
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2026 – 12/31/2026
Freedom  FrP500i80LX22B  Oxford Level Funded Coverage For: Individual | Plan Type: POS

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-444-6222 or visit 

myuhc.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms
see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-800-444-6222 to request a copy. 

Important Questions Answers Why This Matters:
What is the overall 
deductible?

Network: $500 Individual / $1,000 Family
Out-of-Network: $1,000 Individual / $2,000 Family
per year.

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of 
deductible expenses paid by all family members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive Care Services are covered before you
meet your deductible.

This plan covers some items and services even if you haven’t yet met the annual 
deductible amount. But a copayment or coinsurance may apply.
For example, this plan covers certain preventive services without cost-sharing and
before you meet your deductible. See a list of covered preventive services at www.
healthcare.gov/coverage/preventive-care-benefits/.

Are there other 
deductibles for specific
services?

No. You don’t have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan? 

Network: $2,000 Individual / $4,000 Family
Out-of-Network: $4,000 Individual / $8,000 Family

The out-of-pocket limit is the most you could pay in a year for covered services. If
you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

What is not included in
the  out-of-pocket limit?

Premiums, balance-billing charges, health care this 
plan doesn’t cover and penalties for failure to obtain 
preauthorization for services.

Even though you pay these expenses, they don’t count toward the out-of-pocket
limit.

Will you pay less if you
use a network provider?

Yes. See myuhc.com or call 1-800-444-6222 for a list
of network providers.

This plan uses a provider network. You will pay less if you use a provider in the 
plan's network. You will pay the most if you use an out-of-network provider, and you
might receive a bill from a provider for the difference between the provider’s charge
and what your plan pays (balance billing). Be aware, your network provider might
use an out-of-network provider for some services (such  as lab work). Check with
your provider before you get services.

Do you need a referral to
see a specialist?

No. You can see the specialist you choose without a referral.
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical
Event

Services You
May Need

What You Will Pay Limitations, Exceptions, & Other Important Information
Network Provider (You will

pay the least)
Out-of-Network Provider
(You will pay the most)

If you visit a
health care 
provider’s office
or clinic

Primary care visit
to treat an injury
or illness

$25 copay per visit, 
deductible does not apply

50% coinsurance Under age 19 - Network visits are covered at No Charge.
Virtual Visits - No Charge by a Designated Virtual Network 
Provider. No virtual coverage out-of-network.
If you receive services in addition to office visit, additional 
copays, deductibles or coinsurance may apply e.g. surgery.

Specialist visit $75 copay per visit, 
deductible does not apply

50% coinsurance If you receive services in addition to office visit, additional 
copays, deductibles or coinsurance may apply e.g. surgery.

Preventive care/
screening/
immunization

No Charge 50% coinsurance You may have to pay for services that aren’t preventive. Ask
your provider if the services needed are preventive. Then
check what your plan will pay for.

If you have a test Diagnostic test (x-
ray, blood work)

20% coinsurance 50% coinsurance Preauthorization is required out-of-network for certain
services or benefit reduces to 50% of allowed amount.

 Imaging (CT/PET
scans, MRIs)

20% coinsurance 50% coinsurance Preauthorization is required out-of-network for certain
services or benefit reduces to 50% of allowed amount.

* For more information about limitations and exceptions, see the plan or policy document at myuhc.com. Page 2 of 8
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Common Medical
Event

Services You
May Need

What You Will Pay Limitations, Exceptions, & Other Important Information
Network Provider (You will

pay the least)
Out-of-Network Provider
(You will pay the most)

If you need drugs
to treat your
illness or
condition
More information
about prescription
drug coverage is
available at myuhc.
com

Tier 1 - Your
Lowest Cost
Option

Retail: $10 copay, deductible
does not apply. 

Mail-Order: $25 copay, 
deductible does not apply. 

Specialty Drugs: $10 copay, 
deductible does not apply.

Retail: $10 copay, deductible
does not apply. 

Specialty Drugs: $10 copay, 
deductible does not apply.

Provider means pharmacy for purposes of this section.
Retail: Up to a 90 day supply.
Mail-Order: Up to a 90 day supply.
Specialty: Up to a 31 day supply.
Specialty drugs are not covered through mail order.
One retail copay applies per 31-day retail prescription.
You may need to obtain certain drugs, including certain 
specialty drugs, from a pharmacy designated by us. Certain
drugs may have a preauthorization requirement or may result
in a higher cost. If you use an out of network pharmacy, you
may need to pay the cost up front, submit for reimbursement,
and may be responsible for any amount over the allowed
amount.
Certain preventive medications (including certain
contraceptives) and the List of Zero Cost Share Medications
are covered at No Charge.
See the website listed for information on drugs covered by
your plan. Not all drugs are covered. You may be required to
use a lower-cost drug(s) prior to benefits under your plan
being available for certain prescribed drugs.
If a dispensed drug has a chemically equivalent drug at a
lower tier, the cost difference between drugs in addition to
any applicable copay and/or coinsurance may be applied.

Tier 2 - Your Mid-
Range Cost
Option

Retail: $35 copay, deductible
does not apply. 

Mail-Order: $87.50 copay, 
deductible does not apply. 

Specialty Drugs: $150 copay, 
deductible does not apply.

Retail: $35 copay, deductible
does not apply. 

Specialty Drugs: $150 copay, 
deductible does not apply.

Tier 3 - Your Mid-
Range Cost
Option

Retail: $75 copay, deductible
does not apply. 

Mail-Order: $187.50 copay, 
deductible does not apply. 

Specialty Drugs: $350 copay, 
deductible does not apply.

Retail: $75 copay, deductible
does not apply. 

Specialty Drugs: $350 copay, 
deductible does not apply.

Tier 4 - Your
Highest Cost
Option

Retail: $250 copay, deductible
does not apply. 

Mail-Order: $625 copay, 
deductible does not apply. 

Specialty Drugs: $500 copay, 
deductible does not apply.

Retail: $250 copay, deductible
does not apply. 

Specialty Drugs: $500 copay, 
deductible does not apply.

If you have
outpatient surgery

Facility fee (e.g.,
ambulatory
surgery center) 

20% coinsurance 50% coinsurance Preauthorization is required out-of-network for certain
services or benefit reduces to 50% of allowed amount.

* For more information about limitations and exceptions, see the plan or policy document at myuhc.com. Page 3 of 8
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Common Medical
Event

Services You
May Need

What You Will Pay Limitations, Exceptions, & Other Important Information
Network Provider (You will

pay the least)
Out-of-Network Provider
(You will pay the most)

 Physician/
surgeon fees

20% coinsurance 50% coinsurance None

If you need
immediate
medical attention 

Emergency room
care

20% coinsurance *20% coinsurance $300 per occurrence copay applies prior to the overall 
deductible.  
*Network deductible applies.

Emergency
medical
transportation

20% coinsurance *20% coinsurance *Network deductible applies.

Urgent Care $50 copay per visit, 
deductible does not apply

50% coinsurance Virtual Visits - No Charge by a Designated Virtual Network 
Provider. No virtual coverage out-of-network.
If you receive services in addition to Urgent care visit,
additional copays, deductibles or coinsurance may apply e.g.
surgery.

If you have a
hospital stay

Facility fee (e.g.,
hospital room)

20% coinsurance 50% coinsurance Preauthorization is required out-of-network or benefit
reduces to 50% of allowed amount.

 Physician/
surgeon fees

20% coinsurance 50% coinsurance None

If you need mental
health, behavioral
health, or
substance abuse
services

Outpatient
services

$75 copay per visit, 
deductible does not apply

50% coinsurance Network Partial hospitalization/intensive outpatient treatment:
20% coinsurance

Inpatient services 20% coinsurance 50% coinsurance None

If you are
pregnant

Office Visits Primary Care Visit: $25 copay
per visit, deductible does not

apply 
Specialist Visit: $75 copay per

visit, deductible does not
apply

50% coinsurance Cost sharing does not apply for preventive services. 
Depending on the type of services, a copayment, 
coinsurance or deductible may apply. Maternity care may
include tests and services described elsewhere in the SBC (i.
e. ultrasound).

* For more information about limitations and exceptions, see the plan or policy document at myuhc.com. Page 4 of 8
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Common Medical
Event

Services You
May Need

What You Will Pay Limitations, Exceptions, & Other Important Information
Network Provider (You will

pay the least)
Out-of-Network Provider
(You will pay the most)

 Childbirth/delivery
professional
services

20% coinsurance 50% coinsurance

 Childbirth/delivery
facility services

20% coinsurance 50% coinsurance Inpatient preauthorization may apply out-of-network or
benefit reduces to 50% of allowed amount.

If you need help
recovering or
have other special
health needs

Home health care 20% coinsurance 50% coinsurance Limited to 30 visits per year. 
Preauthorization is required out-of-network or benefit
reduces to 50% of allowed amount.

Rehabilitation
services

20% coinsurance 50% coinsurance 30 combined visits per year for rehabilitation and habilitation
services. Includes physical therapy, speech therapy,
occupational therapy, cardiac rehabilitation therapy,
pulmonary rehabilitation therapy.

Habilitation
services

20% coinsurance 50% coinsurance

Skilled nursing
care

20% coinsurance 50% coinsurance Limited to 60 days per year, combined with inpatient
rehabilitation and residential treatment.  
Preauthorization is required out-of-network or benefit
reduces to 50% of allowed amount.

Durable medical
equipment

20% coinsurance 50% coinsurance Preauthorization is required out-of-network for DME over
$1,000 or benefit reduces to 50% of allowed amount.

Hospice services 20% coinsurance 50% coinsurance Preauthorization is required out-of-network before admission
for an Inpatient Stay in a hospice facility or benefit reduces to
50% of allowed amount.

* For more information about limitations and exceptions, see the plan or policy document at myuhc.com. Page 5 of 8
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Common Medical
Event

Services You
May Need

What You Will Pay Limitations, Exceptions, & Other Important Information
Network Provider (You will

pay the least)
Out-of-Network Provider
(You will pay the most)

If your child needs
dental or eye care

Children’s eye
exam

Not Covered Not Covered No coverage for Children’s eye exams.

Children’s
glasses

Not Covered Not Covered No coverage for Children’s glasses.

Children’s dental
check-up

Not Covered Not Covered No coverage for Children’s dental check-up.

* For more information about limitations and exceptions, see the plan or policy document at myuhc.com. Page 6 of 8
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Excluded Services & Other Covered Services: 
Services Your Plan Generally Does NOT Cover (Check your policy  or plan document for more information and a list of any other excluded services.)
• Bariatric surgery
• Cosmetic Surgery
• Dental Care
• Glasses

• Long Term Care
• Non-emergency care when traveling outside - the US
• Private duty nursing

• Routine Eye Care
• Routine foot care - Except as covered for Diabetes
• Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 
• Acupuncture Services - 10 visits per  year
• Chiropractic (manipulative care) - 20 visits per  year

• Hearing aids - Limited to $5,000 every 36 Months • Infertility Treatment

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Services at
1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit  www.HealthCare.gov or call 1-800-318-2596.
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
contact: the Member Service number listed on the back of your ID card or myuhc.com or the Employee Benefits Security Administration at 1-866-444-3272 or  dol.gov/
ebsa/healthreform.
Additionally, a consumer assistance program can help you file your appeal. Contact the Illinois Department of Insurance at 877-527-9431 or visit http://idoi.illinois.gov/. 
Does this plan provide Minimum Essential Coverage?  Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage.  If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.
Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-444-6222. 

1-800-444-6222.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-444-6222.
Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, ruf 1-800-444-6222 uff. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-444-6222. 
Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-800-444-6222. 
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-444-6222. 
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, å’gang 1-800-444-6222. 

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see the plan or policy document at myuhc.com. Page 7 of 8
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, 
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different
health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital

delivery)
 

Managing Joeõs type 2 Diabetes
(a year of routine in-network care of a well-

controlled condition)
 Miaõs Simple Fracture

(in-network emergency room visit and follow up care)

The planõs overall deductible  pre-nat $500  The planõs overall deductible  pre-nat $500  The planõs overall deductible  pre-nat $500  
Specialist copayment  pre-nat $75  Specialist copayment  pre-nat $75  Specialist copayment  pre-nat $75  
Hospital (facility) coinsurance  pre-nat 20%  Hospital (facility) coinsurance  pre-nat 20%  Hospital (facility) coinsurance  pre-nat 20%  
Other coinsurance  pre-nat 20%  Other coinsurance  pre-nat 20%  Other coinsurance  pre-nat 20%  

This EXAMPLE event includes services like:
Specialist office visits  (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

This EXAMPLE event includes services like:
Primary care physician office visits  (including disease
education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost     pre-nat $12,700  Total Example Cost     pre-nat $5,600  Total Example Cost     pre-nat $2,800  
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing  Cost Sharing  Cost Sharing  
Deductibles  pre-nat $500  Deductibles  pre-nat $300  Deductibles  pre-nat $800  
Copayments  pre-nat $0  Copayments  pre-nat $500  Copayments  pre-nat $200  
Coinsurance  pre-nat $1,500  Coinsurance  pre-nat $0  Coinsurance  pre-nat $300  

What isnèt covered   What isnèt covered   What isnèt covered   
Limits or exclusions  pre-nat $60  Limits or exclusions  pre-nat $0  Limits or exclusions  pre-nat $0  
The total Peg would pay is     pre-nat $2,060  The total Joe would pay is     pre-nat $800  The total Mia would pay is     pre-nat $1,300  

The plan would be responsible for the other costs of these EXAMPLE covered services. Page 8 of 8



Watch our video
Learn how dental insurance can
protect your long-term health.

Dentalinsurance
Taking care of your teeth is about more
than just covering cavities and cleanings.
It also means accounting for more expensive
dental work, and your overall health.
With dental insurance, routine preventive care can lead to
better overall health. And you’ll be able to save money if any
extensive dental work is required.

Who is it for?
Everyone should have access to great dental coverage, which is why we
offer comprehensive plans that are available through employers as part of
your benefit offerings.

What does it cover?
Dental insurance helps to protect your overall oral care. That includes
services like preventive cleanings, x-rays, restorative services like fillings,
and other more serious forms of oral surgery if you ever need them.

Why should I consider it?
Poor oral health isn’t just aesthetic, it’s also been linked to conditions
including diabetes, heart disease, and strokes. So, while brushing and
flossing every day can help keep your teeth clean, nothing should replace
regular visits to the dentist.

You will receive these benefits if you meet the conditions listed in the policy.

Staying healthy
Joe visits his dentist for a routine
dental cleaning, to take care of his
teeth as well as his overall health.

Oral health is about more than just
teeth and gums. It’s also essential
for a range of other health and
wellbeing reasons:
Cardiovascular disease: Some
research suggests that heart
disease, clogged arteries, and
infections may be linked to
inflammation and infections
from oral bacteria.
Osteoporosis: Weak and brittle
bones may be linked to tooth loss.
Diabetes: Research shows that
people with gum disease find it
more difficult to control their
blood sugar levels.
Alzheimer’s disease: Tooth loss
before the age of 35 may be a risk
factor for Alzheimer’s disease.

All information contained here is
from the Mayo Clinic, Oral Health:
A Window to Your Overall Health,
www.mayoclinic.com. 2018.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
FASTECH CONSULTING LLC Kit created 01/03/2023
ALL ELIGIBLE EMPLOYEES Group number: 00548062
2020-104309 (07/22)
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GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
FASTECH CONSULTING LLC Kit created 01/03/2023
ALL ELIGIBLE EMPLOYEES Group number: 00548062

Your dental coverage
PPO plan, you can visit any dentist; but you pay less out-of-pocket when you choose a PPO dentist. Out-of-network benefits are
based on a percentile of the prevailing fee data for the dentist's zip code.

Your Dental Plan PPO

Your Network is DentalGuard Preferred
Calendar year deductible In-Network Out-of-Network
Individual $50 $50
Family limit 3 per family
Waived for Preventive Preventive
Charges covered for you (co-insurance) In-Network Out-of-Network
Preventive Care 100% 100%
Basic Care 80% 80%
Major Care 50% 50%
Orthodontia 50% 50%
Annual Maximum Benefit $1000
Maximum Rollover Yes
Rollover Threshold $500
Rollover Amount $250
Rollover In-network Amount $350
Rollover Account Limit $1000
Lifetime Orthodontia Maximum $1000
Dependent Age Limits 26
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A Sample of Services Covered by Your Plan:

Your dental coverage

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
FASTECH CONSULTING LLC Kit created 01/03/23
ALL ELIGIBLE EMPLOYEES Group number: 00548062

PPO
Plan pays (on average)
In-network Out-of-network

Preventive Care Cleaning (prophylaxis) 100% 100%
Frequency: Once Every 6 Months

Fluoride Treatments 100% 100%
Limits: Under Age 19

Oral Exams 100% 100%
Sealants (per tooth) 100% 100%
X-rays 100% 100%

Basic Care Anesthesia* 80% 80%

Fillings‡ 80% 80%

Perio Surgery 80% 80%
Periodontal Maintenance 80% 80%

Frequency: Once Every 3 Months

Repair & Maintenance of
Crowns, Bridges & Dentures 80% 80%

Root Canal 80% 80%
Scaling & Root Planing (per quadrant) 80% 80%
Simple Extractions 80% 80%
Surgical Extractions 80% 80%

Major Care Bridges and Dentures 50% 50%
Dental Implants 50% 50%
Inlays, Onlays, Veneers** 50% 50%
Single Crowns 50% 50%

Orthodontia Orthodontia 50% 50%
Limits: Child(ren)

Deferred Services for Current and Future
Employees

Orthodontia - 12 Months

This is only a partial list of dental services. Your certificate of benefits will show exactly what is covered and excluded. **For PPO and
or Indemnity members, Crowns, Inlays, Onlays and Labial Veneers are covered only when needed because of decay or injury or other
pathology when the tooth cannot be restored with amalgam or composite filing material. When Orthodontia coverage is for
"Child(ren)" only, the orthodontic appliance must be placed prior to the age limit set by your plan; If full-time status is required by
your plan in order to remain insured after a certain age; then orthodontic maintenance may continue as long as full-time student status
is maintained. If Orthodontia coverage is for "Adults and Child(ren)" this limitation does not apply. *General Anesthesia – restrictions
apply. ‡For PPO and or Indemnity members, Fillings – restrictions may apply to composite fillings.
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Your dental coverage

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
FASTECH CONSULTING LLC Kit created 01/03/23
ALL ELIGIBLE EMPLOYEES Group number: 00548062

Manage Your Benefits:

Go to www.Guardianlife.com to access secure information about
your Guardian benefits including access to an image of your ID
Card. Your on-line account will be set up within 30 days after your
plan effective date.

Find A Dentist:

Visit www.Guardianlife.com
Click on “Find A Provider”; You will need to know your plan,
which can be found on the first page of your dental benefit
summary.

EXCLUSIONS AND LIMITATIONS
n Important Information about Guardian’s DentalGuard Indemnity and

DentalGuard Preferred Network PPO plans: This policy provides dental
insurance only. Coverage is limited to those charges that are necessary to
prevent, diagnose or treat dental disease, defect, or injury. Deductibles apply.
The plan does not pay for: oral hygiene services (except as covered under
preventive services), orthodontia (unless expressly provided for), cosmetic or
experimental treatments (unless they are expressly provided for), any
treatments to the extent benefits are payable by any other payor or for which
no charge is made, prosthetic devices unless certain conditions are met, and
services ancillary to surgical treatment. The plan limits benefits for diagnostic

consultations and for preventive, restorative, endodontic, periodontic, and
prosthodontic services. The services, exclusions and limitations listed above do
not constitute a contract and are a summary only. The Guardian plan
documents are the final arbiter of coverage. Contract # GP-1-DG2000 et al.

n PPO and or Indemnity Special Limitation: Teeth lost or missing before a
covered person becomes insured by this plan. A covered person may have one or
more congenitally missing teeth or have lost one or more teeth before he became
insured by this plan. We won’t pay for a prosthetic device which replaces such teeth
unless the device also replaces one or more natural teeth lost or extracted after the
covered person became insured by this plan. R3-DG2000

DentalGuard Insurance is underwritten and issued by The Guardian Life Insurance Company of America, New York, NY. Products are not available in all
states. Policy limitations and exclusions apply. Optional riders and/or features may incur additional costs. Plan documents are the final arbiter of
coverage. This policy provides DENTAL insurance only.
Policy Form # GP-1-DG2000, et al, GP-1-DEN-16
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Plan annual
maximum**

Threshold Maximum
rollover amount

In-network only
rollover amount

Maximum rollover
account limit

$1,000 
Maximum claims 
reimbursement

$500
Claims amount that
determines rollover
eligibility

$250
Additional dollars
added to a plan’s
annual maximum
for future years

$350
Additional dollars
added if only in-network
providers were used
during the benefit year

$1,000
The limit that cannot
be exceeded within
the maximum rollover
account

* This example has been created for illustrative purposes only.
** If a plan has a different annual maximum for PPO benefits vs. non-PPO benefits, ($1500 PPO/$1000 non-PPO for example) the non-PPO maximum

determines the Maximum Rollover plan. May not be available in all states.
Guardian’s Dental Insurance is underwritten and issued by The Guardian Life Insurance Company of America, New York, NY. Products are not available in all
states. Policy limitations and exclusions apply. Optional riders and/or features may incur additional costs. Plan documents are the final arbiter of coverage.
Information provided in this communication is for informational purposes only. Dental Policy Form No. GP-1-DEN-16. GUARDIAN® is a registered service mark
of The Guardian Life Insurance Company of America ® ©Copyright 2019 The Guardian Life Insurance Company of America.

Depending on a plan’s annual maximum, if claims made for a
certain year don’t reach a specified threshold, then the set
maximum rollover amount can be rolled over.

How maximum rollover works*

Oral HealthRewardsProgram
Regular visits to the dentist can help prevent
and detect the early signs of serious diseases.
That’s why Guardian’s Maximum Rollover Oral Health Rewards
Program encourages and rewards members who visit the
dentist, by rolling over part of your unused annual maximum
into a Maximum Rollover Account (MRA). This can be used in
future years if your plan’s annual maximum is reached.

Submit a claim (without
exceeding the paid claims
threshold of a benefit year),
and Guardian will roll over
a portion of your unused
annual dental maximum.

Automatic rollover

2020-105050 (07/22)
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Watch our video
How vision insurance can help
you see clearly as you get older.

Visioninsurance
Vision insurance helps protect the
health of your eyes by providing coverage
for benefits that often aren’t covered
by regular medical insurance.
Protecting your eyesight means allowing for routine visits
to the optometrist for eye exams, as well as coverage for
glasses and contacts. Make sure your eyes remain in great
shape at any age – no matter how much time you spend
staring at digital screens.

Who is it for?
Even if you have perfect eyesight, it’s important to have regular eye exams
to make sure you’re still seeing clearly. Most of us may eventually need
vision correction, which is why we offer vision insurance to cover some of
the costs.

What does it cover?
Vision insurance covers benefits not typically included in medical insurance
plans. It covers things like routine eye exams, allowances towards the
purchase of eyeglasses and contact lenses, as well as discounts on
corrective Lasik surgery.

Why should I consider it?
Regular eye exams can detect more than failing eyesight, they can also pick
up diseases like glaucoma and diabetes. Vision problems are one of the
most prevalent disabilities in the United States, making vision insurance
especially useful for anyone who regularly needs to purchase eyeglasses or
contacts, or anyone who simply wants to help protect their eyesight and
general health.

You will receive these benefits if you meet the conditions listed in the policy.

20/20 coverage
David notices that his vision is
deteriorating. He goes in for an eye
exam, and is diagnosed with myopia,
which means he needs glasses.

Average cost of vision exam: $171
Average cost of frames and
lenses: $350
Total cost: $521
With a Vision policy from Guardian,
David pays just $10 for his eye exam.
After $25 in copay, his lenses are fully
covered, and he pays $96 for his
frames.
David’s total out-of-pocket expense
is $131, saving him $390.

This example is for illustrative
purposes only. Your plan’s coverage
may vary. See your plan’s information
on the following pages for specific
amounts and details.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
FASTECH CONSULTING LLC Kit created 01/03/2023
ALL ELIGIBLE EMPLOYEES Group number: 00548062
2020-104313 (07/22)
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Your vision coverage

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
FASTECH CONSULTING LLC Kit created 01/03/2023
ALL ELIGIBLE EMPLOYEES Group number: 00548062

Option 1: Significant out-of-pocket savings available with your Full Feature plan by visiting one of VSP’s network locations.

Your Vision Plan Full Feature

Your Network is VSP Choice Network

Copay

Exams Copay $ 10

Materials Copay (waived for elective contact lenses) $ 25

Sample of Covered Services You pay (after copay if applicable):

In-network Out-of-network

Eye Exams $0 Amount over $39

Single Vision Lenses $0 Amount over $23

Lined Bifocal Lenses $0 Amount over $37

Lined Trifocal Lenses $0 Amount over $49

Lenticular Lenses $0 Amount over $64

Frames 80% of amount over $130¹ Amount over $46

Contact Lenses (Elective) Amount over $130 Amount over $100
Contact Lenses (Medically Necessary) $0 Amount over $210

Contact Lenses (Evaluation and fitting) 15% off UCR No discounts

Cosmetic Extras Avg. 20-25% off retail price No discounts

Glasses (Additional pair of frames and lenses) 20% off retail price** No discounts

Laser Correction Surgery Discount Up to 15% off the usual charge or 5%
off promotional price

No discounts

Service Frequencies

Exams Every calendar year

Lenses (for glasses or contact lenses)‡‡ Every calendar year

Frames Every two calendar years‡‡‡

Network discounts (glasses and contact lens professional service) Limitless within 12 months of exam.

Dependent Age Limits 26
Visit www.Guardianlife.com and click on “Find a Provider”

VSP
• ‡‡Benefit includes coverage for glasses or contact lenses, not both.

• ** For the discount to apply your purchase must be made within 12 months of the eye exam.

• Charges for an initial purchase can be used toward the material allowance. Any unused balance remaining after the initial purchase cannot be banked for future use.
The only exception would be if a member purchases contact lenses from an out of network provider, members can use the balance towards additional contact
lenses within the same benefit period.

• 1Extra $20 on select brands

• Members can use their in network benefits on line at Eyeconic.com.
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Your vision coverage

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
FASTECH CONSULTING LLC Kit created 01/03/2023
ALL ELIGIBLE EMPLOYEES Group number: 00548062

• ‡‡‡.The VSP system considers contact lenses to be the equivalent of a full pair of eyeglasses (lenses and frames) so while the member can obtain contact lenses one year and
standard eyeglass lenses the next year, the frames benefit would not be available until 24 months or two calendar years, depending on the plan design, after the date the member
obtained the contact lenses.

• In Network Routine Retinal Screening Covered after no more than a $39 copay.

EXCLUSIONS AND LIMITATIONS
Important Information: This policy provides vision care limited benefits health
insurance only. It does not provide basic hospital, basic medical or major
medical insurance as defined by the New York State Insurance Department.
Coverage is limited to those charges that are necessary for a routine vision
examination. Co-pays apply. The plan does not pay for: orthoptics or vision
training and any associated supplemental testing; medical or surgical treatment
of the eye; and eye examination or corrective eyewear required by an
employer as a condition of employment; replacement of lenses and frames
that are furnished under this plan, which are lost or broken (except at normal
intervals when services are otherwise available or a warranty exists). The plan
limits benefits for blended lenses, oversized lenses, photochromic lenses,
tinted lenses, progressive multifocal lenses, coated or laminated lenses, a
frame that exceeds plan allowance, cosmetic lenses; U-V protected lenses and
optional cosmetic processes.

The services, exclusions and limitations listed above do not constitute a
contract and are a summary only. The Guardian plan documents are the final
arbiter of coverage. Contract #GP-1-VSN-96-VIS et al.

Laser Correction Surgery:

Discounts on average of 10-20% off usual and customary charge or 5% off
promotional price for vision laser Surgery. Members out-of-pocket costs are
limited to $1,800 per eye for LASIK or $1,500 per eye for PRK or $2300 per
eye for Custom LASIK, Custom PRK, or Bladeless LASIK.

Laser surgery is not an insured benefit. The surgery is available at a discounted
fee. The covered person must pay the entire discounted fee. In addition, the
laser surgery discount may not be available in all states.

Guardian’s Vision Insurance is underwritten and issued by The Guardian Life Insurance Company of America, New York, NY. Products are not available in all
states. Policy limitations and exclusions apply. Optional riders and/or features may incur additional costs. This policy provides vision care limited benefits health
insurance only. It does NOT provide basic hospital, basic medical or major medical insurance as defined by the New York State Department of Financial
Services. Plan documents are the final arbiter of coverage.
Policy Form # GP-1-GVSN-17
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