For More Information Contact: Northwest Marketing Resources
PO Box 447, Olympia WA 98507
800.565.0313
info@northwestmarketingresources.com

Employer funded and voluntary
VISION
insurance for employer groups with 2+ lives.

Underwritten by Security Life Insurance Company of America, 10901 Red Circle Drive, Minnetonka, Minnesota, 55343

e Utilizes VSPs Signature Plan
e No waiting periods
¢ Choice of multiple plan designs

Vision Benefits - In Network Plan | Plan Il Plan Il

EYE EXAMINATION

Frequency Once every 12 months i Once every 12 months : Once every 12 months
Insured Copay $10 $10 $10
EYEGLASS MATERIALS

Frequency for lenses (including contacts)

Once every 24 months

Once every 12 months

Once every 12 months

Frequency for frames Once every 24 months i Once every 24 months : Once every 12 months

Insured Copay $20* $20* $20*

*There is no copay for contacts.

In network Vision Benefits are covered 100% after the required copay and may be subject to a maximum allowable.

Vision Benefits - Out of Network Plan | Plan Il Plan Il
The plan will pay:

Eye Examination $52 after copay $52 after copay $52 after copay

Single Vision Lenses $55 after copay $55 after copay $55 after copay

Bifocal Lenses $75 after copay $75 after copay $75 after copay

Trifocal Lenses $95 after copay $95 after copay $95 after copay

Lenticular Lenses $125 after copay $125 after copay $125 after copay

Frame $57 after copay $57 after copay $57 after copay

Contact Lenses $105 $105 $105
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What the Benefits Include:

¢ Eye Examination — Complete initial vision analysis, including appropriate
examination of visual functions and prescription of corrective eyewear where
indicated. Eye examinations are covered as indicated in the Product Design
Chart. Frequency is calculated based on the date services were
last received.

* Contact Lenses — Contact lenses are provided in lieu of eyeglass lenses
and frames as indicated in the Product Design Chart. Frequency is calculated
based on the date services were last received. There is a $130 allowance for
contacts and the contact lens exam (combined).

e 2 year rate guarantee

e Laser VisionCare Program®™:
- VSP contracted laser centers provide discounts averaging 15% off
laser surgery, including photorefractive keratectomy (PRK), laser-
assisted in-situ keratomileusis (LASIK) and Custom LASIK.

¢ Eyeglass Lenses — Standard lenses, including glass or plastic single vision,
bifocal, trifocal or lenticular lenses are covered as indicated in the Product
Design Chart. Frequency is calculated based on the date services were
last received.

) o - If the laser center is offering a price reduction, VSP members will receive
-Dependent children are eligible for fully covered polycarbonate lenses.

an additional 5% off the promotional price.

e Low Vision — Low vision supplemental testing and low vision aids up to
$1,000 are covered every 2 years.

¢ Frames — Frames are covered as indicated in the Product Design Chart.
Frequency is calculated based on the date services were last received. There
is a $130 allowance, with a 20% discount on the amount over the allowance.

About VSP: VSPe Vision Care is the largest not-for-profit, full-service vision benefits provider in the United States with more than 50 years of experience.
VSP provides 55 million members with WellVision Exams®, quality eyewear, and personalized care from a national network of 26,000 private-practice
doctors and 38,000 access points. Improve the way you see the world with vision care from VSP. To learn more about VSP and to locate a provider near
you, visit their website at vsp.com.

Please contact your Agent for more information. To learn more about Security Life: 800.233.0307 or SecurityLife.com/FiveStar

Policy GP2010MP, Form S11430 FiveStar Vision 07/11



LIMITATIONS AND EXCLUSIONS
The policy will not cover the following:
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14,
15.

Items, treatments or services:
a. not listed in the Description of Qualifying Vision Expenses;
b. not prescribed by or performed by or under the direct supervision of a
vision provider;
c. not visually necessary to restore or maintain a patient’s visual acuity and health;
d. not meeting the accepted standards of vision practice;
e. experimental in nature; or
f. covered under any medical insurance policy.
Orthoptics or vision training and any associated supplemental testing.
Plano lenses (less than a = .50 diopter power).
Two pairs of glasses in lieu of bifocals.
Medical or surgical treatment of the eyes.
Replacement of lenses, frames or contacts furnished under this policy that are lost or
broken, except at the normal intervals when services are otherwise available.
Corneal refractive therapy or orthokeratology.
Artistically painted contact lenses.
Additional office visits for contact lens pathology.

. Contact lens modification, polishing or cleaning.
11.
12.

Charges for service agreements or insurance policies.

Charges for sterilization of equipment; disposal of medical waste or other requirements
mandated by OSHA or other regulatory agencies.

Telephone consultations, charges for failure to keep a scheduled appointment, or
charges for completion of a claim form.

Codes that are by report.

Ancillary charges, including but not limited to, hospital, ambulatory surgical center or
similar facility; or use of provider office space.

Benefits are limited as follows:

1.

In the event you transfer from the care of one vision provider to that of another during
the course of treatment, or if more than one vision provider performs services for one
qualifying expense, we shall be liable for not more than the amount we would have been
liable for had but one vision provider performed the service.

This policy is designed to cover visual needs rather than cosmetic materials. If

you select any of the following, we will pay the basic cost of the allowed lenses:
optional cosmetic processes; anti-reflective coating; color coating; mirror coating;
scratch coating; blended lenses; cosmetic lenses; laminated lenses; oversize lenses;
photochromic lenses, tinted lenses except Pink #1 and Pink #2; progressive multifocal
lenses; UV (ultraviolet) protected lenses; certain limitations on low vision care.

*This is only a summary of benefits and is subject to individual state regulations. For complete
information, please see the Certificate of Insurance.

UNDERWRITING GUIDELINES

EMPLOYER FUNDED VISION:

Minimum Group Size

You can offer this plan if you employ 2 or more full
time employees.

Eligibility

Your full time employees working 30 or more hours per
week are eligible for this plan. Annual open enrollment
period required. Employees must enroll within 31 days
of becoming eligible or wait for the next open enroliment
period. Once in the plan an employee who voluntarily
terminates can re-enroll one time at the employer’s next
scheduled annual open enrollment period.

Employer Restrictions

This plan is only available to employers that have been
in business more than one year. For employer funded
rates you must contribute a minimum of 25% of the
employee premium.

Most firms will qualify for this plan; however, coverage is
not available to:
e Groups funded by the government or any
government agency
e Groups that are home based
e Groups that are seasonal in nature
e Groups with more than 90% family content

Please see rate card for additional information.

Minimum Participation Requirements

100% if you pay the full cost of the benefits, with a
minimum of 2 enrolled. 75% if your employees contribute
toward the cost, with a minimum of 2 enrolled.

VOLUNTARY VISION:

Minimum Group Size

You can offer this plan if you employ 2 or more full
time employees.

Eligibility

Your full time employees working 30 or more hours per
week are eligible for this plan. Annual open enroliment
period required. Employees must enroll within 31 days
of becoming eligible or wait for the next open enroliment
period. Once in the plan an employee who voluntarily
terminates can re-enroll one time at the employer’s next
scheduled annual open enrollment period.

Employer Restrictions
This plan is only available to employers that have been
in business more than one year.

Most firms will qualify for this plan; however, coverage is
not available to:
e Groups funded by the government or any
government agency
e Groups that are home based
e Groups that are seasonal in nature
e Groups with more than 90% family content

Please see rate card for additional information.

Minimum Participation Requirements
Minimum of 2 enrolled.



FiveStar Vision Monthly Premium Rates

For Effective Dates September 1, 2011 through March 2012

Group Vision Base Rates Area1 Area 2 Area 3 Area 4 Area s Area 6
Employee Only $ 501($% 541 |% 569|% 603|$% 649|% 728

é Employee+Spouse $ 1002 (% 1082 | $ 1139 |$ 1207 |$ 1298 | $ 14.58

o Employee+ Child(ren) | $ 1033 | $ 1115 $ 1174 $ 1244 | $ 1338 | $ 15.03

5 Employee + Family $ 1561 (% 1685 | $ 1774 | $ 1880 | $ 2022 (% 2271
§ Employee Only $ 612($% 660|% 695|% 737|$% 792|% 890
"2 E Employee+Spouse | $ 1222 |$ 1320 | $ 1389 |$ 1472 |$ 1583 |$ 17.78
% o | Employee+ Child(ren) | $ 1260 [ $ 1360 $ 1432 (3% 1518 $ 1632 | $ 18.33
g' Employee + Family $ 1905(% 2057 | $ 2165| % 2295|% 2468 (% 27.71
w Employee Only $ 757|$ 817|$ 860|$ 912|$ 980|$ 11.01
f Employee+Spouse $ 1513 % 1633 | $ 1719 | $ 1822 |$ 19.60 | $ 22.00

5 Employee+ Child(ren) | $ 1559 | $ 1683 | $ 1772 $ 1878 |$ 2020 | $ 22.68
Employee + Family $ 2358 (% 2545 | % 2679 |$ 2840 | $ 3054 |$ 34.29
Employee Only $ 601|% 649| % 683|% 724|$% 779|% 874

é Employee+Spouse $ 1202 (% 1298 | $ 1366 |$ 1448 | $ 1557 | $ 1748

o Employee+ Child(ren) | $ 1239 | $ 1338 | $ 1408 ($ 1492 |$ 16.05| $ 18.02
Employee + Family $ 1874 (% 2023 | $ 2129 |$ 2257 |$ 2427 |$% 2725

> Employee Only $ 777(% 839|% 883|% 936|% 1007 |$% 11.30
§ i Employee+Spouse $ 1467 (% 1584 | $ 1667 | $ 1767 | $ 19.00 | $ 21.34
% g Employee+ Child(ren) | $ 1512 | $ 1632 | $ 1718 $ 1821 ($ 1959 | $ 21.99
> Employee + Family $ 2286 |% 2468 | $ 2598 | % 2754 |$ 2962 | % 33.25
Employee Only $ 908($% 980|% 1032 % 1094 |$ 1176 [ $ 13.21

f Employee+Spouse $ 1815($% 1960 | $ 2063 |$ 2187 |$ 2352 (% 2641

5 Employee+ Child(ren) | $ 18.72 [ $ 2021 | $ 2127 | $ 2255|$ 2425|$ 27.23
Employee + Family $ 2829 (% 3054 |% 3215| % 3408 |$ 36.65| % 41.15

Rate Calculation

Locate your state and area factor in the Vision State Factor Chart to
determine the applicable monthly premium based on plan selection

State and Area Factors

State | Area | State | Area | State | Area | State | Area | State | Area | State | Area
AK 6 GA 5 KY ) MS 3 OH 8] TN 5
AL 5) 1A 2 LA 2 NC 4 OK 4 X 3
AR 5 ID 4 MD & ND 2 OR 4 WI 2
AZ 2 IL 2 Mi 8] NE 2 PA 8 wv 5
DC 5 IN 4 MN 2 NM 3 SC 4 WY 3
DE 8 KS 3 MO 8 NV 4 SD 3
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