Resolution No. 2022-514 December 06, 2022
RESOLUTION APPROVING CONTRACT WITH DELTA DENTAL PLAN OF OHIO, INC. FOR
DELTAVISION 15 STANDARD ASHTABULA COUNTY, COMMISSIONERS OFFICE

WHEREAS, Jessica Brundage, Human Resource Director, has presented a contract for the
approval of the Board, to-wit:

Scope: To provide vision benefits to all county departments

Provider: Delta Dental Plan of Ohio, Inc., 1300 E. 9t St., Ste. 1703, Cleveland, OH 44114
Cost: is paid by the employee

Term: effective January 1, 2023 thru December 31, 2024; now

THEREFORE, BE IT RESOLVED, By the Board of Commissioners of Ashtabula County, Ohio that

the contract, as noted above, is approved in accordance with the copy now on file in this office.



ASHTABULA COUNTY COMMISSIONERS

CERTIFICATION PAGE

Resolution No. 2022.514 December 06, 2022

RESOLUTION APPROVING CONTRACT WITH DELTA DENTAL PLAN OF OHIO,
INC. FOR DELTAVISION 150 STANDARD FOR ASHTABULA COUNTY,
COMMISSIONERS OFFICE

Upon the motion of Kathryn L. Whittington, seconded by Casey R. Kozlowski.

VOTE:

J.P. Ducro IV Aye
Casey R. Kozlowski Aye
Kathryn L. Whittington Aye

CERTIFICATE OF CLERK

IT IS HEREBY CERTIFIED that the foregoing is a true and correct transcript of a
resolution acted upon and duly passed by the Board of County Commissioners of
Ashtabula County, Ohio, on the date noted above.

Lisa Hawkins, Clerk of the Board
Board of County Commissioners
Ashtabula County, Ohio




Delta Dental Contract For Ashtabula County

This Contract ("Contract”) is entered into by and between Ashtabula County (the "Contractor”) and Delta
Dental Plan of Ohio, Inc., an Ohio non-profit corporation ("Delta Dental”). This is a legally binding contract
between the Contractor and Delta Dental and is effective on January 1, 2023, the ("Effective Date").

SECTION | - DECLARATIONS

The benefits afforded are as set forth in this Contract. Delta Dental's liability is limited to the Benefits stated
herein; subject to all the terms of this Contract having reference thereto. This Declarations Section and the
Summary of Vision Plan Benefits supersedes any contrary provision of the subsequent sections of this
Contract.

A, Effective Date: January 1, 2023
B First Renewal Date: January 1, 2024
C. Client Number: V9860-0001, 0002, 0003, 0004, 0005, 0006, 0007
D Rate(s):
Enrollee only - $5.70 per month per Enrollee
Enrollee and spouse - $11.41 per month per Enrollee
Enroliee and child(ren) - $12.22 per month per Enrolice
Enrollee, spouse and child(ren) - $19.51 per month per Enrollee

These rates are contingent upon the enroliment of a minimum of O percent of the eligible members
of the defined group and their eligible dependents. Rates do not include any applicable claims taxes.
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O DELTA DENTAL VS.p

Benefits overview R
DeltaVision®

Exam/lens/frame frequency (months) 1212/24

Contacts (instead of glasses) frequency (months) 12 1 5 O S t a n d a rd

in-network coverage

Exam copay $10

Materials copay $25

Frames allowance $150

Elective contact lenses allowance $150

Necessary contact lenses Covered in full after copay

Contact lens fit evaluation copay Up to $60

Out-of-network allowances Lens enhancements (member cost)?

Exam Up to $45 Anti-glaring coating $41 single/$41 multifocal

Single vision lenses Up to $30 Impact-resistant lenses (adult) $31 single/$35 multifocal (covered for children)
Bifocal lenses Up to $50 Progressive lenses Standard progressive lenses are covered
Trifocal lenses Up to $65 Light-reactive lenses $75 single/$75 multifocal
Progressive lenses Up to $50 Scratch-resistant coating $17 single/$17 multifocal
Lenticular lenses Up to $100

Frames Up to $70

Elective contact lenses Up to $105

Necessary contact lenses Up to $210

Additional savings?
An extra $20 allowance on featured designer brands for frames. 20% savings on any amount
above the retail allowance.

20% savings on unlimited additional pairs of prescription glasses and/or nonprescription
sunglasses from any VSP network provider within 12 months of exam.

Average 15% off the regular price, or 5% off the promotional price; discounts only available from

Frames discount over aliowance

Additional pair

LS contracted facilities.

Retinal imaging Routine retinal screening covered for a maximum fee of $39,

Lens coverage Glass or plastic single vision, lined bifocal, lined trifocal or lenticular lenses are covered in full?
Retinal screening for members with diabetes, $0 copay.

VSP Diabetic EyeCare Plus Program™ Additional exams and services for members with diabetic eye disease, glaucoma or age-related
macular degeneration. Limitations and coordination with your medical coverage may apply. Ask
your VSP network doctor for details. $20 copay per exam.

Low vision Pre-approved low-vision supplemental testing covered every two years. 75% coverage for approved
low-vision aids, up to $1,000 (less any amount paid for supplemental testing) every two years.

Eyeconic® Go to eyeconic.com® for an easy-to-use, convenient online eyewear option.

TruHearing® Save up to 60% on hearing aids and batteries. Visit truhearing.com/vsp or call 877-396-7194 far

more information.*

1 Prices shown réflect the standard plastic price for each respective category. Premium @ns enhancement §nices may vary. Prices are valid only through YSP Choite nelwork providers and are subject to change without notice.
2 In-natwork only. 3 Covered in fufl mate-ials and services are less any appl cable copay. Based on applicable faws, benefns and savings may vary by location. Benefits may also vary at participating retail chains. Promotions like
rebales are continualfy evaluated and subject io changea without notica. In tha stata of Washington, VSP Vison Care, inc., is tha legal name of the corporation through which VSP does business. Promotions and Faatured Frama
Brands do not apply at Costce® Optical. Walmart/Sam's Club and Costeo® Optical alfowance of £80 Is equivalent o the frame allowance at V5P doctor ocations and participating retait chains. The foflowing items are excuded
wnder this pan: plano fenses {fensas with refractive corection of less than = .50 dicpter), two pairs of glasses instead of bifocals: replacement of fenses. frames, or contacts; medical or surgical treatment; orthoptics; vislon
trainlag or supplamental 1esting. 4 VSP is providing information fo its members, but dacs not offer or provide any discount hearing program. The relat:onship between VYSP and TruHearing s that of independert contractors. VSP
makes ne endorsement. representations, or warraaties regarding any producls or services offered by TruHeanng, a third-party vendor. The vendar is sofely responsible for the products or services offered by them. If you have
any nuestions regarding the services offered here, you should contact the vendor directly, TruHearing offers indivicuals the opportunity to curchase hearing aids at discounted prices, inciizding individuals covered by self-funded
health plans net subject to state insurance or health plan regulations. TruHearing is not insurance and not subject to state insurance regulations. TruHearing provides discounts to certain health care groups for hearing aid sales
and services: TruHearing pravides fitting. croegrammung and three adjustment visits at no cost, the member is oblgated to pay for testing, 2nd all post-fitting hearing care services, but will receive a descount from those health care
providers who have contracted with TruHeanng. Not awailable dwectly from VSP in the states cf Washinglan and Califernis.

£ 2021 Vision Service Plan. All rights reserved. V5P, Y59 Vision Care, Eyeconic and eyeconic.com ara registered trademarks, VSP Diabetic Eyacare Plus Program is service mark of Vision Service Plan. All other brands or marks are
the property of their respective owners

he amaunt of benefits pravided deperds upan the plan selected. The premium will vary with the amount of benefits selected This policy has exclusions. reduct:on of benefits or terms under which the policy may be cantinued in
forea or discontinued.

DaltaY¥lslon plans are sold only in combination with Deita Dantal plans.

FLI-6618-OH vi Delta Dental of Ohic 150 STANDARD NO RATES C3 4/22



SECTION . Definitions

A. Additional Benefit Rider
A document, attached as a rider to this Contract (when purchased by the Contractor which lists
selected supplemental vision care services and vision care materials which a Member is entitled to
receive under this Contract. Additional Benefits are only available when purchased by the Contractor
in conjunction with the Benefit designs offered in the Declarations Section.

B. Assignment of Benefits
A written order signed by a Member eighteen (18) years of age or older and included with each
claim, directing Delta Dental’s claims administrator to pay available Benefits to a named Out-of-
Network Provider or physician.

C. Contract
This document, including the Certificate and applicable Summary{ies) of Vision Plan Benefits (the
terms of which are incorporated herein), and, if applicable, any appendices, supplements, riders,
successor agreements, renewal letters, or renewals now or hereafter issued or executed.

D. Rate
The amount, per Enrollee and Enrollee classification, the Contractor agrees to pay Delta Dental® each
month. This amount, or the information necessary to compute it, is specified in the Declarations
Section.

E. Total Disability
During at least the first 12 months, or the first 52 weeks, of disability, total disability for which
benefits may become due and payable shall be defined as “inability by reason of injury or sickness to
perform each and every duty pertaining to the insured’s occupation.” After the first 12 months, or the
first 52 weeks, of disability, total disability may be defined as the “inability to perform each and every
duty of any business or occupation for which the insured is reasonably fitted by education, training
and experience,”

F. Urgent Condition
A condition with sudden onset and acute symptoms which requires the Member to obtain immediate
care; or an unforeseen occurrence calling for immediate action.
Any capitalized terms not defined herein are defined in the Certificate.

SECTION I, Eligibility

A. Eligibility Requirements and Waiting Periods for Members
Eligibility requirements and waiting periods for Members are set forth in the Certificate and the
applicable Summary(ies) of Vision Plan Benefits.

B. General Eligibility Rules
No person will be eligible for Benefits under this Contract unless the Contractor has either currently
enrolled that person as an Enrollee or currently listed or acknowledged that person as a Dependent.
Contractor shall provide eligibility information in accordance with Section V. B. of this Contract.

C. Termination of Eligibility

Eligibility for Benefits will terminate for all Members under this Contract at the earlier of:
1 The termination of this Contract; or

2. Midnight of the last day of the month for which payment has been made if the Contractor fails to
make the payments required by this Contract.

3. Eligibility of an individual Member will also terminate under the following circumstances:

The Member ceases to meet the definition of an Enrollee or a Dependent as defined by this
Contract;
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5. The Member fails to comply with the eligibility requirements of this Contract; or
The Member commits fraud or misrepresentation in the submission of any claim.

7. A Member whose eligibility is terminated may not continue group coverage under this Contract,
except as required by the continuation coverage provisions of the Consolidated Omnibus Budget
Reconciliation Act of 1985, or comparable, non-preempted state law (“COBRA™). An affiliate of
Delta Dental also may offer coverage under an individual direct payment policy to a Member
whose eligibility is terminated.

D. Continuation Coverage - COBRA

The other provisions of this Contract notwithstanding, eligibility for Benefits will continue for a
person who is required to be provided with and elects continuation coverage pursuant to COBRA,
provided:

1.  Continuation coverage is required to be provided under COBRA, the person elects COBRA
coverage and the Contractor notifies Delta Dental that the person is eligible for Benefits under
COBRA. Not all employers are subject to the continuation coverage requirements contained in
COBRA. For those that are not, this Section 111.D. does not apply. Contractor should consult with
its legal counsel to determine how and when the law applies.

2. Continuation coverage shall only be in effect up to the first day of the month after the person
notifies the Contractor that he or she no longer wants coverage from Delta Dental, the date a
COBRA premium payment was due and was not remitted by the end of the COBRA Grace Period,
or until the end of that person's continuation coverage period, whichever occurs first.

3. Further, if the Contractor fails to make payments required by this Contract, continuation
coverage shall only remain in effect until the last day of the month for which payment has been
made to Delta Dental by the Contractor; provided, however, that any payment for COBRA
continuation coverage received during a period that is 30 days following the date the COBRA
premium payment was due (the "COBRA Grace Period”) will provide continuation coverage from
the due date. A person’s coverage may be retroactively reinstated for the 60-day COBRA
“election” period if the Contractor pays the applicable rate for the period within the 45-day
period following the date of the COBRA election. Delta Dental may, at its sole option and without
notice, continue coverage, if legally required.

Continuation coverage will not continue beyond the termination of this Contract.

5. The person who is receiving continuation coverage is responsible for the costs of any services
provided after he or she is no longer eligible for continuation coverage under this Section |11.D.

6. Contractor shall be solely responsible for identifying Members entitled to COBRA continuation
coverage. Contractor shall provide all required notices, collect all necessary payments, and
otherwise administer all facets of its COBRA program. In the event that Contractor continues to
provide eligibility information to Delta Dental for a Member during the COBRA election period, as
opposed to terminating coverage and then retroactively reinstating the Member upon the
Member's election of COBRA coverage, Contractor shall be liable for any Benefits paid or Rates
due during that period if the Member ultimately does not elect COBRA coverage.

7. The monthly Rate that must be paid on behalf of any person who is provided coverage under this
Section III.D. will be based on the COBRA continuation coverage rates in effect during that
month.

8. A person who continues coverage will be considered to be a Member under this Contract and the
vision care certificate as long as coverage is provided under this Section II1.D.

9. Delta Dental does not assume any of the obligations assigned by COBRA to the Contractor or any
employer (including the obligation to notify potential beneficiaries of their rights or options under
COBRA), and the Contractor agrees that it will perform those obligations in full.
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E. Loss of Eligibility During Treatment

1. If a Member loses eligibility while receiving vision treatment, only Covered Services received
while that person was eligible under the Contract will be payable.
SECTION V. Benefits

Delta Dental agrees to provide Benefits to Members in accordance with the terms and conditions set
forth in this Contract and the policies and procedures of Delta Dental. Unless otherwise specified in
the Declarations Section, Covered Services will be subject to the following terms and conditions:

A. Copayments for Covered Services

Any Copayments required under this Contract shall be the personal responsibility of Member
receiving Benefits. Copayments are to be paid at the time services are rendered or materials ordered.
Amounts which exceed the Contract allowances, annual maximum benefits or any other stated
limitations are not considered Copayments, but are also the responsibility of the Member.

B. Obtaining Covered Services from In-Network Providers

To receive Covered Services from an In-Network Provider, Members should select an In-Network
Provider, schedule an appointment and inform the Provider’s office that they are a Member under
this Contract. The In-Network Provider will then obtain a Benefit Authorization prior to the time
services are rendered or materials ordered. Delta Dental’s claims administrator shall provide a Benefit
Authorization to the In-Network Provider. Each Benefit Authorization will contain an expiration date
and must be used by the Member to obtain Benefits prior to the date the Benefit Authorization
expires. Delta Dental’s claims administrator shall issue Benefit Authorizations in accordance with the
latest eligibility information furnished by Contractor and the Member’'s past service utilization, if any.
Any Benefit Authorization so issued shall constitute a certification to the In-Network Provider that
payment will be made to the In-Network Provider, irrespective of a later loss of eligibility of the
Member, as long as the services are rendered or materials provided prior to the Benefit Authorization
expiration date. If a Member receives Covered Services from an In-Network Provider without a
Benefit Authorization, any services or materials received from the In-Network Provider will be
treated as if they were obtained from an Out-of-Network Provider.

C. Obtaining Covered Services from Out-of-Network Providers

This Contract will provide Benefits for services and materials received from Out-of-Network
Providers, based on the OQut-of-Network Provider fee schedule. The Out-of-Network Provider may
bill Members for that Provider’s standard rates, regardless of the amount of this Contract’s Benefits.
If a Member is eligible for and obtains Benefits from an Out-of-Network Provider, Member remains
liable for the Out-of-Network Provider’s full fee. Members or Out-of-Network Providers may submit
requests for reimbursement. Delta Dental’s claims administrator will pay available Benefits to
Members, or directly to Qut-of-Network Providers when claims include a valid Assignment of
Benefits. Delta Dental’s claims administrator may deny any claims received after one hundred and
eighty (180) calendar days from the date services are rendered and/or materials provided.

D. Urgent Vision Care

When vision care is necessary for Urgent Conditions, Members may obtain such care by contacting
an In-Network Provider or an Qut-of-Network Provider. Services for conditions of a medical nature
are covered by Delta Dental only under supplemental eye care plans. If Contractor purchases one of
these plans, such coverage will be evidenced by an Additional Benefit Rider attached hereto. If
Contractor has not purchased one of these plans, then Members are not covered by Delta Dental for
such care and should contact a physician under the Members’ medical insurance plan for care. For
situations of a non-medical nature, such as lost, broken or stolen glasses, Member may call the
Member Service's toll-free number 800-877-7195 for assistance. Reimbursement and eligibility are
subject to the terms and conditions of this Contract.
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SECTION V, Agreements

A. Delta Dental Agrees:

1.

2.

To provide all claims processing, service, and administration of Benefits to Members of the
Contractor subject to the terms and conditions of this Contract.

To provide to the Contractor, for submission to the Enroflee, a Certificate of the Benefits provided
pursuant to this Contract.

To contractually require each Participating Provider to schedule and render all vision treatment
provided under this Contract according to the standards of the vision profession in the
community in which the vision procedures are rendered.

Consistent with any applicable law protecting the confidentiality of a patient’s health records,
data, or information, to make standard reports available to the Contractor upon request for no
additional charge and to provide agreed-to, non-standard reports on a time and materials basis.

To provide a copy of the Certificate, Summary(ies) of Vision Plan Benefits and Delta Dental's
Notice of Privacy Practices to Contractor for distribution to Enrollees at the Contractor's expense.

B. Contractor Agrees:

1

Unless otherwise stated in the Declarations Section of this Contract, to pay Delta Dental the
monthly Rate specified in the Declarations Section of this Contract as billed by Delta Dental, with
no payment adjustments for updates not yet reflected on the monthly invoice. To ensure timely
coverage, unless otherwise stated in the Declaration Section of this Contract, the amount to be
paid will be due by the 5th of the month of the intended coverage. For example, the premium for
April coverage is due on April 5th. If payment is not received by the due date, Delta Dental shall,
at its sole discretion, have the right to terminate coverage, unless otherwise stated in the
Declaration Section of this Contract. Coverage will terminate effective the first day of the
coverage month if Delta Dental receives no payment by the end of the coverage month.

Delta Dental may, at its sole option, send notification to the Contractor of an adjustment in Rates,
Benefits, or Copayments to correct potential adverse group experience resulting from the following:

a. Information provided upon enrollment proves to be in error; or
b. Terms and provisions of the Contract are materially violated; or

¢. Initial size or composition of the group changes by ten percent (10%) or more unless otherwise
set forth in the Declarations Section of this Contract; or

d. Monthly invoices are not paid as billed.

Delta Dental will provide the Contractor written notice 30 days prior to implementing any
adjustment. If the Contractor refuses to accept this adjustment, Delta Dental may, in its sole
discretion, terminate this Contract.

To pay all premiums in accordance with subparagraph 1 above in full, irrespective of any Member
contributions or COBRA payments. Delta Dental shall not be responsible for collecting Members’
contributions or COBRA payments.

To enroll as Members with Delta Dental all eligible employees, retirees or members of the
Contractor , including that employee’s, retiree’s or member's Dependents, who enroll for Benefits
during the enrollment periods set forth in the Certificate. Contractor shall not enroll any
employees, retirees or members of the Contractor, or any such person’s Dependents, at any time
other than during the enrollment periods set forth in the Certificate. Contractor shall provide to
Delta Dental, in a format requested by Delta Dental, an initial enroliment file prior to the initial
Effective Date of this Contract.

To provide Delta Dental with all eligibility data needed to process claims under this Contract.
Eligibility data shall be provided in a timely manner, which in the case of electronic eligibility files
shall in no event be less than monthly, and in the format requested by Delta Dental. Delta Dental
will not accept additions, terminations, and/or retroactive eligibility updates more than ninety
(90) days after the date of a Member's change in eligibility. Notwithstanding the foregoing, if the
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Contractor requests that a Member's eligibility be terminated retroactively and a claim was
incurred or a Benefit Authorization was issued for that Member or any member of that Member's
family after the requested termination date, eligibility for that Member and the Member's entire
family will continue at the expense of the Contractor until the end of the month in which the claim
was incurred or the Benefit Authorization expires. In no event will any Rate adjustments for time
periods greater than ninety (90) days be made for retroactive terminations, and no credits will be
issued for any month in which claims were incurred.

6. To permit Delta Dental, by its auditors or other authorized representatives, on reasonable
advance written notice, to inspect the Contractor’s records to verify the accuracy of the eligibility
data submitted to Delta Dental. In the event of a discrepancy, Contractor agrees to reconcile any
errors in payment with Delta Dental.

7. To provide each Enrollee with copies of the Certificate, the applicable Summary of Vision Plan
Benefits, and all privacy notices as may be required by any applicable federal or state law, at such
intervals as may be required by law from time to time.

8. To pay for any agreed-to, non-standard reports on a time and materials basis.

9, To consult as necessary with its own legal counsel regarding the selected covered benefits and to
be responsible for determining all potential tax consequences relating to the covered benefits it
selects.

SECTION Vi. General Provisions

A. Independent Contractors. Providers providing services are independent contractors, and neither the
Contractor nor Delta Dental will be liable for any act or omission of any Provider, his or her employees
or agents, or any person providing vision or other professional services to Members.

B. Binding Effect. All Members, by enrolling in This Plan, are bound by the terms and conditions of this
Contract.

C. Payment Limitations. Delta Dental will make no payment for services or supplies if a claim for such has
not been received by Delta Dental within one year following the date the services or supplies were
furnished.,

D. Marketing Materials. Except for those standard documents and materials Delta Dental generates to
administer This Plan, neither Party shall publish or distribute any materials regarding This Plan without
the prior written approval of the other Party.

E. Ledgal Action. Unless otherwise prohibited by applicable state or federal law, no action or legal claim
arising out of or related to this Contract shall be brought against Delta Dental unless Contractor, or the
Member, has first provided Delta Dental with at least sixty (60) days advance written notice of such
claim. Notwithstanding the foregoing, in any event, no action shall be brought by either Party or a
Member more than three years after the legal claim first arose, or after expiration of the applicable
statute of limitations, whichever is shorter,

F. Indemnificati

1. Contractor agrees to indemnify and hold harmless Delta Dental, its affiliates, directors, officers,
and employees from and against any and all losses, claims, damages, liabilities, costs, and
expenses (including reasonable attorneys’ fees and expenses related to the defense of any claims)
resulting from or arising out of: (i) a breach of this Contract by Contractor, its officers, directors,
employees, agents or Members; or (ii) any negligent or willful act or omission by Contractor, its
officers, directors, employees, agents or Members,

2. Delta Dental agrees to indemnify and hold harmiess Contractor, its affiliates, directors, officers,
and employees from and against any and all losses, claims, damages, liabilities, costs, and
expenses (including reasonable attorneys’ fees and expenses related to the defense of any claims)
resulting from or arising out of; (i) a breach of this Contract by Delta Dental, its officers, directors,
employees or agents; or (ii) any negligent or willful act or omission by Delta Dental, its officers,
directors, employees or agents,

VOHPPOCONTO72021 KR#B4325157



3. A Party seeking indemnification shall (i) promptly notify the indemnifying Party in writing of the
claim, suit or proceeding for which indemnification is sought; (ii) permit the indemnifying Party to
control the defense or settlement of the claim, suit or proceeding; (iii) reasonably cooperate with
the indemnifying Party (at the indemnifying Party’s expense); and (iv) have the right to provide
for its separate defense at its own expense. In no event, shall the indemnifying Party settle a claim,
suit or proceeding without first obtaining the written consent of the other Party. Any release
obtained as a result of settlement must contain a release of all claims against the non-
indemnifying Party as well as its officers, directors, and employees.

G. Dispute Resolution. Delta Dental will establish procedures for resolving all questions raised by a
Provider, a Contractor, or a Member in regard to claims for Benefits allowed or denied under the terms
of this Contract. These procedures will be used both for the initial determination of those questions
and for the resolution of appeals made on the basis of those initial determinations. To the extent the
benefit plan sponsored by the Contractor is governed by the Employee Retirement Income Security
Act of 1974, as amended (“ERISA"), the procedures established for determining the Benefits to which a
Member is entitled will comply with the requirements set forth in ERISA Section 503 as applicable to a
limited scope vision benefit plan, and the regulations thereunder, for providing a “full and fair review"
of all benefit claims. The claims procedures will be set forth in detail in the Certificate that is to be
distributed to Enrollees and that describes the Benefits under this Contract. All determinations made
according to this procedure will be final and binding on the Provider, the Contractor, and the Member;
provided, however, that the Member may exercise his or her legal rights after this determination as
described in the Claims Appeal Procedure contained in the Certificate.

H. Severability, If any provision of this Contract is in violation of the laws of the State in which this
Contract was issued, that provision shall be deemed to be void, but the invalidation of that provision
will not otherwise impair or affect the rest of the Contract. When any provision in this Contract is in
conflict with such laws, the rights, duties and obligations of Delta Dental, the Contractor and all
Members shall be governed by such laws.

R Compliance with Applicable Law. This Contract is subject to change if, in the future, federal and state
laws and regulations require Delta Dental or the Contractor to comply with such laws and regulations.
Should any such change to this Contract be necessary by law, the Contractor will receive written
notice from Delta Dental informing the Contractor of the reasons for any change to the Contract and
the process by which the Contractor will receive an amended Contract.

J.  Additional Services. Delta Dental may from time to time provide additional services or coverage by
rider or other notice. Delta Dental may withdraw those services or coverage at any time after giving
notice.

K. Notices Any notice required or permitted to be given by this Contract will be considered given if in
writing and personally delivered, or if in writing and deposited in the United States mail with postage
prepaid, addressed to the person at their last address of record,

L. Amendment and Assignment. No agent has authority to change any part of this Contract. No changes
to this Contract will be valid unless both Parties approve them in writing. Delta Dental shall have the
discretion to assign its rights and responsibilities under this Contract to an affiliated entity. If Delta
Dental chooses to assign its rights and responsibilities, it shall assign them to an appropriately licensed
entity capable of performing similar functions at similar levels as Delta Dental. Delta Dental shall serve
written notice of the assignment to Contractor and said notice shall provide the name and address of
the assignee. Neither this Contract nor any part of it shall be assigned by Contractor without the prior
written consent of Delta Dental, and any attempt at assignment by Contractor without such consent by
Delta Dental shall be null and void. Subject to the foregoing limitation, this Contract shall be binding
upon the parties and their respective successors and assigns.

M. Subrogation, To the extent that This Plan provides or pays Benefits for Covered Services, Delta Dental
is subrogated to any right the Member may have to recover from another, his or her insurer, or under
his or her “Medical Payments” coverage or any “Uninsured Motorist,” “Underinsured Motorist,” or other
similar coverage provisions.

N. Right of Recovery Due to Fraud., If Delta Dental pays for services or supplies that were sought or

received under fraudulent, false, or misleading pretenses or circumstances, pays a claim that contains
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false or misrepresented information, or pays a claim that is determined to be fraudulent due to the acts
of the Contractor, and/or Member, it may recover that payment from the person or entity that
committed such fraud. Delta Dental may recover any payment determined {o be based on false,
fraudulent, misleading, or misrepresented information by deducting that amount from any payments
properly due to the person(s) or entity(ies) that committed such fraud. Delta Dental will provide an
explanation of the payment being recovered at the time the deduction is made.

Eorce Majeure. Unless otherwise stated in the Declarations Section of this Contract, neither Delta
Dental (including its agents, directors, officers, and employees) nor Contractor shall be liable for delays
in performance due to circumstances beyond their reasonable control. Each party shall be excused
from performance under this Contract and shall have no liability to the other party for any period
during which it is prevented from performing any of its obligations (cther than payment obligations), in
whole or in part, as a result of delays caused by the other party or by an act of God, war, terrorism, civil
unrest, civil disturbance, court order, labor dispute, or other cause beyond its reasonable control, and
such nonperformance shall not be a default under or grounds for termination of this Contract.
Notwithstanding the foregoing, Force Majeure shall not excuse Contractor’'s payment obligations under
this Contract.

Assianment of Benefits. Unless otherwise stated in the Declarations Section of this Contract, Benefits
to Members are for the personal benefit of those Members and cannot be transferred or assigned
absent a valid written assignment of benefits; provided, however, Delta Dental shall pay Participating
Providers directly on behalf of Members.

Governing Laws. This Contract will be governed by and interpreted under the laws of the State of
Ohio.

Legally Mandated Benefits. If any applicable law requires broader coverage or more favorable
treatment for a Member than is provided by this Contract, that law shall control over the language of
this Contract.

Entire Contract. This Contract constitutes the entire agreement between the Parties.

Effect of Errors on Coverage. Typographical or administrative errors shall not deprive a Member of
Benefits. Neither shall such errors create any rights to additional benefits not in accordance with all of
the terms, conditions, limitations, and exclusions of this Contract.

Bankruptcy or Insolvency. Contractor shall notify Delta Dental immediately in the event of bankruptcy
or other insolvency. Delta Dental reserves all rights and remedies with respect to the Contractor's
bankruptcy or other insolvency, including but not limited to, the right to automatically terminate or
modify performance under this Contract to the extent permitted by applicable law.

Other Goods and Services. From time to time, Delta Dental may offer or provide Members certain
goods and services, including discounts on vision services provided by Participating Providers in
addition to the vision coverage. Delta Dental also may arrange for third party vendors to provide
goods and services at a discount to Members. Though Delta Dental may make the arrangements, the
third party vendors are solely liable for providing the goods and services. Delta Dental shall not be
responsible for providing or failing to provide the goods and services to Members. Further, Delta
Dental shall not be liable to Members for negligent provision of the goods and services by third party
vendors. Delta Dental reserves the right to terminate or change these goods or services at any time.

SECTION VI, Coordination of Benefits

All Benefits under this Contract shall be subject to the coordination of benefits provision set forth in
the Certificate.

SECTION Viil. Term and Termination

This Contract shall remain in full force and effect for the initial terrm commencing on the Effective
Date and continuing until the First Renewal Date, as specified in the Declarations Section. Thereafter,
the Contract may be renewed for subsequent terms as specified in the Declarations Section or in a
renewal letter, unless Contractor or Delta Dental provides written notice of its intent not to renew at
least thirty {(30) days prior to the expiration of the then current term, Delta Dental shall have the
option of terminating this Contract if:
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The Contractor fails to make a required payment before expiration of the Grace Period specified: or
Delta Dental cancels pursuant to Section V.B.1 of this Contract; or

Delta Dental discontinues the vision product(s) purchased by Contractor or withdraws from the vision
market; or

The size of the group changes by ten percent (10%) or more, or the composition of the group
materially changes from the time of initial application, and Delta Dental elects not to exercise its rating
rights as set forth in Section V.B.1; or

The Contractor permits Enrollees and/or Dependents to enroll in This Plan outside of the Open
Enroliment Period and/or the Special Enroliment Periods set forth in the Certificate; or

The Contractor has otherwise materially breached this Contract.

Unless otherwise stated in the Declarations Section of this Contract, the Contractor may terminate
this Contract without cause by providing Delta Dental with thirty (30) days prior written notice.
Upon termination of this Contract, the Contractor is liable to Delta Dental for any Rate that was then
due and unpaid. In the event this Contract terminates mid-month, Contractor shall be liable to Delta
Dental for all premiums due and owing through the end of the month in which termination occurs.

SECTION IX. Confidentiality and Disclosure

A,

The Parties acknowledge that in the course of performing under this Contract each Party may be
provided with or given access to information, in oral, recorded or written form, that is proprietary and
confidential to the other Party (collectively referred to as the “Confidential Information”). Such
Confidential Information includes, but is not limited to: information regarding the other Party’s
management, business, organizational structure, policies, procedures, business relationships,
intellectual property, copyrights, patents, trademarks, software, data, databases, system designs,
specifications, documentation, code, architecture, structure, algorithms, techniques, processes,
protocols, product materials, notes, slides, ideas, Maximum Approved Fees, Allowed Amounts,
preferred provider reports, actuarial formulas, providers’ personal information, and financial terms of
this Contract.

Confidential Information shall not include any infermation that:

1. Is already known to the Party at the time of the disclosure (as evidenced by written
documentation existing at that time);

2. Is generally available to the public or becomes publicly known through no wrongful act of a Party:
or

3. Isreceived by a Party from a third-party who had a legal right to provide it (as evidenced by
written documentation existing at that time).

The Parties each will make all reasonable, necessary and appropriate efforts to safeguard each other's
Confidential Information. Each Party will safeguard the other’s Confidential Information to the same
extent that it safeguards information relating to its own business, which in no event will be less than
the safeguards that a reasonably prudent business would exercise under similar circumstances.

Each Party agrees not to use, distribute or exploit each other's Confidential Information, in whole or in
part, for its own benefit or that of any third party and will not disclose such Confidential Information to
any other person or entity without each other’s prior written consent. A Party shall be responsible for
any breach of this Contract by its employees, authorized subcontractors, agents or representatives.

Notwithstanding anything to the contrary in this Section, the Parties shall be permitted to disclose
Confidential Information as required by order of a court of law, administrative agency, or other
governmental body; provided, however, the Party shall provide reasonable advance written notice to
the other Party to the extent allowed by law in order to allow that Party the opportunity to seek a
protective order or otherwise limit such disclosure, and the disclosing Party shall reasonably cooperate
with the other Party to limit any such disclosure or to seek a protective order. If a Party is nonetheless
required to disclose the other Party’s Confidential Information, said Party shall only disclose the
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minimum information necessary to respond to the legal request. Notwithstanding the foregoing, Delta
Dental shall not be required to provide Contractor notice prior to responding to governmental agency
subpoenas regarding potential provider fraud or abuse.
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DeltaVision
Summary of Vision Plan Benefits
For Group# V9860-0001, 0002, 0003, 0004, 0005, 0006, 0007
Ashtabula County

This Summary of Vision Plan Benefits should be read along with your Certificate. Your Certificate provides
additional information about your DeltaVision plan. If a statement in this Summary conflicts with a
statement in the Certificate, the statement in this Summary applies to you and you should ignore the
conflicting statement in the Certificate. The percentages below are applied to Delta Dental's allowance for
each service and it may vary due to the Provider's network participation.*

Control Plan - Delta Dental of Ohio

Benefit Year - January 1 through December 31

Delta Dental will provide vision care Benefits according to the Schedule listed below. This Schedule lists the
vision care Benefits to which Members are entitled, subject to any applicable Copayments and other conditions,
limitations and/or exclusions stated herein.

Administrative Services for the adjudication of claims and the payment of Benefits under this Policy will be
provided by Vision Service Plan Insurance Company (“VSP"), using a VSP network of Providers. VSP is
sometimes referred to as the claims administrator for this Policy. If Benefits are available for Qut-of-Network
Provider services, as indicated by the reimbursement provisions below, Benefits may be received from any
licensed eye care provider whether an In-Network or Qut-of-Network Provider. This Summary forms a part of
the Contract to which it isattached.

In-Network Providers are those Providers who have agreed to participate in the VSP Choice Network.

When Benefits are received from In-Network Providers, Benefits appearing in the In-Network Benefit column
below are applicable subject to any applicable Copayments and other conditions, limitations and/or exclusions
as stated below.

When Benefits are received from Out-of-Network Providers, Member is reimbursed for such Benefits according
to the schedule in the Out-of-Network Provider Benefit column below, less any applicable Copayment. The
Member pays the Provider the full fee at the time of service and submits an itemized bill to Delta Dental's
claims administrator for reimbursement. Discounts do not apply for Benefits obtained from Out-of-Network
Providers.

Covered Services -

COVERED SERVICE IN-NETWORK OUT-OF-NETWORK [FREQUENCY
OR MATERIAL PROVIDER PROVIDER
BENEFIT BENEFIT
Eye Examination Covered in full* [Up to $45* Available once each 12 months**
Retinal Screening Covered for a Not Covered Available once every 12 months**
maximum fee of $39
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*Less any applicable Copayment.
**Beginning with the first date of service.

Coverage for retinal imaging as an enhancement to the eye examination.

Complete initial vision analysis: includes appropriate examination of visual functions and prescription of
corrective eyewear where indicated.

COVERED SERVICE IN- OUT-OF- IFREQUENCY
OR MATERIAL NETWORK NETWORK
PROVIDER PROVIDER
BENEFIT BENEFIT
LENSES Available once each 12 months**

Single Vision

Covered in full *

Up to $30.00*

Lined Bifocat

Covered in full *

Up to $50.00*

Lined Trifocal

Covered in full *

Up to $65.00°

Lenticular

Covered in full *

Up to $100.00*

Standard Progressive Lenses covered in full.

*Less any applicable Copayment.
**Beginning with the first date of service.

Benefits for lenses are per complete set, not per lens.

Polycarbonate lenses are covered in full for dependent children up to age 19.

Allowance of
$150.00*

Frame Allowance may
be applied towards
non-prescription
sunglasses or blue
light filtering glasses,

xhausting both
rame and lens

ligibility. Lab-
abricated plano
lenses are not
overed.

Frame Allowance may be
applied towards non-
prescription sunglasses or
blue light filtering glasses,
exhausting both frame and
lens eligibility. Lab-
fabricated plano lenses are;
not covered.

COVERED SERVICE IN-NETWORK QUT-0OF- IFREQUENCY
OR MATERIAL PROVIDE NETWORK
R PROVIDER
BENEFIT BENEFIT
FRAMES Covered up to Plan  |Up to $70.00* Available once each 24 months**

Benefits for lenses and frames include reimbursement for the following necessary professional services:
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1. Prescribing and ordering proper lenses;

2. Assisting in frame selection;

3. Verifying accuracy of finished lenses;

4, Proper fitting and adjustments of frames;

5. Subsequent adjustments to frames to maintain comfort and efficiency;
6. Progress or follow-up work as necessary.

Frame allowance may be applied towards non-prescription sungiasses for post PRK, LASIK, or Custom LASIK
patients,

*Less any applicable Copayment.
**Beginning with the first date of service,

COVERED SERVICE OR |IN- OUT-OF-NETWORK FREQUENCY
MATERIAL NETWORK PROVIDER BENEFIT
PROVIDER
BENEFIT
CONTACT LENSES
lNecessary Available once each 12 months**
Professional Covered in full* Up to $210.00*
Fees/Materials
!Elective Elective Contact Lens Available once each 12 months**

fitting and evaluation
services are covered
in full once every 12
months**, after a
maximum $60.00

Copayment.

[Materials Professional

Up to $150.00 Fees/Materials
Up to $105.00

*Less any applicable Copayment.
**Beginning with the first date of service.

Necessary Contact Lenses are a Covered Services when specific benefit criteria are satisfied and when
prescribed by Covered Person’s In-Network Provider or Out-of-Network Provider. Review and approval by

Delta Dental’s claims administrator is not required for Covered Persons to be eligible for Necessary
Contact Lenses.

LContact Lenses are provided in lieu of all other lens and frame benefits available herein.

When contact lenses are obtained, the Covered Person shall not be eligible for lenses and frames again for 12
months.,

COVERED SERVICE IN- OUT-OF-NETWORK FREQUENCY
OR MATERIAL NETWORK PROVIDER BENEFIT

PROVIDER

BENEFIT
LOW VISION

Professional services for severe visual problems not correctable with regular lenses, including:

Supplemental Testing Covered in full Up to $125.00 *

(Includes evaluation, diagnosis and prescription of vision aids where

indicated.)

Supplemental Aids 75% of amount 75% of amount *
up to $1000.00* up to $1000.00*
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*Maximum benefit for all Low Vision services and materials is $1000.00 (excluding Copayment) every two
(2) years.

Low Vision benefits secured from Out-of-Network Providers (if covered) are subject to the same time and
Copayment provisions described above for In-Network Providers. The Covered Person should pay the Out-
of-Network Provider’s full fee at the time of service Covered Person will be reimbursed an amount not to
exceed what would be paid to an In-Network Provider for the same services and/or materials.

THERE 1S NO ASSURANCE THAT THE AMOUNT REIMBURSED WILL COVER 75% OF THE PROVIDER'S
[FULL FEE.

EXCLUSIONS AND LIMITATIONS

Some brands of spectacle frames and lenses may be unavailable for purchase as Benefits, or may be subject to
additional limitations. Members may obtain details regarding frame and lens brand availability from their In-
Network Provider or by calling the Member Services Department at1-800-877-7195.

PATIENT LENS ENHANCEMENTS
This Plan is designed to cover visual needs rather than cosmetic materials. When the Member selects any of

the following extras, the Plan will pay the basic cost of the allowed lenses or frames, and the Member will pay
the additional costs for the enhancements.

. Optional cosmetic processes.

’ Anti-reflective coating.

. Color coating.

. Mirror coating.

. Scratch coating.

. Blended lenses.

J Cosmetic lenses.

. Laminated lenses.

. Oversize lenses.

. Polycarbonate lenses.

. Photochromic lenses, tinted lenses except Pink #1 and Pink #2,
. Progressive multifocal lenses.

. UV (ultraviolet) protected lenses.

. Certain limitations on low vision care,
NOT COVERED

There are no Benefits for professional services or materials connected with:

. Orthoptics or vision training and any associated supplemental testing.

. Plano lenses (less than a + .50 diopter power).

. Two pair of glasses in lieu of bifocals.

. Replacement of lenses and frames furnished under this Plan that are lost or broken, except at the
normal intervals when services are otherwiseavailable.

. Medical or surgical treatment of the eyes.

’ Corrective vision treatment of an Experimental Nature.

. Costs for services and/or materials above stated allowances.

. Services and/or materials not indicated on this Schedule as covered Plan Benefits.

. Contact lens modification, polishing or cleaning.

. Local, state and/or federal taxes, except where Delta Dental or its claims administrator is required by
law to pay.

. Replacement of lost or damaged contact lenses, except at the normal intervals when services are

otherwise available.

VOHPPOSUMO72021 KR#84325157



Co-Payment - There shall be a Copayment of $10 for the examination payable by the Covered Person at the
time services are rendered. |f materials (lenses, frames or Necessary Contact Lenses) are provided, there shall
be an additional $25 Copayment payable at the time materials are ordered. The Copayment shall not apply to
Elective Contact Lenses.

Lens Enhancements, if covered under this Policy, may have a separate Copayment. Please refer to COVERED
SERVICES AND MATERIALS, above.

Waiting Period - Enrollees who are eligible for Benefits are covered on the first day of the month following
60 days for Union and 30 days for Management of employment (0001) and on the first day of the month
following 30 days of employment (0002, 0003, 0004, 0005, 0006, 0007).

Eligible People - All full-time employees of: Nursing Home (0001), Job and Family Services (0002),
Children Services (0003), ADMH (0004), Engineers (0005), Health Department (0006) and Commissioners
(0007) working at least 30 hours per week or 130 hours a month who choose the vision plan and COBRA
(Consolidated Omnibus Budget Reconciliation Act of 1985) enrollees, if applicable.

Also eligible at your option are your legal spouse, your dependent children to the end of the calendar year
in which they turn 19, and your dependent unmarried children to the age of 25 who are eligible to be
claimed by you as a dependent under the U.S. Internal Revenue code during the current calendar year.

Enrollees and dependents choosing this plan are required to remain enrolled for a minimum of 12 months.
Should an Enrollee or Dependent choose to drop coverage after that time, he or she may not re-enroll prior
to the date on which 12 months have elapsed. Dependents may only enroll if the Enrollee is enrolled (except
under COBRA) and must be enrolled in the same plan as the Enrollee. An election may be revoked or
changed at any time if the change is the result of a qualifying event as defined under Internal Revenue Code
Section 125,

Coordination of Benefits - if you and your Spouse are both eligible to enroll in This Plan as Enrollees, you
may be enrolled as both an Enrollee on your own application and as a Dependent on your Spouse's
application. Your Dependent Children may be enrolled on both your and your Spouse’s applications as well,
Delta Dental will coordinate benefits between your coverage and your Spouse's coverage.

Benefits will cease on the last day of the month in which your employment is terminated.

Customer Service Toll-Free Number: 800-877-7195
If you're hearing impaired, call 800-428-4833
www.VSP.com
January 1, 2023
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DeltaVision

Welcome!

Your vision program is underwritten by Delta Dental Plan of Ohio, Inc,, a nonprofit health-insuring
corporation doing business as Delta Dental of Ohic and is administered by VSP. This Certificate, along with
your Summary of Vision Plan Benefits, describes the specific benefits of your DeltaVision program and how
to use them. If you have any guestions about this program, please call VSP's Customer Service department
at 800-877-7195 or access VSP's website at www . VSP.com.

We look forward to serving you!l

TABLE OF CONTENTS
I DeltaVision Certificate......... 2 S e i i S e P S AR 1
. R T IONE GIYS o iinnmmsiniascainins s s v oS e A v s 1
Hi. B G I TR PIRIY cciinsi s issiotinssn fimi mmca oo 554 i e imm i 5 i s i o e e e B 2
V. Sl e TN B PEOMIBE. .o .ot it s i o T desim s Ganam e i e e i i e s i 2
W, YT [ T B T = (=11 o SR 3
V. HOW P A 1 MBI ... i 35 e i A S 4
Wil B BTN S e s ms s 5 e o e R e 4
Viil.  Coordination of Benefits......... s T
. Reconsideration and Claims APDeal PrOCEAUIE. ... sssssssss s sssssssms s sessssss sessssssssmssaserssessssassesssens 8
X, TR My O D OV O BN B e i e e e e mm b e 9
Xl ContinUAation Of COVEIAOE . ... s s ssa s ss R s s ema s aa s i T R =]
Xl DS Y Bl DM IR OTYS oo imrsnnsio s i s i o ma i 10

Please read this Certificate together with the Summary of Vision Plan Benefits. The Summary of Vision Plan
Benefits lists the specific provisions of your group vision plan. If a statement in the Summary conflicts with a
statement in this Certificate, the statement in the Summary applies to This Plan and you should ignore the
conflicting statement in this Certificate.

IMPORTANT: If you opt to receive vision care services or vision care materials that are not
covered benefits under this plan, a participating vision care provider may charge you his or her
normal fee for such services or materials. Prior to providing you with vision care services or vision
care materials that are not covered benefits, the vision care provider will provide you with an
estimated cost for each service or material upon your request.

NOTICE: IF YOU OR YOUR FAMILY MEMBERS ARE COVERED BY MORE THAN ONE HEALTH
CARE PLAN, YOU MAY NOT BE ABLE TO COLLECT BENEFITS FROM BOTH PLANS. EACH PLAN
MAY REQUIRE YOU TO FOLLOW ITS RULES OR USE SPECIFIC DOCTORS AND HOSPITALS, AND
IT MAY BE IMPOSSIBLE TO COMPLY WITH BOTH PLANS AT THE SAME TIME. READ ALL OF THE
RULES VERY CAREFULLY, INCLUDING THE COORDINATION OF BENEFITS SECTION, AND
COMPARE THEM WITH THE RULES OF ANY OTHER PLAN THAT COVERS YOU OR YOUR
FAMILY.
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I DeltaVision Certificate

Delta Dental Plan of Ohio, Inc., referred to herein as
Delta Dental, issues this Certificate to you, the
Enrollee. The Certificate is a sumnmary of your vision
benefits coverage. It reflects and is subject to a
contract between Delta Dental and the Contractor .

The Benefits provided under This Plan may change if
any state or federal laws change.

Delta Dental agrees to provide Benefits as described
in this Certificate and the Surmmary of Vision Plan
Benefits.

All the provisions in the following pages form a part
of this document as fully as if they were stated over
the signature below.

IN WITNESS WHEREOF, this Certificate is executed
at Delta Dental's home office by an authorized
officer.

s

Goran M. Jurkovic, CPA, CGMA
President and CEO
Delta Dental Plan of Ohio, Inc.

", Definitions

Adverse Benefit Determination

Any denial, reduction or termination of the benefits
for which you filed a Claim. Or a failure to provide or
to make payment (in whole or in part) of the benefits
you sought, including any such determination based
on eligibility, application of any utilization review
criteria, or a determination that the item or service
for which benefits are otherwise provided was
experimental or investigational, or was not medically
necessary or appropriate.

Benefit Authorization

A process used to confirm eligibility of an individual
named as a Member and identifying those Benefits to
which the Member is entitled.

Benefit Year

The period during which any benefit frequency
limitation and/or annual maximum payment will
apply. This will be the calendar year, unless your
Contractor elects a different period to serve as the
Benefit Year. (See the Summary of Vision Plan
Benefits for your Benefit Year.) If the Benefit Year is
based upon a calendar year, the terms Benefit Year
and Calendar Year may be used interchangeably.
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Benefits

Payment for the Covered Services that have been
selected under This Plan.

Certificate

This document. Delta Dental will provide
Benefits as described in this Certificate. Any
changes in this Certificate will be based on
changes to the contract between Delta Dental
and the Contractor.

Child(ren)

Your natural child(ren), stepchild(ren), adopted
child(ren), child(ren) by virtue of legal
guardianship, or child(ren) who is/are residing
with you during the waiting period for adoption
of legal guardianship.

Claim

A request for payment for a Covered Service.
Copayment

A fixed amount you pay for a Covered.
Contractor

The employer, organization, group, or association
sponsoring This Plan.

Covered Services

The unique vision services selected for coverage
as described in the Summary of Vision Plan
Benefits and subject to the terms of this
Certificate.

Delta Dental

Delta Dental Plan of Ohio, Inc., a nonprofit health-
insuring corporation providing dental and vision
benefits. Delta Dental is not an insurance
company.

Deny/Denied/Denial

When a Claim for a particular service is denied
for payment due to certain contractual
limitations/exclusions. You will be responsible for
paying your Provider the applicable amount for
such service regardless of the Provider’s
participating status.

Dependent(s)

Your dependents are as defined by the rules of
eligibility as stated in your Summary of Vision
Plan Benefits

Enrollee

You, when the Contractor notifies Delta Dental
that you are eligible to receive Benefits under
This Plan.



In-Network Provider/Participating Provider

A Provider who has entered into a contract to be
part of the vision care network and to provide
Covered Services to Members

Maximum Payment

The maximum dollar amount Delta Dental will pay in
any Benefit Year or lifetime for Covered Services. See
the Summary of Vision Plan Benefits for the

maximum payments applicable to This Plan.
Member(s)

Any Enrollee or Dependent with coverage under This
Plan.

Open Enrollment Period

The period of time, as determined by the Contractor,
during which a Member may enroll or be enroclled for
Benefits.

Out-of-Network Provider/Non-Participating Provider

A Provider who has not entered into a contract to be
part of the vision care network to provide Covered
Services to Members.

Provider

An optometrist, optician or ophthalmologist licensed
and otherwise qualified to practice vision care
and/or provide vision care materials in the state or
jurisdiction in which vision care services are rendered
or vision care materials are provided.

Special Enroliment Period

A period outside of the Open Enroliment Period in
which you or your Dependent can obtain coverage
under This Plan due to a qualifying life event,

Spouse
Your legal spouse.
Summary of Vision Plan Benefits

A description of the specific provisions of your group
vision coverage. The Summary of Vision Plan
Benefits is and should be read as a part of this
Certificate, and supersedes any contrary provision of
this Certificate.

This Plan

The vision coverage established for Members
pursuant to this Certificate and your Summary of
Vision Plan Benefits.

[Hl. Enrolling in This Plan

The Open Enroliment Period, if applicable, will be
established by the Contractor and will occur on an
annual basis. During the Open Enrollment Period, all
eligible persons as defined in your Summary of
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Vision Plan Benefits may enroll in This Plan. You
and/or your Dependents may not enroll in This
Plan at any other time during the applicable
Benefit Year except in the following instances:

1. Newly hired or rehired employees (if
applicable): You will be eligible to enroll on
the date for which employment
compensation begins or, if applicable, that
date plus the number of days specified as a
waiting period in the Summary of Vision Plan
Benefits.

2. New Spouse: Your new Spouse will be
eligible to enroll on the date of marriage.

3. Newborn: Your newborn will be eligible to
enroll on the date of birth.

4, Legal adoptions or guardianships: Your
newly adopted Child(ren) and/or the minor
Child(ren) that you and/or your Spouse have
guardianship over will be eligible to enroll on
the date that the legal petition for adoption
or guardianship becomes legally final, or the
date on which the Child(ren) begins residing
with the Enrollee and the Enrollee assumes
responsibility for the Child(ren) while waiting
for adoption or guardianship to become
final,

5. New Stepchild: Your new stepchild will be
eligible to enroll on the date that the Child’s
natural parent becomes a Dependent.

6. To the extent Contractor permits
Dependents other than those defined in this
Certificate to enroll in This Plan, such
Dependents will be eligible to enroll on the
date that they become an eligible
Dependent. Any such additional Dependents
permitted by Contractor shall be set forth in
your Summary of Vision Plan Benefits.

7. All others will be permitted on the date that
Delta Dental approves in writing the
enrollment or listing of those people, uniess
compelled by a court or administrative order
to otherwise provide Benefits for a
Dependent.

IV. Selecting a Provider

You may choose any Provider. Your out-of-
pocket costs are likely to be less if you go to an
In-Network Provider.

To verify that a Provider is an In-Network
Provider, you can use VSP's online Provider
Directory at www.VSP.com or call 800-877-7195.



V. Accessing Your Benefits

To utilize your vision benefits, follow these steps:
1. Familiarizing Yourself with Your Benefits

Read this Certificate and the Summary of Vision Plan
Benefits carefully so you are familiar with your
benefits, payment methods, and terms of This Plan.

2. Obtaining Covered Services from In-Network
Providers

To receive Covered Services from an In-Network
Provider, You should select an In-Network Provider,
schedule an appointment and inform the Provider's
office that you are a Covered Person under this
Certificate. The In-Network Provider will then obtain
a Benefit Authorization prior to the time services are
rendered or materials ordered. Delta Dental's claims
administrator shall provide a Benefit Authorization to
the In-Network Provider. Each Benefit Authorization
will contain an expiration date and must be used by
the Member to obtain Benefits prior to the date the
Benefit Authorization expires. Delta Dental's claims
administrator shall issue Benefit Authorizations in
accordance with the latest eligibility information
furnished by the Contractor and the past service
utilization of the Member, if any. Any Benefit
Authorization so issued shall constitute a certification
to the In-Network Provider that payment will be
made to the In-Network Provider, irrespective of a
later loss of eligibility of the Member, as long as the
services are rendered or materials provided prior to
the Benefit Authorization expiration date. If the
Member receives Covered Services from an In-
Network Provider without a Benefit Authorization,
any services or materials received from the In-
Network Provider will be treated as if they were
obtained from an Out-of-Network Provider, You may
obtain information on In-Network Providers through
VSP’'s website; www.VSP.com, the Member Service’s
toll-free number 800-877-7195 or by written request.

3. Obtaining Covered Services from Out-of-
Network Providers

This Contract will provide Benefits for services and
materials received from Qut-of-Network Providers,
based on the Qut-of-Network Provider fee schedule.
The Out-of-Network Provider may bill the Member
for that Provider’s standard rates, regardless of the
amount of this Contract’s Benefits. If a Member is
eligible for and obtain Benefits from an Out-of-
Network Provider, the Member will remain liable for
the Out-of- Network Provider's full fee. The Member
or the Out-of- Network Provider may submit
requests for reimbursement. Delta Dental's claims
administrator will pay available Benefits to the
Member, or directly to Qut-of-Network Providers
when claims include a valid Assignment of Benefits.
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Delta Dental may deny any claims received after
one hundred and eighty (180) calendar days from
the date services are rendered and/or materials
provided.

4. Submitting a Claim

After you receive your vision treatment, you or
the Provider must file a Claim form, completing
the information portion with:

a. The Enrollee’s full name and address
b. The Enrollee’'s Member ID number

¢, The name and date of birth of the person
receiving vision care

d. The Contractor's name and number
Netice of Claim Forms

Delta Dental does not require special Claim
forms. However, most vision offices have Claim
forms available. Participating Providers will fill out
and submit your vision Claims for you. If you
heed to file a claim for services rendered by an
Out-of-Network Provider, you may do so at
www.VSP.com.

Mail Claims and completed information requests
to:

Vision Service Plan

Attention: Claim Services

PO Box 385018
Birmingham, AL 35238-501

Written Notice of Claim and Time of Payment

All Claims for Benefits must be filed within one
year of the date the services were completed.
Once a Claim is filed, Delta Dental's claims
administrator will adjudicate it within 30 days of
receiving it. If there is not enough information to
adjudicate your Claim, Delta Dental's claims
administrator will notify you or your Provider
within 30 days. The notice will describe the
information needed. If you or your Provider does
not supply the requested information, Delta
Dental’s claims administrator will deny your
Claim. Once Delta Dental adjudicates your Claim,
it will notify you within five days.

Authorized Representative

You may alsc appoint an authorized
representative to deal with Delta Dental's claims
administrator on your behalf with respect to any
Claim you file or any review of a Denied Claim
you wish to pursue (see the Claims Appeal
Procedure section). You should contact your
Contractor, or call the claims administrator toll-
free, at 800-877-7195. Delta Dental’s claims
administrator will only recognize the person



whom you have authorized on the last dated form
filed. Once you have appointed an authorized
representative, Delta Dental's claims administrator
will communicate directly with your representative
and will not inform you of the status of your Claim.
You will have to get that information from your
representative. if you have not designated a
representative, Delta Dental’s claims administrator
will communicate directly with you.

Questions and Assistance

Questions regarding your coverage should be
directed to your Contractor or call our claims
administrator’'s Customer Service department, toll-
free, at 800-877-7195, or via email at www.VSP.com.

coverage will be evidenced by an Additional
Benefit Rider attached hereto. If Contractor has
not purchased one of these plans, then the
Member is not covered by Delta Dental for such
care and should contact a physician under his or
her medical insurance plan for care. For situations
of a non-medical nature, such as lost, broken or
stolen glasses, a Member may call the Member
Service's toll-free number 800-877-7195 for
assistance. Reimbursement and eligibility are
subject to the terms and conditions of this
Certificate.

VIII. Coordination of Benefits

VI, How Payment is Made

Delta Dental’'s claims administrator shall make
payments for Covered Services in accordance with
the plan selected by the Contractor . The Covered
Services will be identified on your Summary of Vision
Plan Benefits.

VIl. Benefits

The Benefits covered by This Plan are set forth in
your Summary of Vision Plan Benefits.

Delta Dental agrees to provide Benefits to Members
under the policies and procedures of Delta Dental
and under the terms and conditions of this
Certificate, including, but not limited to, the
categories of services, exclusions and limitations
listed in the Summary of Vision Plan Benefits.

Covered Services will be subject to the following
terms and conditions:

1. Copayments for Covered Services

Any Copayments required under this Contract shall
be the personal responsibility of the Member
receiving Benefits. Copayments are to be paid at the
time services are rendered or materials ordered.
Amounts which exceed the stated allowances, annual
maximum benefits or any other stated limitations are
not considered Copayments, but are also the
responsibility of the Member.

2. Urgent Vision Care

When vision care is necessary for Urgent Conditions,
a Member may obtain such care by contacting an In-
Network Provider or an Out-of-Network Provider (if
Out- of-Network benefits are available). Services for
conditions of a medical nature are covered by Delta
Dental only under supplemental eyecare plans. If
Contractor purchases one of these plans, such
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Coordination of Benefits ("“COB") applies to This
Plan when a Person has health care coverage
under more than one plan. “Plan” is defined
below.

The order of benefit determination rules govern
the order in which each Plan will pay a claim for
benefits. The Plan that pays first is called the
Primary Plan. The Primary Plan must pay benefits
in accordance with its policy terms without
regard to the possibility that another Plan may
cover some expenses. The Plan that pays after
the Primary Plan is the Secondary Plan. The
Secondary Plan may reduce the benefits it pays
so that payments from all Plans does not exceed
100 percent of the total Allowable Expense.

Definitions
Plan

A Plan is any of the following that provides
benefits or services for medical or dental or
vision care or treatment. If separate contracts are
used to provide coordinated coverage for
members of a group, the separate contracts are
considered parts of the same Plan and there is no
COB among those separate contracts.

1. Plan includes: group and non-group
insurance contracts, health insuring
corporation ("HIC") contracts, Closed Panel
Plans or other forms of group or group-type
coverage (whether insured or uninsured);
medical care components of long-term care
contracts, such as skilled nursing care;
medical benefits under group or individual
automobile contracts; and Medicare or any
other federal governmental plan, as
permitted by law.

2. Plan does not include: hospital indemnity
coverage or other fixed indemnity coverage;
accident only coverage; specified disease or
specified accident coverage; supplemental



coverage as described in Revised Code sections
3923.37 and 1751.56; school accident type
coverage; benefits for non-medical components
of long-term care policies; Medicare supplement
policies; Medicaid policies; or coverage under
other federal governmental plans, unless
permitted by law.

Each contract for coverage under (1) or (2) above is
a separate Plan. If a Plan has two parts and COB rules
apply only to one of the two, each of the parts is
treated as a separate Plan.

This Plan

For purposes of this Article VIII, This Plan means, the
part of the contract providing the health care
benefits to which the COB provision applies and
which may be reduced because of the benefits of
other Plans. Any other part of the contract providing
health care benefits is separate from This Plan. A
contract may apply one COB provision to certain
benefits, such as dental benefits, coordinating only
with similar benefits, and may apply another COB
provision to coordinate other benefits.

Order of Benefit Determination Rules

The Order of Benefit Determination Rules determine
whether This Plan is a Primary Plan or Secondary
Plan when the person has health care coverage
under more than one Plan,

When This Plan is primary, it determines payment for
its Benefits first before those of any other Plan
without considering any other Plan’s Benefits. When
This Plan is secondary, it determines its Benefits after
those of another Plan and may reduce the Benefits it
pays so that all Plan benefits do not exceed 100
percent of the total Allowable Expense.

Allowable Expense

Allowable Expense is a health care expense,
including deductibles, coinsurance and copayments,
that is covered at least in part by any Plan covering
the person. When a Plan provides benefits in the
form of services, the reasonable cash value of each
service will be considered an Allowable Expense and
a benefit paid. An expense that is not covered by any
Plan covering the person is not an Allowable
Expense. In addition, any expense that a provider by
law or in accordance with a contractual agreement is
prohibited from charging a covered person is not an
Allowable Expense.

The following are examples of expenses that are not
Allowable Expenses:

1. If a person is covered by two or more Plans that
compute their benefit payments on the basis of
usual and customary fees or relative value
schedule reimbursement methodology or other
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Closed Panel Plan

similar reimbursement methodology, any
amount in excess of the highest
reimbursement amount for a specific benefit
is not an Allowable Expense.

2. If a person is covered by two or more Plans
that provide benefits or services on the basis
of negotiated fees, an amount in excess of
the highest of the negotiated fees is not an
Allowable Expense.

3. If a person is covered by one Plan that
calculates its benefits or services on the
basis of usual and customary fees or relative
value schedule reimbursement methodology
or other similar reimbursement methodology
and another plan that provides its benefits or
services on the basis of negotiated fees, the
Primary Plan’'s payment arrangement shall be
the Allowable Expense for all Plans.

4. Notwithstanding numbers 1, 2, and 3 above,
if the provider has contracted with the
Secondary Plan to provide the benefit or
service for a specific negotiated fee or
payment amount that is different than the
Primary Plan's payment arrangement and if
the provider's contract permits, the
negotiated fee or payment shall be the
Allowable Expense used by the Secondary
Plan to determine its benefits.

5. The amount of any benefit reduction by the
Primary Plan because a covered person has
failed to comply with the Plan provisions is
not an Allowable Expense. Examples of
these types of plan provisions include
second surgical opinions, precertification of
admissions, and preferred provider
arrangements.

Closed Panel Plan is a Plan that provides health
care benefits to covered persons primarily in the
form of services through a panel of providers that
have contracted with or are employed by the
Plan, and that excludes coverage for services
provided by other providers, except in cases of
emergency or referral by a panel member.

Custodial Parent

Custodial Parent is the parent awarded custody
by a court decree or, in the absence of a court
decree, is the parent with whom the Child resides
more than one half of the calendar year excluding
any temporary visitation.



Order of Benefits Determination Rules

When a person is covered by two or more Plans, the
rules for determining the order of benefit payments
are as follows:

1. The Primary Plan pays or provides its benefits
according to its terms of coverage and without
regard to the benefits under any other Plan.

2. Except as provided in paragraph 3 below, a Plan
that does not contain a COB provision that is
consistent with Ohio regulation is always
primary unless the provisions of both Plans state
that the complying Plan is primary.

3. Coverage that is obtained by virtue of
membership in a group that is designed to
supplement a part of a basic package of benefits
and provides that this supplementary coverage
shall be excess to any other parts of the Plan
provided by the contract holder. Examples of
these types of situations are major medical
coverages that are superimposed over base Plan
hospital and surgical benefits, and insurance
type coverages that are written in connection
with a Closed Panel Plan to provide out-of-
network benefits.

4. A Plan may consider the benefits paid or
provided by another Plan in calculating payment
of its benefits only when it is secondary to that
other Plan,

5. Each Plan determines its order of benefits using
the first of the following rules that apply:

Non-Dependent or Dependent.

The plan that covers the Person other than as a
dependent, for example as an employvee, member,
policyholder, subscriber or retiree is the Primary Plan
and the plan that covers the person as a dependent
is the Secondary Plan. However, if the Personis a
Medicare beneficiary and, as a result of federal law,
Medicare is secondary to the Plan covering the
person as a dependent, and primary to the Plan
covering the person as other than a dependent (e.g.
a retired employee), then the order of benefits
between the two Plans is reversed so that the Plan
covering the person as an employee, member,
policyholder, subscriber or retiree is the Secondary
Plan and the other Plan is the Primary Plan.

Dependent Child covered under more than cne
Plan.

Unless there is a court decree stating otherwise,
when a dependent Child is covered by more than
one Plan the order of benefits is determined as
follows:
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For a dependent Child whose parents are
married or are living together, whether or
not they have ever been married:

a,

The Plan of the parent whose birthday
falls earlier in the calendar year is the
Primary Plan; or

If both parents have the same birthday,
the Plan that has covered the parent the
longest is the Primary Plan.

However, if one spouse’s Plan has some
other coordination rule (for example, a
“gender rule” which says the father’s Plan
is always primary), we will follow the rules
of that Plan.

For a dependent Child whose parents are
divorced or separated or not living together,
whether or not they have ever been married:

a.

If a court decree states that one of the
parents is responsible for the dependent
Child’s health care expenses or health
care coverage and the Plan of that
parent has actual knowledge of those
terms, that Plan is primary. This rule
applies to plan years commencing after
the Plan is given notice of the court
decree;

If a court decree states that both parents
are responsibie for the dependent Child's
health care expenses or health care
coverage, the provisions of
subparagraph (a) above shall determine
the order of benefits;

If a court decree states that the parents
have joint custody without specifying
that one parent has responsibility for the
health care expenses or health care
coverage of the dependent Child, the
provisions of subparagraph {a) above
shall determine the order of benefits; or

If there is no court decree allocating
responsibility for the dependent Child's
health care expenses or health care
coverage, the order of benefits for the
Child are as follows:

(1) The Plan covering the Custodial
Parent;

(2) The Plan covering the spouse of the
Custodial Parent;

(3) The Plan covering the non-custodial
parent; and then

(4) The Plan covering the spouse of the
non-custodial parent.



e. For a dependent Child covered under more
than one Plan of individuals who are not the
parents of the Child, the provisions of
subparagraph (a) or (b) above shall
determine the order of benefits as if those
individuals were the parents of the Child.

Active employee or retired employee.

The Plan that covers a person as an active employee,
that is, an employee who is not retired, is the Primary
Plan. The Plan covering that same person as a retired
employee is the Secondary Plan. The same would
hold true if a person is a dependent of an active
employee and that same person is a dependent of a
retired employee. If the other Plan does not have this
rule, and as a result, the Plans do not agree on the
order of benefits, this rule is ignored. This rule does
not apply if the rule labeled “Non-Dependent or
Dependent” can determine the order of benefits.

COBRA or state continuation coverage.

If a person whose coverage is provided pursuant to
COBRA or under a right of continuation provided by
state or other federal law is covered under another
Plan, the Plan covering the person as an employee,
member, subscriber, or retiree or covering the
person as a dependent of an employee, member,
subscriber, or retiree is the Primary Plan and the
COBRA or state or other federal continuation
coverage is the Secondary Plan. If the other Plan
does not have this rule, and as a result, the Plans do
not agree on the order of benefits, this rule is
ignored. This rule does not apply if the rule labeled
“Non-Dependent or Dependent” can determine the
order of benefits.

Longer or shorter length of coverage.

The Plan that covered the person as an employee,
member, policyholder, subscriber, or retiree longer is
the Primary Plan and the Plan that covered the
person the shorter period of time is the Secondary
Plan.

if the preceding rules do not determine the order of
benefits, the Allowable Expenses shall be shared
equally between the Plans meeting the definition of
Plan. In addition, This Plan will not pay more than it
would have paid had it been the primary plan.

Effect on the Benefits of This Plan

When This Plan is secondary, it may reduce its
Benefits so that the total benefits paid or provided
by all Plans during a plan vear are not more than the
total Allowable Expenses. In determining the amount
to be paid for any claim, the Secondary Plan will
calculate the benefits it would have paid in the
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absence of other health care coverage and apply
that calculated amount to any Allowable Expense
under its Plan that is unpaid by the Primary Plan.
The Secondary Plan may then reduce its payment
by the amount so that, when combined with the
amount paid by the Primary Plan, the total
benefits paid or provided by all Plans for the
claim do not exceed the total Allowable Expense
for that claim. In addition, the Secondary Plan
shall credit to its Plan deductible any amounts it
would have credited to its deductible in the
absence of other health care coverage.

If a covered person is enrolled in two or more
Closed Panel Plans and if, for any reason,
including the provision of service by a non-panel
provider, Benefits are not payable by one Closed
Panel Plan, COB shall not apply between that
Plan and other Closed Panel Plans.

Right to Receive and Release Needed
Information

Certain facts about health care coverage and
services are needed to apply these COB rules and
to determine benefits payable under This Plan
and other Plans. Delta Dental may get the facts it
needs from or give them to other organizations
or persons for the purpose of applying these
rules and determining benefits payable under
This Plan and other Plans covering the person
claiming benefits. Delta Dental need not tell, or
get the consent of, any person to do this. Each
person claiming Benefits under This Plan must
give Delta Dental any facts it needs to apply
those rules and determine Benefits payable.

Facility of Payment

A payment made under another plan may include
an amount that should have been paid under This
Plan. If it does, Delta Dental may pay that amount
to the Member, Provider, person or organization
that made that payment.

That amount will then be treated as though it
were a Benefit paid under This Plan. Delta Dental
will not have to pay that amount again. The term
“payment made” includes providing benefits in
the form of services, in which case “payment
made” means the reasonable cash value of the
benefits provided in the form of services.

Right of Recovery

If the amount of the payments made by Delta
Dental is more than it should have paid under this
COB provision, it may recover the excess from
one or more of the persons it has paid or for
whom it has paid, or any other person or



organization that may be responsible for the benefits
or services provided for the covered person. The
“amount of the payments made” includes the
reasonable cash value of any benefits provided in the
form of services.

Coordination Disputes

If you believe that we have not paid a claim properly,
you should first attempt to resolve the problem by
contacting us. You or your provider should contact
Delta Dental's Customer Service department and ask
them to check the claim to make sure it was
pracessed correctly. You may do this by calling the
toll-free number, 800-870-9988, and speaking to a
telephone advisor. You may also mail your inquiry to
the Customer Service Department at P.O. Box 9089,
Farmington Hills, Michigan, 48333-9089, You may
also follow the Claims Appeal Procedure below. If
you are still not satisfied, you may call the Ohio
Department of Insurance for instructions on filing a
consumer complaint. Call 1-800-686-1526, or visit the
Department’s website at http://insurance.chio.gov.

IX. Reconsideration and Claims Appeal
Procedure

Reconsideration

If you receive notice of an Adverse Benefit
Determination and you think that Delta Dental’s
claims administrator incorrectly denied all or part of
your Claim, you or your Provider may contact Delta
Dental's claims administrator and ask them to
reconsider the Claim to make sure it was processed
correctly. You may do this by calling the toll-free
number, 800-877-7195, and speaking to a telephone
advisor. You may also mail your inquiry to the claims
administrator at VSP, Attn: Appeals Department P.O,
Box 2350, Rancho Cordova, CA, 95741,

When writing, please enclose a copy of your
explanation of benefits and describe the problem. Be
sure to include your name, telephone number, the
date, and any information you would like considered
about your Claim.

A request for reconsideration is not required and
should not be considered a formal request for review
of a denied Claim. Delta Dental’'s claims administrator
provides this opportunity for you to describe
problems, or submit an explanation or additional
information that might indicate your Claim was
improperly denied, and allow Delta Dental's claims
administrator to correct any errors quickly and
immediately.

Whether or not you have asked Delta Dental's claims
administrator informally to reconsider its initial
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determination, you can request a formal review
using the Formal Claims Appeal Procedure
described below.

Formal Claims Appeal Procedure

If you receive notice of an Adverse Benefit
Determination, you, or your Authorized
Representative, should seek a review as soon as
possible, but you must file your request for
review within 180 days of the date that you
received that Adverse Benefit Determination.

To request a formal review of your Claim, send
your request in writing to:

VSP

Attn: Appeals Department
P.0O. Box 2350

Rancho Cordova, CA 95741

Please include your name and address, the
Enrollee’s Member ID, the reason why you believe
your Claim was wrongly denied, and any other
information you believe supports your Claim. You
atso have the right to review the contract
between Delta Dental and the Contractor and
any documents related to it. If you would like a
record of your request and proof that Delta
Dental’'s claims administrator received it, mail
your request certified mail, return receipt
requested.

The person reviewing your Claim will not be the
same as, nor subordinate to, the person(s) who
initially decided your Claim. The reviewer will
grant no deference to the prior decision about
your Claim. The reviewer will assess the
information, including any additional information
that you have provided, as if he or she were
deciding the Claim for the first time. The
reviewer's decision will take into account all
comments, documents, records and other
information relating to your Claim even if the
information was not available when your Claim
was initially decided.

If the decision is based, in whole or in part, on a
vision or medical judgment (including
determinations with respect to whether a
particular treatment, drug, or other item is
experimental, investigational, or not medically
necessary or appropriate), the reviewer will
consult a vision health care professional with
appropriate training and experience, if necessary.
The vision health care professional will not be the
same individual or that person's subordinate
consulted during the initial determination.

The reviewer will make a determination within 30
days of receipt of your request. If your Claim is
denied on review (in whole or in part), you will be



notified in writing. The notice of an Adverse Benefit
Determination during the Formal Claims Appeal
Procedure will meet the requirements described
below.

Manner and Content of Notice

Your notice of an Adverse Benefit Determination will
inform you of the specific reasons(s) for the denial,
the pertinent plan provisions(s) on which the denial
is based, the applicable review procedures for vision
Claims, including time limits and that, upon request,
you are entitled to access all documents, records and
other information relevant to your Claim free of
charge. This notice will also contain a description of
any additional materials necessary to complete your
Claim, an explanation of why such materials are
necessary, and a statement that you have a right to
bring a civil action in court if you receive an Adverse
Benefit Determination after your Claim has been
completely reviewed according to this Formal Claims
Appeal Procedure. The notice will also reference any
internal rule, guideline, protocol, or similar document
or criteria relied on in making the Adverse Benefit
Determination, and will include a statement that a
copy of such rule, guideline or protocol may be
obtained upon request at no charge. If the Adverse
Benefit Determination is based on a matter of
medical judgment or medical necessity, the notice
will also contain an explanation of the scientific or
clinical judgment on which the determination was
based, or a statement that a copy of the basis for the
scientific or clinical judgment can be obtained upon
request at no charge.

If you are still not satisfied, you may contact the Ohio
Department of Insurance for instructions on filing a
consumer complaint by calling 614-644-2673 or 800-
686-1526. You may also write to the Consumer
Services Division of the Ohio Department of
Insurance, 50 W. Town St., Third Floor, Suite 300,
Columbus, Ohio, 4321543215 or visit the
Department's website at http://insurance.ohio.gov.

4. For your Dependent, when they no longer
qualify as a Dependent,

5. If Delta Dental discontinues the vision
product(s) purchased under This Plan, or
withdraws from the vision market.

6. For any other reason stated in the Contract
between Delta Dental and the Contractor .

Delta Dental will not continue eligibility for any
person covered under This Plan beyond the
termination date requested by the Contractor . A
person whose eligibility is terminated may not
continue group coverage under this Certificate,
except as required by the continuation coverage
provisions of the Consolidated Omnibus Budget
Reconciliation Act of 1985 or comparable, non-
preempted state law ("COBRA").

Xl Continuation of Coverage

X. Termination of Coverage

Your Delta Dental coverage may automatically
terminate:

1. When the Contractor advises Delta Dental to
terminate your coverage.

2. On the first day of the month for which the
Contractor has failed to pay Delta Dental.

3. For fraud or misrepresentation in the submission
of any Claim.
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If the Contractor is required to comply with
COBRA and the Health Insurance Portability and
Accountability Act of 1996 ("HIPAA") and your
vision coverage would otherwise end, you and
your Dependents may have the right to continue
that coverage at your expense.

When is Plan Continuation Coverage
Available?

Continuation coverage is available if your
coverage or a covered Dependent’s coverage
would end because:

1. Your employment, if applicable, ends for any
reason other than your gross misconduct.

2. You do not qualify as an Enrollee as set forth
in your Summary of Vision Plan Benefits,

You are divorced or legally separated.
You die.
Your Dependent is no longer a Dependent.

I I N

You become enrolled in Medicare (if
applicable).

7. You are called to active duty in the armed
forces of the United States.

If you believe you are entitled to continuation
coverage, you should contact the Contractor to
receive the appropriate documentation required
under the Employee Retirement Income Security
Act of 1974 (“ERISA™).



XIl. General Conditions

Assignment

Services and Benefits are for the personal benefit of
Members and cannot be transferred or assigned,
other than to pay Participating Providers directly.

Subrogation and Right of Reimbursement

with any information it needs to process Claims
and administer Benefits for you and/or your
Dependent(s). This includes allowing Delta Dental
and/or its claims administrator access to your
vision records.

Provider-Patient Relationship

To the extent that This Plan provides or pays
Benefits for Covered Services, Delta Dental is
subrogated to any right you and/or your Dependent
has to recover from another party or entity, including
but not limited to, that party's insurer, or any other
insurer that you or your Dependent may have, which
would have been the primary payer if not for the
payments made by Delta Dental. This includes but is
not limited to, automaobile, home, and other liability
insurers, as well as any other group health plans.

To the extent that Delta Dental has a subrogation
right, you and/or your Dependent must:

1. Provide Delta Dental with any information
necessary to identify any other person, entity or
plan that may be obligated to provide payments
or benefits for the Covered Services that were
paid for by Delta Dental,

2. Cooperate fully in Delta Dental's exercise of its
right to subrogation and reimbursement,

3. Not do anything to prejudice those rights (such
as settling a claim against another party without
notifying Delta Dental, or not including Delta
Dental as a co-payee of any settlement amount),

4, Sign any document that Delta Dental determines
is relevant to protect Delta Dental's subrogation
and reimbursement rights, and

5. Provide relevant information when requested.

The term “information” includes any documents,
insurance policies, and police or other investigative
reports, as well as any other facts that may
reasonably be requested to help Delta Dental
enforce its rights. Failure by you or your Dependent
to cooperate with Delta Dental may result, at the
discretion of Delta Dental, in a reduction of future
benefit payments available to you or your Dependent
under This Plan of an amount up to the aggregate
amount paid by Delta Dental that was subject to
Delta Dental's equitable lien, but for which Delta
Dental was not reimbursed. Please note that Delta
Dental's recovery pursuant to this section is subject
to your rights as a subrogee as set forth in ORC
Section 2323.44

Obtaining and Releasing Information

Members are free to choose any Provider. Each
Provider is solely responsible for the treatment
and/or vision advice provided to the Member,
and Delta Dental does not have any liability
resulting therefrom.

Loss of Eligibility During Treatment

If a Member loses eligibility while receiving vision
treatment, only Covered Services received while
that person was covered under This Plan will be
payable,

Late Claims Submission

Delta Dental will make no payment for services or
supplies if a Claim for such has not been received
by Delta Dental’s claims administrator within one
year following the date the services or supplies
were completed.

Chanage of Certificate or Contract

No changes to this Certificate, your Summary of
Vision Plan Benefits, or the underlying contract
are valid unless Delta Dental approves them in
writing.

Actions

You cannot bring an action on a legal claim
arising out of or related to this Certificate unless
you have provided at least 60 days' written
notice to Delta Dental, unless prohibited by
applicable state law. In addition, you cannot bring
an action more than three years after the legal
claim first arose or after expiration of the
applicable statute of limitations, whichever is
shorter, Any person seeking to do so will be
deemed to have waived his or her right to bring
suit on such legal claim, Except as set forth
above, this provision does not preclude you from
seeking a judicial decision or pursuing other
available legal remedies.

Change of Status

While you and/or your Dependent(s) are enrolled in
This Plan, you and/or your Dependent(s) agree to
provide Delta Dental and/or its claims administrator
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You must notify Delta Dental, through the
Contractor, of any event that changes the status
of a Dependent. Events that can affect the status
of a Dependent include, but are not limited to,
marriage, birth, death, divorce, and entrance into
military service.



Governing Law

This Certificate and the underlying group Contract
will be governed by and interpreted under the laws
of the state of Ohio.

Right of Recovery Due to Fraud

If Delta Dental pays for services that were sought or
received under fraudulent, false, or misleading
pretenses or circumstances, pays a Claim that
contains false or misrepresented information, or pays
a Claim that is determined to be fraudulent due to
your acts or acts of your Dependents, it may recover
that payment from you or your Dependents. Delta
Dental may recover any payment determined to be
based on false, fraudulent, misleading, or
misrepresented information by deducting that
amount from any payments properly due to you or
your Dependents. Delta Dental will provide an
explanation of the payment recovery at the time the
deduction is made.

Insolvency

Delta Dental is not a member of any guaranty fund,
and in the event of Delta Dental’s insolvency,
Enrollees are protected oniy to the extent that the
hold harmless provision required by section 1751.13 of
the Ohio Revised Code applies to the health care
services rendered.

In the event of insolvency of Delta Dental, an Enrollee
may be financially responsible for health care
services rendered by a provider or health care facility
that is not under contract with Delta Dental, whether
or not Delta Dental authorized the use of the
provider or health care facility.

Legally Mandated Benefits

If any applicable law requires broader coverage or
more favorable treatment for you or your
Dependents than is provided by this Certificate, that
law shall control over the language of this Certificate.

Any person intending to deceive an insurer, who
knowingly submits an application or files a Claim
containing a false or misleading statement, is guilty
of insurance fraud.

Insurance fraud significantly increases the cost of
health care. If you are aware of any false information
submitted to Delta Dental, please call our toll-free
hotline. We only accept anti-fraud calls at this
humber,

ANTI-FRAUD TOLL-FREE HOTLINE:
800-524-0147
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DeltaVision
Summary of Vision Plan Benefits
For Group# V9860-0001, 0002, 0003, 0004, 0005, 0006, 0007
Ashtabula County

This Summary of Vision Plan Benefits should be read along with your Certificate. Your Certificate provides
additional information about your DeltaVision plan. If a statement in this Summary conflicts with a
statement in the Certificate, the statement in this Summary applies to you and you should ignore the
conflicting statement in the Certificate. The percentages below are applied to Delta Dental’s allowance for

each service and it may vary due to the Provider's network participation.*

Control Plan - Delta Dental of Ohio

Benefit Year - January 1 through December 31

Delta Dental will provide vision care Benefits according to the Schedule listed below. This Schedule lists the
vision care Benefits to which Members are entitled, subject to any applicable Copayments and other conditions,
limitations and/or exclusions stated herein.

Administrative Services for the adjudication of ¢claims and the payment of Benefits under this Policy will be
provided by Vision Service Plan Insurance Company (“VSP”), using a VSP network of Providers. VSP is
sometimes referred to as the claims administrator for this Policy. If Benefits are available for Out-of-Network
Provider services, as indicated by the reimbursement provisions below, Benefits may be received from any
licensed eye care provider whether an In-Network or Out-of-Network Provider. This Summary forms a part of
the Contract to which it isattached.

In-Network Providers are those Providers who have agreed to participate in the VSP Choice Network.

When Benefits are received from In-Network Providers, Benefits appearing in the In-Network Benefit column
below are applicable subject to any applicable Copayments and other conditions, limitations and/or exclusions

as stated below.

When Benefits are received from Out-of-Network Providers, Member is reimbursed for such Benefits according
to the schedule in the Out-of-Network Provider Benefit column below, less any applicable Copayment. The
Member pays the Provider the full fee at the time of service and submits an itermnized bill to Delta Dental’s
claims administrator for reimbursement. Discounts do not apply for Benefits obtained from Out-of-Network

Providers.

Covered Services ~

COVERED SERVICE IN-NETWORK OUT-0OF-NETWORK IFREQUENCY
OR MATERIAL PROVIDER PROVIDER
IBENEFIT BENEFIT
[Eye Examination Covered in full* Up to $45* Available once each 12 months**

Retinal Screening

Covered for a
maximum fee of $39

Not Covered

lAvailable once every 12 months**
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[Complete initial vision analysis: includes appropriate examination of visual functions and prescription of
corrective eyewear where indicated.

*Less any applicable Copayment.
**Beginning with the first date of service.

Coverage for retinal imaging as an enhancement to the eye examination.

COVERED SERVICE IN- QUT-OF- FREGQUENCY
OR MATERIAL NETWORK NETWORK
PROVIDER PROVIDER
BENEFIT BENEFIT
ILENSES Available once each 12 months**
Single Vision Covered in full * Up to $30.00*
Lined Bifocal Covered in full * Up to $50.00*
Lined Trifocal Covered in full * Up to $65.00*
Lenticular Covered in full * Up to $100.00*

Benefits for lenses are per complete set, not per lens.
Polycarbonate lenses are covered in full for dependent children up to age 19.

Standard Progressive Lenses covered in full,

*Less any applicable Copayment.
**Beginning with the first date of service.

COVERED SERVICE IN=NETWORK OUT-OF- IFREQUENCY
OR MATERIAL PROVIDE NETWORK
R PROVIDER
BENEFIT BENEFIT
FRAMES Covered up to Plan  |Up to $70.00* Available once each 24 months**
Allowance of
$150.00*

Frame Allowance may
be applied towards
non-prescription
sunglasses or blue
light filtering glasses,

Frame Allowance may be
applied towards non-
prescription sunglasses or
xhausting both blue Eigl?t filtering glasses,
. I exhau§tlpg 'both frame and

D lens eligibility. Lab-
ligibility. Lab- = bricated bl |
abricated plano abricated plano lenses are
enses are not e

covered.

Benefits for lenses and frames include reimbursement for the following necessary professional services:
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1. Prescribing and ordering proper lenses;

2. Assisting in frame selection;

3. Verifying accuracy of finished lenses;

4, Proper fitting and adjustments of frames;

5. Subsequent adjustments to frames to maintain comfort and efficiency,
6. Progress or follow-up work as necessary.

Frame allowance may be applied towards non-prescription sunglasses for post PRK, LASIK, or Custom LASIK
patients.

*Less any applicable Copayment.
**Beginning with the first date of service.

COVERED SERVICE OR (IN- OUT-OF-NETWORK FREQUENCY
MATERIAL NETWORK PROVIDER BENEFIT
PROVIDER
BENEFIT
CONTACT LENSES
Necessary Available once each 12 months**
Professional Covered in full* Up to $210.00*
Fees/Materials
Elective Elective Contact Lens Available once each 12 months**

fitting and evaluation
services are covered
in full once every 12
months**, after a
maximum $60.00

Copayment.
Materials Professional
Up to $150.00 Fees/Materials

Up to $105.00

*Less any applicable Copayment.
**Beginning with the first date of service.

Necessary Contact Lenses are a Covered Services when specific benefit criteria are satisfied and when
prescribed by Covered Person's In-Network Provider or Out-of-Network Provider. Review and approval by
Delta Dental's claims administrator is not required for Covered Persons to be eligible for Necessary
Contact Lenses.

Contact Lenses are provided in lieu of all other lens and frame benefits available herein.
When contact lenses are obtained, the Covered Person shall not be eligible for lenses and frames again for 12
Imonths.

COVERED SERVICE IN- OUT-OF-NETWORK FREQUENCY
OR MATERIAL NETWORK PROVIDER BENEFIT

PROVIDER

BENEFIT
LOW VISION

Professional services for severe visual problems not correctable with regular lenses, including:

Supplemental Testing Covered in full Up to $125.00 *

{Includes evaluation, diagnosis and prescription of vision aids where

indicated.)

Supplemental Alds 75% of amount 75% of amount .
up to $1000.00* up to $1000.00*
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*Maximum benefit for all Low Vision services and materials is $1000.00 (excluding Copayment) every two
(2) years.

Low Vision benefits secured from Out-of-Network Providers (if covered) are subject to the same time and
Copayment provisions described above for In-Network Providers. The Covered Person should pay the Out-
of-Network Provider's full fee at the time of service Covered Person will be reimbursed an amount not to
exceed what would be paid to an In-Network Provider for the same services and/or materials.

THERE IS NO ASSURANCE THAT THE AMOUNT REIMBURSED WILL COVER 75% OF THE PROVIDER'S
FULL FEE.

EXCLUSIONS AND LIMITATIONS

Some brands of spectacle frames and lenses may be unavailable for purchase as Benefits, or may be subject to
additional limitations. Members may obtain details regarding frame and lens brand availability from their In-
Network Provider or by calling the Member Services Department at1-800-877-7195.

PATIENT LENS ENHANCEMENTS
This Plan is designed to cover visual needs rather than cosmetic materials. When the Member selects any of

the following extras, the Plan will pay the basic cost of the allowed lenses or frames, and the Member will pay
the additional costs for the enhancements.

. Optional cosmetic processes.

J Anti-reflective coating.

. Color coating.

. Mirror coating.

. Scratchcoating.

. Blended lenses.

. Cosmetic lenses.

. Laminated lenses.

. Oversize lenses.

. Polycarbonate lenses.

. Photochromic lenses, tinted lenses except Pink #1 and Pink #2.
. Progressive multifocal lenses.

. UV (ultraviolet) protected lenses.

. Certain limitations on low vision care.
NOT COVERED

There are no Benefits for professional services or materials connected with:

J Orthoptics or vision training and any associated supplemental testing.

. Plano lenses (less than a t .50 diopter power).

. Two pair of glasses in lieu of bifocals.

. Replacement of lenses and frames furnished under this Plan that are lost or broken, except at the
normal intervals when services are otherwiseavailable.

. Medical or surgical treatment of the eyes.

. Corrective vision treatment of an Experimental Nature.

. Costs for services and/or materials above stated allowances.

. Services and/or materials not indicated on this Schedule as covered Plan Benefits.

* Contact lens modification, polishing or cleaning.

. Local, state and/or federal taxes, except where Delta Dental or its claims administrator is required by
law to pay.

. Replacement of lost or damaged contact lenses, except at the normal intervals when services are

otherwise available.
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Co-Payment - There shall be a Copayment of $10 for the examination payable by the Covered Person at the
time services are rendered. If materials (lenses, frames or Necessary Contact Lenses) are provided, there shall
be an additional $25 Copayment payable at the time materials are ordered. The Copayment shall not apply to
Elective Contact Lenses.

Lens Enhancements, if covered under this Policy, may have a separate Copayment. Please refer to COVERED
SERVICES AND MATERIALS, above.

Waiting Period - Enrollees who are eligible for Benefits are covered on the first day of the month following
60 days for Union and 30 days for Management of employment (0001) and on the first day of the month
following 30 days of employment (0002, 0003, 0004, 0005, 0006, 0007).

Eligible People - All full-time employees of; Nursing Home (0001, Job and Family Services (0002),
Children Services (0003), ADMH (0004), Engineers (0005), Health Department (0006} and Commissioners
(0007) working at least 30 hours per week or 130 hours a month who choose the vision plan and COBRA
(Consclidated Omnibus Budget Reconciliation Act of 1985) enrollees, if applicable.

Also eligible at your option are your legal spouse, your dependent children to the end of the calendar year
in which they turn 19, and your dependent unmarried children to the age of 25 who are eligible to be
claimed by you as a dependent under the U.S. Internal Revenue code during the current calendar year.

Enrollees and dependents choosing this plan are required to remain enrolled for a minimum of 12 months.
Should an Enrollee or Dependent choose to drop coverage after that time, he or she may not re-enroll prior
to the date on which 12 months have elapsed. Dependents may only enroll if the Enrollee is enrolled (except
under COBRA) and must be enrolled in the same plan as the Enrollee. An election may be revoked or
changed at any time if the change is the result of a qualifying event as defined under Internal Revenue Code
Section 125.

Coordination of Benefits - If you and your Spouse are both eligible to enroll in This Plan as Enrollees, you
may be enrolled as both an Enrollee on your own application and as a Dependent on your Spouse’s
application. Your Dependent Children may be enrolled on both your and your Spouse’s applications as well,
Delta Dental will coordinate benefits between your coverage and your Spouse's coverage.

Benefits will cease on the last day of the month in which your employment is terminated.

Customer Service Toll-Free Number: 800-877-7195
If you're hearing impaired, call 800-428-4833
www. VSP.com
January 1, 2023
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