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What We Will Not Pay For — General Limitations and
Exclusions

The following section indicates items which are excluded from benefit consideration, and are not
considered Covered Services. This information is provided as an aid to identify certain common items
which may be misconstrued as Covered Services, but is in no way a limitation upon, or a complete listing
of, such items considered not to be Covered Services. We are the final authority for determining benefits
of services or supplies.

We do not provide vision benefits for services, supplies or charges:

e Received from an individual or entity that is not a Provider, as defined in this Benefit Booklet.

e Which are experimental or investigative or related to such, whether incurred prior to, in connection
with, or subsequent to the experimental or investigative service or supply, as determined by us.

e For any condition, disease, defect, aliment, or injury arising out of and in the course of employment if
benefits are available under any Worker’s Compensation Act or other similar law. This exclusion
applies if you receive the benefits in whole or in part. This exclusion also applies whether or not you
claim the benefits or compensation. It also applies whether or not you recover from any third party.

e To the extent that they are provided as benefits by any governmental unit, unless otherwise required by
law or regulation.

e Forillness or injury that occurs as a result of any act of war, declared or undeclared.

e For a condition resulting from direct participation in a riot, civil disobedience, nuclear explosion, or
nuclear accident.

e For which you have no legal obligation to pay in the absence of this or like coverage.

e Received from a vision or medical department maintained by or on behalf of an employer, mutual
benefit association, labor union, trust, or similar person or group.

e  Prescribed, ordered, or referred by, or received from a member of your immediate family, including
your spouse, child, brother, sister, or parent.

e For completion of claim forms or charges for medical records or reports unless otherwise required by
law.

e For missed or canceled appointments.

e  For which benefits are payable under Medicare Part A and/or Medicare Part B except, as specified
elsewhere in this Benefit Booklet or as otherwise prohibited by federal law.

e Inexcess of Maximum Allowable Amount.

e Incurred prior to your Effective Date.

e Incurred after the termination date of this coverage except as specified elsewhere in this Benefit
Booklet.

e For services or supplies primarily for educational, vocational, or training purposes, except as otherwise
specified herein.

e Received from an optical or medical department maintained by or on behalf of a Group, mutual benefit
association, labor union, trust, or similar person or group (unless received by a Network provider).

e For any new FDA approved drug product or technology (including but not limited to medications,

medical supplies, and/or devices) available in the marketplace for dispensing by the appropriate source

for the product or technology, including but not limited to pharmacies, for the first 6 months after the
date the product or technology received FDA new drug approval or other applicable FDA approval.

The Plan may, in its sole discretion, waive this exclusion in whole or in part for a specific new FDA

approved drug product or technology.

For sunglasses and accompanying frames.

For safety glasses and accompanying frames.

For inpatient or outpatient hospital vision care.

For orthoptics or vision training and any associated supplemental testing.

For non-prescription lenses.

For two pairs of glasses in lieu of bifocals.
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e For plano lenses (lenses that have no refractive power).
e For medical or surgical treatment of the eyes.
e Lostor broken lenses or frames, unless the Member has reached his or her normal interval for service
when seeking replacements.
e  For services or supplies not specifically listed in the Benefit Booklet.
e Low Vision
e Cosmetic Options
e Blended lenses
« Contact lenses (except as noted herein)
e Oversize lenses
o Progressive multifocal lenses
e Photochromatic lenses or tinted lenses
o Frames that exceed the Maximum Allowable Amount
o Cosmetic lenses
+ Optional cosmetic processes
o UV-protected lenses, for all plans including full service plans.



