact Lenses: $0
Evaluation/fitting $0

Plan Description: T . ,
An eye examination (including dilation),contact lens evaluation/fitting,
spectacle lenses and frame, or contact lenses in lieu of eyeglasses.
Medically necessary contact lenses may be provided wit{ prior approval.
The contact lens evaluation/fitting is covered only in conjunction with the
contact lens material benefit.

SECTION Il - COVERAGE SECTION

Plan Level: Fashion
Copayments: Eye examination §25
Frame 50
Spectacle lenses S0
Contact Lenses S0
Evaluation/fitting I 5% discount

Plan Description:

An eye examination (including dilation), spectacle lenses and frame, or
contact lenses in lieu of eyeglasses. Visually Required contact lenses
may be provided with prior approval.
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Three Steps to Identifying Reimbursements

Benefit/ Coverage

First: Look at Section Il to
determine if there is a Davis
Contact Lens Collection
benefit coverage

Co-pays

Second: Look at Section Il to
determine member co-pays
and other charges

Davis Vision Formulary

Third: If there is Coverage
from Davis Vision formulary,
then determine where
materials are supplied from
and when to apply allowance

%’é{s VersantHealth’
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User-Friendly Steps

Examples



Davis Vision Covered Benefit: Example 1

Member has Davis Vision CL coverage and Eval and Fitting
is covered regardless of DV Supplied or Provider Supplied.

Step 1:

Section lll, highlighted in yellow, identifies that the benefit has Davis
Vision Collection Contacts covered as part of the member’s benefit.
Coverage level is identified as Premium.

Step 2:
Section Il indicates that for an Evaluation/ Fitting there is a co-pay

Step 3:

Based on evaluation, determine where materials will be supplied
from (i.e. Davis Vision Formulary or Provider Supplied). If contact
lens materials are provider supplied, then Section IV will take effect.
In the this example, the member’s Evaluation/ Fitting is paid in full
(up to $60.00) by Davis Vision if it was a Standard fit. If the member
received a Specialty fit, then Davis will cover up to $60.00 of the
provider’'s U& C charges. Any overage is member responsibility
minus 15%. Provider must then utilize member’s contact lens
material allowance towards the purchase of contact lens materials.

*Standard Fit is spherical contact lens
** Specialty Fit is toric contact lens, monovision, and multifocal.
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President and Fellows of Harvard University

Vision Care Service Record
(This form to be maintained by the provider’s office)

DaAvi1s VISION

EYECARE REFRAMED"

SECTION | - PROVIDER/PATIENT SECTION

SECTION Il - COVERAGE SECTION

Employee Name:

Employee ID No.:

Patient Name:

Relationship: Employee __ Spouse __ Child __

Provider’s Name:

Provider’s No.:

Authorization No..XHO

Plan Level:
Copayments:

Designer

Eye examination S15
Frame S0
Spectacle lenses $20
Contact Lenses:

Plan Description: _

An eye examination (including dilation), contact lens evaluation/fitting,
spectacle lenses and frame, or contact lenses in lieu of eyeglasses.
Visually required contact lenses may be provided with prior approval.

Authorization Date:

SECTION IV - ALLOWANCE SECTION

Contact Lens Contact Visually Required
Frame Evaluation & Fittin; Lens Contact Lens
Standard §pecml|ly Material Material
SECTION Ili - SERVICE SECTION S140plus | Paidin Full | Up to $60 S150 plus Paid in Full
A. Examination: Yes O No O 20% discount | less copay | less copay, plus 15% discount (prior approval
la, Was examination comprehensive? Yes O No O v lz:'odv'::“:' M required)
1b. Was dilation performed? Ys O No O ¥
::1 l“,vf“ "““S,““‘W "?‘f“‘":"’ . Yes O No O SECTIONY - OPTIONS SECTION
; Sr:::::]}; Ig:(:;:f:)g;d ST ‘Patient charges for selected options.
EPONCAT,ABNOSS COce y): Additional dispense will be paid by Davis Vision.
8. Spectacle lenses provided: (check all that apply) Option = Patient Aqdl'ﬁonnl
1. Plan O Patiens O o Charge Dispense
2. Single Vision O Bifocal O  Trifocal O rame** [u] $25 $10
C. Contact Lenses: Ug"‘ﬁ"'f‘ o Included $6
Premium Collection Lenses - Plan 1: Scralchm-Rcﬂismm
~ PR srg a Included N/A
Evaluation/Fitting a —gﬁﬁt_’ﬁ%&%n'}on e
4 multi-packs* plan supplied Daily Disposable lenses or: m} i Sglnﬁlg\?igign o $20 $10
4 multi-packs* plan supplied Disposable lenses or: (m] c““M" Plan o $40 S10
4 multi-packs* plan supplied Disposable Specialty lenses or: O PhoLochrqmic o $20 $10
2 multi-packs* plan supplied Planned Repl lenses a SNSes
Sead o $20 $10
Provider Supplied: Evaluation/Fitting: Standard O Specialty O Segments
Elective o SpmmetG Yison o $30 $10
Visually Required (prior approval required O Standard Progressive
e o o0 i Addition Multifocals O | Included $30
D. Frame Provided: Premium Progressive = S0 50
Plan O Patient’s O Provider’s O Add::;onrtz)dt:ct;i?sgls
Addition Multifocals o $90 $60

12




Davis Vision Covered Benefit
Example 1

Provider Reimbursements and Patient Responsibility:
. Section lll, highlighted in yellow, identifies that the benefit has Davis Vision Collection Contacts covered as part of the member’s

benefit. Coverage level is identified as Premium.
. Section Il indicates that for an Evaluation/ Fitting there is a co-pay.

. Based on evaluation, determine where materials will be supplied from (i.e. Davis Vision Formulary or Provider Supplied). If contact
lens materials are provider supplied, then Section IV will take effect. In the this example, the member’s Evaluation/ Fitting is paid
in full by Davis Vision if it was a Standard fit. If the member received a Specialty fit, then Davis will cover up to $60.00 of the
provider’s U& C charges. Any overage is member responsibility minus 15%. Provider must then utilize member’s contact lens

material allowance towards the purchase of contact lens materials. . o
Patient Responsibility

Service Description Total Reimbursement (Copays » Additional Patient Rezponsibility) Paid by Davis Vision

Evaluatiord Fitting Contact Lens Materials Supplied from Davis Vision Formulary | Up to $60.00 $20.00 Up tp $40.00

E valuatior? Fitting [Standard] | Contact Lens Materials Supplied by Provider Up to $60.00 $20.00 Up tp $40.00

Evaluatiord Fitting [Specialty]| Contact Lens Materials Supplied by Provider Up to $60.00 plus 157Z discount on overage of U&C $20.00 + 157 discount on overage of U&C $40.00

Contact Lens Materials Contact Lens Materials Supplied from Davis Vision Formulary |$0.00 $0.00 $0.00

Contact Lens Materials Contact Lens Materials Supplied by Provider Davis Vision Reimbursement + Patient Responsibility | 1574 Discount on overage on Member's Allowance | 8522 of Allowance
N
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Davis Vision Covered Benefit: Example 2

Member has Davis Vision CL coverage and Eval
and Fitting is only covered with DV Supplied Lens.

Step 1:

Section lll, highlighted in yellow, identifies that the benefit has
Davis Vision Collection Contacts covered as part of the
member’s benefit. Coverage level is identified as Premium.

Step 2:
Section Il, highlighted in red, will indicate any co-pays for an
Evaluation/ Fitting.

Step 3:

Based on evaluation, determine where materials will be
supplied from (i.e. Davis Vision Formulary or Provider
Supplied). If contact lens materials are Davis Supplied, then
the Evaluation/ fitting is covered by Davis Vision. If contact
lens materials are provider supplied, then the member’s
Evaluation/ Fitting is not paid by Davis Vision, and the
member receives a 15% discount as indicated under Section
ll. Provider must then utilize member’s contact lens material
allowance towards the purchase of contact lens materials as
identified under Section IV, highlighted in green.

;\;\;\(—/{5 VersantHealth

Clarcor Inc.

Vision Care Service Record
(This form to be maintained by the provider's office)

DAVIS VISION

EYECARE REFRAMED"

SECTION | - PROVIDER/PATIENT SECTION

SECTION Il - COVERAGE SECTION

Employee Name:

Employee ID No.:

Patient Name:

Relationship: Employee __  Spouse __  Child __

Provider's Name:

Provider’s No.:

Authorization No.: YCC

Authorization Date:

Plan Level: Designer
Copayments: Eye examination 510
Frame S0
Spectacle lenses $25
Contact Lenses
Evaluation/fitting S0
Premium Collection lenses - Plan 1 S0
Evaluation/finting
with provider supplied 15% discount

Plan Description:

An eye examination (including dilation), spectacle lenses and a frame, or
contact lenses in licu of eyeglasses. Visually Required contact lenses may

be provided with prior approval.

SECTION IV - ALLOWANCE SECTION

SECTION Ill - SERVICE SECTION Frame Contact LTM & WM'E’ Rc:;ﬂ'mi_m
Material t
A. Examination: Yes L No O - = unl.acl. c.ns. Al
la. Was examination comprehensive? Yes O No O _S115 plus 20% 8125 plus 15% Paid in full
1b. Was dilation performed? Yes O Mo O discount off overage discount off overage (prior approval required)
le. Was this a new patient? Yes O No O
Id. Primary Diagnosis code: SECTIONYV - OPTIONS SECTION
Sccondary Diagnosis code (if any): Patient charges for selected options,
B. Spectacle lenses provided: (cheek all that apply) Additional dispense will be paid by Davis Vision.
I. Plan O  Patient’s O : Patient Additional
Opt r
2. Single Vision 0  Bifocal O  Trifocal O gt ¥ Charge Dispense
C, Contact Lenses: mﬂ ] $25 S10
Premium Collection Lenses = Plan 1: Ultraviolet
: m} s12 $6
Evaluation/Fitting [} Coating = !
4 multi-packs® plan supplied Daily Disposable lenses or: m] Scratch-Resistant o Incladed N/A
4 multispacks* plan supplied Disposable lenses or: a e %wcn —e
4 multi-packs* plan supplied Disposable Specialty lenses or: a Szpese A a 820 s10
2 multi=packs* plan supplied Planned Replacement lenses o Scratch Protection Plan o $40 $10
Provider Supplied: Evaluation/Fitting: Standard O Specialty O L
Elective o e . a) $50 530
ition Multifocals o -
Visually Required (prior approval required) =] Premiun Progremsive
D, Frame Provided: Addition Multifocals a S00 30
Plan O Patient’s O Provider's O Ultra Progressive
Addition Multifocals o $140 $60
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Davis Vision Covered Benefit
Example 2

Provider Reimbursements and Patient Responsibility:

. Section lll, highlighted in yellow, identifies that the benefit has Davis Vision Collection Contacts covered as part of the member’s

benefit. Coverage level is identified as Premium.

. Section Il will indicate any co-pays for an Evaluation/ Fitting.

. Based on evaluation, determine where materials will be supplied from (i.e. Davis Vision Formulary or Provider Supplied). If contact

lens materials are Davis Supplied, then the Evaluation/ fitting is covered by Davis Vision. If contact lens materials are provider

supplied, then the member’s Evaluation/ Fitting is not paid by Davis Vision, and the member receives a 15% discount as indicated

under Section Il. Provider must then utilize member’s contact lens material allowance towards the purchase of contact lens

materials as identified under Section IV.

Patient Besponsibility

Service Description Total Reimbursement (Copays + Additional Patient Rezponcsibility) Paid by Davis Vizion
Evaluationd Fitting Contact Lenz Materialz Supplied frarn Daviz Yision Farmulary | Up to $60.00 $0..00 p tp $60.00
Evaluatiord Fiting Contact Lens katerials Supplied by Provider 155 Dizcount on LU&C 152¢ Dizcount on U&C $0.00

Contact Lens Materialz Contact Lens Materialz Supplied from Daviz Yision Formmulary | $0.00 $0.00 $£0.00

Contact Lens Materials

Contact Lens katerials Supplied by Provider

Davi= Vision Reimbursement + Patient Besponsibilite

155 Dizcount on overage of Member's Allowance

3552 of Allowance

-}}%’é VersantHealth’
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Davis Vision Covered Benefit: Example 3

Member has Davis Vision CL coverage and Eval and Fitting
is covered when CL is DV Supplied. If Provider Supplied, Eval
and Fitting can be pulled from Allowance.

Step 1:

Section lll, highlighted in yellow, identifies that the benefit has Davis
Vision Collection Contacts covered as part of the member’s benefit.
Coverage level is identified as Standard.

Step 2:
Section Il, highlighted in red, will indicate any co-pays for an Evaluation/
Fitting.

Step 3:

Based on evaluation, determine where materials will be supplied from
(i.e. Davis Vision Formulary or Provider Supplied). If contact lens
materials are Davis Supplied, then the Evaluation/ fitting is covered by
Davis Vision. If contact lens materials are provider supplied, then the
member’s Evaluation/ Fitting is not paid by Davis Vision, and the member
may utilize the allowance towards contact lens evaluations and fitting and
the purchase of contact lens materials. This can be identified under
Section |V, highlighted in green, with the statement “Contact Lens”. Since
it states “Contact Lens” the benefit is splitable between evaluation/ fitting
and materials. If the statement says “Contact Lens Material”, then the
allowance can only be utilized for contact lens materials and not applied

towards evaluation/ fitting.

_.:\%% VersantHealth
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FEPBIueVision

Vision Care Service Record
(This form to be maintained by the provider’s office)

EYECARE

Davis VISION

REFRAMED™

SECTION | - PROVIDER/PATIENT SECTION

SECTION Il - COVERAGE SECTION

Employee Name:

Employee ID No.:

Patient Name:

Relationship: Employee _ Spouse __ Child _

Provider’s Name:

Provider’s No.:

Authorization No.:FEH

Plan Level:

Copayments:

Premier

Eye examination

Frame and/or Spectacle lenses

Contact Lenses
Evaluation/fitting

Plan Description:

prior approval.

288g

An eye examination (including dilation), contact lens evaluation/fitting,
spectacle lenses and frame, or provider supplied contact lenses m licu of
eyeglasses. Medically necessary contact lenses may be provided with

Authonzation Date:

SECTION IV - ALLOWANCE SECTION

Contact Lens Contact Medically Necessary
Frame Evaluation & Fittin Lens Contact Lens
Ty Matcnial Material
SECTION Il - SERVICE SECTION $150 plus Paid in Full Up to 60 $150 plus up to $600
207 discount phus 15% discount (prior approval
A, Examination: Ys O Ne O on ovemge 15% discount on overage required)
la. Was examination comprehensive? Yes O No O mavenye
1b. Was dilation performed? Yes O No O
le. W Ill pe s v 0 No O SECTIONY - OPTIONS SECTION
G,: V¥ Ry a_"e“ p.fshen F = bl Patient charges tor selected options.
1d. Pimary Diagnosis code: Additional dispense will be paid by Davis Vision.
Secondary Diagnosis code (if any): ] Patient Additonal
Option < Charge Dispense
B. Spectacle lenses provided: (check all that apply) Ultraviolet
1. Plan O  Patients O Coating (=] Included $6
n - p .o S ch-Resis
2. Single Vision O  Bifocal O  Trifocal O ml:‘ml;mqanl o Included N/A
C. Contact Lenses: Glass Photochromic -
" " . B . ) " % I‘e% D $20 S10
Provider Supplied: Evaluation/Fitting: Standard O Specialty O - =
! Plastic Photosensitive
Elective m] 1 enses a Included $25
Med‘xa.lly Necm.snry (prior approval required) =] S&ﬁﬂ‘ o $20 $10
D. Frame Provided: Intermediate Vision - - -
Plan O Patient’s O Providers O Lenses
Standard Progressive X W
16




Allowance is Splitable

SECTION IV - ALLOWANCE SECTION

Allowance is NOT Spiltable

SECTION IV - ALLOWANCE SECTION

Contact Lens

Visually Required
Contact Lenses

$200

$600
(prior approval required)

/2 .
= & VersantHealth

Frame Contact Lens Visually Required
Material Contact Lens Material
$60 $85 Paid in full

(prior approval required)
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Davis Vision Covered Benefit
Example 3

Provider Reimbursements and Patient Responsibility:

Section I, highlighted in yellow, identifies that the benefit has Davis Vision Collection Contacts covered as part of the member’s benefit.

Coverage level is identified as Premium.

Section Il, highlighted in red, will indicate any co-pays for an Evaluation/ Fitting.

Based on evaluation, determine where materials will be supplied from (i.e. Davis Vision Formulary or Provider Supplied). If contact lens

materials are Davis Supplied, then the Evaluation/ fitting is covered by Davis Vision. If contact lens materials are provider supplied, then the

member’s Evaluation/ Fitting is not paid by Davis Vision, and the member may utilize a the allowance towards either the purchase of contact

lens material or apply it to the Evaluation/ fitting. Since Section Il does not state “Evaluation/ fitting with provider supplied 15% discount” or

any other amount, the provider is able to utilize the member’s allowance identified under Section 1V, highlighted in green, towards the

purchase of contact lens materials or Evaluation/ fitting (i.e. Member allowance is splitable between Evaluation/ fitting and purchase of

materials). Patient Responsibility
Service Description Total Reimbursement (Copays « Additional Patient Responcsibility) Paid by Davis YVizion
Evaluation Fitting Contact Lens Materialz Supplied from Daviz Vision Formulary | Up o $60.00 $0..00 Up tp $60.00
Evaluation Fitting Contact Lens haterials Supplied by Provider &C Pulled from Allowance $0..00 $0.00
Contact Lens haterials Contact Lens haterials Supplied from Davis Yision Forrulary | $0.00 $35.00 $0.00
Contact Lens haterials Contact Lens haterials Supplied by Provider Iilize RBernainder of Allowance $35.00 $0.00
-}%@ VersantHealth 18




Up to $60.00: Example 1

Member does not have Davis Vision CL coverage. Eval
and Fitting is covered through separated Allowance
based on type of fit.

Step 1:
Section lll, highlighted in yellow, identifies that the benefit does not

have Davis Vision Collection Contacts covered as part of the member’s

benefit. Only Provider Supplied Contact are covered.

Step 2:
Section Il, highlighted in red, indicates any co-pays for Evaluation/
Fitting.

Step 3:

Based on evaluation, determine whether the member received a
Standard fit or Specialty fit. Use Section IV, highlighted in green, to
calculate your reimbursement. In the this example, for a Standard fit
the member’s Evaluation/ Fitting is paid in full by Davis Vision. If the
member received a Specialty fit, then Davis will cover up to $60.00 of
the provider’'s U&C charges. Any overage is the member’s
responsibility minus 15%. Provider may then refer to the contact lens
materials allowance for the purchase of contact lens materials.
*Standard Fit is spherical contact lens

** Specialty Fit is toric contact lens, monovision, and multifocal

_.:\%% VersantHealth

FEP Blue Vision

Vision Care Service Record

@ s FEPBlueVision

SECTION | - PROVIDER/PATIENT SECTION

Employee Name:

Employee ID No.:

Patient Name:

(This form to be maintained by the provider's office) DAVIS VISION
EYECARE REFRAMED™
SECTION Il - COYERAGE SECTION

Plan Level: Premier

Copayments: Eye examinaton S0

Frame and/or Spectacle lenses S0

Contact Lenses S0

Evaluation/fitting S0

Relationship: Employee _ Spouse __ Child

Provider’s Name:

Provider’s No.:

Authonzation No.:FEH

Plan Description:
An cye examination (including dilation), contact lens evaluation/fitting,
spectacle lenses and frame, or provider supplied contact lenses m licu of
eyeglasses. Medically necessary contact lenses may be provided with
prior approval,

Authonzation Date:

SECTION IV - ALLOWANCE SECTION

Contact Lens Contact Medically Necessary
Frame Evaluation & Fittin Lens Contact Lens
53 Matenal Matenal
SECTION Ill - SERVICE SECTION $1350 plus Pad in Full Up to S60 $150 plus up to S600
200 discount plus 15% discount (prior approval
A, Examination: Yes O Ne O on ovemge 15% discount on overage required)
la. Was examination comprehensive? Yes O No O ik
1b. Was dilation performed? Ys O No D
3 pe SECTIONY - OPTIONS SECTION
lc. Was this a new patient? Yes O No O

1d. Pimary Diagnosis code:

Patient charges for selected options.
Additional dispense will be paid by Davis Vision.

Secondary Diagnosis code (if any): Ol Patient Additonal
pe <4 Charge Dispense
B. Spectacle lenses provided: (check all that apply) Ultraviolet
1. Plan O  Patienvs O Coating o Included $6
2. Single Vision O  Bifocal O Trifocal O e o Included N/A
C. Contact Lenses: Glass Photochromic o
< A 2 i TR e Lenses O $20 s10
Provider Supplied: Evalaton/Fittung: Standard O Specialty O - =
L Plastic Photosensitive
Elective u] 1enses o Included $25
y . Blended
Med‘x:dly Nece.s..sm-y (prior approval required) o Py o $20 $10
D. Frame Provided: Intermediate Vision o % %io
Plan O Patient's O Provider's O Lenses
Standard Progressive 2 L
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Upto$

Example 1

60.00

Provider Reimbursements and Patient Responsibility:

. Section lll, highlighted in yellow, identifies that the benefit does not have Davis Vision Collection Contacts covered as part of the

member’s benefit. Only Provider Supplied Contact are covered.

. Section Il, highlighted in red, indicates any co-pays for Evaluation/ Fitting.

. Based on evaluation, determine whether the member received a Standard fit or Specialty fit. Use Section IV, highlighted in green, to

determine/ calculate your reimbursement. In the this example, for a Standard fit, the member’s Evaluation/ Fitting is paid in full by

Davis Vision. If the member received a Specialty fit, then Davis will cover up to $60.00 of the provider’'s U& C charges. Any

overage is the member’s responsibility minus 15%. Provider may then refer to the contact lens materials allowance and apply that

towards the purchase of contact lens materials.

Patient Responsibility

Service Description Total Beimburzement [Copays + Additional Patient Responsibility) Paid by Daviz ¥ision
Ewaluationd Fiting [Standard] | Contact Lens Paterialz Supplied by Provider IJp to $60.00 £0..00 Up to $60.00
Evaluationd Fitting [Specialty] | Contact Lens katerialz Supplied by Provider Up to $60.00 plus 1952 discount on overage of U&C 155 Discount on Overage of U&C Up to $60.00

Contact Lens kdaterials

Contact Lens aterials Supplied by Provider

Daviz Yizion Reirmburserment + Patient Besponsibility

155 Discount on Overage of URC

ah% of Allowance

e VersantHealth’
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Up to $60.00: Example 2

Member does not have Davis Vision CL coverage. Eval
and Fitting is covered through separated Allowance
based on type of fit.

Step 1:

Section lll, highlighted in yellow, identifies that the benefit does not
have Davis Vision Collection Contacts covered as part of the member’s
benefit. Only Provider Supplied Contact are covered.

Step 2:
Section Il, highlighted in red, indicates any co-pays for Evaluation/
Fitting.

Step 3:

Use Section |V, highlighted in green, to calculate your reimbursement.
In the this example, Evaluation/ Fitting is paid by Davis Vision up to
$40.00 . Patients will be responsible for the overage minus a 15%
discount. Provider may then refer to the contact lens materials
allowance and apply that towards the purchase of contact lens
materials.

_.:\%% VersantHealth

FEP Blue Vision

@ s FEPBlueVision

Vision Care Service Record
(This form to be maintained by the provider's office)

DAvis VISION

EYECARE REFRAMED™

SECTION | - PROVIDER/PATIENT SECTION

SECTION Il - COYERAGE SECTION

Employee Name:

Employee ID No.:

Patient Name:

Relationship: Employee _ Spouse . Child __

Provider’s Name:

Provider’s No.:

Authonzation No.:FEH

Plan Level:

Copayments:

Premier

Eye examinaton

Frame and/or Spectacle lenses

Contact Lenses
Evaluation/fitting

Plan Description:

prior approval,

881y

An cye examination (including dilation), contact lens evaluation/fitting,
spectacle lenses and frame, or provider supplied contact lenses m licu of
eyeglasses. Medically necessary contact lenses may be provided with

Authonzation Date:

SECTION IV - ALLOWANCE SECTION

Contact Lens Contact

Medically Necessary

Frame Evaluation & Fittin Lens Contact Lens
53 Matenal Matenal
SECTION Iil - SERVICE SECTION S1S0plus | Paidin Full | Up to S60 150 plus up to SE00
200 discount plus 15% discount (prior approval
A, Examination: Yes O Ne O on ovemge 15% discount on overage required)
la. Was examination comprehensive? Yes O No O ik
1b. Was dilation performed? Yes O Ne O
1o W rll pe " Ye O No O SECTIONY - OPTIONS SECTION
€3 VERS, L5 a_"e“ pf!llen 5 = ne Patient charges for selected options.
1d. Primary Diagnosis code: Additional dispense will be paid by Davis Vision.
Secondary Diagnosis code (if any): Option = m:;; A[;lﬁ;:;::l
B. Spectacle lenses provided: (check all that apply) Ulwaviolet
I Plan O  Patients O Coating - e 36
" i s .o Scratch-Resis
2. Single Vision O  Bifocal O  Trifocal O mt;_lw‘:smnm o Included N/A
C. Contact Lenses: Glass Photochromic o
< A " RPN e Lenses O $20 s10
Provider Supplied: Evalaton/Fittung: Standard O Specialty O - =
L Plastic Photosensitive
Elective u] 1enses (m] Included $25
Med‘.nca.lly New‘j..sm'y (prior approval required) 0 51:::*'"'1“35 o $20 $10
D. Frame Provided: Intermediate Vision o . i
Plan O Patient’'s O Providers O Lenses
Standard Progressive £ Y
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Up to $60.00

Example 2

Provider Reimbursements and Patient Responsibility:

. Section lll, highlighted in yellow, identifies that the benefit does not have Davis Vision Collection Contacts covered as part of the

member’s benefit. Only Provider Supplied Contact are covered.

. Section Il, highlighted in red, indicates any co-pays for Evaluation/ Fitting.

. Use Section IV, highlighted in green, to calculate your reimbursement. In the this example, Evaluation/ Fitting is paid in full by Davis

Vision up to $40.00 . Patients will be responsible for the overage minus a 15% discount. Provider may then refer to the contact lens

materials allowance and apply that towards the purchase of contact lens materials.

Service

Description

Total Beimbursement

Patient Responsibility
[Copays + Additional Patient Rezsponzibility]

Paid by Daviz ¥ision

Ewaluation Fithing

Contact Lens Materialz Supplied by Provider

Daviz Vision Reirmburzement + Patient Besponsibiliby

155 Discount on overage of MMermber's Allowance

Up o 340,00

Contact Lens katerials

Contact Lens katerialz Supplied by Provider

Daviz Yizion Reimbursernent + Patient Responsibilitg

165 Dizcount on overage of MMember's Allowance

8572 of Allowance

e VersantHealth’
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FEP Blue Vision

Vision Care Service Record
(This form to be maintained by the provider's office)

15% Discount: Example 1 zgsuce reppuevison

Member does not have Davis Vision CL coverage sl
for Evaluation/Fitting and Materials.

DAVIS VISION

EYECARE REFRAMED™

SECTION | - PROVIDER/IPATIENT SECTION SECTION Il - COVYERAGE SECTION

Employee Name: Plan Level: Premier
Employee ID No.: Copayments: Eye examination $0
T Frame and/or Spectacle lenses S0
Patient Name: Contact Lenses 50
Step 1: Evaluation/fitting 50

Relationship: Employee  Spouwse  Chald

Plan Description:
An eye examination (including dilation), contact lens evaluation/fitting,
spectacle lenses and frame, or provider supplied contact lenses m lieu of
eyeglasses. Medieally necessary contact lenses may be provided with

Section lll, highlighted in yellow, identifies that the
benefit does not have Davis Vision Collection
Contacts covered as part of the member’s benefit.

Provider’s Name:

Provider’s Mo.:

Only Provider Supplied Contact are covered.

Authonzation No.:FEH

prior approval.

Authonzation Date:

SECTION IV - ALLOYWANCE SECTION

Contact Lens Comntact Medically Mecessary
. Evaluation & Fitti Lens Contact L
Step 2' Sm::.a:“: = h:]:lzllilty M.at{:':ial i Matm'i:lq
Section Il, highlighted in red, indicates there are no SECTION Il - SERVICE SECTION 130 plus - f Faidin Full L to S60 33 pus %P o 3600
20%% discoumt plus 1 5% discount {prior approval
co-pays, but instead have a 15% for Evaluation/ A. Examination: Yo O No DO on overage 15%discount | on overage roquirad)
Ftt la. Was examination comprehensive? Yeo O No O on ovemEEe
Itting. 1b. Was dilation performed? Yes O No O e
le. Was this a new patient? Yes O Ne O Patient charges for selected options,
Step 3 1d. Primary Diagnosis code: Additional dispense will be paid by Davis Vision.
Use Section IV, highlighted in green, identifies the —_— Option 2 | Charge ‘Dispense.
’ i ’ . B. Spectacle lenses provided: (check all that applv) Ulraviolet
contact lens materials allowance and the provider I Pan O Patient’s OO Coating O Inchuded 56
should apply that towards the purchase of contact 2. Single Vision O Bifocal O  Trifocal O STl esistant o Inchuded N/A
IenS materials. C. Contact Lenses: Cilass rll_g{rlfgqhmmm O $70 510
Provider Supplied: Evalwation/Fitting: Standard O Specialty O - ————
. . Plastic Photosensitive _
Elective | [ ] Inc ded 525
Medically Necessary (prior approval required) a ‘]Iilaer:lgﬁq O £ S10
D. Frame Provided: Inten:nedinte Vision O -
Plan O  Patient’s O  Provider’s O Lenses 0 310
Standard Progressive —_ -
\V/ ~
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15% Discount

Example 1

Provider Reimbursements and Patient Responsibility:

. Section lll, highlighted in yellow, identifies that the benefit does not have Davis Vision Collection Contacts covered as part of the

member’s benefit. Only Provider Supplied Contact are covered.

. Section Il, highlighted in red, indicates there are no co-pays, but instead have a 15% for Evaluation/ Fitting.

. Use Section IV, highlighted in green, identifies the contact lens materials allowance and the provider should apply that towards the

purchase of contact lens materials.

Service

Description

Taotal Reimbursement

Patient Responsibility
[Copays = Additicnal Patient Responsibility)

Paid by Davis Yision

Evaluationd Fitting

Contact Lens baterials Supplied by Provider

1574 af U&C

1572 of LI&C

£0.00

Contact Lens katerials

Contact Lens Materials Supplied by Provider

Daviz Yision Reimbursernent + Patient Responsibility

5% Discount on overage of MMember's Allowance

5% of Allowance

e VersantHealth’
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Are the Comtact
Lens Materials
coming from Dawvis
ision Formula

Heimbursernent for At and Follow up wi
only come from Davis Vision if there is a
Comtact Lens Braluation & Fitting Allowance
or if Allowance is Splitable. i not, then it is
Member Responsibility

Reimbursement will come
from Dawis Vision

Does the Member
hawve access to the

Davis Vision
Formulary?

Allowanoce can be utilized for
Fit, Follow up and the purchase
of Contact Lens Matenals

Is the Allowance
Splitable or Separmted
for “Evaluation &
Fitting®?

Offer 1%% Discount on Fit and Follow
up [Patient Responsibility). Utilize
Allowance towards the purchase of
Contact Lens Materials

ht and Follow up is Member
Responsibil ity, full allowance is
utilized for the purchase of
Contact Lens Materials

%\{{5 VersantHealth’
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