FIRSTSIGHT VISION SERVICES, INC.

SUPPLEMENTAL RIDER TO THE
COMPREHENSIVE EYE EXAMINATION MEMBERSHIP PLAN

INDIVIDUAL SERVICES AGREEMENT AND
EVIDENCE OF COVERAGE FOR VISION CARE BENEFITS

{8}

1Q PROGRAM MEMBERSHIP

If you meet the eligibility standards attached to this Supplemental Rider, you can enroll in
the FirstSight 'Q Program, under the terms below and those contained in the Individual
Services Agreement and Evidence of Coverage for Vision Care Benefits (the “Agreement”).
This Rider replaces the Schedule of Benefits and Fees of the Agreement. All other terms in

the Agreement remain in effect.

2.1 Principal Benefits and Coverage. As a Member, you are entitled to receive the following
benefits from a Plan Optometrist during your Membership Period. You must receive each of the products
and services from a Plan Optometrist and pay the required Co-payment. The Provider Directory lists the

locations of the Plan offices.

COMPREHENSIVE EYE EXAM
MEMBERSHIP

BENEFITS

ADDITIONAL CHARGES

PREPAYMENT FEE

$45

COMPREHENSIVE EYE EXAM

You are entitled to receive one comprehensive eye
exam, which includes a dilated fundus examination
(“DFE” or “dilation”) if your Plan Optometrist
deems it necessary. Dilation is the procedure of
inserting drops into your eyes to dilate them in
order to conduct a more extensive evaluation of the
interior structure of the eye.

$0 Co-payment

At your request, you are entitled to receive a
second eye exam.

$10 Co-payment.

You may receive additional eye exams if your Plan
Optometrist believes it is necessary.

$10 Co-payment for each additional eye
exam.

CONTACT LENS EVALUATION AND FITTING

You are entitled to receive one contact lens
evaluation and fitting within 90 days after you
receive your first comprehensive eye exam.

$30 Co-payment for a standard contact
lens evaluation and fitting. The Co-
payment for a complex contact lens
evaluation and fitting (gas permeable,
toric, or bifocal contact lenses) is $55.

You are entitled to follow-up contact lens exams
within 90 days after you receive your contact lens
evaluation and fitting.

No Co-payment.

You may receive additional contact lens exams
after the 90-day contact lens follow-up exam
period expires, if your Plan Optometrist believes it
is necessary.

$25 Co-payment for each additional
contact lens exam.

Supplemental Rider to the Comprehensive Eye Examination Membership Plan - 091611




COMPREHENSIVE EYE EXAM
MEMBERSHIP

BENEFITS ADDITIONAL CHARGES

REFERRALS

If your Plan Optometrist believes you need to see You must pay for all services you receive
another health care provider, your Plan from another health care provider. This
Optometrist will use his or her best efforts to make includes all services you receive from a
a referral. This may include a referral to your Referral Ophthalmologist.

primary care doctor or a Referral Ophthalmologist.

ADDITIONAL SERVICES AND PRODUCTS

Additional ophthalmic products and services will Prices vary.
be available upon request, at your FirstSight office.
As a Member, you will also have access to any
FirstSight promotions offered to Members of your
Membership Plan.

If you have any questions about your Benefits, please call us at 1-800-841-2790 or email us at
memberservices@firstsightvision.net.

You can obtain a complete copy of your Agreement and the Provider Directory and file any
complaints that you may have by:

e Stopping by any FirstSight office

Calling us at 1(800) 841-2790

Emailing us at memberservices@firstsightvision.net
Writing us at:

FirstSight Vision Services, Inc.
1202 N. Monte Vista Avenue, Suite 17
Upland, CA 91786

Faxing us at 1 (866) 698-7773

Downloading a copy of the document or a complaint form from
wwwefirstsightvision.net

The California Department of Managed Health Care is responsible for regulating health care
service plans. If you have a grievance against your health plan, you should first telephone
your health plan at 1-800-841-2790 and use your health plan's grievance process before
contacting the department. Utilizing this grievance procedure does not prohibit any potential
legal rights or remedies that may be available to you. If you need help with a grievance
involving an emergency, a grievance that has not been satisfactorily resolved by your health
plan, or a grievance that has remained unresolved for more than 30 days, you may call the
department for assistance. You may also be eligible for an Independent Medical Review
(IMR). If you are eligible for IMR, the IMR process will provide an impartial review of
medical decisions made by a health plan related to the medical necessity of a proposed
service or treatment, coverage decisions for treatments that are experimental or
investigational in nature and payment disputes for emergency or urgent medical services. The
department also has a toll-free telephone number (1-888-HMO-2219) and a TDD line (1-877-
688-9891) for the hearing and speech impaired. The department's Internet Web site
http://www.hmohelp.ca.gov has complaint forms, IMR applications forms and instructions
online.
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ELIGIBILITY STANDARDS
FOR THE
1Q Program

You are eligible to enroll in the 1Q Program if you have a valid identification
card or other authentic document showing that you currently participate or are
qualified to enroll in any of the following programs:

. Medi-Cal/Medicaid

. Healthy Families Categories A & B

. Women, Infants, & Children (WIC)

. TANF or Tribal TANF

. Head Start Income Eligible - Tribal Only

. Bureau of Indian Affairs General Assistance (BIA GA)

. Food Stamps / SNAP

. National School Lunch's Free Lunch Program (NSL)

. Low Income Home Energy Assistance Program (LIHEAP)

. Supplemental Security Income (SSI)

. Other low-income programs with income eligibility standards of up to
250% of the federal poverty level.

. If you total current income is no more than the income level shown:

The 2011 Federal Guidelines
No. of Persons Guidelines
in Family

$ 21,780
$ 29,420
$ 37,060
$ 44,700
$ 52,340
$ 59,980
$ 67,620
$ 75,260

For families with more than 8 persons,
add $ 7,640 for each additional
person.

0O NOOAWINF
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IMPORTANT: You can get an interpreter at no cost to talk to your doctor or health plan. To get an interpreter or to
ask about written information in (your language), first call your health plan’s phone number at 1-800-841-2790.
Someone who speaks (your language) can help you. If you need more help, call the HMO Help Center at 1-888-
466-2219.

IMPORTANTE: Puede obtener la ayuda de un interprete sin costo alguno para hablar con su médico o con su plan
de salud. Para obtener la ayuda de un interprete o preguntar sobre informacion escrita en espafiol, primero llame al
nimero de teléfono de su plan de salud al 1-800-841-2790. Alguien que habla espafiol puede ayudarle. Si necesita
ayuda adicional, llame al Centro de ayuda de HMO al 1-888-466-2219. (Spanish)

EERRNLHEZNBESRBIERNE , TESRENZRYE. NHXFEPEERHOZFERRE
HRANEEER K BARELNWREETE | EFEETE1-800-841-2790,
BEEDEBEALKAZRMEGE., WEEZWHE , BHE HMO B0 1-888-466-2219,

(Cantonese or Mandarin)

s dde Do adtsn [ @apdse U ge lsbd U s o [ pasd gd U vaggs Jdz D31d 0 d s
Idgh [ g boge [ ax&a [ ddor [ pzeezlo U plh e [ ¢ U pasd gd [ o ldz O olar spd
g st sl Ipad Goode bl 17 1ua Idgks 1duar st 1-800-841-2790 & [ 10 [ & ozl [ 3¢
ST 3 1dg s [ 2 QIddg [ Fue i [ ¢ sungule s (i

2082 a0 Vdaulg B¢ Glad Gl ) ausle % HMO gdis 1dcs 1-888-466-2219 (Arabic)

YULEIN SENBUNRESNR. dnip upny bp junuby 2kp pdoih Jud wennowwwhwlwi spugph htn' ogubjm]
pwupguuish Swpwynipnibitiphg wenwig npbick Jdwph: Gupglwithy niuktwnt jud huytpbung gpuynp
wlnbynipjui twuht hwpgtyne hwdwp bwje quiquhwpt’p wenpewywhwlwl spugph hkpwjinuwhwdwpny 1-
800-841-2790: Swijugws Uklp, ny jununid k huybpkl, Yupng koquly Qkq: Gph Qkq jpugnighs ogunipejnit k
wihpudbyn, wyw quiquhwupt’p Unnnguyuhwljuwi Odwinulnipjut Yuqldulipynipjut Oqunipjut
I{hhmpnh‘ 1-888-466-2219: (Armenian)

sMxan;3 elakGikGacTTYl)anGiikbkERbpkal;mat;
edlm,IniyayCamYyevCC¢bNDit
boEpnkarsuxPaBrbs;elakGiikeday\tKitéfg . edim,|
TTYlanGihikbkERbppPal;mat;
basYrGMBIBY2t'manCalaylkgN_GkSrCaPasaExur
sUmelakGikTUrs¥2BbeTAkan;EpnkarsuxPaBrbs;elakGnk
tamry3elx 1-s00-841-2790 Camunsin . GiikniyayPasaExur
GacCYyelakGriik)an . RbsineblelakGiAkRtUvkarCMnYybEnRm
sUmTUrs¥%2Bbmkkan;mCAmMNBICMnYyrbs;GgAkarEfrkSasuxPaB

Hmo) tamry3elX 1-8ss-466-2219. (Khmer)

p0p1 35 sl Ciman | az e Sis OI8s1) D sho (s ilans ¢k g Ol S g o s 8aca S () ) s sp e
Olae s Q\&JU:\ 8l 1ual3a s az s L_<.L§ QS )}LO(’%’ Osda o lalk (g e Js! «<1-800-841-2790 AU
B 6 Euien ks 3055 G 0 G S Guele 08 (5SSO SaS lagin , so zlisr ) lach 81 Sas
IS e el (s 0 a1 Ui SaSHMO 1-888-466-22193 )5S lac . (Farsi)

TSEEM CEEB: Muaj tus neeg txhais lus pub dawb rau koj kom koj tham tau nrog koj tus kws kho mob los yog
nrog lub chaw pab them ngi kho mob rau koj. Yog xav tau ib tug neeg txhais lus los yog xav nug txog tej ntaub
ntawv sau ua lus Hmoob, xub hu rau koj lub chaw pab them ngi kho mob tus xov tooj ntawm 1-800-841-2790. Yuav
muaj ib tug neeg hais lus Hmoob pab tau koj. Yog koj xav tau kev pab ntxiv, hu rau HMO Qhov Chaw Txais Tos
Pab Neeg ntawm 1-888-466-2219. (Hmong)

B: O|AtLE AL Z=Hol O[ok7|E [ FRZE SUAE O|BE & QUYELICH SHALE 0|5 HLE
=02 El MH HEof &5l :_Ismﬂ# D*H 717 Z 24 1-800-841-27902 A3l A A, =01
b

TARZ Eot EE £ l&LCH o 20| 2235 HMO &= MIE{ 1-888-466-22192 T35t M AL,
(Korean)

CC&D

1-800-841-2790.
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HMO

1-888-466-2219. (Lao)

BAYKHO: Ber MmoxeTe GecIuiaTHO BOCIONB30BAThCS YCIYraMu IIEPEBOTIHKA BO BpeMs 0OpaIIeHus K Bpady
WJIM B CTPaxoBO MiaH. YToObI 3aIpOCUTh NIEPEBOIUHMKA HITH CIIPOCUTH O HAJMYWU IMEYaTHBIX MAaTEPHAJIOB Ha
PYCCKOM sI3bIKE, IO3BOHUTE B CBOH CTPaxoBoii IuiaH mo tenedony 1-800-841-2790. Bam okaxet moMoIb
pYCCKOFOBOpSIHII/IfI COTpYAHHUK. Ecmm Bam HYXXHa IMOMOIIb B APYTHUX BOIIPOCax, MIO3BOHUTE B CHpaBO‘{HBII;'I
neHTp Opraamzanuu Menuiackoro odecrieueHus (HMO) no tenedony 1-888-466-2219. (Russian)
MAHALAGA: Maaari kang kumuha ng isang tagasalin nang walang bayad upang makipag-usap sa iyong doktor o
sa planong pangkalusugan. Upang makakuha ng isang tagapagsalin o magtanong tungkol sa nakasulat na
impormasyon sa Tagalog, mangyaring tawagan muna ang numero ng telepono ng iyong planong pangkalusugan sa
1-800-841-2790. Ang isang tao na nakapagsasalita ng Tagalog ay maaaring tumulong sa iyo. Kung kailangan mo ng
dagdag na tulong, tawagan ang Sentro na Tumutulong ng HMO sa 1-888-466-2219. (Tagalog)

CHU Y QUAN TRONG: Quy vi c6 thé nhan dugc dich vu théng dich mién phi khi kham tai béc si hoic khi
lién hé véi chuong trinh bao hiém sirc khoe caa quy vi. Bé nhan dugc dich vy théng dich hozc yéu cau vin ban
thdng tin bang tiéng Viét, trudc tién hay goi sé dién thoai chuong trinh bao hiém sirc khoe ciia quy vi theo s6
1-800-841-2790. S& c6 ngudi noi dugce tiéng Viét dé gitip d& quy vi. Néu quy vi can duge gitp do thém, hay goi
Trung tdm Hd tro HMO theo s6 1-888-466-2219. (Vietnamese)
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UNIFORM HEALTH PLAN AND BENEFITS COVERAGE MATRIX:

CO-PAYMENTS AND DEDUCTIBLE:

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE EVIDENCE OF COVERAGE AND PLAN CONTRACT SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

PREPAYMENT FEE: $45

DEDUCTIBLES: NONE
LIFETIME MAXIMUM: NONE
PROFESSIONAL SERVICES:

COMPREHENSIVE EYE EXAM (includes dilated

fundus exam, as indicated) Co-payment of $0

Second eye exam Co-payment of $10

Subsequent eye exams if your Plan Optometrist

believes they are necessary. Co-payment of $10 (for each eye exam)

CONTACT LENS EVALUATION AND FITTING (within
90 days of comprehensive eye exam).

STANDARD Co-payment of $30

COMPLEX (gas permeable, toric, bi-focal) Co-payment of $55

Follow-up contact lens exams within 90 days of No Co-payment
contact lens evaluation and fitting included.

Additional contact lens exams after 90-day contact Co-payment of $25 for each additional
lens follow-up exam period expires. exam

PRINCIPAL LIMITATIONS: No optical goods are
provided as Covered Benefits. Member may purchase
ophthalmic materials from any FirstSight office if
available, however.

Additional ophthalmic products and optometry | Prices vary. All additional charges will be
services will be available to Members for purchase. | disclosed at the FirstSight office upon
Valid prescription necessary for purchase of | request and prior to providing the services.
ophthalmic products, if available.

OUTPATIENT SERVICES: NONE
HOSPITALIZATION SERVICES: NONE
EMERGENCY HEALTH COVERAGE: NONE
AMBULANCE SERVICES: NONE
PRESCRIPTION DRUG COVERAGE: NONE
DURABLE MEDICAL EQUIPMENT: NONE
MENTAL HEALTH SERVICES: NONE
CHEMICAL DEPENDENCY SERVICES: NONE
HOME HEALTH SERVICES: NONE
OTHER: NONE
DEDUCTIBLES: NONE
LIFETIME MAXIMUM: NONE
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