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Your Vision Benefits

The Vision Care Plan (the Plan) is designed to provide you and your family with comprehensive
vision care coverage. The Plan includes:

e Coverage that encourages regular exams and helps pay vision care services and supplies
when needed.

e The freedom to use any licensed vision care provider you choose for the Plan. If you are a
CWA-represented associate, under the Video Display Terminal-VDT—-Eye Care Program, you
must use an in-network vision care provider to receive benefits.

e The opportunity to reduce your share of expenses by using in-network vision care providers.

In addition, if you are an eligible CWA-represented associate who uses a computer and video
display terminal (VDT) at work, the Plan includes automatic participation for you in the VDT Eye
Care Program.

About This SPD

This document is the summary plan description (SPD) for the Verizon Vision Care Plan for
Mid-Atlantic Associates (including eligible CWA and IBEW employees of Verizon). The Verizon
Vision Care Plan for Mid-Atlantic Associates is a component plan of Verizon Plan 550. Plan 550
provides other benefits to eligible employees, as described under “Administrative Information,

Plan Identification" in the “Additional Information” section. Vision benefits for Connected Solutions
Inc. technicians are provided under a separate component plan of Verizon Plan 550. These benefits
are described in a separate SPD.

The Plan is subject to federal law under the Employee Retirement Income Security Act of 1974
(ERISA) and its subsequent amendments. This document meets ERISA’s requirements for an SPD
and is based on Plan provisions effective January 1, 2004, including legislative and administrative
updates through December 31, 2006. It updates and replaces all previous SPDs and other
descriptions of the benefits provided by the Plan. This SPD is part of this Plan.

Every effort has been made to ensure the accuracy of the information included in this SPD. Copies
of Plan documents are available by contacting the Plan administrator in writing at the address
provided in the “Administrative Information” subsection, within the “Additional Information” section.

This SPD is divided into the following major sections:

¢ Participating in the Plan. This section explains your eligibility, which of your dependents are
eligible to be covered and when eligibility ends.

e Your Coverage. This section describes the vision coverage available to you. Refer to it when you
need information about your coverage and benefits.

e Continuing Coverage. In some cases, you and/or your dependents can continue coverage even
after your eligibility for the Plan ends.
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e What Is Not Covered. This section lists services and supplies not covered under the Plan.

¢ How to File a Claim. This section provides information on when you need to file a claim to
receive benefits.

e Additional Information. This section provides additional details about the administrative
provisions of the Plan and your legal rights.

e Glossary. Certain terms used in this SPD are defined in the glossary.

Important Note:
Verizon and its claims and appeals administrators have the discretionary authority to interpret the
terms of the Plan and this SPD and determine your eligibility for benefits under their terms.

Verizon Benefits Center

The Verizon Benefits Center offers a Web site called Your Benefits Resources™
(www.verizon.com/benefits) where you'll find tools to help you manage your benefits. The
Web site makes finding information fast and easy as it guides you through your benefits
transactions, including benefits renewal. In addition to enrolling on the site, you can:

o Hotlink to other provider sites.

e Review details about your healthcare, insurance and pension plans.

o Verify your Verizon elections that are on file at the Verizon Benefits Center.
e Select and update your beneficiary designations.

e Change the Your Benefits Resources password.

o Give yourself a helpful “hint” in case you forget your password.

e Calculate how much to contribute to your Flexible Reimbursement Plan health care and
dependent care accounts.

o Model future pension benefits.

From time to time, additional tools will be added to Your Benefits Resources Web site to help you
better manage your benefits.

Benefits representatives are available should you have questions about your benefits. To reach the
Verizon Benefits Center, see your Important Benefits Contacts insert for the telephone number. Via
this toll-free telephone number, you also can connect with other Verizon benefit providers.

Your Benefits Resources™ is a trademark of Hewitt Management Company LLC.
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Changes to the Plan

While Verizon expects to continue the Plan indefinitely, Verizon also reserves the right to amend,
modify, suspend or terminate the Plan at any time, at its discretion, with or without advance notice to
participants, subject to any duty to bargain collectively. The Plan may be amended by publication of
any SPD, summary of material modification, enroliment materials or other communication relating to
the Plan, as approved by Verizon.

Decisions regarding changes to, or termination of, benefits are made at the highest levels of
management. Verizon employees below those levels do not know whether the Company will adopt
any particular change and are not in a position to speculate about such changes. Unless and until
changes formally are adopted and officially are announced, no one is authorized to assure that any
particular change will or will not occur.
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Participating in the Plan

Eligibility

You are eligible for Plan coverage on the first day of the month in which you complete three months
of net credited service if you are employed by a Verizon participating company and are a regular

or term full-time or part-time CWA-represented or IBEW-represented Mid-Atlantic associate

whose employment is covered by a collective bargaining agreement that provides for

participation in the Plan.

“Associate,” as used throughout this summary plan description (SPD) includes any
non-management employee.

“Service” means net credited service as defined by the Verizon Pension Plan for
Mid-Atlantic Associates.

You are not eligible to participate in the Plan if any one of the following applies:
e You are paid by a temporary staffing or placement agency or other vendor or third party.

¢ You are employed under the terms of a written agreement with the Company as an independent
contractor or consultant.

¢ You are paid through accounts payable instead of the payroll system.
e You are a working retiree.

Note: If a court, the Internal Revenue Service (IRS) or any other enforcement authority or agency
finds that an independent contractor or leased employee should be treated as a regular employee of
a participating company, for example, for purposes of W-2 income reporting or tax withholding, such
individual is nonetheless expressly excluded from the definition of eligible employee and is
expressly ineligible for benefits under the Plan.

Eligible Dependents

Dependents must be enrolled through Your Benefits Resources Web site or the Verizon Benefits
Center to have coverage. You can enroll only your eligible Class | Dependents who meet the Plan’s
definition for eligibility.
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Dependent Class Who They Are Relationship
Class | Dependents ¢ Your legal spouse (a legally separated spouse |e Spouse
is not eligible)
e Your unmarried children until the end of the e Child

calendar year in which they reach age 19,
provided they receive more than 50% of their
support from you. Children means children by
birth, as well as legally adopted children or
children placed for adoption, stepchildren who
live in your home and children who live in your
home and for whom you or your spouse is the
legal guardian or has legal custody

e Your unmarried children (as defined above)
from age 19 through the end of the calendar
year in which they reach age 25 and are
full-time students at an accredited educational
institution, provided they receive more than
50% of their support from you. Coverage lasts
until the end of the month they no longer
qualify as full-time students or, if earlier, the
end of the calendar year in which they reach
age 25

e Your unmarried children (as defined above)
of any age who are incapable of self-support
and dependent on you for support due
to physical or mental disability if the disability
began before age 19 or before age 25
while a full-time student and they were
covered continuously

¢ Your same-sex domestic partner and his or
her children who meet the Plan requirements
for a same-sex domestic partner (and children
of a same-sex domestic partner) may be
eligible for coverage. For more information on
eligibility requirements and tax implications,
access Your Benefits Resources Web site or
call the Verizon Benefits Center and speak
with a representative

¢ Your unmarried children (as defined above
and including any age requirements) who
are alternate recipients under an approved
qualified medical child support order
(QMCSO0)

e Full-Time Student

Disabled Child

Domestic Partner
Domestic Partner’s Child

Child

Note: Grandfathered Class Il Dependents, Sponsored Parents and Sponsored Children are not
eligible for coverage under the Plan.
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Qualified Medical Child Support Order (QMCSO)

A QMCSO is a judgment from a state court or an order issued through an administrative process
under state law that requires you to provide coverage for a dependent child under Verizon’s
healthcare plans, including vision. You may obtain a copy of the QMCSO administrative procedures,
free of charge, from the Plan administrator in care of the Verizon Benefits Center. In any case, if
subject to an order, you and each child will be notified about further procedures.

If Your Spouse or Same-Sex Domestic Partner Is a Verizon Employee
For vision coverage, if your spouse or same-sex domestic partner is employed by Verizon or
affiliates, the following rules apply:

¢ Children can be covered by one Verizon parent or the other, but not by both.

e You can be covered as an employee or as a dependent under a Verizon-sponsored Vision Plan,
but not as both. To be covered as a dependent under another plan, you must choose the waiver
of coverage option under this Plan.

e Your spouse or same-sex domestic partner can be covered as an employee or as a dependent
under a Verizon-sponsored Vision Plan, but not as both. To be covered as your dependent under
this Plan, your spouse or same-sex domestic partner must be eligible for and must choose the
waiver of coverage option under his or her plan. If he or she is not eligible to choose the waiver of
coverage option under his or her plan, your spouse or same-sex domestic partner cannot be
covered under your Plan.

Enrolling for Coverage

Initial Enroliment by Newly Hired Associates
The following enrollment rules apply based on your work schedule:

e If you are a full-time associate or a part-time associate who is scheduled to work 25 or more
hours a week, your vision coverage begins automatically on the first day of the month in which
you attain three months of net credited service.

¢ If you are a part-time associate scheduled to work less than 25 hours a week who has been
employed continuously by the Company since before January 1, 1981, you automatically were
enrolled for vision coverage when you became eligible. Your coverage began on the first day of
the month in which you attained three months of net credited service.

e If you are a part-time associate scheduled to work less then 25 hours a week who was employed
by the Company after January 1, 1981, you can enroll after you complete three months of net
credited service. You may elect to pay the required cost for coverage by contacting the Verizon
Benefits Center. Otherwise, you will not have coverage.
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¢ If you are changing from a management position to a full-time associate position or a part-time
associate position for which you’re scheduled to work 25 or more hours a week, your coverage
begins automatically the first day of the month following the date your payroll changes for the
change in position. If you are changing to a part-time associate position for which you are
scheduled to work less than 25 hours a week, you must enroll to have coverage.

e If you change from a full-time associate to a part-time associate position, your coverage continues
and any applicable payroll deductions automatically begin as soon as administratively possible.
You also can drop vision coverage, due to your change in status, by calling the Verizon Benefits
Center. See the “Changing Your Elections” section for more information.

Regardless of your employment status, you must access Your Benefits Resources Web site or call
the Verizon Benefits Center to enroll any Class | Dependent you want included under your
coverage. You can choose coverage for yourself plus one dependent or for yourself plus two or
more dependents. You will need to provide each dependent’s name, date of birth and Social
Security number. If you enroll eligible dependents before the deadline shown on your Enroliment
Worksheet, their coverage begins the same date as your coverage. Otherwise, coverage begins the
first day of the month after you enroll them.

Note: Before your three-month enrollment date or if you change from a management position to an
associate position, the Verizon Benefits Center will send you an Enroliment Worksheet with your
vision coverage listed.

How Do I Enroll or Make Changes?

Access Your Benefits Resources Web site or call the Verizon Benefits Center at the telephone
number listed on your Important Benefits Contacts insert. Your Benefits Resources is available

24 hours a day, Monday through Saturday and from 1:00 p.m. to midnight, Eastern Time on Sunday.
Benefits Center Representatives are available to help you from 8:00 a.m. to 6:00 p.m. Eastern time,
Monday through Friday (excluding holidays).

Changing Your Elections

Benefits Renewal

Each year during the benefits renewal period, you will have an opportunity to change your elections.
Elections made during the benefits renewal period take effect on the following January 1 and remain
in effect through December 31 of that year, unless you change the election during the year due to a
change in status.

Status Changes

Between benefits renewal periods, you may be able to change your Vision Plan option and covered
dependents if you or a dependent has a change in status that affects eligibility for coverage. An
election change can be made due to a change in status if the election change is on account of and
corresponds with a change in status that affects eligibility for coverage under an employer’s plan.
Elections made due to status changes remain in effect until you make a change during a benefits
renewal period or due to another status change.
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You Gain a New Dependent

If you gain a new, eligible dependent through marriage, acquisition of a same-sex domestic
partner, birth, adoption or placement for adoption, that person automatically is covered under
your vision coverage option for 90 days after the event. If you want vision coverage to continue for
the new dependent, you must call the Verizon Benefits Center to enroll that dependent in the Plan;
otherwise, coverage will end for that dependent after 90 days.

e Your election will take effect on the date that you gained the new dependent if you make your
election within 90 days of gaining the new dependent.

e Coverage will begin again for the new dependent on the first day of the month following your
election, if you make your election more than 90 days after the event.

Note: If you disenroll a same-sex domestic partner, you must wait 60 days before you can enroll a
new same-sex domestic partner.

If you gain a new, eligible dependent as the result of a QMCSO, you can enroll that dependent
in the Plan by calling the Verizon Benefits Center. Your election will take effect on the date the
QMCSO is approved by the Verizon Benefits Center.

If you gain a new, eligible dependent as the result of an event other than those listed above-
for example, a dependent child age 23 starts attending school full-time after a period of ineligibility
due to age—you can enroll that dependent in the Plan by calling the Verizon Benefits Center. Your
election will take effect the first of the month following your election.

You Lose a Dependent Through Death, Legal Separation, Divorce or Termination

of a Same-Sex Domestic Partnership

If you lose a dependent through death, legal separation, divorce or termination of a same-sex
domestic partnership, coverage for that dependent ends on the last day of the month in which
the event occurs. However, you must notify the Company by calling the Verizon Benefits
Center to remove that dependent from your coverage; otherwise, you will continue to pay
any required premiums.

A Dependent Loses Eligibility

If a dependent loses eligibility for or ceases to be a dependent under the Plan in situations other
than those described above, the dependent’s coverage will continue until the end of the month in
which the event occurs that causes the dependent to lose eligibility. An exception occurs if the
dependent is a child who loses eligibility because he or she reaches an age limit for coverage. In
this case, the child’s coverage will continue until December 31 of the year in which the age limit is
reached. However, if a child reaches the age 25 limit and is a full-time student who graduates prior
to December 31 of his or her 25th year or no longer maintains his or her full-time status, his or her
coverage will terminate on the last day of the month in which he or she loses full-time student status.

When a dependent loses eligibility, you must notify the Company by calling the Verizon Benefits
Center before the dependent’s coverage ends.

If you do not notify Verizon, any claims incurred by your ineligible dependent will become your
financial responsibility and furthermore if you do not disenroll your dependent within 60 days of
when he or she becomes ineligible, he or she will lose the right to purchase continued healthcare
coverage under COBRA. For more information on COBRA, see the “Continuing Coverage” section.
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Change of Union Affiliation
If you change jobs and it results in a change of union affiliation, your vision coverage automatically
will change to the coverage provided under your new union’s collective bargaining agreement.

Special Enroliment Rules

If you or your dependents (including your spouse or same-sex domestic partner) waived vision
coverage because of other vision insurance coverage, you may be able to enroll yourself or your
dependents in the Plan if you later lose that other insurance due to:

e Loss of eligibility

e Termination of employer contributions for such coverage (however, special enroliment is not
available if loss of coverage was due to your or your dependents failure to pay such coverage)

e Exhaustion of COBRA coverage.

If you enroll yourself or your dependents in the Plan:

¢ Within 31 days of losing the other coverage, your or your dependents’ coverage will be effective
retroactive to the date of the event

e After 31 days of losing the other coverage, your or your dependents’ coverage will be effective the
first day of the month following your enroliment.

In addition, if you gain a new dependent as a result of marriage, birth, adoption, placement for
adoption or acquisition of a same-sex domestic partner and his or her children, you may be able to
enroll yourself and your dependents. If you enroll:

e Within 31 days of the event, your or your dependents’ coverage will be effective retroactive to the
date of the event

e After 31 days following the event, your or your dependents’ coverage will be effective the first day
of the month following your enroliment.

Cost of Coverage

The Company pays the full cost of vision coverage for you and your enrolled Class | Dependents if
you have at least three months of net credited service and are as follows:

e A regular or term full-time associate working at least 25 hours a week

e A regular or term part-time associate hired before January 1, 1981 and continuously employed by
the Company since that date.

If you have not been employed continuously by the Company since before January 1, 1981 and you
work at least 17 but less than 25 hours a week, the Company contributes 50 percent of the amount
it contributes for full-time employees. In order to have coverage, you must enroll and agree to pay
the other 50 percent of the cost by payroll deduction.
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If you have not been employed continuously by the Company since before January 1, 1981 and you
work less than 17 hours a week, you can enroll for coverage if you call the Verizon Benefits Center
and agree to pay the full cost.

Note that all employee contributions are paid on an after-tax basis.

If you cover a same-sex domestic partner and his or her dependents who are not IRS tax
dependents, Verizon is required by tax law to impute income to you based on the fair market value
of the coverage provided to your same-sex domestic partner and his or her dependents.

VDT Eye Care Program
If you are a CWA associate, use a VDT terminal and are eligible for the VDT Eye Care Program, the
Company pays the full cost of your program coverage; there is no cost to you.

When Participation Ends
This section explains when participation in the Plan ends for you and your dependents.

Associate Coverage

An associate’s coverage will end on the earliest date described below. You may be able to continue
coverage under COBRA. For information on continuing coverage and COBRA, see the “Continuing
Coverage" section.

Leaves of Absence In general, if you go on a leave of absence, your
coverage continues in accordance with Company
guidelines and as collectively bargained.

Leaves of Absence Under the Family and The Company complies with the Family and Medical
Medical Leave Act. Leave Act of 1993 (FMLA). All leaves of absence
qualifying under the FMLA will be administered in
accordance with the terms of the FMLA. Coverage
may be continued during approved leaves, as provided
in Company policy and as collectively bargained. Call
the Verizon Benefits Center for details.

Leaves of Absence Under the Uniformed All military leaves of absence qualifying under the
Services Employment and Reemployment Uniformed Services Employment and Reemployment
Rights Act. Rights Act of 1994 (USERRA) will be administered in
accordance with the terms of USERRA.
Union Leaves of Absence. Under a Union Leave of Absence, coverage may
be continued according to your collective bargaining
agreement.
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Anticipated Disability Leaves of Absence,
Care of Newborn Child (CNC) Leaves of
Absence and Dependent Care Leaves of
Absence.

¢ Under an Anticipated Disability Leave of Absence, a
Care of Newborn Child Leave of Absence or a
Dependent Care Leave of Absence, Verizon will pay
the amount it normally does for your coverage. If you
contribute to the cost of your vision coverage,
however, you must continue making contributions
during your leave. The Company will bill you monthly
for these charges.

¢ If You Receive Short-Term Disability Benefits:
Your vision coverage will continue while you receive
benefits from the Verizon Sickness and Accident
Disability Benefit Plan for Mid-Atlantic Associates if
you pay any required contributions.

Education Leaves of Absence or Personal
Leaves of Absence.

If you take an Education Leave of Absence or Personal
Leave of Absence, coverage for you and eligible
dependents will end on the last day of the month in
which your leave begins.

Change in Employment Status

If your employment status changes from associate

to management status, coverage under the Plan will
end on the last day of the month in which you become
a manager of Verizon or an affiliate of Verizon. You
will have an opportunity to make an election into
another plan.

Long-Term Disability (LTD)

If you are receiving long-term disability benefits,
coverage under the Plan will end on the last day
of the month in which you qualify to begin long-

term disability.

Cancellation of Coverage

If you cancel coverage due to a change in status, your
coverage will end on the last day of the month in which
you elect to cancel coverage.

Failure to Submit Payment (if Required)

If you are required to make a payment, and it is not
received on time, coverage will end on the first day of
the month for which it is not received.

End of Employment

Coverage under the Plan will end on the last day of the
month in which your employment ends for any reason
not specified in this section.

Plan Termination

Although the Company does not intend to terminate
the Plan, were the Plan to be terminated, all coverage
would end on the date of termination.

Dependent Coverage

A dependent’s coverage will end on the earliest date described below. Your dependent may be able to
continue coverage under COBRA. See the “Continuing Coverage" section.

Associate’s Coverage Ends

If the associate’s coverage ends for any reason except
when the associate dies, coverage for all dependents
also will end at the same time.

Associate Dies

When the associate dies, coverage for all dependents
will end on the last day of the month in which the
associate dies.
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Dependent Ceases to Meet the Class |
Eligibility Requirements

A dependent’s coverage will end on the earlier of either
the date the dependent is covered as an employee
under any Company-sponsored vision plan or the last
day of the month in which the dependent no longer
qualifies as a dependent under the Plan, subject to

the following:

¢ Coverage for your spouse ends on the last day of the
month in which he or she becomes legally separated
or divorced from you.

e Coverage for a same-sex domestic partner ends on
the day he or she fails to meet the definition of a
same-sex domestic partner.

e Coverage for a child ends on the last day of the
calendar year in which he or she reaches age 19 (if
not a full-time student), or the last day of the month
in which the child is married, if earlier.

¢ Coverage for a stepchild ends on the last day of
the month in which he or she no longer lives with
you or otherwise fails to meet the definition of an
eligible dependent.

¢ Coverage for a full-time student ends on the earlier
of the last day of the calendar year in which the
student reaches age 25 or the last day of the
month in which he or she no longer qualifies as
a full-time student.

e Coverage for a disabled child ends on the last day of
the month in which he or she no longer meets the
definition of a disabled child.

e Coverage for a child under a QMCSO ends on the
date the associate no longer is required to provide
coverage for this child or, if earlier, the date the child
no longer would be eligible for coverage

e Coverage for a child of a same-sex domestic partner
ends on the last day of the calendar Plan year in
which the child reaches age 19 or age 25 (if a
full-time student), as applicable, or the last day
of the month in which the child otherwise fails to
meet the definition of a child of a partner (or the
partner no longer meets the definition of a same-sex
domestic partner.)

Notify the Verizon Benefits Center If a Dependent Is Ineligible

It is your responsibility to notify the Verizon Benefits Center within 90 days if your dependents no
longer meet eligibility requirements. Otherwise, any claims incurred by an ineligible dependent
become your financial responsibility. Furthermore, if you do not disenroll your dependents within
60 days of when they become ineligible, they will lose the right to purchase continued health care

benefits under COBRA.

Periodically, you may be asked to provide proof of your dependents’ eligibility. If such proof is not
provided, those dependents will lose their eligibility for the Plan, effective retroactively as of the date
determined by the Plan administrator. The Company may require that you reimburse the amount of
any claims paid by the Plan on behalf of an ineligible dependent.

V-B-AA-S-V-993-1/07
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Certificate of Creditable Coverage

When any person’s coverage under the Plan ends for any reason, including the end of COBRA
continuation coverage, the Company will send that person a Certificate of Creditable Coverage,
free of charge, as required by the Health Insurance Portability and Accountability Act of 1996
(HIPAA). This certificate may help the person receive coverage under another plan. Specifically,
this certificate may help reduce or eliminate exclusionary periods of coverage for pre-existing
conditions under the plan. Without evidence of creditable coverage, you may be subject to a
pre-existing condition exclusion for 12 months (18 months for late enrollees) after your enroliment
date in your coverage. You also will be provided with a certificate, free of charge, when you become
entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if
you request it before losing coverage, or if you request it up to 24 months after losing coverage. To
request a certificate, access Your Benefits Resources Web site or call the Verizon Benefits Center.

Continuation of Coverage Under COBRA

In some instances, a person whose eligibility for coverage under this Plan ends still may be
able to continue coverage in accordance with the Consolidated Omnibus Budget Reconciliation
Act of 1985 (COBRA) and its subsequent amendments. See the “Continuing Coverage” section
for more information.
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Your Coverage

The Plan provides comprehensive coverage to meet your vision care needs. The Plan includes a
network of vision care providers who have contracted with the administrators to provide services to
Plan participants.

The Video Display Terminal (VDT) Eye Care Program covers certain eligible expenses at
100 percent when you are a CWA-represented associate who uses a VDT terminal at work
and you use an in-network provider who participates in the VDT Eye Care Program. There
is no coverage if services are received from an out of network provider.

Vision Care Plan

When you need care, you can visit any vision care provider. When you use an in-network provider,
you pay the applicable copayment for services (see the chart below and contact the appropriate
claims administrator [see “Claims Regarding Scope/Amount of Benefits Under the Plan” in the
“Additional Information” section] for more information). If you receive covered services and supplies
from an out-of-network provider, you pay the charges and then are reimbursed up to the maximum
benefit amount.

The chart below illustrates your choices under the Plan.

Whenever you need care, you choose to...

!
Visit an in-network Or Visit an out-of-network,
vision care provider licensed vision care provider
Provider submits claim You submit itemized receipts
1 !
Receive higher level of benefits Receive lower level of benefits

A list of in-network vision care providers can be obtained by calling your claims administrator at the
telephone number listed on your Important Benefits Contacts insert. The claims administrators also
have Internet sites where you can get information about in-network vision ca re providers online.

How Benefits Are Determined

Covered services and supplies are available once every benefit period (see below) from either an
in-network provider or an out-of-network provider. The benefit period begins on the date of your
vision exam or the date that your lenses and/or frames or contacts are ordered, as applicable.

e If you receive covered services from an in-network provider, you pay the applicable copayment for
services. See the chart in the “Plan Benefits” section and contact the appropriate claims
administrator (as outlined in the “Additional Information” section) for more information.

¢ If you receive benefits from an out-of-network provider, you pay the charges when you receive
the service or supply. You then must submit your itemized receipts to the claims administrator
for reimbursement up to the maximum benefit amount. Your reimbursement will not exceed
the actual charges. You are responsible for the portion of any charges above the maximum
benefit amount.
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Plan Benefits
If you are an IBEW-represented associate, for you and each of your enrolled dependents, the
following benefits are covered either in network or out-of-network once every 24 months.

If you are a CWA-represented associate, for you and each of your enrolled dependents, the
following benefits are covered either in network or out-of-network once every second calendar year.

Plan Service or Supply In-Network Out-of-Network

Vision examination You pay $10 copay |Plan pays up to $25

Pair of prescription contact You pay $25 copay |Plan pays up to $110
lenses' plus the cost of any

non-covered options
or

Pair of prescription eyeglasses |You pay $25 copay

(lenses and frames)’ plus the cost of any

e Single vision lenses non-covered options |Plan pays up to $25
¢ Bifocal lenses Plan pays up to $40
e Trifocal lenses Plan pays up to $60
e Lenticular lenses for those Plan pays up to $100

who have had cataracts
removed surgically
e Eyeglass frames®

Plan pays up to $30

'Benefits are limited to either one pair of prescription contact lenses or an annual supply of disposable contact lenses and one pair
of frames or one pair of prescription eyeglass lenses with frames.

®If you choose a frame not included in your claims administrator’s covered selection, you are responsible for any additional cost
over the specified allowance.

Additional Information for CWA-Represented Associates
If you are a CWA-represented associate, Plan coverage for you and your covered dependents
also includes:

o A $25 copayment for your new lenses and Fashion or Designer level eyeglass frames from the
Davis Vision “Tower Collection.” If you select the Premier level frame from the Davis Vision
“Tower Collection,” you pay an additional $25. If you prefer, you instead can choose to take
a $40 wholesale credit and apply it to the cost of any other non-Davis Vision “Tower Collection”
eyeglass frame from the in-network provider’s private selection.

e A free membership and access to Lens 123, a mail-order replacement contact lens service you
can use to purchase replacement contact lenses at discounted costs.

e Discounts on lens and frame enhancements from in-network vision care providers (see below).
Contact your claims administrator for further detail on benefits and available discounts.
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Enhancement Discounted Cost

Premier frames $25
Ultraviolet coating $10
Polaroid lenses $60
High-index lenses $55
Transitions lenses

¢ Single vision $60
e Multifocal $70

e Additional vision programs and benefits through in-network providers, such as:
— Plastic or glass single vision, bifocal or trifocal lenses
— Glass grey #3 prescription lenses
— Oversized lenses
— Post cataract (lenticular) lenses
— Fashion, sun or gradient-tinted plastic lenses
— Supershield (scratch protective) coating on plastic lenses
— Designer frames
— PGX (sun sensitive) glass lenses
— Blended invisible bifocals

— Progressive addition lenses; if patient is unable to adapt to progressives, bifocals will be
provided

— Reflection free coating
— Polycarbonate lenses.

Lens 123
For more information on Lens 123, call the telephone number listed on your Important Benefits
Contacts insert.
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Additional Information for IBEW-Represented Associates
If you are an IBEW-represented associate, Plan coverage for you and your covered dependents
also includes:

e A 20 percent discount on non-covered pairs of prescription glasses (lenses and a frame). Service
must be received within 12 months from the same in-network provider who provided your last
covered eye exam.

e A 15 percent discount off the cost of your contact lens exam (fitting and evaluation) when you
receive contact lens service from VSP. (This discount does not apply to the contact lenses.)

Waiver of Vision Coverage

The waiver of coverage option is available to full-time CWA- and IBEW-represented associates who
are covered as dependents under another Verizon-sponsored Vision Plan.

Part-time CWA- and IBEW-represented associates who do not receive the full Company subsidy for
vision coverage can waive coverage for any reason. Part-time associates who receive the full
Company subsidy can waive coverage only if they are covered as dependents under another
Verizon-sponsored Vision Plan.

When you waive coverage for a calendar year, it will remain in effect for each subsequent year,
unless you enroll in vision coverage during the benefits renewal period or if you have a change in
status (see “Changing Your Elections” in the “Participation” section) that allows you to elect
coverage before the benefits renewal period.

VDT Eye Care Program

For CWA-Represented Associates
The VDT Eye Care Program pays the full cost of a VDT vision examination and one pair of
prescription eyeglasses when they are prescribed by an in-network provider.

If eyeglasses are prescribed, you can select your frames from among a group that has been
established for CWA-represented associates. If you choose a frame that is not included in that
group, you will be required to pay the additional cost. Single, bifocal, trifocal or lenticular lenses are
provided at no cost to you. You are responsible for the cost of any non-covered options.

In additi