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NOTE: This manual remains the sole and exclusive property of VSP®. The information contained in this manual is confidential and proprietary, and the VSP network
provider is granted a limited personal and nontransferrable license for use of the content of this manual during participation on the VSP network. The contents of
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Scope of the Manual

Use this manual in combination with your patient’s Patient Record Report. If you participate in other VSP networks, we'll provide those manuals to you.
The VSP Provider Reference Manual contains guidelines for your partnership with VSP. The core sections and their contents are:

» Eligibility and Authorization: Processes for verifying patient eligibility for VSP coverage, determining which benefits apply, and submitting claims for
reimbursement.

» Plans and Coverages: Covered services and administration of Vision Service Plan® eyecare plans.

» Eye Exams: Standard exam and supplemental test procedures for children and adults. Also includes processes for documentation requirements and referrals.

» Dispensing and Patient Lens Enhancements: Procedures for dispensing spectacle lenses and frames to patients. Also explains the use of contract labs and how
to administer a necessary redo.

» Client Details: Specifics about benefits, coordination of benefits, and reimbursement.

» Policies: A listing of VSP's policies and procedures for quality management, reimbursement, office standards, advertising, and safety.

Tools for Locating Information
The Table of Contents, lists the main manual topics by section.

The Glossary of the manual, provides an alphabetical listing of common terms used throughout this manual. A concise definition is provided for each term.
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Contacting VSP

Contacting VSP by Phone and Email

Page 2

Provider Services  800.615.1883
Support Line
(pre-claim

submission)

Provider Services 844.344.3591
Support Line
(post-claim

submission)

Provider Relations  providernetworkdevelopment@

vsp.com

Member Services 800.877.7195

(Patients)

Representatives are available to answer questions:

Effective 12/1/2021:

Monday - Saturday - 6:00 a.m. - 5:00 p.m. PST

Sunday - Closed

You may also refer VSP members to vsp.com. After dialing, you'll be greeted by our Interactive Voice
Response (IVR) system. After the salutation, you may reach a representative by selecting from the
following options:

Press 1: Eligibility and authorization information

Press 2: All other inquiries

For questions about claims that have already been submitted, representatives are available Monday
through Saturday from 6:00 a.m. to 5:00 p.m. Pacific Time.

After dialing, you'll be greeted by our Interactive Voice Response (IVR) system.

Please enter your office phone number.

Press 1: Look up claim information based on a claim number

Press 2: Look up claim information based on a Member ID

Press 3: Look up claim information based on a member's last four (4) of their Social Security Number (SSN)

Provider Relations will answer the following questions:

Becoming a VSP Provider, revenue generating opportunities and training opportunities for doctors and
staff.

Credentialing/recredentialing and updating practice information.

Representatives are available to answer questions from patients:

Monday - Friday 5:00 a.m. - 8:00 p.m. PST

Saturday - 7:00 a.m. - 8:00 p.m. PST

Sunday - 7:00 a.m. - 8:00 p.m. PST

Effective 1/1/2022:

Monday - Saturday 6:00 a.m. - 5:00 p.m. PST

Sunday - Closed

Medicare members hours are Monday - Sunday, 8:00 a.m. - 8:00 p.m. in all time zones

You may also refer VSP members to vsp.com.

Contacting VSP by Mail

VSP
PO Box 997100
Sacramento, CA 95899-7100

VSP
PO Box 495918
Cincinnati, OH 45249-5918

VSP
PO Box 495907
Cincinnati, OH 45249-5907

Ordering Supplies and Forms

Shipping Time

Most shipments will be sent UPS ground. Please allow the appropriate time for shipment. If you need faster delivery, please make note of the priority on your

request.

Ordering Online

You may order supplies through VSPOnline on eyefinity.com.




Ordering by Phone

Call the Provider Services Support Line at 800.615.1883.



Tools and Forms
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Tools and Forms Index

» Plan Reference Chart

» CMS-1500 Claim Form Quick Reference Card

» Computer VisionCare Questionnaire

» Coordination of Benefits Acknowledgement

» Explanation of Payment Quick Reference Guide

» First-Time Redo Verification Form

» Frame Benefit Examples/Frame Calculator

» Interactive Voice Response Quick Reference Card

» Low Vision Verification Form

» Material Invoice Form

» Materials Invoice Quick Reference Card

» Materials Verification Form

» Member Complaint/Grievance Forms (National/California-Only/California-Spanish/California-Chinese)
» Primary Care Provider Communication Form

» Provider Dispute Resolution Request & Multiple Provider Dispute Resolution Forms
» Safety Requirements Questionnaire

» Vision Benefit Statement

» Vision Therapy Verification Form (ICD-10)

» VSP Savings Statement (with 20% discount) (without discount)

» Current VSP Signature Lens Enhancements Chart
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Explanation of Payment Message Codes

01 Frame not authorized.

02 Lens not authorized.

03 Exam not authorized.

04 Fee reduced due to late submission.

05 Frame over limit.

06 Doctor’s redo.

07 Secondary COB claim.

08 Adjustment

09 Value plan only - exam billed as new patient - downcoded to established.
10 Interest payment associated with late payment of a claim.

15 Your primary insurance coverage reimbursed expenses in full.

17 Primary COB claim.

20 Changed doctor information

21 Changed lab ID information

22 Changed benefit form (claim) number

23 Changed benefit form information

24 Changed assignee information

25 Additional changes made

26 Changed lab invoice number

27 Changed group information

28 In-Office Finishing Claim Adjustment.

2H In-Office Finishing service is not allowed for the benefit type

2| In-Office Finishing option code is not allowed with other options billed
2) Unapproved lab was used for this In-Office Finishing service

2K Service is not payable due to related In-Office Finishing service being denied
30 Deleted exam service

31 Deleted lens service

32 Deleted frame service

33 Deleted contact lens service

34 Deleted treatment service

35 Deleted lens option service

36 Deleted miscellaneous service

39 A material code is required with dispensing services.

3A A valid date of service is required (CMS-1500 box 24a).

3B Date of service is after the claim received date (CMS-1500 box 24a).
3C Units exceed the allowed amount for this procedure (CMS-1500 box 24g).




3D Anesthesia units must reflect the number of minutes spent with the patient (CMS-1500 box 24g).

3E Service requires an appropriate modifier (CMS-1500 box 24d).

3F Inappropriate billing of modifiers (CMS-1500 box 24d).

3G Place of service is inappropriate for service billed (CMS-1500 box 32).

3H Place of service and modifier combination is not appropriate (CMS-1500 boxes 32 & 24d).

3l Place of service is not valid (CMS-1500 box 32).

3) Service requires a primary medical eyecare diagnosis (CMS-1500 box 21).

3K Diagnosis code is not appropriate for this benefit (CMS-1500 box 21).

3L Diagnosis referenced is not appropriate for the service (CMS-1500 box 21).

3M Diagnosis code combination is not appropriate (CMS-1500 box 21).

3N At least one primary eyecare diagnosis is required (CMS-1500 box 21).

30 A valid diagnosis code is required (CMS-1500 box 21).

3P Service code is not valid (CMS-1500 box 24d).

3Q Material code must be accompanied by the appropriate service code (CMS-1500 box 24d).

3R An accompanying service code was not billed (CMS-1500 box 24d).

3S Option/service code combination is not appropriate (CMS-1500 box 24d or Lab Information/Option Codes section of the Materials Invoice or the Basic Form).
3T All claim lines must have a valid procedure code (CMS-1500 box 24d).

3U Service code is not allowed with other services billed (CMS-1500 box 24d).

3v Service is a non-specific code (CMS-1500 box 24d).

3W If there is a lens HCPCS code, a corresponding lens type must be provided (Lens Type section of the Materials Invoice or the Basic Form).

3X If there is a lens type, a corresponding lens HCPCS code must be provided, or the check box was not selected on the Materials Invoice form.
3y Lens HCPCS code does not match the corresponding lens type code (CMS-1500 box 24d and the Lens Type section of the Materials Invoice or the Basic Form).
3z A frame supplier must be indicated (Frame Service/Frame Supplied By section of the Materials Invoice or the Basic Form).

40 Added exam service

41 Added lens service

42 Added frame service

43 Added contact lens service

44 Added treatment service

45 Added lens option service

46 Added miscellaneous service

4A A frame supplier and wholesale frame cost must be supplied (Frame Service/Frame Supplied By and Frame Cost sections of the Materials Invoice or the Basic Form).
4B A frame HCPCS code must be provided.

4C Frame service requires a wholesale frame cost (Frame Service/Frame Cost section of the Materials Invoice or the Basic Form).

4D Alab ID is required (Lab ID Code section of the Materials Invoice or the Basic Form).

4E Lab is not active on date of service.

4F A lab invoice is required (Lab Information/Invoice # section of the Materials Invoice or the Basic Form).

4G There is indication of another health plan (CMS-1500 boxes 9a-d or 11a-d). Submit the proper forms from the other insurance company.




4H Copy of patient's membership card is required.

4] Service requires supporting documentation.

4] Documentation submitted does not support the medical necessity for this procedure.
4K Patient’'s medical record is required.

4L Submit documentation summarizing treatment to date and ongoing treatment plan.
aM Service requires precertification from VSP.

4N Service requires precertification and an invoice to be submitted.

40 Claim billed with V58.69 or V67.51 requires a secondary diagnosis code that describes the disease state (CMS-1500 box 21).
4P Indicate if patient is covered by another health plan (CMS-1500 boxes 9a-d or 11a-d).
4Q Documentation was not submitted prior to providing services.

4R Patient’s date of birth is required (CMS-1500 box 3).

4S A valid member ID is required (CMS-1500 box 1a).

47 Patient’s full name is required (CMS-1500 box 2).

4U Patient’s signature or signature on file is required (CMS-1500 boxes 12 & 13).

4V Patient relationship does not match VSP records (CMS-1500 box 6).

4W Name on the referral does not match the patient’s name (CMS-1500 box 2).

4X Service date is prior to the referral date (CMS-1500 box 24a).

4Y A VSP referral is required.

4z Referring doctor’s name and NPI are required (CMS-1500 boxes 17 & 17b).

50 Changed service date

51 Changed exam service

52 Changed lens service

53 Changed frame supplier

54 Changed contact lens service

55 Changed treatment service

56 Changed lens option service

57 Changed miscellaneous service

5A Referral has expired for this service.

5B Date on referral form is missing.

5C Self-referral by rendering doctor is inappropriate.

5D Your Medicaid ID number is not on file with VSP.

SE Service requires the name of the VSP Primary Eyecare Doctor.

5F Rendering doctor’s full name is required (CMS-1500 box 31).

5G Physical address is required (CMS-1500 box 32).

S5H Rendering doctor’s signature is required (CMS-1500 box 31).

51 Federal Tax ID is required (CMS-1500 box 25).

5) Rendering doctor’s NPI is required (CMS-1500 box 24J).




5K Doctor’s signature date is later than the claim received date at VSP (CMS-1500 box 31).
5L Doctor not eligible to provide services billed.

5M Coordination of Benefit is not allowed per Client provisions.

5N Service code is not a covered service for the patient.

50 Patient is not eligible for the service provided.

5P Service is not a covered benefit for the patient.

5Q Service is not payable due to a related service paid in patient’s history.

5R Service was previously paid in the last 12 month period.

55 Billing address is required (CMS-1500 box 33).

5T Service is not payable when billed in the global period of a related service.

5U From/to dates of service exceed post-op care period (CMS-1500 box 24a).

5V Comprehensive exam was found in history & was downcoded to an intermediate exam.
5w Technical and Professional components should not be billed separately by the same provider.
5X This service is included in the reimbursement of another procedure billed for this date of service.
5Y Post-op/Pre-op visits are not separately payable within global period of surgery.

52 This procedure is not reimbursed when performed during a surgical global period.

60 Changed exam billed amount

61 Changed lens billed amount

62 Changed frame billed amount

63 Changed contact lens billed amount

64 Changed treatment billed amount

65 Changed lens option billed amount

66 Changed miscellaneous billed amount

68 Claim paid twice

69 Claim paid in error

6A Procedure is included in reimbursement of a previously paid global service.

6B Patient condition indicates third party liability.

6C Patient is ineligible for VSP Medical Eyecare Benefits provided by a non-VSP provider/location.
6D Services not a VSP covered benefit. Refer to health plan.

6E Service has previously been paid.

6F Service provided by assistant surgeon is not payable.

6G VSP medical guidelines were not followed.

6H Claim was submitted beyond allowed submission period.

6l A VSP Referral from a primary care provider is required for this procedure.

6) Option code is not allowed with the other options billed.

6K Accompanying option code was not billed.

6L Option code is not allowed with the billed lens type.




6M Option code is not allowed for the benefit type.

6N Option code is not valid at date of service.

60 Criteria has not been met for the service code.

6P Options are not allowed unless there is a lens service code.

6Q Service code is not allowed for benefit type.

6R Claim resubmitted beyond the VSP 180-day allowed re-submission period.

6S Service is not payable due to related service being denied.

6T Patient has exhausted allowance.

6U Service exceeds frequency allowance.

6V Service has been combined and processed under the exam for same date of services.

6X Patient not covered by plan for date of service.

6Y Rendering provider information for date of service doesn't match VSP systems.

6Z Patient must be covered by more than one VSP Group.

70 Changed patient name

71 Changed patient relation code

72 Changed patient DOB

74 Changed group information

75 Changed deductible information

76 Changed exclusion information

77 Updated frame code

78 Updated contacts allowance

79 Updated grid code

7A Date of service is not within the effective dates of the BR.

7B Service code billed is not appropriate for patient.

7C Service line amount is required.

7D Billed amount was not entered or the service(s) is payable at $0.00 (CMS-1500 box 24f).

7E Refraction service (92015) billed without an exam is not a payable service.

7F Service is only payable to a licensed or qualified resident physician.

7G Lens Dispensing was modified to match materials provided by Lab.

7H Member is under the Access Plan which is a discount only benefit.

71 Option code is only payable once per date of service.

7) Remaining services will be processed on a separate claim.

7K Refer to Provider Reference Manual under Covered and Non-Covered Options.

7L Frame service requires a retail frame cost.

™ Submit the birth date of each Member who provides coverage for this dependent.

7N Submit a complete copy of the Explanation of Benefits (EOB), including the message code explanations, itemized services, amount(s) paid, applied to the deductible, or services
denied.




70 A copy of the original CMS-1500 or claim form that was submitted to the primary insurance carrier is needed.

7P The name and address of the contract lab is necessary. If an independent lab was used, submit a copy of the optical invoice and include the wholesale cost of materials (Lab
Information/Lab ID Code section of the Materials Invoice or the Basic Form).

7Q Patient has no out-of-pocket expenses left to coordinate.

7R Service code not billed to the primary insurance.

7S COB allowed for co-pays only.

7T Refer to Provider Reference Manual, COB Rules 2 & 3.

7U Refer to Provider Reference Manual, COB Rule 7.

v Refer to Provider Reference Manual, COB Rule 5.

W Coordination of Benefits only allowed with Medicare.

7X Claim or attachment(s) are not legible and cannot be processed. Resubmit a legible copy.

7Y Documents indicate that VSP is tertiary. Itemized EOB from secondary carrier is required.

7Z Add-on fees are necessary for non-covered options.

80 Changed member ID.

81 Changed member name

82 Changed member address

83 Changed member city

84 Changed member state

85 Changed member zip code

86 Changed COB total amount

87 Services reversed. Dr to pay lab.

88 Special lens

89 Per doctor’s request

8A Lens type is needed.

8B Contact lens type is needed.

8C The U&C contact lens fee is needed.

8D Frames are dispensed by the lab for this client.

8E Unapproved lab was used for this client.

8F Polycarbonate option has been covered in full for monocular diagnosis.

8G CMS-1500 billed amount and EOB billed amount does not match (CMS-1500 box 24f).

8H Product name is required.

8l Services can only be rendered by a VSP credentialed doctor.

8 Diagnosis code is not allowed as primary (CMS-1500 box 21).

8K Primary diagnosis code is blank (CMS-1500 box 21).

8L Copay added to allowed amount for contact lens professional or material services if total billed charges exceed ECL allowance.

8M Billed amount has been rolled up to a related service to maximize payment.

8N Adjustment on Exam Plus or Access Indemnity to maximize provider payment.




80 Standard option code is not allowed with a progressive option code.

8P Glass option code is not allowed with a plastic option code.

8Q Frame has been denied; therefore, frame case is not covered.

8R Frame case has not been billed; therefore, frame case is not covered.

8S Frame case is only covered if frame is supplied by the lab or doctor.

8T Effective February 26, 2005, to be reimbursed for an eyeglass case, you must bill HCPCS code V2756 with your U&C fee for case. VSP will pay the billed amount up to $2.00.
8uU Service is not payable due to related service being denied.

8V HCPCS service code added per material invoice.

8W Documentation submitted does not support the necessity for this procedure.

8X Claim denied per doctor’s request.

8y CLCP Qualified patient—initial supply

8Z COB amount includes out-of-pocket expense from past service in the same service/calendar year.
90 Per lab's request

91 Nin grid

9A Effective August 27, 2004, bill HCPCS code V2756 for an eyeglass case.

9B Frame collection type is required.

9C Does not meet qualification for special lens reimbursement.

9D The patient's plan does not have an allowance for special lenses.

9E Frame is not from the approved Titmus collection.

9F COB amounts include out of pocket expenses using service for service application.

9G Refer to Provider Reference Manual, COB Rule 4.

9H The date of service billed on the CMS-1500 does not match the date of service on the Explanation of Benefits.
9l Refraction is not allowed with the examination billed.

9 Maximum allowance for materials has been met.

9K Refraction service is not payable if billed without an exam or if the exam is denied.

IL The secondary exam allowance includes exam and refraction overages.

IM Second or subsequent lens re-dos are private transactions between you, the lab and the patient.
9N Member share of cost has been deducted from the allowed amount.

90 The member's share of cost must be entered in box 29 on the CMS-1500 form.

9P Member share of cost exceeds claim allowance.

I9Q Original claim number previously submitted. New claim number assigned by VSP.

9R The service billed was not issued on the claim authorization.

9S The service billed was not issued on the claim authorization.

9T Exam billed is not payable due to an exam in patient's history for the same date of service.

U Claim has been corrected to add fitting of spectacle and/or modifier.

9V Misdirected claim, re-submit to: THMP, P.O. Box 200555, Austin, TX 78272.

9w Routine ophthalmological examination reimbursement includes refraction.




9X 99xxx codes are not payable for routine/supplemental exams. Please bill using 92002-92014.

9 Frame is not allowed unless there is a payable lens service code.

9z Lens services have been reimbursed under fitting of spectacles.

A# Contact lens program adjustment

A* Paper claim processing charge adjustment

A0 Paid claim twice.

Al Doctor fees on file incorrect.

A2 Lab fees on file incorrect.

A3 Nonmember fee schedule incorrect.

Ad Adjustment.

A5 Option amount on file incorrect.

A6 Not covered under PIA. Please refer to the eManual.

A7 Redo Transaction handled privately.

A8 Health Reimbursement Arrangement indicated. Submit copy of patient’'s HRA EOB.

AD Non-covered polycarbonate option AD on safety claim

Al Partnership Plus adjustment

B Partnership Plus electronic auth & eClaim, $2.00 per claim.

B1 Partnership Plus electronic auth & eClaim with Altair level 1, $4.00 per claim.

B2 Partnership Plus electronic auth & eClaim with Altair level 2, $6.00 per claim.

(@] Exam has been denied. Your plan does not pay for service(s) from a non VSP Medicaid doctor in your state.

c3 Costco - Patient Paid Privately (OA Only).

c4 Under VSP redo guidelines, an addition or change in tint or coating by patient or doctor is not covered if this is the only reason for the redo.

c5 Your routine vision benefit does not cover medical vision services. The attached billed services are medical vision services.

cé The attached claim needs to be submitted electronically in accordance with your VSP Laser VisionCareSM Program agreement.

c7 Exam processed by CIGNA Medical, COB for refraction only.

(@] The CMS-1500 claim form is not completely/accurately filled out. Please submit a new CMS-1500 claim form.

c9 Post authorization is required because of the lens type provided.

CA The patient’s plan does not allow contact lenses unless you receive prior authorization from VSP.

™M IOF Uncut - Combined Material Reimbursement.

cP Paper claim charge waived.

D1 Claim or service is denied. Refer to Provider Reference Manual for appeal process.

D2 Claim or service is denied as unprocessable because it contains incomplete and/or invalid information.

D3 Claim or service is denied as unprocessable because it contains incomplete and/or invalid information and no appeal rights are afforded. Please resubmit entire claim,
including attachments, with the completed/corrected information.

E Partnership Plus electronic authorization, $0.50 per paid claim.

E1 Partnership Plus electronic authorization with Altair level 1, $1.00 per paid claim.

E4 Patient Condition Hypertension or High Cholesterol, $2.00 additional payment on Exam service.




E5 Patient Condition Diabetes or Diabetic Retinopathy, $5.00 additional payment on Exam service.
F1 Partnership Plus Frame Program, $5.00 per claim.

FQ Elective contact lenses

G VSP Inspire Progressive Lens, $10 per claim

HA Payment is made at contracted rate

IF In-Office Finishing services performed

IL IOF Option; refer to In-Office Finishing Fee Schedule for payment

10 Option code is not allowed with In-Office Finishing

KA Non-covered progressive option on safety claim

KD Non-covered polycarbonate option on safety claim

ME Exam Payment is made at contracted rate

oM Billed amount over the maximum allowed for this service

oP Patient pays VSP option price for this service

P3 Patient Paid Privately (OA Only)

PC Paper claim charge $2.00 per claim

PM *Asterisk - VSP is unable to provide Patient Pay Materials for this plan. Please refer to the PRM for appropriate billing
PU Patient pays doctor’s U&C fee for this service

RD Exam payment reduced by 20% of your comp exam payable. Bill 92015 with exam service for full payment.
RX Refraction service (92015) billed without an exam is not a payable service.

SE Patient not eligible for this service on service date

UA Adjustment to pay UNITY Savings.

ub Adjustment to reverse UNITY Savings.

UF Uncut In-Office Finishing services performed.

ul Total UNITY Savings paid.

UN VSP is unable to calculate patient resp. Totals exclude unknown amounts.

us Service eligible for UNITY Savings.
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VSP Signature Plan® Lens Enhancements Charts

June 27, 2023 Signature Plan® Lens Enhancements Chart



VSP Signature Plan

Lens Enhancements Chart vsp
VISION Care

Effective June 27, 2023
Revised June 27, 2023

Use this chart to determine what to charge patients and reconcile
your VSP® Vision Care Explanation of Payment.

Copay

All lens enhancements are covered after a copay. Charge patients
the listed copay or your usual and customary fee (U&C), whichever
is lower.

VSP Lab Allocation

This is the amount charged to you for lab fees. You won’t be
charged for covered lens enhancements.

Service Fee

You'll receive the listed service fee. VSP will reimburse this fee for
covered lens enhancements. For other enhancements, this will be
included in the copay you collect from the patient.

Use the following chart for what to charge your patients.




Effective June 27, 2023

VSP Signature Plan®

Charge patients the listed patient copay or your U&C fee, whichever is lower.

ASPHERICAL AND SPHERICAL LENS STYLES SINGLE VISION MULTIFOCAL
Cods  Loms EnhancomentDoscription  VSPLI Syiee  falent  epush servce  paton

AA Aspheric Plastic 1.50 $10 $13 $23 $14 $14 $28
AB High-index Plastic 1.53-1.60/Trivex $29 $22 $51 $33 $22 $55
AH High-index Plastic 1.66/1.67 $48 $28 $76 $58 $32 $90
AJ High-index Plastic 1.70 and Above $68 $34 $102 $78 $32 $110
AD Polycarbonate $19 $14 $33 $19 $14 $33
AE (Lab Use Only) -- -- -- -- -- -

AF High-index Glass 1.60-1.80 (Clear) $35 $20 $55 $85 $42 $127

DIGITAL ASPHERIC LENS STYLES SINGLE VISION MULTIFOCAL

VSP Lab Service Patient VSP Lab Service Patient

Code Lens Enhancement Description Allocation Fee Copay Allocation Fee Copay
BA Digital Aspheric Lenses - Plastic $26 $14 $40 $31 $14 $45
BA + BB  Digital Aspheric Lenses - High-index Plastic 1.53-1.60/Trivex $16 $n $40 + $27 $16 $n $45 + $27
BA +BH Digital Aspheric Lenses - High-index Plastic 1.66/1.67 $37 $19 $40 + $56 $40 $25 $45 + $65
BA +BJ Digital Aspheric Lenses - High-index Plastic 1.70 and Above $57 $25 $40 + $82 -- -- --

BA +BD Digital Aspheric Lenses - Polycarbonate $10 $0 $40 + $10 $10 $0 $45 + $10
OCCUPATIONAL LENS STYLES SINGLE VISION MULTIFOCAL

Cods  LonsEnhancoment Description  NSL Syee P veplwp - senice  aten
CA (Lab Use Only) - - == - - ==
CE (Lab Use Only) - - == - - ==

POLARIZED LENS STYLES SINGLE VISION MULTIFOCAL

Code Lens Enhancement Description A\Illital-t?:n se;;’lce '::a::;t A\Illi?::t?gn Se;;llce ':;t:g;t
DA Polarized Lenses - Plastic A $36 $17 $53 $48 $23 $71
DA + DB Polarized Lenses - High-index Plastic 1.53-1.60/Trivex $47 $23 $53 + $70 $59 $29 $71 + $88
DA + DH Polarized Lenses - High-index Plastic 1.66/1.67 $55 $27 $53 + $82 $67 $33 $71+ $100
DA + DJ Polarized Lenses - High-index Plastic 1.70 and Above $70 $30 $53 + $100 -- -- --

DA + DD  Polarized Lenses - Polycarbonate $13 $14 $53 + $27 $13 $14 $71+ $27
DE Polarized/Laminated Lenses - Glass $49 $23 $72 $63 $30 $93
BIFOCAL LENS STYLES (MARK BIFOCAL BOX) SINGLE VISION MULTIFOCAL

Code Lens Enhancement Description A\Ilzzg-t?gn seF’;’L“e '::a:'i;;,t A\Ilzzg-t?gn seF’;’L“e %a:;zr;t
1A Near Variable Focus - Plastic - - - $26 $20 $46
1A+ 1B Near Variable Focus - High-index Plastic 1.53-1.60/Trivex -- -- -- $Nn $10 $46 + $21
1A + 11 Near Variable Focus - High-index Plastic 1.66/1.67 - - == $27 $18 $46 + $45
1A +1J Near Variable Focus - High-index Plastic 1.70 and Above -- -- -- $36 $19 $46 + $55
IA + 1D Near Variable Focus - Polycarbonate -- -- -- $7 $10 $46 + $17
GA Blended Bifocal - Plastic - - = $14 $13 $27

PLASTIC DYES SINGLE VISION MULTIFOCAL

Code Lens Enhancement Description A\Ilg:::t?gn seF’;’L“e I;’:a:'i;;’t A\Ilg:::t?gn seF’;’L“e %a:iig;t
MM (Lab Use Only) -- -- - -- -- -

MN Plastic Dyes - Solid Color (Except Pink | and II) $5 $8 $13 $5 $8 $13
MP Plastic Dyes - Gradient $7 $8 $15 $7 $8 $15

+This lens enhancement code is always in conjunction with a base lens enhancement code [shaded], e.g., IB is charged with IA.
Please note: If the patient is covered for plastic dyes, glass tints, or photochromics, there is no Service Fee for those lens enhancements.
Additionally, for children or handicapped patients, there is no Service Fee for covered polycarbonate lenses when dispensed.



Effective June 27, 2023

VSP Signature Plan

Charge patients the listed patient copay or your U&C fee, whichever is lower.

GLASS TINTS AND COLOR COATINGS SINGLE VISION MULTIFOCAL
Code LonsEnhancoment Description  \ePLeb  Service Pt ¥eplan Servce  paton
MQ (Lab Use Only) - - = - - ==
MR Glass Tints Solid (Except Pink | and Il and Yellow) $16 $14 $30 $24 $17 $41
MS Glass Color Coatings - Solid $22 $16 $38 $22 $16 $38
MT Glass Color Coatings - Gradient $25 $17 $42 $25 $17 $42

PHOTOCHROMICS SINGLE VISION MULTIFOCAL

VSP Lab Service Patient VSP Lab Service Patient

Code Lens Enhancement Description

Allocation Fee Copay Allocation Fee Copay
PM Photochromics - Glass $15 $14 $29 $23 $14 $37
PR Photochromics - Plastic $47 $23 $70 $47 $23 $70
OTHER COATINGS SINGLE VISION MULTIFOCAL
Code Lens Enhancement Description AY;Z;?::“ se':r::e Za:;";t AY;Z;?::“ se':r::e '::a:";';t
QM Anti-reflective Coating A $21 $16 $37 $21 $16 $37
QT Anti-reflective Coating C $41 $20 $61 $41 $20 $61
Qv Anti-reflective Coating D $52 $23 $75 $52 $23 $75
QP Mirror - Solid and Single Gradient (Includes Base Color) $26 $18 $44 $26 $18 $44
QR Ski Type (Includes Base Tint and Backside Color) $30 $20 $50 $30 $20 $50
QQ Scratch-resistant Coating A - Factory Applied $7 $8 $15 $7 $8 $15
Qs Scratch-resistant Coating B - Other Approved Coatings $15 $14 $29 $15 $14 $29
OVERSIZE SINGLE VISION MULTIFOCAL
Code Lens Enhancement Description A\Ilzz:t?gn Se;;’::e %a::;r;’t A\I,IiZaLtai:n Se;;’iece Pca::g;t
RM Frames Stamped 6Imm Eye Size or Greater - Plastic $5 $5 $10 $6 $6 $12
RN Frames Stamped 61mm Eye Size or Greater - Glass $7 $5 $12 $10 $6 $16
MISCELLANEOUS SINGLE VISION MULTIFOCAL
Code Lens Enhancement Description A\I/;F:::t?gn se;;’(i:e Za;;';’t A\I/;F:::t?gn se;;’(i:e '::a::;;t
SP High Luster Edge Polish $6 $8 $14 $6 $8 $14
SQ Edge Coating $17 $15 $32 $17 $15 $32
SR Faceted Lenses (Includes Polishing) $41 $20 $61 $41 $20 $61
SW Rimless Drill $25 $5 $30 $25 $5 $30
SV UV Protection $6 $8 $14 $6 $8 $14
BV UV Protection - Backside $7 $3 $10 $7 $3 $10
LF Light Filter $n $4 $15 $n $4 $15
TA Technical Add-on $8 $2 $10 - - -
SH (Lab Use Only) - - - - - --
ST (Lab Use Only) -- -- -- -- -- -
DOCTOR SUPPLIED* SINGLE VISION MULTIFOCAL
Code  Lens Enhancement Description  yeplsh  Seruce patent  vePisb - Service patien
IM Plastic Dyes - Solid Color (Pink | and II) $5 - - $5 - --
IN Plastic Dyes - Solid Color (Except Pink | and II) $5 $8 $13 $5 $8 $13
IP Plastic Dyes - Gradient $7 $8 $15 $7 $8 $15
\Y UV Protection $6 $8 $14 $6 $8 $14

Please note: If the patient is covered for plastic dyes, glass tints, or photochromics, there is no service fee for those lens enhancements.
*In-office Lab: For the patient lens enhancements your office can fulfill in-house, you'll be reimbursed this listed fee for covered lens enhancements. For all other lens enhancements, this will be included in the patient
copay you collect from the patient.



Effective June 27, 2023

VSP Signature Plan

Charge patients the listed patient copay or your U&C fee, whichever is lower.

PROGRESSIVE

Code Lens Enhancement Description VSP Lab Allocation  Service Fee' Patient Copay
CM Custom Measurements (on Eligible Progressive N or O) Lenses $2 $8 $10
NA Progressive N - Plastic $95 $65 $160
NA + NB  Progressive N - High-index Plastic 1.53-1.60/Trivex $25 $17 $160 + $42
NA + NH Progressive N - High-index Plastic 1.66/1.67 $48 $24 $160 + $72
NA + NJ  Progressive N - High-index Plastic 1.70 and Above $77 $38 $160 + $115
NA + ND Progressive N - Polycarbonate $18 $15 $160 + $33
NA + NP  Progressive N - Polarized $51 $25 $160 + $76
OA Progressive O - Plastic $75 $45 $120
OA + OB Progressive O - High-index Plastic 1.53-1.60/Trivex $25 $17 $120 + $42
OA + OH Progressive O - High-index Plastic 1.66/1.67 $48 $24 $120 + $72
OA + OJ Progressive O - High-index Plastic 1.70 and Above $77 $38 $120 + $115
OA + OD Progressive O - Polycarbonate $18 $15 $120 + $33
OA + OP Progressive O - Polarized $51 $25 $120 + $76
FA Progressive F - Plastic $54 $36 $90
FA + FB  Progressive F - High-index Plastic 1.53-1.60/Trivex $25 $17 $90 + $42
FA + FH Progressive F - High-index Plastic 1.66/1.67 $48 $24 $90 + $72
FA + FJ Progressive F - High-index Plastic 1.70 and Above $77 $38 $90 + $115
FA + FD  Progressive F - Polycarbonate $18 $15 $90 + $33
FA + FP  Progressive F - Polarized $51 $25 $90 + $76
FE Progressive F - Glass/High-index Glass (Clear) $59 $36 $95
JA Progressive J - Plastic $46 $34 $80
JA +JB  Progressive J - High-index Plastic 1.53-1.60/Trivex $25 $17 $80 + $42
JA +JH  Progressive J - High-index Plastic 1.66/1.67 $48 $24 $80 + $72
JA+JJ Progressive J - High-index Plastic 1.70 and Above $77 $38 $80 + $115
JA +JD  Progressive J - Polycarbonate $18 $15 $80 + $33
JA +JP  Progressive J - Polarized $51 $25 $80 + $76
JE Progressive J - Glass/High-index Glass (Clear) $56 $34 $90
KA Progressive K - Plastic $30 $20 $50
KA + KB Progressive K - High-index Plastic 1.53-1.60/Trivex $25 $17 $50 + $42
KA + KH Progressive K - High-index Plastic 1.66/1.67 $48 $24 $50 + $72
KA + KJ  Progressive K - High-index Plastic 1.70 and Above $77 $38 $50 + $115
KA + KD Progressive K - Polycarbonate $18 $15 $50 + $33
KA + KP  Progressive K - Polarized $51 $25 $50 + $76
KE Progressive K - Glass/High-index Glass (Clear) $50 $20 $70

1. The Service Fee for progressives is paid in addition to your VSP Signature Plan bifocal dispensing fee.
Please note: For children or handicapped patients, there is no Service Fee for covered polycarbonate lenses when dispensed.

PROGRESSIVE CATEGORIES? AS OF 6/27/2023

Unity® Via Elite I, Hoyalux iDMyStyle 2, Hoyalux iD LifeStyle 3, Maui Jim Passport 2.0, Shamir Autograph 111", Shamir Autograph

Custom N Intelligence®, Varilux X Fit Technology”, ZEISS SmartLife Individual
o Unity Via Plus II/Mobile II/Wrap Il, Array 2, Kodak Unique DRO, Shamir Autograph II+*, Varilux Physio W3+, Varilux X Design
Technology”, ZEISS SmartLife Superb”/Plus/Pure
F  Unity Via ll, Hoyalux Summit, Shamir Spectrum+, Varilux Comfort Max, Varilux Physio DRx, ZEISS Progressive Light V
Premium

Ethos® Plus, Amplitude BKS, Kodak Precise, Shamir Element, Varilux Comfort 2, ZEISS Progressive Light H

Standard K  Ethos, Accolade, Hoyalux GP Wide, Image, Ovation, Shamir Genesis HD, synchrony Easy View HD, ZEISS Progressive Light D

2. For a full list of progressives, please refer to the Product Index in the Manuals on VSPOnline at eyefinity.com.
~This progressive lens is customizable for the most precise prescription.

The VSP formulary is administered by Plexus Optix, Inc. and Plexus reserves the right to make any modifications or adjustments to any or all of the fees in this chart at any time.

©2024 Vision Service Plan. All rights reserved.
VSP and VSP Signature Plan are registered trademarks of Vision Service Plan. Unity and Ethos are registered trademarks of Plexus Optix, Inc.
All other brands or marks are the property of their respective owners. 123590 VCDR Classification: Restricted



Eligibility and Authorization
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Determining a Patient's Eligibility
Authorizing Coverage and Benefits

Before providing services, make sure your patient is eligible for benefits by retrieving an authorization. At that time, you'll get information about your patient’s plan,
coverage, and current benefit eligibility. You'll also get a unique authorization number for your patient. Remember: an authorization number doesn’t guarantee
payment. Review any comments or notations at the bottom of the Patient Record Report to confirm patient eligibility. Confirmation is required to show that the

services and materials provided meet our plan requirements before issuing payment.

There are two ways to get an authorization number:

1. eClaim: Log onto eyefinity.com, go to the elnsurance tab or select Get Authorizations & Check Eligibility.
Click Member Search. Enter any one of the following valid search combinations:

» Full Member ID only. (Member ID can be SSN or Client-Specific Employee ID)
» Member first name, member last name, and date of birth (DOB).

» Last 4SSN, member last name, and member first name.

» Last 4 SSN, member last name, member first name, and date of birth (DOB).
» Last 4SSN, member last name, and DOB.

Note:
Enter more information for best results. Try SSN or Member ID to locate all records.
Important!

Make sure you choose the correct member and patient prior to issuing an authorization. If you're not sure which member to choose, call VSP at 800.615.1883 for
assistance.

2. Customer Service: Call VSP at 800.615.1883. Select “1” to use our automated phone system. Or, you can talk with a Customer Service representative who'll check

the patient's current eligibility, provide plan information, and issue an authorization number.
Important!

Authorizations are usually effective for 30 days from the issue date. You'll receive an ‘Invalid Authorization’ error message in eClaim if you submit a claim for a date of
service not within the effective dates. If this happens, obtain a new authorization valid for the date of service and resubmit.

Refer to the Patient Record Report or the Lens Enhancements Charges Report for an explanation of your patient's coverage.

Important!

Before ordering or providing services, tell your patients that they're responsible for payment of non-covered services and materials.

VSP patients have the ability to access and/or print a Member Vision Card from vsp.com, and may provide a card when visiting your practice for services.
Note:

A Member Vision Card isn't required for services.

While the card will provide basic benefit/plan information, please don't rely on it solely for benefit coverage information. You must verify your patient’s eligibility and
obtain an authorization on eyefinity.com. To view what information is available on the card, please refer to the Member Vision Card Quick Reference Guide.
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Submitting Claims/Timeliness

In most cases, we process claims that are received within 180 days of the date of service. Please note that when glasses are ordered, we won't receive a claim until
the lab finishes the order and submits the claim to VSP.

Remember to bill your U&C fees on all claims. We'll pay the lesser of the billed amount or your assigned fee. To confirm claim status, visit eyefinity.com, or call VSP
at 800.615.1883.

A “clean” claim is a claim that can be processed without additional information from you, your patient, or someone else.

When any part of a claim is found to be false, VSP will deny payment for the entire claim. There is no entitlement to partial payment of a claim. Denial of the claim

may occur when the claim is submitted or upon subsequent review during the course of an audit.

It's your responsibility to get an authorization and ensure the information is accurate. Payment could be delayed if you submit a claim without an authorization
number. An incorrect authorization number could result in claim denial and/or you may incur lab charges. Authorization numbers can't be transferred between
claims.

When submitting claims, please complete all fields to accurately show the services you provided.
When we request dates of service, we're looking for:

Exam: the date you performed your patient's eye exam.

Glasses: the date your patient ordered their glasses.

Contacts: the date the contact lens fitting and evaluation started. If you didn't perform a contact lens fitting and evaluation, use the date when contact lens materials

were ordered by your patient.

It's your responsibility to get an authorization and ensure the information is accurate. Payment could be delayed if you submit a claim without an authorization
number. An incorrect authorization number could result in claim denial and/or you may incur lab charges. Authorization numbers can't be transferred between

claims.

When submitting claims, please complete all fields to accurately show the services you provided.
Important!

You're responsible for all claims submitted by you, your employees, and agents of your practice.

Please remember you can't disclose any information about your patient to any other person or organization without the written consent of your patient, legal

guardian, parent, or his/her authorized representative unless:

» Your patient is unable to give written consent, or
» State or federal law requires disclosure.

Standard procedure requires you to collect and report encounter data, which is specific patient information that serves the purposes stated below:

» Supports the role of optometrists as healthcare providers.

» Meets reporting guidelines required by regulatory agencies.

» Documents the efficiency, quality, and cost effectiveness of care provided.

» Demonstrates the value of vision care in treating and managing diseases, as well as maintaining overall good health.

Submitting Patient Conditions Requirement

Doctors are required to submit patient conditions through eClaim on eyefinity.com, practice management software, or paper claims. Patient condition submission is
monitored as part of the Quality Assurance (QA) Program and results are provided in the QA Review Summary. Outcomes identifying the need for improvement will

require the doctor's acknowledgement of the results and an improvement action plan.

Refer to the following section to learn more about the importance of indicating patient conditions on your VSP claims, including the opportunity for additional

reimbursement.
» Policies
Submitting Patient Conditions Requirement

You can easily indicate patient conditions using the eClaim form by checking the appropriate condition box(es) or by including the respective diagnosis code(s) under

the “Check condition(s) patient is known to have” section.



For all practice management systems, including Eyefinity Practice Management, OfficeMate®, and AcuityLogic™, you can indicate patient conditions by checking

one or more of the condition checkboxes or by using the applicable diagnosis codes included below.

Notes:

If you enter an equivalent diagnosis code, eClaim will check the box for you.
Patient Condition Sticky Notes are available for you to collect patient conditions and keep them top of mind throughout the exam process and serve as a reminder to

indicate the condition when submitting the claim. Sticky notes can be ordered for free on the Supply Request Form on VSPOnline at eyefinity.com.
Check one or more of the boxes or enter diagnosis code(s) for the following:

» Diabetes. Patients who either self-reported having diabetes or are taking medications specifically for diabetes.

» Diabetic Retinopathy. Patients who have diabetic retinopathy, regardless of whether they have been diagnosed with diabetes.

» Hypertension. Patients who either self-reported being diagnosed with hypertension or those who are taking medications specifically for hypertension.

» High Cholesterol. Patients who either self-reported being diagnosed with high cholesterol or those who are taking medications specifically for high cholesterol.
» Glaucoma. Patients who have been diagnosed with glaucoma at any time, including the current visit.

» ARMD (Age-related Macular Degeneration). Patients who have been diagnosed with ARMD at any time, including the current visit.

» At Risk for Prediabetes. Patients who either self-report as having prediabetes or have been identified as being at risk for prediabetes using an online risk

assessment.

Dilation

Choose Yes or No in the drop-down menu in eClaim when asked if dilation was performed. If dilation is not performed for a patient with diabetes, be sure to
document the clinical rationale in the patient’s medical record.

Primary Care Provider (PCP) Communication

Choose Yes or No in the drop-down menu when asked if the PCP Communication was completed. If you did not communicate with the PCP for a patient with

diabetes, be sure to document the reason in the patient’s medical record.
For more information on Eye Health Management visit VSPOnline at eyefinity.com, go to Programs, and click Eye Health Management Program.
Note:

Tools for communicating with your patients' PCP can be found on VSPOnline. Under Administration select Submitting Patient Conditions and then click on

the Resources tab.

Use the check boxes to indicate patient conditions; diabetes, diabetic retinopathy, hypertension and/or high cholesterol on eClaim. Submit additional conditions like

glaucoma, age-related macular degeneration, patients at risk for prediabetes, and other conditions using diagnosis codes.



E10.10-E10.9

E11.00-E11.9

E13.00-E13.9

Glaucoma

H40.001 - H40.009

H40.011 - H40.019

H40.021 - H40.029

H40.051 - H40.059

H40.061 - H40.069

H40.10X0 - H40.10X4

H40.1110 - H40.1194

H40.1210 - H40.1294

H40.1310 - H40.1394

H40.1410 - H40.1494

H40.151 - H40.159

H40.20X0 - H40.20X4

H40.211 - H40.219

H40.2210 - H40.2294

H40.231 - H40.239

H40.241 - H40.249

H40.30X0 - H40.33X4

H40.40X0 - H40.43X4

H40.50X0 - H40.53X4

H40.60X0 - H40.63X4

H40.811 - H40.839

H40.89

H40.9

H42

Q15.0

E10.311 - E10.3599
E11.311-E11.3599
E13.311 - E13.3599
H21.1X1 - H21.1X9
Age-related Macular Degeneration
H35.30

H35.3110 - H35.3114
H35.3120 - H35.3124
H35.3130 - H35.3134
H35.3190 - H35.3194
H35.3210 - H35.3214
H35.3220 - H35.3224
H35.3230 - H35.3234
H35.3290 - H35.3294
H35.33

H35.341 - H35.349
H35.351 - H35.359
High Cholesterol
E78.00

E78.01

E78.1

E78.2

E78.3

E78.41

E78.49

E78.5

Hypertension
H35.031-H35.039

110

197.3

Prediabetes

R73.03




Glasses

» Complete the Invoice Services page first to provide the material order details.

» Select a VSP contract lab.

» Click on Calculate HCPCS & Continue.

» Enter refractive error reason(s), then any additional diagnosis codes for any other medical conditions.

» Select the appropriate patient condition checkbox(es).

» Complete the Diagnosis & Services page by entering your U&C fees next to the correct CPT/HCPCS code.

Contact lenses

» Select the type of contacts dispensed.

» Select the contact lens reason (see Contact Lens Plans in the “Plans & Coverages” section of this manual).
» If contact lens exam services (fitting and evaluation) were performed, include this in the correct drop-down box.
» Indicate the contact lens manufacturer

» Specify the contact lens brand

» Enter the number of boxes

» Specify the Modality

» Click on Calculate HCPCS

» Enter refractive error reason(s), then enter any additional diagnosis codes for other medical conditions.

» Select the appropriate patient condition checkbox(es).

» Complete the Diagnosis & Services page by entering your U&C fees next to the correct CPT/HCPCS code.

Flexible Spending Account (FSA)

Some of our clients have asked us to collect and report patients’ total FSA eligible out-of-pocket expenses to their flexible spending account vendors. For these

patients, the Patient Record Report will indicate, “This patient may participate in a Flexible Spending Account (FSA) program.”

You'll also notice a field titled FSA on eClaim to collect the patient's total FSA out-of-pocket expenses. This amount includes both the VSP out-of-pocket charges you
calculated in Box 29 and any eligible charges for non-covered items you do not include on the VSP claim (like second pairs and contact lens solution). Report the total
for the FSA after the secondary COB payment has been deducted from the patient's primary out-of-pocket charges.

Here's a list of common FSA eligible expenses, which is subject to change based on IRS regulations:

» Copays

» Lens enhancements

» Frame overages

» Contact lens overages

» Contact lens solution

» Additional prescription glasses not covered by the benefit

» Prescription sunglasses not covered by the benefit

» Plano sunglasses not covered by the benefit (if deemed medically necessary by the doctor)

Here's an example to help you calculate what should be entered in the FSA box for a patient who uses VSP benefits for glasses and pays for contact lenses, contact

lenses services, and solution privately:

VSP copay $20
Frame overage (VSP prescription glasses) $50
Box 29: Total VSP Patient out-of-pocket expenses $70
85% of contact lens exam services (fitting and evaluation) --private pay $100
Contacts (private pay) $150
Contact lens solution (private pay) $20
Total non-VSP out-of-pocket expenses $270
+ Total VSP out-of-pocket expenses (calculated above) $70
TOTAL eligible FSA (reported in FSA box) $340




We primarily use two paper claim forms: the CMS-1500 form and the VSP Materials Invoice form. Please refer to the CMS-1500 Claim Form Quick Reference Card and
the Materials Invoice Quick Reference Card in the Tools & Forms section of this manual for instructions on completing these forms, including where to enter the
Authorization Number and/or the Materials Verification number.

Using the CMS-1500 Form

Refer to the CMS-1500 Claim Form Quick Reference Card for detailed instructions. We will only accept original, red copy CMS-1500 forms. Photocopies or faxed
forms will be rejected.

To expedite processing when submitting CMS-1500 claims, be sure to:

» Check that all patient information is complete and correct.

» Check that Boxes 12 and 13 have correct signatures or indicate a signature is on file.

» Use valid, complete diagnosis codes. Always code to the highest degree of specificity when indicating diagnosis.
» Enter additional diagnosis codes for any other medical conditions your patient may have.

» Enter the correct place of service in Box 24B.

» Include a letter in Box 24E that “points” to the appropriate diagnosis in Box 21.

» Include doctor NPI in Box 24] if multiple doctors are using the tax ID in Box 25.

» Complete Box 32 with the practice’s physical address, not a PO Box.

CMS Plus Materials Invoice (CMS-Plus)

If a plan requires the use of a contract lab, and you dispense lenses and/or frames to an eligible patient, use a Materials Invoice Form with the CMS-1500 Claim Form.
If you don't use a contract lab, or if you provide only an exam or dispense contact lenses, submit only the CMS-1500 Form.

If you need to submit a Materials Invoice Form with the CMS-1500 Form:

1. Complete both forms.

2. Attach the two completed forms.

3. Send both claim forms to the lab. (The lab will forward the claim to VSP for payment after the glasses have been made)
Contract Lab Orders

The lab will fill orders that contain lenses and frames, and forward the claims to us for payment.

If the lab contacts you about a missing or incomplete CMS-1500 Claim Form, submit a completed form to the lab as soon as possible. If a completed form isn't
received within 10 working days of initial notification, the lab can't fill your order and will return the Materials Invoice Form to you.

It's your responsibility to check patient eligibility for materials and to correctly complete the forms. If a material claim is denied payment, any materials you order will

be billed to you, and you'll be responsible for paying the lab.

In most cases, we process claims that are received within 180 days following the date of service.

Remember:

When lenses and frames are ordered, we don't get the claim until the lab completes the order and submits the claim to us.
Materials Codes on CMS-1500 Form

It's important that you list any materials sold (lenses, frames, and lens enhancements), with the appropriate V code, on the CMS-1500 Claim Form as we'll reimburse
you only for services listed on the CMS-1500 Form. The information provided on the Materials Invoice Form is only for lab use. The following are samples of

Comment Codes and the appropriate forms and actions:

CMS-1500 Form Comment Codes and Claim Filing Actions

L064 Exam CMS VSP
Lo64 Exam and CL CMS VSP
LO71 Any Service CMS VSP
L083 Exam w/ Lenses and/or Frame CMS + Materials Invoice Contract lab

If you're away for a period of time and use a substitute or fill in provider, you can submit a claim using eClaim or paper.



» Submit the claim under your NPl and Tax ID number
» Include the substitute or fill in provider’s NPl or SSN in box 19 “Reserved for Local Use” and a modifier for each line - use modifier Q5
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Claim Appeals

To dispute/appeal a claim based on an individual claim denial, a bundle of claims denial or dissatisfaction with a claim payment, you may appeal by filing a claim

dispute or appeal. See Appeal Process below.

For other disputes, including disputes related to Network Doctor Adverse Actions and actions as a result of an audit conducted pursuant to VSP's Fraud, Waste and
Abuse Policy, please see VSP's Dispute Resolution Policy under the Policies section of this manual. The Fraud, Waste and Abuse Policy can be found under this same

section.

To check the status of a claim, call VSP at 800.615.1883 or access eyefinity.com.

For claim corrections, such as a diagnosis code, billed amount or service code, call VSP at 800.615.1883 or complete the claim correction form on eyefinity.com.
VSP considers you to be authorized to act on behalf of your patient in pursuing appeals of denied claims. It's your responsibility to:

» Inform patients of their right to appeal a claim denial.

» Explain the appeal process to your patients.

» Getyour patients’ approval to act as their authorized representative in the appeal process. If your patients don't agree to you representing them in the appeal
process, please direct them to contact VSP Member Services at 800.877.7195.

This Appeal process is for disputes/appeals related to individual claim denials, a bundle of claims denial or your dissatisfaction with a claim payment. All other

disputes shall be submitted pursuant to VSP's Dispute Resolution Policy cited above.
All Appeals under this section can be submitted online, by mail, or by phone. Incomplete appeals will be returned.

A sample Provider Claim Dispute Request Form is provided in the Tools & Forms section of this manual. If you prefer to submit a written appeal without using the

form, please include the following information with your written appeal:

1. Your name and Payment Arrangement ID number

2. Your contact information

3. Original claim number (listed on the Explanation of Payment)
4. Supporting documentation

You can appeal multiple “like” denials (i.e., numerous claims denied for untimely filing) at the same time by using the Multiple-Provider Claim Dispute Form with

the Provider Claim Dispute Request.

For most states and plans, appeals must be submitted to us within 180 calendar days from the date of the Explanation of Payment. See state and plan exceptions for

specific timeframes and rules.

» Online: Complete the Provider Claim Dispute Request Form available in the Forms Library under Administration on VSPOnline on eyefinity.com.
» Mail: Send appeals to: VSP Claim Appeals, PO Box 2350, Rancho Cordova, CA 95741-2350.
» Phone: Call VSP at 800.615.1883 (California and New Mexico Provider Disputes must be received in writing)

We'll review your appeal and send a written response within 30 calendar days for most states and plans. Should the initial denial be upheld, you have the right to
pursue a second-level appeal. Second-level appeals must be received within 60 calendar days from the date of the letter stating that the appeal has been denied.

Follow the same process listed above to submit second-level appeals.
Arizona

Arizona Medicaid has unique requirements. For more information, see Submitting Claims/Billing, Reimbursement, & Appeals section in the Arizona Medicaid

Manual.
California

Appeals unrelated to Notices of Adverse Action and actions as a result of an audit conducted pursuant to VSP's Fraud and Abuse Policy (See above under “Claim
Appeals”) must be submitted to us within 365 calendar days from the date of the denial. Califorina Medicare must submit to us within 60 calendar days from the date

of the denial. We'll review your appeal and send a written response within 45 working days.

If you believe all or part of this claim has been wrongfully denied, you may have the matter reviewed by the California Department of Insurance at:
California Department of Insurance, Health Claims Bureau

300 South Spring Street, South Tower

Los Angeles, CA 90013, www.insurance.ca.gov

800.927.4357 (HELP) TDD: 800.482.4833.

Missouri



Appeals submitted from providers in Missouri must be received within 180 calendar days of original receipt of claim denial. We'll review your appeal and send a
written response within 20 business days from the date of receipt of all information needed to process the appeal.

New Jersey

Appeals submitted from providers in New Jersey must be received within 90 calendar days of original receipt of claim denial. We'll review your appeal and send a
written response within 10 business days from the date of receipt of all information needed to process the appeal.

Our internal second-level appeal is optional for New Jersey doctors. Following state law, New Jersey doctors have the right to use an external second-level appeal
after participating in our first-level appeal process.

If you choose this option, we'll share the cost of the arbitration equally. To initiate this process, submit the appeal in writing to an independent arbitrator listed with
the American Arbitration Association and send a copy to us at: VSP Claim Appeals, PO Box 2350, Rancho Cordova, CA 95741-2350.

Here is additional contact information if you need additional information:

American Arbitration Association

Customer Service: 800.778.7879, 212.484.4181
Web site: adr.org

NJ E-mail: casefiling@adr.org

ERISA is a federal law that sets minimum standards for most voluntarily established pension and health plans in private industry to provide protection for people

covered under these plans. If your patient's employer pays for all or part of the patient's benefits, the patient has additional appeal rights mandated by ERISA.
Under this law, patients can get copies of all documents, records, and other information relevant to their appeal free of charge.

Once all mandatory appeals have been completed, ERISA patients may have other voluntary alternative dispute resolution options, such as mediation. Your patients
may refer to their Evidence of Coverage (EOC) or Standard Plan Description (SPD), contact their local U.S. Department of Labor Office or their State Insurance
regulatory agency to find out what's available.

ERISA patients have the right to contest the decision of the appeal process. Under ERISA Section 502(a)(I)(B), patients have the right to bring civil actions. This right
can be exercised when all required reviews of their claims (including the appeal process) have been completed, the claim wasn't approved (in whole or in part), and a
patient disagrees with the outcome.

Some clients require VSP to provide their members with a Vision Benefit Statement (VBS) instead of the current VSP Savings Statement. The VBS provides patients
with a summary of the amount they have been charged for the services received and will also provide any denial procedures directly to the patient. If a client
requires VSP to provide a VBS, the Patient Record Report will state: Patient will receive Vision Benefit Statement (VBS) directly from VSP; a VSP Savings Statement will

not be available.

View a sample of the Vision Benefit Statement.



Coordination of Benefits

Some patients have vision coverage from more than one benefits plan, either multiple VSP plans or a VSP plan and a medical plan. In these situations, coordinating
benefits will help your patients maximize their coverage and lower costs. This section includes guidelines for coordinating benefits for your VSP patients. Every
practice and patient is unique, and these guidelines are intended to provide best practices to help realize the full value of your patient's coverage. You can also find

guidelines for supplemental plans under that plan’s information in the Plans and Coverages section.

Please discuss billing options, including coordination of benefits (COB), with your VSP patient to identify ways to maximize value for them and create additional

revenue opportunities for your practice.

If your patient requests COB, the following guidelines apply when your patient’s coverage is with two VSP plans or when a non-VSP plan is primary and a VSP plan is

secondary.

If your patient’s VSP plan is primary and any other insurance plan is secondary, call VSP at 800.615.1883 to request a letter detailing your patient’s out-of-pocket
expenses that can be shared with the secondary insurer.
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Some patients have vision coverage from more than one benefits plan, either multiple VSP plans or a VSP plan and a medical plan. In these situations, coordinating
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guidelines for supplemental plans under that plan’s information in the Plans and Coverages section.

Please discuss billing options, including coordination of benefits (COB), with your VSP patient to identify ways to maximize value for them and create additional

revenue opportunities for your practice.

If your patient requests COB, the following guidelines apply when your patient’s coverage is with two VSP plans or when a non-VSP plan is primary and a VSP plan is
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expenses that can be shared with the secondary insurer.
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Determining and Applying Benefits

There are several common COB situations, including VSP primary to another carrier, multiple VSP plans, health plan or Medicare with VSP coverage, routine versus

Page 10

medical services, and VSP secondary to another vision carrier. This section includes guidelines for coordinating benefits for your VSP patients.
Use the following to assist your patient in maximizing the eyecare benefits (vision or medical).

1. Based on your professional judgment, determine if the service is routine or medical.

2. Determine the primary and secondary plans.

3. Verify eligibility and available services under each plan.

4. Determine patient responsibility, based on primary insurance.

5. Submit the primary and secondary claims, following the appropriate Submitting Claim instructions.

6. Apply total COB secondary allowance, less any secondary copays, to patient's total primary out-of-pocket expense. Patient pays remaining balance, but not more

than the allowed amount.

Review the scenarios below to help determine your patient’s primary and secondary plans, if your patient is covered under multiple plans and isn't a dependent

child. If none of the scenarios fit, the plan that's covered your patient longest is primary.

VSP coverage
VSP coverage

non-VSP coverage

VSP and non-VSP coverage

Medicaid coverage through VSP

one or more VSP plans

VSP coverage as an active employee

COBRA coverage (a continuation plan)

VSP coverage as a retiree

VSP coverage as a dependent of a retired

employee

VSP or non-VSP coverage through self or

spouse

the spouse has non-VSP coverage
the spouse has VSP coverage

the spouse has VSP coverage

none of the Coordination of Benefits Rules listed
below apply

has other coverage (through a health plan or
Medicare)

is not eligible for Medicare

VSP coverage as a retiree under another VSP plan

is active with another plan as an employee or
dependent

is active under a COBRA plan

is an active employee in another VSP plan

is covered under parents’ plan

the patient’s VSP plan is primary.
the patient’s VSP plan is primary.

the patient’s non-VSP plan is primary. The spouse's VSP plan
is secondary.

the plan covering your patient longest is primary*

Medicare or the other coverage is primary.
The VSP Medicaid plan is secondary

the plan covering your patient longest is primary*

the active employee VSP plan is primary. The VSP retiree plan
is secondary.

the active employee or dependent VSP plan is primary.
The COBRA VSP plan is secondary.

the COBRA plan is primary. The retiree plan is secondary.

the plan covering the patient as an active employee is
primary.
The VSP plan covering the patient as a dependent is

secondary.

patient’s or spouse’s plan is primary.

Parents’ plan is secondary.

Use the following chart if your patient is a dependent child with VSP coverage as primary and secondary.



dependent the parents are NOT separated or divorced The plan of the parent whose birthday is first in the year is primary*

child If both parents have the same birthday, the plan that's covered a parent longer is primary*

If the other plan doesn't have a birthday rule, the gender rule applies (the father's plan is

primary).
dependent the parents ARE separated or divorced with the custodial parent’s plan is primary*
child NO court decree The plan of the custodial parent’s spouse (if any) is secondary.

Followed by the plan of the non-custodial parent, and then the plan of the non-custodial parent’s

spouse.
dependent the parents ARE separated or divorced WITH  the plan decreed by the court as primary is primary*
child a court decree If the decree states both parents have joint custody without stating who's responsible for

healthcare expenses, follow the birthday rule.

*Important!
Obtain the length of coverage or custody information from your patient or member. Parental custody information may apply when determining coverage for a child.
VSP primary to another carrier

When a VSP plan is primary, apply benefits as you would in the absence of any other plan. If needed, call VSP at 800.615.1883 to request a letter detailing your

patient's out-of-pocket expenses that can be shared with the secondary insurer.

Quick Tip:

If your patient isn't eligible for a service under the primary plan, the secondary plan may be used as primary for that service.
Multiple VSP plans for routine services:

1. Determine the primary and secondary plans.
2. Review Coordination of Benefits between Multiple VSP Plans to verify VSP plans can coordinate.
3. Verify eligibility and if any services are exhausted under either plan.

Quick Tip:
If your patient isn't eligible for a service under the primary plan, the secondary plan may be used as primary for that service.

4. Determine the patient’s out-of-pocket expenses from the primary plan.
5. Refer to the Secondary Allowances schedule to determine the COB amount for each service payable under the primary plan that is also available under the

secondary plan.

Quick Tip:

Be sure to review COB rules on primary and secondary authorizations prior to calculating COB secondary allowance.

6. Deduct total available COB secondary allowance from patient’s total primary out-of-pocket expense. Patient pays remaining balance.

Quick Tip:

You can also access the COB Calculator on VSPOnline to help determine the amounts a patient can coordinate for routine services when VSP is secondary.

7. Bill VSP using the primary plan authorization number and reference the secondary plan’s authorization. See Submitting COB Claims for detailed instructions.

When a VSP plan is secondary, follow these steps:

1. Verify eligibility and if any services are exhausted under either plan.
Quick Tip:
If your patient isn't eligible for a service under the primary plan, the secondary plan may be used as primary for that service.

2. Determine whether your patient is eligible for benefits under the secondary plan
3. Refer to the Secondary Allowances schedule to determine the COB amount for each service payable under the primary plan that is also available under the

secondary plan.



4. Deduct total available COB secondary allowance from patient’s total primary out-of-pocket expense. Patient pays remaining balance, but not more than the
allowed amount.
Quick Tip:

You can also access the COB Calculator on VSPOnline to help determine the amounts a patient can coordinate for routine services when VSP is secondary.
5. Bill VSP as secondary. See Submitting COB Claims for detailed instructions.
Members may have coverage under both VSP and a health plan or Medicare.

Common scenarios:

» If you participate on the patient's health plan and the exam is medical, bill the health plan or Medicare as primary.
» If the exam is routine, bill VSP as primary unless the patient has routine coverage through their health plan*
» If the health plan covers the exam only, submit the exam claim to the health plan as primary and the materials claim to VSP as primary.

Quick Tip:
Be sure to obtain two separate authorizations - one to submit your exam to coordinate benefits and one to submit the materials to VSP as primary.

Medical plans generally have higher copays than VSP and may have deductibles. They also don't typically cover a refraction. To save money for your patient,
coordinate benefits with VSP to help cover unpaid portions of the medical eye exams, if any, including the refraction and other medical services. Plus, you now have

options to help maximize your patient’s plan.

» If another insurance carrier is primary to VSP, you can now coordinate both their routine and medical benefits (i.e. medical exam and refraction using a WellVision
exam benefit and Essential Medical Eye Care) - a medical and refractive diagnosis is required.

Quick Tip:
Be sure to include applicable medical diagnosis codes for the eye exam and any medical procedures with a routine diagnosis code for the refraction.

*Patients covered under the Federal Employees Dental and Vision Insurance Program may have routine coverage through their health plan. For more information,
check the Federal Government Client Details in the Choice Network Manual.



Patient comes in for routine exam and is also seen for a medical eye issue.
Provider determines chief complaint is medical. Refraction is performed with
medical and refractive diagnosis.

Member has coverage through a health plan or Medicare. Has both a
WellVision and VSP medical benefit (i.e., Essential Medical Eye Care).

Patient comes in for routine exam and is also seen for a medical eye issue.
Provider determines chief complaint is medical. Refraction is performed with
medical diagnosis, no refractive diagnosis.

Member has coverage through a health plan or Medicare. Has a VSP medical
benefit (i.e., Essential Medical Eye Care). Member is not eligible for WellVision

exam.

Patient comes in for routine exam and is also seen for a medical eye issue.
Provider determines chief complaint is medical. Refraction is performed with
medical and refractive diagnosis.

Member has coverage through a health plan or Medicare. Has a VSP WellVision

exam benefit (no VSP supplemental medical coverage).

Patient comes in for routine exam and a medical condition is identified.
Provider performs medical exam. Refraction is performed with medical
diagnosis, refractive diagnosis.

Member has coverage through a health plan or Medicare AND two VSP plans
with WellVision and medical eyecare plan (i.e., Essential Medical Eye Care).

Medical and
WellVision

Medical only
(WellVision not

eligible)

WellVision

Medical only

Bill the health plan or Medicare as primary (if on their panel).
Use VSP's medical plan (i.e., Essential Medical Eye Care) as the
secondary VSP benefit to coordinate benefits for medical
exam (and any medical procedures).

AND add the WellVision exam authorization in the COB
Secondary Authorization field if a refractive diagnosis code is

billed to pay toward the refraction.

Bill the health plan or Medicare as primary.
Use VSP's medical plan as secondary benefit for the medical
exam, refraction will be denied.

Submit claim electronically, keep copy of EOP in patient chart.

Bill the health plan or Medicare as primary.

Use WellVision as the secondary VSP benefit to coordinate
benefits if refractive diagnosis code is billed, including
refraction.

Submit claim electronically, keep copy of EOP in patient chart.

Determine primary VSP plan.

Bill VSP under the primary plan’s Essential Medical Eye
Care/DEP Plus claim electronically with the secondary
authorization to coordinate benefits.

Use Essential Medical Eye Care as the secondary VSP benefit

for medical only exam, refraction will be denied.

Important!

The primary and secondary plans must be under different ID numbers or different clients, unless there are special comments, or if COB rule 11 applies.

Interim benefits are not available for coordination under any plan benefit type whether considered primary or secondary.

If another insurance carrier is primary to VSP, you can now coordinate both their routine and medical benefits (i.e. medical exam and refraction using a WellVision

exam benefit and Essential Medical Eye Care) - a medical and refractive diagnosis is required.

Note:

If your patients have plano coverage available on the primary benefit, they must have plano coverage available on the secondary benefit to coordinate both plans

when receiving plano materials.
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COB Routine Secondary Allowances

Eye exam $66 less secondary plan copays $50 less secondary plan copays
Lenses $51 less secondary plan copays $36 less secondary plan copays
Frame $76 less secondary plan copays $58 less secondary plan copays
Maximum for Exam, Lens and Frame $193 less secondary plan copays $144 less secondary plan copays

Secondary allowances are less secondary plan copays and are cumulative.
Other Secondary Allowances:

» For patients with an Elective Contact Lens Benefit, refer to the Patient Record Report for the contact lens allowance. (Note: A covered-in-full contact lens exam
does not have a secondary COB dollar value).

» For patients with allowance plans, refer to the Patient Record Report for the material allowance.

» You can coordinate the secondary exam allowance with the exam, refraction and/or retinal screening out-of-pocket expense from the primary plan.

Medicaid Network Coordination of Benefits Secondary Allowances
Refer to your Medicaid Manual for state-specific Medicaid COB guidelines.

VSP to VSP for Exam, Lens and Frame

Calculate the patient’s out-of-pocket expenses under their primary plan

Exam copay $10
Lens copay + lens enhancements +$133
Frame overage: +$122 =$265

VSP will COB the patient's out-of-pocket expenses up to secondary allowance:

Maximum for Exam, Lens and Frame secondary allowance: $193
Lens secondary plan copay -$20 -$173
Patient pays remaining balance =$92

Health Plan or Medicare, VSP secondary for Exam and Refraction using WellVision Exam benefit

Bill the health plan or Medicare your U&C fee $120 $35
Determine Other Insurance Allowed Amount $100 Not covered
Subtract the Other Insurance Paid Amount: -$75 $0

VSP will COB the patient's out-of-pocket expenses up to this amount (Other Insurance Pat Responsibility): =$25 =$35
Balance submitted as secondary claim to VSP $60

VSP pays up to the secondary allowance $66, less secondary plan copays - $60
Patient pays remaining balance =%0

Note: Provider is paid $135 for exam and refraction ($75 from health plan/Medicare + $60 VSP). If the primary plan’s allowed amount is lower than U&C,
subtract the primary plan’s paid amount from allowed amount to determine the patient's responsibility.




Health Plan or Medicare, VSP secondary using WellVision Exam and Essential Medical Eye Care

Bill the health plan or Medicare your U&C fee

Determine Other Insurance Allowed Amount

Subtract the Other Insurance Paid Amount:

VSP will COB the patient’s out-of-pocket expenses up to this amount (Other Insurance Pat

Responsibility):

Balance submitted as secondary claim to VSP

VSP pays up to the secondary allowance $66, less secondary plan copays

Patient pays remaining balance

$120 $35 $80
$100 Not Covered Not Covered
-$75 $0 $0
=$25 =$35 =$80
$35 $80
-$35 Essential Medical Eye Care
Fees*
=3%0 =$0

Note: Provider is paid $135 for exam and refraction ($75 from health plan/Medicare + $60 VSP) plus Essential Medical Eye Care Fee Schedule for medical

service(s). If you perform a medical eye exam and services along with a refraction, you may now maximize the patient’s VSP coverage to coordinate using BOTH

their medical and routine benefit to reduce their out-of-pocket.

*VSP will pay up the Essential Medical Eye Care fee schedule, less applicable copay. If the service is not covered by the Other Insurance plan, VSP will process

service as primary.

With the exception of the secondary allowances, the VSP Advantage Plan, VSP Enhanced Advantage Plan, and VSP Essentials Plan COB guidelines are the same as the
VSP Signature Plan and VSP Choice Plan. If you're not participating in the Advantage Network and the member wants to use their secondary plan to coordinate

benefits, we'll reimburse the patient based on their non-VSP provider reimbursement schedule (if out-of-network coverage is available).

VSP Advantage Plan or VSP
Essentials Plan

VSP Advantage Plan or VSP
Essentials Plan

VSP Signature Plan or VSP
Choice Plan

VSP Signature Plan or VSP
Choice Plan

VSP Signature Plan or VSP
Choice Plan

VSP Signature Plan or VSP
Choice Plan

VSP Advantage Plan or VSP
Essentials Plan

VSP Advantage Plan or VSP
Essentials Plan

Advantage Network

Non-Advantage
Network

Advantage Network

Non-Advantage
Network

You'll be reimbursed based on the VSP Signature and Choice COB
allowances. (See COB Client Exception Rules for exceptions).

We'll reimburse the patient based on their non-VSP provider
reimbursement schedule if out-of-network coverage is available.

You'll be reimbursed according to the Advantage Secondary Allowances.

We'll reimburse the patient based on their non-VSP provider
reimbursement schedule if out-of-network coverage is available.
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COB Client Exception Rules

There may be a client exception to how you would handle your patient’'s COB. Before providing services to your patient, please obtain a Patient Record
Report from eClaim on eyefinity.com. The Patient Record Report will highlight the rules from the following list that may apply to your patient’s coverage and ability
to coordinate benefits. Call VSP at 800.615.1883 if you have questions.

» COB rule 1: If both members are covered by the same client, COB isn't allowed for either of the members or their children. If the member is covered twice by the
same client, COB isn't allowed.

» COB rule 2: If both members are covered by the same client, children are covered only under one parent's plan. COB can't be applied and the child may only
receive one set of services. This applies both to biological parents and step-parents.

» COB rule 3: If both members are covered by the same client, the secondary plan can be used to cover copays only, which will use all service areas.

» COB rule 4: This rule applies only when the patient has an insurance carrier other than VSP as primary. If both plans are through VSP, this rule doesn’t apply.
However, other COB rules may still apply. COB reimbursement is calculated by subtracting what the primary carrier paid from what VSP would have paid as

primary.

Calculate the amount VSP would pay your practice if VSP was primary: $100
Subtract the amount paid by the primary insurance carrier: -$75
VSP will COB the patient's out-of-pocket expenses up to this amount: =$25

» COB rule 5: A married couple, or domestic partners, who are covered by the same client may coordinate benefits, but can't receive two sets of services.

» COB rule 6: COB isn't allowed for Computer Vision Care (CVC), Repair, Safety Eyecare, or ProTec Safety benefit types.

» COB rule 7: A married couple, or domestic partners, who work for the same client may either use both of their benefit plans separately to receive two sets of
services, OR COB their secondary benefits to pick up only the primary copays (using all services).

» COB rule 8: If a member’s dependents have vision coverage through their own employment, coverage through that employment is primary. If dependents have
coverage under Medicaid State Children’s Healthy Insurance Program (SCHIP), there's no COB.

» COB rule 9: COB isn't allowed. Call VSP at 800.615.1883 for client exceptions and specific instructions.

» COB rule 10: A child covered under both parents’ plans will always use the father’s plan as primary.

» COB rule 11: Employees and dependents can use their second-pair coverage towards overages from their first-pair coverage.

» COB rule 12: If both members are covered by the same client, COB is allowed to cover out-of-pocket expenses only, but the patient can’t receive two sets of
services.
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Submitting COB Claims

When VSP is Primary

Submit the claim as you would in the absence of any other plan.

Quick Tip:

If your patient isn't eligible for a service on the primary plan, the secondary plan may be used as primary for that service
Submitting the claim electronically:

1. Get authorizations for both primary and secondary benefits.

2. On the primary authorization, enter the services performed, calculate the HCPCS codes and enter your usual and customary fee(s).
3. Mark “No" for question 11d in the Insured section.

4. Enter the secondary authorization number in the VSP COB Coordination of Benefits Secondary Authorization field.

Quick Tip:
If your patient isn't eligible for a service on the primary plan, the secondary plan may be used as primary for that service

Recognizing the complex nature of COB can be a barrier to adoption. VSP has simplified the process when Medicare, a health plan or a non-VSP insurance carrier is

Primary and VSP is Secondary:

» Maximize member benefits - You can now coordinate both their routine and medical benefits (i.e. medical exam and refraction using a WellVision exam benefit
and Essential Medical Eye Care).

» Expanded electronic filing capabilities - You can now submit secondary COB claims electronically, regardless of services provided, with new fields to enter the
primary plan’s payment (no more paper, just keep a copy of EOP in the patient’s chart).

» Simplified claim submission - you can now coordinate secondary benefits in a single claim submission when VSP is secondary and tertiary or when using the
patient's medical and routine eye care plans (just key the 2nd auth in the COB Secondary Authorization box)

How it works:

If we're the secondary payor, bill us for your patient’s out-of-pocket expenses. Examples are copays, coinsurance, deductibles on High Deductible Health Plans or

charges for non-covered services by the primary carrier.

If a member has medical benefits under another health plan, that plan is primary and VSP is secondary. If you participate on the patient’s health plan, coordinate
benefits between the health plan and VSP. In these situations, coordinating benefits will help your patients maximize their coverage. You're responsible for verifying

other coverage, as well as billing and collecting from other carriers.

VSP will coordinate the non-covered portion of the services (exam, refraction, materials) with a patient’s routine benefits, if the claim includes a routine diagnosis - in
addition to a medical diagnosis code, if applicable. We'll only coordinate Essential Medical Eye Care and Diabetic Eyecare Plus Program*M benefits with services

provided for medical eyecare and this requires a medical diagnosis is the first position.

If both routine and medical services were submitted to the primary carrier with corresponding routine and medical diagnosis codes, you can now coordinate using a
patient’s VSP routine and medical plans to pay toward patient out-of-pocket expenses. We follow plan policies for reimbursing these charges. However, we don't pay

more for approved services than what you would have received if we were the primary carrier.
Tips:

» If you can verify the health plan or Medicare’s eligible services and non-covered patient responsibility amount at the time of billing, you can now submit the
Secondary Plan exam only claim electronically on the same day. You'll still need to keep a copy of the original claim and Explanation of Payment or Explanation of
Benefits in the patient's file.

» If you are unable to verify the patient responsibility, wait until you receive payment from the health plan or Medicare before submitting the Secondary claim to
avoid unnecessary claim corrections, as you are responsible for reconciling payments. For Medicare or Medicaid patients, overpayments must be corrected within
60 days.

Submitting the claim electronically (new eClaim):

Download our step-by-step guide to filling out your claim electronically

1. Provide the same diagnosis and CPT/HCPCS codes to match the claim to insurance carrier.

2. Select Yes (Box 11d) there is another health benefit plan for eyecare. This will open a new section.

» Leave the field for Secondary Authorization blank - unless there is a second VSP plan to COB.

3. Complete the Other Insured section:



Enter the first and last name of the insured person on the patient's primary insurance plan in box 9
Enter “NA" in box 9a
Enter the patient’s primary insurance plan name in box 9d

4. Scroll to the Services section to enter the following in the COB fields for each service based on your Explanation of Payment (EOP):

In the Other Ins Allowed field, enter the maximum amount allowed by the other insurance.
In the Other Ins Paid field, enter the amount paid by the other insurance.
In the Other Ins Pat Resp field, enter the remaining balance the patient is responsible to pay

Important:

If VSP is tertiary, enter the allowed amount from the primary EOP and the combined paid amounts from the primary and secondary carriers, along with the patient’s

final out-of-pocket expense.

» Inthe Denied or Paid $0.00 Reason drop-down menu, select the reason the primary EOP indicated that the claim was denied or paid $0.00. If the reason isn't
listed, submit on paper.

Not Covered Primary EOP indicates that the claim was denied due to the patient not being covered on the date of service or services billed not being

covered by the primary insurance.

Deductible Primary EOP indicates that the service was applied to the deductible and paid $0.
Max Allowance Primary EOP indicates that the maximum allowance was met and paid $0.
Met

Bundled Service Primary EOP indicates that the payment for this service is included in the reimbursement of another service/procedure billed.
Timely Filing Primary EOP indicates that the claim was denied due to untimely filing.

Capitation Primary EOP indicates that the claim was denied due to capitation.

5. In the Additional Information section, enter “Secondary COB claim” in box 19. Additional Claim Information.

6. If you need a copy of the claim with the COB details, click Print in the top navigation bar; it's not on the CMS Report or Service Report.
Download our step-by-step guide to filling out your claim electronically

Submitting the Claim on paper

When you receive payment from the primary Vision Plan, submit the following information to us within six months from the issue date of the Explanation of Payment

(EOP) or Explanation of Benefits (EOB) of the primary plan (Medicare, Health Plan or Vision Plan):
1. A copy of the EOP indicating patient expenses and/or service denials from the primary carrier. Don't send a summary.
2. A copy of the original CMS-1500 claim form. Enter VSP's authorization number in Box 23.

3. If an additional benefit will be used, enter “Tertiary COB auth #######4#" (additional authorization #) in Box 19.



Last Updated: Jan 1, 2024 Page 14
COB Resources

The following are resources to help you when coordinating benefits for your patients.
COB Billing Guide

Download our step-by-step guide to filling out your claim electronically

Download and print in your office today

The COB Calculator is available to providers in the Calculators section on VSPOnline.

Available for Signature, Choice, Advantage and MESSA plans.

Be sure to verify who is primary versus secondary before using the calculator.

Since some clients have restrictions, check for COB rules that would over-ride the COB Calculator.
For Exam-only claims, you can select either the Glasses or the Contacts tab.

» Be sure to check for eligible services:
» Verify whether the patient has already used or is using all applicable services under the primary plan to maximize their coverage.
» Verify service availability on the Secondary Plan that the patient will use toward the Primary Plan's out-of-pocket expenses.

Steps to Using the Calculator

N

. On the appropriate Tab (Glasses or Contacts), uncheck any services the patient does not want to use or is not eligible.
2. Calculate the patient’s out-of-pocket expenses from the primary plan and enter them into the calculator.

3. Select the Secondary Plans Benefit type, enter secondary copays, and select calculate to determine the COB amount.

For contact lenses, providers can refer to the patient record report and enter the secondary contact lens allowance, except for MESSA.

Uncheck the Exam for Total Plans. This will block the value for the exam, which is only available for Exam And plan.

4. The results section will summarize the Primary Plan's out of pocket, the eligible Secondary Allowances (based on the services checked to coordinate) and Payable

amounts.
VSP will apply secondary allowances to similar services first. If any allowance remains, VSP will apply the amount to any other eligible services.
How do | determine primary versus secondary?

» Please refer to the Coordination of Benefits section of the Provider Reference Manual.

Which services can coordinate?

» The secondary plan may COB using only those services that were provided under the primary plan, as long as the patient is eligible for those services under the
secondary plan. For example, if the patient receives exam and lenses, the secondary plan can only COB the exam and lens services, if eligible.
» Secondary allowances are cumulative. The value of the secondary plan's eligible services can be applied to all applicable services received on the primary plan.

How does the calculator know what the secondary allowances are?

» The calculator has been designed with the secondary allowances for each service checked under “Service to Coordinate” section based on the VSP Secondary plan

type.
» The calculator is not available for Allowance, Medicaid or secondary plans with another carrier.

How does the calculator know the patient's contact lens allowance for the Secondary plan?

» Since it varies by each group's plan, enter the Secondary Contact Lens Allowance for all plans, except if MESSA is the Secondary Plan (MESSA 1, 2, 3, 3+,
Bronze/Silver/Gold or Platinum). Note: Effective 1/1/2021, MESSA Choice plans use the Choice Secondary Plan allowances, less copay.

» Enter the contact lens copay for the Secondary plan, if the client has one. This is not common. Do not include the Secondary plan's copay for a covered contact
lens exam.



Plans and Coverages
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VSP Signature Plan®
Enrollment/Doctor Participation

All VSP doctors are part of the VSP Network.

COPAYS

Note:

You may not waive copays.

Copays are indicated on the Patient Record Report when you receive an authorization. There are two types of copays:
» Exam and Materials: Separate copays are applied to the exam and to the materials.

Exam and Material copays are collected as the service is provided. For example, the exam copay will be collected when exam is performed, and the materials copay

at the time materials are chosen.

» Total: A one-time copay is applied once per service frequency to exam or materials (glasses or visually necessary contact lenses).

A Total copay is collected in full as the exam and materials are provided. If all services are not provided on the first visit, collect the copay on the first visit and do not
collect a copay for any subsequent visits during the same benefit period. Refer to the Patient Record Report to determine if/when copay applies.

Please do not split authorizations when the patient has a total copay unless necessary. If the authorization was split, please follow these guidelines:

» Refer to the Patient Record Report to determine if/when copay applies to the service being provided.
» If a patient receives an exam through one doctor and materials through another (either same office or different offices), the copay would apply to the first
authorization requested. Refer to the Patient Record Report to determine if/when copay applies.

Note:

In some cases, the copay may appear on both the exam and material authorizations when services are split. If this happens, VSP will only apply the copay to the first

claim received. Be sure to check your explanation of payment. If a copay was collected from the patient and not applied by VSP, refund the patient the copay.

Fully covered comprehensive eye exams are generally available to the patient once every 12 or 24 months, calculated on a service year, calendar year or fiscal year

basis. Refer to Eye Exams for levels of service.

Coverage typically includes necessary prescription lenses and a frame up to a client-specified wholesale/retail allowance, or an allowance toward contact lenses.

Please review the Patient Record Report for complete coverage details before providing materials.
Patients are also eligible for established benefits on additional services and materials (see Value-Added Benefits, below).
Lenses

» Single vision, bifocal, trifocal, or lenticular lenses in glass or plastic.

» Eye sizes up to and including 60mm.

» Lined multifocal lenses in all segment widths, including occupational lenses. See the Dispensing & Patient Lens Enhancements section for specific details on
occupational lenses.

» Prism and slab off.

» Base curves (regardless of curve).

Note:

VSP only covers lenses that meet the minimum prescription criteria. Lenses that do not meet VSP's minimum prescription criteria are considered to be plano lenses.

Plano lenses, including plano sunwear, are not considered to be covered materials, unless the patient is eligible for such materials under their plan benefit coverage.

VSP’s minimum prescription criteria:

The combined power in any meridian is +0.50 diopters or greater in at least one eye or one of the following exceptions occurs:
—Necessary prism of 0.50 diopters or greater in at least one eye

—Anisometropia is 0.50 diopters or greater in at least one eye

—Cylinder power is +0.50 diopters or greater in at least one eye

If the patient chooses a lens enhancement not covered by the plan, charge the patient either the fee shown on the VSP Signature Plan Lens Enhancements Chart or

your U&C fee, whichever is lower. (See Patient Lens Enhancements Fees Instructions for information on determining your U&C fee for lens enhancements.)



Frames
Note:

VSP only covers frames when the lenses meet VSP’'s minimum prescription criteria, unless the patient is eligible for plano lenses under their plan benefit coverage.
Most VSP Signature Plan patients who've had laser correction surgery may use their frame benefit for plano sunglasses. Exclusions are noted in the Patient Record
Report.

Under most VSP plans, your patient's frame allowance is represented by a combination of the wholesale frame amount and corresponding retail amount for which
your patient is covered. Although patients will only be informed of their retail allowance, they're covered for any in-network (or covered) frame less than or equal to
their wholesale or retail allowance. You receive your frame dispensing and the wholesale cost up to their wholesale allowance, plus collect any overage according to

our frame overage procedures.
Note:
Some patients have a covered in full frame allowance. For these plans, you receive your frame dispensing and the wholesale cost.

Most patients will have a minimum extra $20 on top of their frame allowance when they select Marchon® or Altair® frames. Look for the wholesale and retail
allowances for Marchon/Altair and all other frames indicated on the Patient Record Repot at authorization. You'll be reimbursed based on the wholesale equivalent

of the patient’s retail allowance for Marchon and Altair frames.

Your patient can apply the frame allowance to any frame, listed or unlisted, (except for out-of-network frames in which case the patient's out-of-network frame
allowance should be applied). If patients choose unlisted frames, use your acquisition cost instead of the Frames catalog price when submitting the “wholesale cost”
to VSP.

There is no charge to patients for standard frame cases; however, you may charge patients for special orders or for deluxe frame cases.
VSP does not provide a dispensing fee when a patient-supplied frame is used and patients can't be charged any additional fees.
Frame Overages

Charge the patient according to our frame overage procedures. When the selected frame exceeds both the wholesale and equivalent retail allowance coverage, your
patient is responsible for the overages exceeding his or her retail frame allowance at 80% of U&C. Don't charge your patient more than 80% of U&C on frame

overage, plus any applicable sales tax.
For more information, refer to the Providing Frames section in the VSP Manual.
Contact Lenses

Many clients provide coverage for contact lenses in lieu of prescription glasses. To be eligible for contact lens coverage, a patient must usually first be eligible for

eyeglasses. Refer to the Contact Lens Benefits in this section.
Lab

The VSP Signature Plan does not cover fabrication or supply of lenses from your office. Covered lenses dispensed to VSP patients must be fabricated entirely by a
participating VSP Lab or VSP contract lab (unless you are providing a Doctor In-Office Lens Enhancements or there is an emergency).

» You may bill WellVision Exams®

using S0620 (routine ophthalmological examination, including refraction, new patient) or S0621 (routine ophthalmological
examination, including refraction, established patient). Be sure to complete a comprehensive exam when using these codes, VSP pays at the comprehensive level.

» If you choose to use 920XX codes to bill your WellVision Exams, please remember to bill refraction (92015) separately for accurate reimbursement.

» WellVision® Exams should be billed with the appropriate refractive error diagnosis code. Reasons for encounters diagnosis codes are also acceptable.

» Reasons for encounters diagnosis codes are payable for WellVision® Exams only. Reasons for encounters diagnosis codes may not be billed as primary or as the
sole diagnosis code for materials.

» Materials must be billed with the appropriate refractive error diagnosis code.

» Enter additional diagnosis codes if other medical conditions exist.

» Bill non-covered materials on a private invoice, even if a VSP contract lab is used. Non-covered lenses may be fabricated at any lab of your choice, including in-
office labs.

» When billing progressive lenses remember to bill your U&C fee on two lines, one for the base bifocal lenses and the second for the progressive add-on.
For Post-Lasik patients only: When billing plano sunglasses for VSP Signature Plan members:

» Bill as frame only (don't include lenses). The patient is responsible for the cost of lab supplied plano lenses and lens enhancements.
» Indicate “frame only” in the box.
» Document your patient's LVC history in their medical file.

The Value-Added benefits* below are considered a private transaction between you and the patient. The patient is fully responsible for the payment of any

additional items.



Exam Services
Deduct 20% on additional eye exams, including if only a refraction is performed.
Materials

Under the VSP Signature Plan, patients are eligible for additional materials at 70% U&C when they purchase a complete pair of prescription or non-prescription
glasses/sunglasses, on the same day as their eye exam from your office. If a patient purchases a complete pair of prescription or non-prescription
glasses/sunglasses, within 12 months of the exam, charge 80% of U&C. This includes proprietary lenses and frame, plano sunglasses, and non-prescription ready-

made blue light filtering glasses.

For all other plans, charge 80% of U&C for additional materials when complete pairs of prescription, or non-prescription glasses, plano sunglasses, or non-
prescription ready-made blue light filtering glasses are dispensed within 12 months of the exam. Includes proprietary lenses and frame, plano sunglasses, and non-

prescription ready-made blue light filtering glasses.
Benefits should:

» be based on your total U&C fee,

» be unlimited for 12 months on or following the date of the last covered eye exam,

» be available through a VSP Network Doctor. Use professional judgment when evaluating prescriptions from another provider. You may request an additional exam
at 80% of your U&C fee,

» apply to prescription and non-prescription lenses,

» not apply to cleaning products or repairs of prescription lenses or frames.

Note:

If eligible for lens only or frame only and a complete pair of glasses is purchased, charge 80% of U&C for the non-covered material.
Contact Lens Service Benefit
Charge 85% of U&C on all elective, and replacement contact lens services. The benefit:

» is subtracted from your U&C fee for evaluation/fitting services;

» is unlimited for 12 months on or following the date of the covered eye exam;

» is available only through a VSP Network Doctor. Use professional judgment when evaluating prescriptions from another provider. You may request an additional
exam at 80% of your U&C fee;

» does not apply to materials, solutions, cleaning products, and service agreements.

Retinal Screening Value Added Feature

» Patients are eligible for routine retinal screening as a value added feature to complement their WellVision Exam® benefit.
» Please see the Retinal Screening section on the VSP Manual for more information.

VSP Laser VisionCareSM Program

» The program includes access to either Photorefractive Keratectomy (PRK) or Laser In-Situ Keratomileusis (LASIK) at a reduced cost, up to a maximum fee to the
patient of $1,500 per eye for PRK, $1,800 per eye for LASIK, and $2,300 per eye for Custom LASIK with wavefront technology using microkeratome, Custom PRK, or
Bladeless LASIK.

» Members receive a complimentary screening as well as preoperative and postoperative services through participating VSP network doctors. Most VSP Signature
Plan patients who've had laser correction surgery can use their frame benefit for plano sunglasses.

» |If the laser center is offering a temporary price reduction, VSP members will receive 5% off the advertised price if it is less than the usual discount price.

» Please see the Laser VisionCare Program section under Programs on VSPOnline for information on how to participate or for a list of participating facilities.

Diabetic Eyecare Plus ProgramsM

» The Diabetic Eyecare Plus Program provides medical eye care services for members with diabetic eye disease, glaucoma, or age-related macular degeneration
(AMD). Retinal screening is also available to eligible patients who have diabetes but don't show signs of diabetic eye disease.
» Please see the Diabetic Eyecare Plus Program®™ section for more information

*VSP does not require providers to provide discounts on non-covered services in states where it's prohibited by law to require it. However, unless you've opted out,
you should continue to provide all Value Added Benefits to all VSP members. For more information, including details regarding how to opt out, call VSP
at 800.615.1883.

Refractive Error Diagnosis Codes



H52.01 Hypermetropia, right eye

H52.02 Hypermetropia, left eye

H52.03 Hypermetropia, bilateral

H52.11 Myopia, right eye

H52.12 Myopia, left eye

H52.13 Myopia, bilateral

H52.201 Unspecified astigmatism, right eye

H52.202 Unspecified astigmatism, left eye

H52.203 Unspecified astigmatism, bilateral

H52.211 Irregular astigmatism, right eye

H52.212 Irregular astigmatism, left eye

H52.213 Irregular astigmatism, bilateral

H52.221 Regular astigmatism, right eye

H52.222 Regular astigmatism, left eye

H52.223 Regular astigmatism, bilateral

H52.31 Anisometropia

H52.32 Aniseikonia

H52.4 Presbyopia

H52.511 Internal ophthalmoplegia (complete) (total), right eye
H52.512 Internal ophthalmoplegia (complete) (total), left eye
H52.513 Internal ophthalmoplegia (complete) (total), bilateral
H52.521 Paresis of accommodation, right eye

H52.522 Paresis of accommodation, left eye

H52.523 Paresis of accommodation, bilateral

H52.531 Spasm of accommodation, right eye

H52.532 Spasm of accommodation, left eye

H52.533 Spasm of accommodation, bilateral

H52.6 Other disorders of refraction

H52.7 Unspecified disorder of refraction

Reasons for Encounters Diagnosis Codes

Reasons for encounters diagnosis codes are payable for WellVision® Exams only. Reasons for encounters diagnosis codes may not be billed as primary or as the sole
diagnosis code for materials.



Z01.00 Encounter for examination of eyes and vision without abnormal findings

Z01.01 Encounter for examination of eyes and vision with abnormal findings

Z01.020 Encounter for examination of eyes and vision following failed vision screening without abnormal findings
Z01.021 Encounter for examination of eyes and vision following failed vision screening with abnormal findings
Z13.5 Encounter for screening for eye and ear disorders

746.0 Encounter for fitting and adjustment of spectacles and contact lenses

782.1 Family history of blindness and visual loss

783.511 Family history of glaucoma

783.518 Family history of other specified eye disorder

See Services Subject to Review/Audit for information regarding material record keeping requirements.
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Contact Lens Benefits

VSP patients may have the following contact lens benefits:

» Contact Lens Exam Copay with Materials Allowance: The routine eye exam is covered separately. Your patient has a not-to-exceed patient copay for a contact lens
exam (prescription and fitting of contact lens) and a separate allowance for contact lens materials.

» Exam And (Combined Contact Lens Allowance): The routine eye exam is covered separately. Your patient has a combined allowance for a contact lens exam and
materials.

» Total Allowance: Your patient has a single allowance for the routine eye exam, contact lens exam, and materials.

» Visually Necessary Contact Lenses: With an approved diagnosis or condition, your patient is covered for a contact lens exam and an annual supply of visually
necessary contact lenses. See Visually Necessary Contact Lenses in this section for specific benefit coverage criteria.

» Covered Contact Lenses: Your patient is covered for a contact lens exam and an annual supply of contact lenses.

Note:

For Visually Necessary Contact Lenses and Covered Contact Lenses, VSP will only cover an annual supply of materials based on the manufacturer’s replacement
schedule. No additional reimbursement for Visually Necessary Contact Lenses and Covered Contact Lenses shall be reimbursed by VSP through additional VSP
plans/coverage the patient may have.

You may only coordinate benefits up to the annual supply of contact lens materials if plans permit. See Coordination of Benefits Between Multiple VSP® Plans in the
VSP Manual.

Visually Necessary Contact Lenses and Covered Contact Lenses include the contact lens exam services and an annual supply of contact lens materials. Bill contact

lens exam services with materials.

A contact lens exam (prescription and fitting of contact lens) is separate from the WellVision Exam® and should be provided only to patients who wear or want to

wear contact lenses and specifically request a contact lens exam. Contact lens insertion and removal training services are not separately reimbursed.
Note:

The “initial” contact lens fitting period for all contact lens benefits is 90 days. Any additional or excluded (i.e., CRT, Ortho-K and myopia management) contact lens

fitting services should be handled privately between you and the patient.
You can find client-specific exceptions in the special comments section of the Patient Record Report.

Contact Lens Exam Copay with Materials Allowance: Your patient pays an exam copay if you provide a WellVision Exam. Patients who request a contact lens exam
pay a contact lens exam copay or 85% of your U&C fees, whichever is less. There is no copay for contact lens materials, which are covered under a separate

allowance.
Exam And (Combined Contact Lens Allowance): Patient pays an exam copay if you provide a WellVision Exam. There is no copay for contact lens materials.

Total Allowance: No exam or materials copay is required if materials are purchased on the same date of service. The exam copay may apply if the WellVision Exam

is given on a different date of service.
Covered Contact Lenses: Your patient pays the contact lens copay.

VSP covers contact lenses that meet the minimum prescription criteria. Contact lenses that do not meet VSP's minimum prescription criteria are considered to be

plano lenses.

VSP's minimum prescription criteria:

The combined power in any meridian is £0.50 diopters or greater in at least one eye or one of the following exceptions occurs:
—Necessary prism of 0.50 diopters or greater in at least one eye

—Anisometropia is +0.50 diopters or greater in at least one eye

—Cylinder power is +0.50 diopters or greater in at least one eye
Exclusions
Some materials aren't covered under VSP's contact lens benefits. There are no benefits for professional services or materials connected with the following:

» Corneal refractive therapy, orthokeratology, and contact lenses for myopia management are not covered under Visually Necessary Contact Lenses, Covered
Contact Lenses, or the VSP Elements Plan. Patients can use their elective contact lenses allowance towards the cost of corneal refractive therapy, orthokeratology,
or myopia management contact lens materials only. The contact lens fitting and evaluation portion of the treatment is a private transaction between you and the
patient.

» Replacement of lost or damaged lenses

» Modifications of lenses

» Routine maintenance such as polishing, cleaning, etc.

» Refitting after the initial (90-day) fitting period



» Insurance policies or service agreements

» Plano (non-prescription) lenses or lenses that don't meet our minimum prescription requirement

» Plano lenses to change eye color cosmetically

» Office visits to treat contact lens pathology

» Solutions and other contact lens supplies

» Bandage contact lenses aren't covered under VSP® plans but can be submitted under Essential Medical Eye Care for eligible patients. See Essential Medical Eye
Care in this section.

A visually necessary contact lens exam and an annual supply of visually necessary contact lenses are covered in full for patients meeting the established conditions

and requirements below. Those patients must be eligible for materials on the date of service. Coverage is limited and may require special handling to ensure proper

reimbursement. Exam and material copays for contact lenses apply unless otherwise specified.

Note:

Visually necessary contact lenses aren't typically covered for patients who have received refractive surgery (e.g., LASIK, PRK, or RK). However, patients with underlying
conditions such as corneal, ectasia, corneal deformity, scarring or irregularity that require contact lenses to provide vision improvement, may be covered for visually

necessary contact lenses, if they meet the approved criteria. Treatment for corneal abrasion is covered under Essential Medical Eye Care.

» Nystagmus - H55.00 through H55.09

» Anisometropia greater than or equal to 3.00 diopters difference based on the spectacle prescription.

» High ametropia greater than or equal to +10.00 diopters in either eye based on the spectacle prescription.

» Please see Visually Necessary Specialty Contact Lenses below for a complete listing of covered diagnosis codes.

Note:

Patients meeting criteria for nystagmus, anisometropia or high ametropia do not require an improvement in best corrected visual acuity (BCVA) by two lines

compared to spectacles.

» Achromatopsia - H53.51

» Albinism - E70.30, E70.310, E70.311, E70.318, E70.319
» Aniridia - Q13.1

» Polycoria; anisocoria (congenital) - Q13.0

» Pupillary abnormalities - H21.561 through H21.56

Note:

Patients meeting criteria for colored contact lens do not require an improvement in best corrected visual acuity (BCVA) by two lines compared to spectacles.

To submit visually necessary contact lens claims through eClaim for any of the conditions above, do the following:

Select Necessary Contact Lens as the Contact Lens Reason. Indicate the appropriate diagnosis code and/or spectacle prescription verifying the condition. For
anisometropia and/or high ametropia, enter the spectacle prescription on the lab invoice for verification purposes. Not all conditions can be verified on Eyefinity.
See Submitting Claims for additional instructions.

Scleral Lenses (For Covered Contacts and Visually Necessary Contacts)
Bill scleral lenses using HCPCS V2530 or V2531. Hybrid contact lenses are not scleral lenses and will not be reimbursed as sclerals. Bill hybrid lenses using V2599.
When submitting a claim for Visually Necessary Contacts using V2531, you must provide the following information in Box 19:

» Type of lens - Scleral
» The scleral lens manufacturer or brand

If this information is missing or incomplete, it will result in claim reimbursement at the V2599 rate.

Other Type of Contact Lenses (For Covered Contacts and Visually Necessary Contacts)

Use HCPCS code V2599 for other types of contact lenses, such as hybrid lenses.

When submitting a claim using V2599 (contact lens, other type) you must provide the following information in Box 19:

» Type of lens
» The lens manufacturer or brand
» For example, hybrid contact lens, SynergEyes® iD

If the information is missing or incomplete, it will result in claim reimbursement at the V2510 rate.



Note:
Bill scleral lenses using HCPCS V2530 or V2531. Hybrid contact lenses are not scleral lenses and will not be reimbursed as scleral.
Piggyback Lenses Benefit

Piggyback lenses are a covered benefit for patients meeting one of the conditions above, and who aren't able to tolerate rigid gas permeable contact lenses. This

requires the use of soft contact lenses and rigid gas permeable contact lenses, in the manner of a piggyback fitting.
When submitting a claim for piggyback lenses, you must provide the following information in Box 19:

» Piggyback lenses
Spectacle lenses to wear over contacts benefit

Contacts with spectacle lenses to wear over contacts are covered benefits for patients with the following conditions:

» Aphakia - H27.01 - H27.03 or Q12.3

» High ametropia greater than or equal to +10.00 diopters in either eye based on the spectacle prescription.
» Presbyopia-H52.4

» Pseudophakia - 796.1

» Accommodative disorder

» Binocular function disorder

» Different prism requirements for distance and near vision

A prescription is required for the lenses. Plano lenses aren't a covered benefit.

When your patient qualifies for spectacle lenses to be worn over contact lenses, request the spectacle lenses claim number at the same time or within 30 days of the
contact lens claim submission date. For patients with keratoconus, request a claim number for spectacle lenses to be worn over contact lenses within 12 months of

the contact lens claim submission date. Frames are private transaction between you and your patient.

If your patient meets the benefit criteria for visually necessary contact lenses above and also requires spectacle lenses to wear over the contacts, please verify that
the above criteria is met, and call VSP at 800.615.1883 to obtain a claim number. Please have the relevant criteria information available when calling.

Submitting Claims

Request a case number when your patient meets the benefit coverage criteria above, but you can’t submit your claim through eClaim at eyefinity.com. To get a case
number so you can submit your claim through eClaim, complete a Materials Verification Form, which must include at least one of the qualifying criteria listed above.
Please allow five (5) business days for a response. Put your case number in Box 23.

The following situations also require the submittal of a Materials Verification Form:

» NCL claims with DOS over 6 months
» Physical condition of ears or nose which prohibits the use of eyeglasses
» Physical symptoms associated with paraplegia or quadriplegia (be specific)

Fax the Materials Verification Form to us at 916.851.4733. Or mail to VSP, PO Box 385020, Birmingham, AL 35238-5020. You can find the form in the VSPOnline

section of eyefinity.com or in the Tools and Forms section of this manual.
Reimbursement for Visually Necessary Contact Lenses and Covered Contact Lenses
An annual supply of contact lenses is covered in full for patients. Visually Necessary Contact Lenses must meet the stated benefit criteria. We'll reimburse you:

» Your assigned fee for the examination
» Up to allowed amount for the type and quantity of contacts provided (Maximum allowed amount applies to the combination of 85% of your U&C fee for the
contact lens exam and your U&C fee for contact lens materials)

Do not balance bill your patient the difference between VSP's allowed amounts and your U&C fee for materials. Exam and material (spectacle lenses and frame)
copays apply unless otherwise specified. Any contact lens fitting fees incurred after the initial 90 day period are considered a private matter between you and the

patient. Do not submit a separate claim for a contact lens exam.
Note:

Fees submitted to VSP for all contact lens plan benefits must be consistent with your U&C charges, regardless of the patient's coverage or allowances.



V2500* Contact lens, pmma, spherical, per lens $251 — —
V2501* Contact lens, pmma, toric or prism ballast, per lens $385 — —
V2502* Contact lens, pmma, bifocal, per lens $491 — —
V2503* Contact lens, pmma, color vision deficiency, per lens $405 — —
V2510* Contact lens, gas permeable, spherical, per lens $450 — —
V2511* Contact lens, gas permeable, toric, prism ballast, per lens $650 — —
V2512* Contact lens, gas permeable, bifocal, per lens $750 — —
V2513* Contact lens, gas permeable, extended wear, per lens $500 — —
V2520 Contact lens, hydrophilic, spherical, per lens $375 $525 $750
V2521 Contact lens, hydrophilic, toric, or prism ballast, per lens $525 $650 $870
V2522 Contact lens, hydrophilic, bifocal, per lens $537 $650 $1000
V2523%* Contact lens, hydrophilic, extended wear, per lens $475 $600 —
V2530* Contact lens, scleral, gas impermeable, per lens $499 — —
V2531* Contact lens, scleral, gas permeable, per lens $987 — —
V2599** Contact lens, other type $1,150 $1,500 —
Piggyback $1,150 $1,500 —

TAnnual Replacement is 1-2 units. Planned Replacement is 3-360 units. Daily Replacement is 361+ units.

*These services shouldn't be billed for more than 2 units. If billed with higher unit counts, we'll pay up to the Annual Replacement lens maximum. Refer to billing
instructions for scleral lenses above.

**These services shouldn't be billed for more than 360 units. If billed with higher unit counts, we'll pay up to the Planned Replacement lens maximum. Refer to billing

instructions for hybrid and proprietary lenses above.
Visually Necessary Specialty Contact Lenses

Beginning June 1, 2024, an improvement in best corrected visual acuity (BCVA) by two lines compared to spectacles is required for Visually Necessary Contact Lenses
specialty conditions. BCVA findings for specialty conditions must be recorded on the patient’s medical exam records and demonstrate a two-line improvement
compared to spectacles and are subject to review and audit. Conditions notated with “**” are excluded from the BCVA requirement.

If billing with CPT code 92072%, 92310* 92311%*, 92312* or 92313* - for one of these diagnosis codes:

*Codes may not be billed together on the same claim.



Absence of iris (Aniridia)**
Achromatopsia**

Adherent leukoma**

Albinism**

Aphakia**

Band keratopathy

Bullous keratopathy

Central corneal opacity

Coloboma of iris**

Congenital aphakia**

Congenital corneal opacity

Corneal ectasia

Corneal scars and opacities

Corneal staphyloma

Corneal transplant failure

Corneal transplant rejection

Corneal transplant status

Deep vascularization of cornea

Endothelial corneal dystrophy
Enophthalmos due to atrophy of orbital tissue**
Epithelial (juvenile) corneal dystrophy
Folds and rupture in Bowman's membrane
Granular corneal dystrophy

Keratoconus, stable

Keratoconus, unspecified

Keratoconus, unstable

Keratoconjunctivitis sicca, in Sjogren’s syndrome
Keratomalacia

Lattice corneal dystrophy

Localized vascularization of cornea

Covered for significant cases only where corneal
neovascularization is a complication of inflammatory,
infectious or autoimmune corneal pathologies

Q13.1

H53.51

H17.01-H17.03

E70.30

H27.01 - H27.03

H18.421- H18.423

H18.11-H18.13

H17.11-H17.13

Q13.0

Q123

Q13.3

H18.711-H18.713

H17.00 - H17.9, A18.59

H18.721 - H18.723

T86.8411-T86.8413

T86.8401 - T86.8403

794.7

H16.441 - H16.443

H18.511 - H18.513

H05.419

H18.521- H18.523

H18.311 - H18.313

H18.531 - H18.533

H18.611-H18.613

H18.601 - H18.603

H18.621 - H18.623

M35.01

H18.441 - H18.443

H18.541 - H18.543

H16.431 - H16.433




Macular corneal dystrophy

Minor opacity of cornea

Nodular corneal degeneration

Other calcerous corneal degeneration
Other congenital corneal malformations
Other corneal degeneration

Other corneal scars and opacities

Other hereditary corneal dystrophies
Other keratitis

Other tuberculosis of eye

Peripheral corneal degeneration
Covered for marginal corneal degenerations,
such as pellucid and Terrien,

or as a result of previous ocular disease or trauma
Peripheral opacity of cornea

Pupillary abnormality**

Recurrent erosion of cornea

Unspecified corneal deformity

Unspecified corneal degeneration

Unspecified corneal membrane change
Unspecified corneal scar and opacity

Unspecified hereditary corneal dystrophies

Vitamin A deficiency with xerophthalmic scars of cornea

H18.551 - H18.553

H17.811-H17.813

H18.451 - H18.453

H18.43

Q134

H18.49

H17.89

H18.591 - H18.593

H16.8

A18.59

H18.461 - H18.463

H17.821 - H17.823

H21.561 - H21.563

H18.831 - H18.833

H18.70

H18.40

H18.30

H17.9

H18.501 - H18.503

E50.6

** Condition does not require an improvement in best corrected visual acuity (BCVA) by two lines compared to spectacles.

Note:

To substantiate billing for keratoconus, your records must include: patient history; K readings; BCVA with refraction; slit lamp examination of the cornea; corneal

topography or anterior OCT of the cornea.




Visually Necessary Contact Lens Specialty Maximums

V2500* Contact lens, pmma, spherical, per lens $451 — —
V2501* Contact lens, pmma, toric or prism ballast, per lens $585 — —
V2502* Contact lens, pmma, bifocal, per lens $691 — —
V2503* Contact lens, pmma, color vision deficiency, per lens $605 — —
V2510* Contact lens, gas permeable, spherical, per lens $657 — —
V2511%* Contact lens, gas permeable, toric, prism ballast, per lens $800 — —
V2512* Contact lens, gas permeable, bifocal, per lens $900 — —
V2513* Contact lens, gas permeable, extended wear, per lens $825 — —
V2520** Contact lens, hydrophilic, spherical, per lens $500 $650 —
V2521%* Contact lens, hydrophilic, toric, or prism ballast, per lens $679 $804 —
V2522%* Contact lens, hydrophilic, bifocal, per lens $750 $863 —
V2523** Contact lens, hydrophilic, extended wear, per lens $650 $775 —
V2530* Contact lens, scleral, gas impermeable, per lens $700 — —
V2531* Contact lens, scleral, gas permeable, per lens $2,300 — —
V2599** Contact lens, other type $1,300 $1,650 —
Piggyback $1,300 $1,650 —

TAnnual Replacement is 1-2 units. Planned Replacement is 3-360 units. Daily Replacement is 361+ units.

*These services shouldn't be billed for more than 2 units. If billed with higher unit counts, we'll pay up to the Annual Replacement lens maximum.
**These services shouldn't be billed for more than 360 units. If billed with higher unit counts, we'll pay up to the Planned Replacement lens maximum.
Submitting the Claim

Important!

Global fees are not appropriate. Fees must be itemized and include separate charges for contact lens exam and materials. You must bill for both the contact lens
exam and materials, to be reimbursed.

Important!

DO NOT BILL VSP FOR PROFESSIONAL SERVICES ASSOCIATED WITH CRT, ORTHO-K OR MYOPIA MANAGEMENT.



Eye Exam
(WellVision

Exam)

Contact Lens
Exam Services

Contact Lens
Materials

Use your patient’s routine benefit for exam services.  Bill the appropriate CPT code and your Use your patient’s routine benefit for

U&C fee. Bill with contact lens exam if exam services.

provided, and materials.

Bill the appropriate CPT code and your U&C fee for Bill the appropriate CPT code and your Contact lens exam services are covered
the contact lens exam provided. U&C fee for the contact lens exam under the materials claim.
provided. Bill with materials. Bill the appropriate CPT code and your

U&C fee for the contact lens exam
provided. Bill with materials.

For Visually Necessary Contact Lenses, regardless of plan type, member must be eligible for materials. Visually Necessary Contact Lens

coverage includes the contact lens exam services and an annual supply of contact lens materials up to the maximum allowed for the type of

contact lenses provided.

e Member must be eligible for materials.

e Bill the appropriate HCPCS code(s) for the materials provided.

e Submit your U&C fee and indicate the number of units (contacts) dispensed. To maximize your patient’s benefit, dispensing an annual
supply of contact lenses at one time is required under the Covered Contact Lenses and the Necessary Contact Lenses benefits.

e Each contact lens is considered one unit. Bill the total number of units provided based on the type of lenses dispensed:

Unit Count, Type of contacts

1-2 units, Conventional (non-disposable) contacts

3-52 units, Planned replacement (month/quarter) or 14-day disposables

53-106 units, 7-day disposables

107-361+ units, 1-day disposables

To ensure proper payment for piggyback contact lenses, bill all the appropriate HCPCS code(s) for materials provided. For hybrid contacts, bill
with the miscellaneous contact lens code.

Reimbursement

Important!

Determine your U&C fees for a contact lens exam, then add taxes if applicable (see chart below). Bill this amount on the claim. Follow your state tax guidelines.

New Mexico doctors: Determine your total fees for services and materials. Bill this amount on the claim.



VSP You'll receive your assigned fee for the eye exam. You'll receive your assigned fee for the eye exam.

Payment In addition, we'll pay you 85% of your U&C fees, less the patient In addition, we'll pay 85% of your contact lens exam U&C fee and your U&C
copay, for a contact lens exam fee for materials up to your patient’'s Exam And contact lens allowance.
We will also pay your U&C fees for materials up to your patient’s Contact lens exam only (no materials): VSP will reimburse you up to $60.
contact lens materials allowance. Contact lens materials only (contact lens exam services received elsewhere):

If your patient is not eligible for services, contact VSP at 800.615.1883 for

more information.

Balance Your patient is responsible for the contact lens exam copay or 85% of  Your patient is responsible for the difference between their allowance and
Billing your U&C fees, whichever is less, and the difference between their 85% of U&C fee for a contact lens exam fee and 100% of your U&C fee for
contact lens materials allowance and U&C fee for materials. materials.
Contact lens exam only (no materials): Your patient is responsible for your
U&C fee for a contact lens exam at 85% of U&C, less the $60 paid by VSP.

Total Allowance Visually Necessary Contact Lenses Covered Contact Lenses
VSP We'll pay your exam and contact lens You'll receive your assigned fee for the eye exam. We'll pay up to the maximum allowed for the
Payment exam fees at 85% of U&C plus your U&C  In addition, on the Visually Necessary Contact Lens HCPCS code and quantity of contact lenses
fees for materials up to the patient's claim, we'll pay up to the maximum allowed for the provided. Maximum allowed amount applies
total contact lens allowance. HCPCS code and quantity of contact lenses provided. to the combination of 85% of your U&C fee for

Maximum allowed amount applies to the combination the contact lens exam and your U&C fee for
of 85% of your U&C fee for the contact lens exam and materials.

your U&C fee for materials.

Balance Your patient is responsible for the For an annual supply, don't balance bill your patient for ~ For an annual supply, don't balance bill your
Billing difference between their allowance and  the difference between your U&C fee and our allowable  patient for the difference between your U&C
your discounted fees for the eye exam amount. fee and our allowable amount.

and contact lens exam plus your U&C

fee for materials.

Note:

Failure to record your contact lens exams, fittings and follow-ups may result in the denial of payment for services.
Ensure that your medical records accurately support the diagnosis submitted on the claim when billing for Visually Necessary Contact Lenses. By doing so your

payment will not be denied if the diagnosis billed is substantiated by the clinical findings documented in the patient’s record.

See Contact Lens Case Management Procedures for contact lens fitting documentation criteria.
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VSP Access Plan® & VSP Access Indemnity PlanSM

VSP's Access Plan is a vision savings program on an eye exam and eyewear through a VSP network provider. The Access Indemnity Plan combines the Access Plan

with an indemnity schedule of allowances, established by the client.
Eligibility & Authorization

Eligibility can be obtained on eyefinity.com or by calling VSP at 800.615.1883.
Exam Services

» Patients are eligible for eye exams, including if only a refraction is performed at 80% of U&C.
» Coverage only applies to services and procedures included in a WellVision® Exam. It doesn't apply to additional diagnoses and treatment.

Materials

Charge patients 80% of U&C for frames, lenses, and lens enhancements when a complete pair of prescription glasses or non-prescription sunglasses is dispensed.
The benefit:

» Is unlimited for 12 months on or following the date of an eye exam from a VSP doctor.
» Doesn't apply to cleaning products or repairs of prescription lenses or frames.

When dispensing materials, use professional judgment in evaluating prescriptions from another doctor. If necessary, you can request additional routine exams at
80% of U&&C

Contact Lens Services
Charge patients 85% of U&C for contact lens exam services (F&E) and follow-up services. The benefit:

» Applies to services for prescription contact lenses only.
» Is unlimited for 12 months on or following the date of an eye exam from a VSP Network Doctor.
» Doesn't apply to contact lens materials, solutions, cleaning products or service agreements.

The benefits are considered a private transaction between you and your patient; your patient is responsible for paying for the services or materials.
VSP Laser VisionCareSM Program

» The program includes access to either Photorefractive Keratectomy (PRK) or Laser In-Situ Keratomileusis (LASIK) at a reduced cost, up to a maximum fee to the
patient of $1,500 per eye for PRK, $1,800 per eye for LASIK, and $2,300 per eye for Custom LASIK with wavefront technology using the microkeratome, Custom
PRK, or Bladeless LASIK.

» Members receive a complimentary screening as well as preoperative, and postoperative services through participating VSP doctors.

» |If the laser center is offering a temporary price reduction, VSP members will get 5% off the advertised price if that's less than the usual discount price.

» Please see the Laser VisionCare section under Programs on VSPOnline on eyefinity.com for information on how to participate or for a list of participating
facilities.

Eligibility & Authorization

Eligibility can be obtained on eyefinity.com or by calling VSP at 800.615.1883.
Allowances are paid by us only once during each eligibility period.

Exam Coverage

» Patients are eligible for an eye exam and additional eye exams, including if only a refraction is performed at 80% of U&C. However, the allowance schedule applies
only once.

» Coverage only applies to services and procedures included in an eye exam. It doesn't apply to additional diagnoses and treatment.

» Deduct 20% from the exam first, then apply the allowance.

Materials Coverage

Patients are eligible for prescription lens, lens enhancements and/or frame (complete pair not required) at 80% of U&C, plus a group-specific schedule of allowances.
The benefit:

» Is unlimited for 12 months on or following the date of the last covered eye exam.
» Doesn't apply to cleaning products or repairs of prescription lenses or frames.
» Deduct 20% from the materials first, then apply the allowance.



When dispensing materials, use professional judgment in evaluating prescriptions from another doctor. If necessary, you can request additional routine exams at
80% of U&C

Contact Lenses Services & Materials

Patients are eligible for contact lens exam services (evaluation/fitting services and follow-up services) at 85% of U&C. You may charge your U&C fees for contact lens
materials. Elective or visually necessary contact lenses are chosen in place of a complete pair of prescription glasses. You may bill the patient for any fees over the

allowance and any applicable copay amount. The benefit:

» Applies to services for prescription contact lenses only.

» Isunlimited for 12 months on or following the date of the last covered eye exam, however the allowance schedule apples only once.

» Use professional judgment when evaluating prescriptions from another doctor.

» Doesn't apply to contact lens materials, solutions, cleaning products or service agreements.

» Deduct 15% from contact lens exam services (F&E) charge, then add your U&C fees for contact lens materials and apply the allowance.

When dispensing materials, use professional judgment in evaluating prescriptions from another doctor. If necessary, you can request additional routine exams at
80% of U&C.

Lab

Lab work is handled privately. You may provide lenses through any lab, including in-office labs.

Value-Added Benefits

The value-added benefits below are considered a private transaction between you and your patient; your patient must pay for any additional items:

» Patients are eligible for additional complete pairs of prescription glasses or non-prescription sunglasses and blue light filtering glasses, from any VSP doctor within
12 months of the last eye exam at 80% of U&C. The benefit:
e |s based on your total U&C fee.
e |s unlimited for 12 months on or following the date of the last covered eye exam.
e Use professional judgment when evaluating prescriptions from another doctor.
e You can request an additional routine exam at 80% of U&C.
e Doesn't apply to cleaning products or repairs of prescription lenses or frames.
» Patients are eligible for contact lens exam services (evaluation/fitting services and follow-up services) at 85% of U&C. The benefit:
e [s based on your total U&C fee.
e Applies to services for prescription contact lenses only.
e s unlimited for 12 months on or following the date of the last covered eye exam.
e Use professional judgment when evaluating prescriptions from another doctor.
e Doesn't apply to solutions, cleaning products or service agreements.

VSP Laser VisionCare®™ Program

» The program includes access to either Photorefractive Keratectomy (PRK) or Laser In-Situ Keratomileusis (LASIK) at a reduced cost, up to a maximum fee to the
patient of $1,500 per eye for PRK, $1,800 per eye for LASIK, and $2,300 per eye for Custom LASIK with wavefront technology using the microkeratome, Custom
PRK, or Bladeless LASIK.

» Members receive a complimentary screening as well as preoperative, and postoperative services through participating VSP doctors.

» If the laser center is offering a temporary price reduction, VSP members will get 5% off the advertised price if that's less than the usual discount price.

VSP Access Plan®

Apply the VSP Access Plan vision savings, as follows: exam at 80% of U&GC; glasses at80% of U&C; contact lens exam at 85% of U&C. Handle the visit as a private pay

transaction. Don't submit a claim to VSP. Collect the appropriate fees from the patient.
VSP Access Indemnity PlansM

» Apply the vision savings noted above for VSP Access Plan to your U&C professional fees.

» Subtract your patient’s Access Indemnity Plan allowance (found on the Patient Record Report) from adjusted U&C fees.
» Bill your patient for the difference between your adjusted U&C fees and the indemnity allowance.

» Bill VSP for services.

» Your patients may use their benefits for prescription glasses (lens and/or frame) or contact lens fitting/materials.

» For your patients with combined allowances, bill all services at the same time so your patients get their full benefits.

Glasses: Bill using eClaim.

» Complete the Invoice Services page and select “Non-VSP lab (Private Invoice).”
» Click on the “Calculate HCPCS and Continue” button.
» Complete the Diagnosis and Services page by entering your full U&C fees next to the appropriate CPT/HCPCS code.



Contact Lenses: Bill using eClaim.

» Choose the type of contacts dispensed.

» Click on the “Calculate HCPCS and Continue” button.

» Complete the Diagnosis and Services page by entering your full U&C fees next to the appropriate CPT/HCPCS code.

» Please see the Necessary Contact Lens Benefit Criteria section of your VSP Provider Reference Manual for more information regarding benefit criteria and claim

submission.

Following is an example of an exam, prescription lenses and frame provided under the VSP Access Indemnity Plan. The indicated U&C fees and indemnity allowance

amounts are examples only.

Your U&C fee is: $65 $45 $20 $100
Subtract 20% from your U&C fee: -$13 -$9 -$4 -$20
Subtract indemnity allowance: -$30 -$30 -$0 -$40
Patient pays: $22 $6 $16 $40

See Services Subject to Review/Audit for information regarding material record keeping requirements.
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VSP Integrated Primary EyeCare ProgramSM

The Integrated Primary EyeCare Program lets VSP network doctors work directly with VSP's health plan clients to obtain eligibility, authorizations, and submit claims
for medical eyecare. The program is an addition to the VSP medical product portfolio that supports the ability of all VSP network doctors to practice to their full scope

of licensure.

Through Integrated Primary EyeCare, enrollees of VSP-contracted health plan clients will gain access to VSP network doctors. At the time a health plan client contracts
with VSP to provide this program in your area, you will be provided with specific health plan client information, including the negotiated reimbursement rate.

Enroliment will be automatic for each network in which a doctor participates (e.g., VSP, Select, Advantage, Choice, and Medicaid). Integrated Primary EyeCare patients

can only be referred to another doctor or refused service, if you're not licensed to perform the service needed.
To render services through this program, VSP network doctors agree to:

» Maintain an active status with VSP.

» Follow each health plan client's policies and procedures relating to the delivery of medical eyecare.

» Belisted in the health plan's provider directory.

» Accept compensation that is based on a percentage of the Medicare or Medicaid fee schedule for your locality and/or state, and which may vary by client.
(See Client Details pages of the VSP Provider Reference Manual for specific details.)

» See all eligible members of VSP-contracted health plan clients.

» Submit Integrated Primary EyeCare claims to the patient’s health plan carrier, not to VSP.

» Accept payment for services under the program from the patient’s health plan carrier or its administrative services provider, not VSP.

» Accept payment, less any copays or coinsurance by the VSP-contracted health plan client, as payment in full for services covered under the Integrated Primary
EyeCare Program.

» Submit all complaints and grievances regarding Integrated Primary EyeCare patients and claims to the health plan client, and hold VSP harmless from such
complaints and grievances.

Please refer to Client Details for additional information.

Compensation is based on a percentage of either the Medicare RBRVS allowables for your location or the state Medicaid fee schedule. VSP will negotiate the

reimbursement rate with the health plan client on the doctors’ behalf. Each client contract requires clients to follow state and federal guidelines when paying doctors.
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VSP Exam Plus PlanSM and VSP Exam Plus with Allowances PlanSM

Exam Coverage

Exam Plus patients are covered for a comprehensive eye exam.

Materials

The benefits below are considered a private transaction between you and your patient. Your patient must pay for any additional items.

» Patients are eligible for complete sets of prescription glasses or non-prescription sunglasses from a VSP doctor within 12 months of the last eye exam at 80% of
U&C. The benefit:

» Patients are eligible for contact lens exam services (F&E) and follow-up services at 85% U&C. The benefit:

» Is unlimited for 12 months on or following the date of the last eye exam.

» Use professional judgment when evaluating prescriptions from another doctor. You can request an additional routine exam at 80% of U&C.

» Deduct 20% on additional eye exams, including if only a refraction is performed.

» Doesn't apply to cleaning products or repairs of prescription lenses or frames.

» Applies to services for prescription lenses only.

» Isunlimited for 12 months on or following the date of the last eye exam.

» Use professional judgment when evaluating prescriptions from another doctor. You can request an additional routine exam at 80% of U&C.

» Doesn't apply to contact lens materials, solutions, cleaning products, or service agreement

Exam Coverage

VSP Exam Plus With Allowance patients are covered for a comprehensive eye exam.
Materials Coverage

Lenses and Frames

Patients are eligible for prescription lens, lens enhancements and/or frame (complete pair not required), plus they have a group-specific schedule of allowances. The

lens allowance is applied to the complete lens service—including both the base lens and any lens enhancements selected.

VSP only covers frames that are used for prescription lenses that meet VSP’s minimum prescription criteria (refractive error is at least +/- 0.50 diopter), unless the

patient has plano coverage.

The benefit is available for 12 months on or following the date of the last covered eye exam, however the allowance schedule apples only once. Deduct 20% from the

materials first, then apply the allowance.
Contact Lenses

Charge patients with Elective Contact Lens (ECL) or Visually Necessary Contact Lens (NCL) coverage 85% U&C for contact lens exam services (evaluation/fitting
services and follow-up services). You may charge your U&C fees for contact lens materials. Elective or visually necessary contact lenses are chosen in place of a

complete set of prescription glasses. Your patient must pay any costs over the allowances listed in their client-specific schedule of allowances.

Lab

Lab work is handled privately. You may provide lenses through any lab, including in-office labs.

Value-Added Benefits

The Value-Added benefits below are considered a private transaction between you and your patient. Your patient must pay for any additional items.

» Patients are eligible for additional complete pairs of prescription glasses and non-prescription sunglasses and blue light filtering glasses, from any VSP doctor
within 12 months of the last eye exam at 80% of U&C. The benefit:
e [s unlimited for 12 months on or following the date of the last eye exam.
e Use professional judgment when evaluating prescriptions from another doctor. You can request an additional routine exam at 80% of U&C.
o Deduct 20% on additional eye exams, including if only a refraction is performed.
e Doesn't apply to cleaning products or repairs of prescription lenses or frames.
» Patients are eligible for contact lens exam services (F&E) and follow-up services at 85% of U&C. The benefit:
e Applies to services for prescription lenses only.
e s unlimited for 12 months on or following the date of the last eye exam.
e Use professional judgment when evaluating prescriptions from another doctor.
e Doesn't apply to contact lens materials, solutions, cleaning products, or service agreements.

Submitting Claims/Billing & Reimbursement



VSP Exam Plus With Allowances

» Your patient pays the amount above their allowance. You may charge your U&C fees for contact lens materials. Progressive lenses are reimbursed at the bifocal
allowance.

» For patients with combined allowances, bill all services at the same time so your patients get their full benefits. Remaining allowances can't be carried forward. The
combined allowance applies to only one set of services. Your patients may use their benefits for a complete pair of prescription glasses or contact lens
fitting/materials.

Submitting the Claim Electronically
Glasses:
Bill using our electronic claims submission system.

» Complete the Invoice Services page and select Non-VSP lab (Private Invoice).
» Click on the Calculate HCPCS and Continue button.
» Complete the Diagnosis and Services page by entering your full U&C fees next to the appropriate CPT/HCPCS code.

Contact Lenses:
Bill using our electronic claims submission system.

» Choose the type of contacts dispensed.

» If contact lens evaluation/fitting services were provided, show this in the dropdown.

» Click on the Calculate HCPCS and Continue button.

» Complete the Diagnosis and Services page by entering your full U&C fees next to the appropriate CPT/HCPCS code.

» Please see the Necessary Contact Lens Benefit Criteria section of your VSP Provider Reference Manual for more information regarding benefit criteria and claim
submission.

Submitting the Claim on Paper
Glasses:

» Enter your full U&C fees next to the right CPT/HCPCS code.
» Complete the CMS-1500 Claim Form by entering your full U&C fees next to the right CPT/HCPCS code for lens and frame.
» Enter all eight digits of the authorization number in Box 23.

Contact Lenses

» Enter your full U&C fees next to the right CPT/HCPCS code.
» Select the type of contacts dispensed.
» Enter all eight digits of the authorization number in Box 23.

» The program includes access to either Photorefractive Keratectomy (PRK) or Laser In-Situ Keratomileusis (LASIK) at a reduced cost, up to a maximum fee to the
patient of $1,500 per eye for PRK, $1,800 per eye for LASIK, and $2,300 per eye for Custom LASIK with wavefront technology using microkeratome, Custom PRK, or
Bladeless LASIK.

» Members receive a complimentary screening as well as pre-operative and post-operative services through participating VSP doctors.

» If the laser center is offering a temporary price reduction, VSP members will get 5% off the advertised price if that's less than the usual discount price.

» Please see the Laser VisionCare page under Programs on VSPOnline at eyefinity.com for information on how to participate or for a list of participating facilities.

See Services Subject to Review/Audit for information regarding material record keeping requirements.
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ProTec Safety® Plan

The ProTec Safety Plan provides a range of hazardous work environment coverage options for clients and members. With ProTec Safety, your patients can see you for

their safety eyewear needs, which provide continuity of care for your patients.
Safety Requirements Questionnaire

ProTec Safety patients should complete a questionnaire about their work environments and related safety requirements before receiving safety services. You can

use VSP's Safety Requirements Questionnaire if you'd like or one you've created. Keep a copy of the completed questionnaire in your patients’ record.
Coordination of Benefits
There's no coordination of benefits under the ProTec Safety plan.

ProTec Safety patients may have routine VSP coverage that covers their routine exam where work safety needs may additionally addressed, as appropriate. Please

refer to the Patient Record Report for exam coverage and benefit information because your patients may have different coverage.

If a patient would like their safety prescription filled, it must be under two years old. Additional you can choose to require a new exam prior to providing materials
based on your professional judgment. If you decide that an exam is necessary and the patient's exam is not covered through their routine benefit or they do not

have supplemental exam coverage under their ProTec Safety Plan, deduct 20% from the usual and customary (U&C) exam fee.

Necessary corrective lenses (i.e. single vision, bifocal, trifocal, or lenticular) in glass or plastic (CR-39) that meet the American National Standards Institute (ANSI)

standards are detailed below for safety eyewear.
ANSI Requirements

The lenses and frames provided under this plan are certified as safe for the work environment by meeting the necessary requirements set forth by ANSI effective
April 20, 2020.

¢ No safety lenses can be less than 2mm thick at the thinnest point.

Prescription spectacles must be tested as a complete device.

This applies to any lens used in a frame marked Z87-2 and all e Frames that meet the Impact Rated Protector requirement must bear the mark Z87-2 (a

Impact Rated Protector prescription lenses. + will be required once manufacturers can change their markings and existing inventory
e General Purpose Protector: Lens must be engraved with the is depleted) and may be used for both General Purpose Protector and Impact Rated

manufacturer’s logo. General Purpose Protector lenses can't be Protector applications.

less than 3.0 mm thick. ¢ Note: Detachable side shields are marked with Z87+. If side shields are permanent they
e Impact Rated Protector: Minimum of 2.0 mm thickness. Lens don't need to be marked.

must be marked with the manufacturer’s logo and with a plus
sign (+), indicating that it meets Impact Rated Protector test
requirements.

e |[f the finished product meets the General Purpose Protector
requirements, the lab is no longer required to attach a hangtag
stating, “This eyewear meets the Basic Impact Requirements...”

Lenses
Covered Lens Enhancements

Covered lens enhancements are available and will vary depending on the patient’s benefit. VSP will pay the lab for any covered lens enhancement and there's no
charge to the patient. Refer to the Patient Record Report for lens enhancement coverage. In most cases, ProTec Safety patients will be covered for polycarbonate

lenses.
Other Enhancements

If your patient selects a lens enhancement that is covered with copay,charge the patient your usual and customary fee (U&C) for the lens enhancement or their lens
enhancement copay. (refer to the VSP Signature Plan Lens Enhancement Chart), whichever is lower. Refer to the Patient Record Report for lens enhancement

coverage.
Non-covered Items
These options and items aren't covered under the ProTec Safety plan and VSP will deny the claim if submitted for reimbursement:

» Contact lenses
» Everyday eyewear instead of safety materials



» Materials obtained from a non-VSP doctor, unless the group has out-of-network coverage
» Plano or non-prescription lenses, unless otherwise indicated on the Patient Record Report (minimum prescription +0.50 diopters required for lenses)
Frames

Covered Frames

ProTec Safety patients can choose one of the 30 ANSI-approved frames from the ProTec Eyewear collection. Some member plans have a frame benefit that allows for
choice of a ProTect Frame Retail Frame Allowance to use towards any Safety Rated frame outside of the ProTec Eyewear collection. These plans will have the detailed
information on the Patient Record Record Report with the wholesale and retail allowances for the plan. ProTec Eyewear frames from the collection are fully-covered
for the patient and will be supplied by a participating lab (see the Lab section for more details). Depending on the patient’s frame allowance, if the patient chooses a
frame outside of the ProTec Eyewear collection, overages should be determined using the VSP Signature Plan frame overage policy. If the patient does not have a
retail frame allowance as part of their benefit, the patient must select a frame from the ProTec Eyewear collection or online catalog.

Non-Covered Frames
For patients that do not have a retail frame allowance and are required to select from the ProTec Eyewear collection and one of the following occurs:

» The needed eye size isn't available in any of the covered frames
» None of the frames meets the hazardous work environment of your patient.
» The patient has an allergy to the standard safety frame materials used in the covered frames.

The non-ProTec Eyewear frame is not covered in full and you must submit a ProTec Safety Verification Form to document the exception. Once the exception is
documented, then the patient will have a retail frame allowance of $65 (wholesale of $25). If the member chooses a frame with a cost that exceeds both the

wholesale and retail allowances, deduct 20% from the retail overage. Determine the patient’s cost (if any) as you do today and collect any overages from the patient.
Important!

You must submit a ProTec Safety® Verification Form to VSP to document the exception.

Note:

You'll need to scroll to box 19 and select “yes” for #23. If you have a pre-certification or prior authorization number, a pop-up number will appear which must be

provided to VSP. If you do not have an authorization number, please call VSP Customer Service to obtain one.
Additional Materials

When a complete pair of glasses, including plano sunglasses, is dispensed within 12 months from the date of the last eye exam, charge the patient 80% of U&C for
non-covered materials. Refer to the Value-Added Benefits in the VSP Signature Plan® section for details.

All ProTec Safety orders must be sent to a participating lab:

VSPOnNe Columbus
800.251.5150
2065 Rohr Road, Lockbourne, OH 43137

VSPOne Sacramento
800.952.5518
151 Blue Ravine Rd., Folsom, CA 95630

When billing electronically, eClaim will only offer these lab choices for ProTec Safety orders. If you don't already have an account with the lab, you may submit the

order, but they may contact you for more information.

Paper claim practices: You must order lab-supplied materials from the any of the participating labs listed above.

Emergency Situations

In emergencies, you can use any lab capable of producing ANSI certified safety eyewear (see the National Contract Lab List); choose lab 100 when billing on eClaim.
The following situations are considered emergencies. Include the reason for the emergency when submitting claims to VSP:

Use one of the following comments when indicating emergency status by selecting Lab Special Instructions:

» Patient’s safety glasses are lost, stolen, or broken and he or she doesn't own a back-up pair.
» Patient needs safety glasses to work or drive, is unable to see well enough to do so, and doesn't have a back-up pair of safety glasses.
» Patient’s safety and well-being will be jeopardized without the immediate delivery of his or her prescription safety eyewear.



Note:

To obtain wholesale costs of ProTec Eyewear safety frames please see the Frame Data® Price Book, available through Jobson, or contact the manufacturer directly for

the list price.

Uvex by Honeywell (formerly Titmus) at 800.446.1802
OnGuard (Hilco) at 800.955.6544
Wiley X at 800.776.7842

Refer to the Frame section for complete details and instructions on emergency situations.
Supplemental ProTec Safety Exams

The level of eye exam or the evaluation and management service that you provide depends on the location and the time elapsed since the patient’s last routine eye

exam:

Time Since WellVision® Routine Reimbursement Percentage

Exam
Same day No reimbursement
1 day or more 65% of the doctor’s comprehensive exam

fee when supplemental exam is billed*

When possible, perform your supplemental and comprehensive or intermediate exams in the same visit.

*If you choose to use 920XX codes to bill your WellVision Exams, please remember to bill refraction (92015) separately for accurate reimbursement.
Stand-Alone ProTec Safety Plan Exams

Exams for Stand-Alone Safety EyeCare Plans are reimbursed at your Signature Plan comprehensive or intermediate exam payable fee.
Lenses

You'll receive a flat rate dispensing fee of $25 for covered lenses. There are no additional reimbursements for dispensing progressive lenses or covered lens
enhancements Use CPT code 99022 (for shipping) when submitting for progressive lenses to be reimbursed up to the maximum allowable.

Frame

When patients choose a covered ProTec Eyewear frame, it will be supplied by a participating lab. You won't receive a dispensing fee or material reimbursement for
the frame. When submitting the claim, be sure to look for the Collection with ProTec next to it (i.e. Baseline Collection - ProTec) when entering frame information on

EasyFind, or use the UPC number listed on the online catalog to select the appropriate ProTect frame.
Note:

To obtain wholesale costs please see the Frame Data® Price Book, available through Jobson, or contact the manufacturer directly for the list price.

Uvex by Honeywell (formerly Titmus) at 800.446.1802
OnGuard (Hilco) at 800.955.6544
Wiley X, Inc. at 800.776.7842*

*If a patient that does not have the ProTec Safety Plan, is interested in a Wiley X, Inc. frame, you must contact Wiley X directly. Wiley X requires an account to be set

up to sell their frames outside of the ProTec Safety Plan.

See Services Subject to Review/Audit for information regarding material record keeping requirements.
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Safety EyeCare Plan

There are two types of Safety EyeCare plans: the Safety Supplemental Plan and the Safety Stand-Alone Plan. Most clients that provide safety benefits purchase the
Safety Supplemental Plan, in addition to our VSP Signature Plan®.

The Safety Stand-Alone Plan is similar to our Signature Plan, with two exceptions:

» Prescribed materials must meet American National Standards Institute (ANSI) standards for safety eyewear.
» Value-Added benefits don't apply to non-covered materials.

Safety Requirements Questionnaire

Safety EyeCare Plan patients should fill out questionnaires about their work environments and related safety requirements before exams. A sample Safety
Requirements Questionnaire is located in the Tools and Forms section of the Manuals on VSPOnline on eyefinity.com. Keep a copy of the questionnaire or the

information it contains in your patient’s record.
Coordination of Benefits
There's no coordination of benefits under most Safety EyeCare Plans.

When your patient has Safety Supplemental coverage, use the patient’s Signature Plan coverage for a routine eye exam and the Safety Supplemental Plan for
supplemental exams. Give an intermediate or comprehensive eye exam under your patient’s Safety Supplemental Plan only if that patient isn't eligible for an eye

exam under the Signature Plan.

Necessary corrective lenses (i.e. single vision, bifocal, trifocal, or lenticular) in glass or plastic (CR-39) that meet the American National Standards Institute (ANSI)

standards are detailed below for safety eyewear.

Certified safety eyewear, lenses and frames must meet the following standards set by ANSI, effective April 20, 2020:

e No safety lenses can be less than 2mm thick at the thinnest e Prescription spectacles must be tested as a complete device.
point. This applies to any lens used in a frame marked Z87-2 and e Frames that meet the Impact Rated Protector requirement must bear the mark Z87-2 (a
all Impact Rated Protector prescription lenses. + will be required once manufacturers can change their markings and existing inventory
e General Purpose Protector: Lens must be engraved with the is depleted) and may be used for both General Purpose Protector and Impact Rated
manufacturer’s logo. General Purpose Protector lenses can't be Protector applications.
less than 3.0 mm thick. o Detachable side shields are marked with Z87+. If side shields are permanent they don't
e Impact Rated Protector: Minimum of 2.0 mm thickness. Lens need to be marked.

must be marked with the manufacturer’s logo and with a plus
sign (+), indicating that it meets Impact Rated Protector test
requirements.

e [f the finished product meets the General Purpose Protector
requirements, the lab is no longer required to attach a hangtag
stating, “This eyewear meets the Basic Impact Requirements...”

Other Lens Enhancements

If your patient selects a lens enhancement that is covered with copay, . charge your patients the amount listed on the VSP Signature Plan Lens Enhancements Chart

or your U&C, whichever is lower. Check the Patient Record Report.Examples of lens enhancements for patients:

Anti-reflective coating Tints (Solid or Gradient)

UV coatings Oversize lenses

Blended lenses Polycarbonate lenses

Progressive lenses Frames that exceed the frame allowance

Non-covered Items



The items below aren’t a benefit under the Safety EyeCare plan and VSP will deny the claim if submitted for reimbursement:

» Contact lenses

» Everyday eyewear instead of safety materials

» Materials obtained from a non-VSP doctor, unless the group has out-of-network coverage
» Plano (non-prescription) lenses (unless otherwise indicated)

» Rimless mounting

Frames

After determining patient eligibility and lens needs, have your patient choose a frame from your safety selection or the ProTec Eyewear® online catalog. ProTec
Eyewear offers ANSI Z87-2 certified frames in a variety of styles and colors, including Titanium and wrap-around. If your practice carries ProTec Eyewear, please note

that the frames in the kit are for display purposes only. All ProTec Eyewear should be ordered through a participating lab and will be supplied by the labs.

Side shields and a frame case are included with ProTec Eyewear frames at no additional cost. If a client requires permanent side shields, a comment on the Patient

Record Report will indicate the requirement.

Under the Safety EyeCare plan, patients can choose a frame with detachable or permanent side shields. If the frame and shields are priced separately, add the cost
of the shields to the cost of the frame to determine the total cost. Depending upon the patient’s frame allowance, ProTec Eyewear frames may not be fully covered
under the VSP Safety EyeCare Plan. Refer to the Patient Record Report for more information on the patient’s frame allowance. Overages should be determined using
the VSP Signature Plan frame overage policy

Note:

If a patient with or without the VSP Safety Eyecare Plan is interested in a frame from the ProTec Eyewear kit, you'll need the wholesale cost of the frame. To obtain

wholesale costs please see the Frame Data® Price Book, available through Jobson, or contact the manufacturer directly for the list price.

Uvex by Honeywell (formerly Titmus) at 800.446.1802
OnGuard (Hilco) at 800.955.6544
Wiley X, Inc. at 800.776.7842*

*If a patient that does not have the ProTec Safety Plan, is interested in a Wiley X, Inc. frame, you must contact Wiley X directly. Wiley X requires an account to be set
up to sell their frames outside of the ProTec Safety Plan.

All safety orders must be sent to a participating lab:

VSPOne Columbus
800.251.5150
2605 Rohr Road, Lockebourne, OH 43137

VSPOne Sacramento
800.952.5518
151 Blue Ravine Rd., Folsom, CA 95630

Paper claim practices: You must order lab-supplied materials from one of the participating labs listed above.

Emergency

In emergencies, you can use any lab capable of producing ANSI certified safety eyewear (see the National Contract Lab List); choose lab 100 when billing on eClaim.
Use one of the following comments when indicating emergency status:

» Patient's safety glasses are lost, stolen, or broken and he or she doesn't own a back-up pair.

» Patient needs safety glasses to work or drive and is unable to see well enough to do so and doesn't have a back-up pair of safety glasses.
» Patient’s safety and well-being will be jeopardized without the immediate delivery of his or her prescription safety eyewear.

Supplemental Safety EyeCare Exams

The level of eye exam or the evaluation and management service that you provide depends on the location and the time elapsed since the patient’s last routine eye

exam:

Same day No reimbursement

1 day or more 65% of the doctor's comprehensive exam fee when supplemental exam is billed*




When possible, perform your supplemental and comprehensive or intermediate exams in the same visit.

*If you choose to use 920XX codes to bill your WellVision Exams, please remember to bill refraction (92015) separately for accurate reimbursement.
Stand-Alone Safety EyeCare Plan Exams

Exams for Stand-Alone Safety EyeCare Plans are reimbursed at your Signature Plan comprehensive or intermediate exam payable fee.

Dispensing Fees

Supplemental Safety EyeCare Plans have a lens dispensing fee only. The lens dispensing is reimbursed at a flat rate of $25.

Stand-alone Safety Eyecare Plans have a lens and frame-dispensing fee that is also reimbursed at a flat rate. Both lens and frame dispensing are reimbursed at $25
each.

See Services Subject to Review/Audit for information regarding material record keeping requirements.
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LightCare™ Enhancement

Eligible members can use the LightCare enhancement for plano (non-prescription), ready-made sunglasses or blue light filtering glasses instead of contact lenses or

prescription glasses, exhausting both their lens and frame eligibility.
Eligible members will be indicated with the following comment on the Patient Record Report:
Note:

Members may receive plano (non-prescription) ready-made sunglasses or plano blue light filtering glasses instead of prescription glasses. This will exhaust both lens

and frame benefits.
Frames

Coverage includes any ready-made, doctor-supplied plano sunglasses or plano blue light filtering glasses. Apply the patient's retail frame allowance to the cost of the
complete pair (lens and frame). Deduct 20% from any amount over their retail allowance. Sunglasses can be ordered if not available at the time of the member’s visit.
If you do not supply an inventory of ready-made blue light glasses, you can refer patient to Eyeconic. The $20 and $40 Marchon/Altair frame promotions apply to

LightCare.

Lenses

To cover the lenses, the patient must select the lenses included in the frame with no additional enhancements or coatings.

When submitting claims for non-prescription sunglasses or blue light filtering glasses on eClaim, indicate the order as a “frame only” order.

A diagnosis code is required for claim submission. For frame-only claim submission, use Z46.0 (Encounter for fitting and adjustment of spectacles and contact lenses)

or other relevant diagnosis code(s), as appropriate. Including a diagnosis code will ensure correct claims processing.

For all eligible LightCare Plan Enhancement claims, you'll be reimbursed both your frame dispensing fee and a frame material fee (up to the patient's wholesale/retail

frame allowance).

See Services Subject to Review/Audit for information regarding material record keeping requirements.
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Computer VisionCareSM Plan

Computer VisionCare services are usually provided at the same time as your patient's routine eye exam to treat Computer Vision Syndrome (CVS). There are two

Computer VisionCare plans: Supplemental Computer VisionCare and Computer VisionCare Only.
Coordination of Benefits
There's no coordination of benefits for services provided under the Computer VisionCare Plan.

Computer VisionCare patients should complete a questionnaire about their work environments and viewing distance from the computer before the exam. A
sample Computer VisionCare Questionnaire can be found in the Patient Education section in the Forms Library area
under Administration on VSPOnline on eyefinity.com. Keep a copy of the questionnaire or the information in your patient’s record.

Supplemental Computer VisionCare patients are eligible for a supplemental exam to determine computer vision requirements in addition to the tests listed below.
Computer VisionCare Only: Patients receive a comprehensive exam and the tests listed below.

Additional Tests and Records

In addition to services provided under the VSP Signature Plan®, include the following tests and records with the Computer VisionCare eye exam:

» history, including viewing distances, lighting, viewing angles, and symptoms

» vision assessment (at least two of the following):

» Function (at least two of the following):

» determination at computer viewing distance eye discussion, when indicated (only during initial visit; no coverage for ongoing treatment)
» testing as indicated, to support the diagnosis

» Near point of convergence test

» Cover test or heterophoria test at the near working distance of the computer monitor
» Fusion quality (assessment of fusion ranges when indicated)

» Facility of accommodation

» Amplitude of accommodation

» Plus and minus lenses to blur at the computer monitor working distance

Treatment requirements

» if computer glasses are indicated

» prescription, if indicated

» regarding the visual environment and workstation
» eye discussion, when indicated

» therapy, when indicated

Patients qualify for Computer VisionCare materials only if they have one of the following diagnoses. Claims require at least one of the following diagnosis codes.

Presbyopia H52.4
Hyperopia H52.01, H52.02, H52.03
Disorder of Accommodation H52.511, H52.512, H52.513

H52.521, H52.522, H52.523
H52.531, H52.532, H52.533

Heterophoria H50.50, H50.51, H50.52, H50.53, H50.54, H50.55

Astigmatism H52.201, H52.202, H52.203
H52.211, H52.212, H52.213
H52.221, H52.222, H52.223

Disorder of Convergence H51.0, H51.11, H51.12, H51.21, H51.22, H51.23, H51.8

Lenses

Under both plans, patients are eligible for covered lenses and a wholesale/retail frame allowance. Value-Added benefits don't apply. Materials prescribed are

for computer use only.



Spectacle lens coverage includes:

» prescription of +0.50 diopters or greater required for lenses.

» vision, bifocal, and trifocal specifically designed for working at a computer glass/plastic.
» Variable Focus lenses (VSP lens enhancement code IA or IL) are covered

Note:

Although rare, some clients may choose to cover all progressives. Check the patient record report for coverage details.

» sizes up to and including 60 mm.
» prescription for supplemental Computer VisionCare materials must differ by +0.50 diopters or greater at any distance from the patient’s everyday eyewear.

Note:

Recognizing the advances in lens technologies, digital lenses with a built in “bump” lens attribute (minimum +0.50 diopter ADD power) offered for computer use but

not for a patient's everyday use, may be used to satisfy the +0.50 diopters prescription difference.

» |, Il or Rose tints, up to 20% absorption level.

Frame

Most VSP plans provide a blended wholesale/retail allowance toward the purchase of a new frame. Patients may also use a serviceable existing frame. If the member
chooses a frame with a cost that exceeds both the wholesale and retail allowances, deduct 20% from the retail overage

Other Lens Enhancements

If your patient selects a lens enhancement that is covered with copay, charge your patient according to the VSP Signature Plan Lens Enhancements Chart or your

U&C, whichever is lower. Examples of lens enhancements patients can choose:

e Blended lenses e Oversize lenses

e Polycarbonate e Non-pink or non-rose tints, up to 20% absorption level
e Mid or Hi-Index e Scratch resistant coating

e UV coating e Edge treatment

¢ Anti-reflective coating

Non-covered Materials

The following items aren’t benefits under the Computer VisionCare Plan. Clients may make exceptions to this list. Please check the Patient Record Report for
coverage. If these items are provided, the lenses and frame will be denied.

e Blended lenses e Oversize lenses

e Polycarbonate e Non-pink or non-rose tints, up to 20% absorption level
e Mid or Hi-Index e Scratch resistant coating

e UV coating e Edge treatment

e Anti-reflective coating

» VSP contract labs.

» orders through eClaim at eyefinity.com.

» redos, please check the First-Time Doctor Redos policy in Dispensing and Patient Lens Enhancements section.
» can use non-contract labs in emergency situations only.

» in-office lens enhancements are acceptable if they follow Computer VisionCare guidelines for tints. See Doctor In-Office Lens Enhancements for details.



Claims submitted under the Computer VisionCare Plan must meet the following criteria:

» materials prescribed are for computer use only.

» include at least one of the diagnoses listed above

» prescription for Computer VisionCare materials must differ by more than +0.50 diopters from your patient's everyday eyewear
» patient can't get Computer VisionCare glasses that are the same as everyday eyewear.

VSP will verify that Computer VisionCare glasses meet all requirements. Paid materials claims that don't meet the above criteria may be reversed. You may not bill

your patients for claims that are reversed.
If your patient can't adjust to occupational progressive lens, benefits won't be reinstated. Payment becomes a private transaction between you and your patient.
Claim Reimbursement

Supplemental Computer VisionCare: When your patient has Supplemental Computer VisionCare coverage, use their routine benefit for the eye exam and the

Computer VisionCare coverage for supplemental Computer Vision Syndrome testing.

Please refer to the chart below to determine your reimbursement:

Same day 30% of comprehensive exam payable fee*

1 day or more 65% of comprehensive exam payable fee*

When possible, perform your supplemental and comprehensive or intermediate exams in the same visit.

*If you choose to use 920XX codes to bill your WellVision Exams, please remember to bill refraction (92015) separately for accurate reimbursement.
Computer VisionCare Only: We'll reimburse you for exams at your VSP Signature Plan comprehensive or intermediate exam payable fee.

Computer VisionCare-related vision therapy provides evaluations and orthopic and/or pleoptic sessions for patients with one of the following conditions:

» insufficiency— H51.11
» insufficiency— H52.521, H52.522, H52.523
» spasm— H52.531, H52.532, H52.533

Computer VisionCare-related vision therapy provides evaluations and orthopic and/or pleoptic sessions for patients with one of the following conditions:

» insufficiency—378.83
» insufficiency—367.50
» spasm—367.53

If your patient meets the benefit criteria above and is eligible for Computer VisionCare-related vision therapy, please refer to the Vision Therapy section of this

manual for billing instructions.
Coverage:

» will pay up to a maximum of $200.

» $200 allowance includes any supplemental testing. VSP does not provide coverage for supplemental testing without treatment.
» patient is responsible for additional therapy above the $200 allowance.

» additional copay is required.

See Services Subject to Review/Audit for information regarding material record keeping requirements.
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VSP EasyOptions

VSP EasyOptions is an enhancement to the VSP Signature and Choice, Enhanced Advantage and Advantage plans that enables doctors and patients to customize VSP

materials coverage to meet the patient’s lifestyle and visual needs.

Obtain eligibility on eyefinity.com or by calling VSP at 800.615.1883.

When retrieving an authorization, an alert box will appear on eyefinity.com and the VSP Patient Record Report will show VSP EasyOptions under Plan Details.
The VSP EasyOptions enhancement does not affect exam coverage. Refer to the VSP Patient Record Report for exam coverage information.

Potential materials coverage upgrades with VSP EasyOptions vary by client, and are shown on the VSP Patient Record Report. Patients are eligible to pick one (1)

upgrade from the selection. Example upgrades include but are not limited to:

» Fully covered progressive lenses, or

» Fully covered photochromic lenses, or
» Fully covered anti-reflective coating, or
» Increased frame allowance, or

» Increased contact lens allowance

Assist the patient with frame and lens selection as normal, and then determine which upgrade provides the best value for the patient. Charge the patient for the

other choices/upgrades as normal for their plan.
Note:
If the client already covers Standard Progressive under the base plan, then only Premium and Custom Progressives are available under EasyOptions.

You'll be reimbursed for exam and materials according to the patient’s Signature or Choice Plan coverage as normal. The best value for the patient will be calculated
upon claim submission, and this selection will show on your VSP Explanation of Payment as “EasyOptions—[name] Upgrade.” Other upgrades will show as

“EasyOptions—No Upgrade.”

Some clients may also have an additional $50 frame allowance upgrade for Marchon/Altair frames. You will see this upgrade on the VSP Patient Record Report under

Plan Details.

See Services Subject to Review/Audit for information regarding material record keeping requirements.
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Repair/Replace Benefits

Repair/Replace Benefits cover materials your patients get when they're not eligible for materials under their core plan. Refer to the Patient Record Report to
determine if the patient is eligible for repair or replacement coverage. Patients are eligible if their spectacle lenses or frames are broken or damaged and need repair

or replacement.
It also covers materials your patients receive when they're not eligible for materials under the core plan and they can no longer use their glasses.

Patients covered under this additional benefit may be entitled to eyeglass lens and frame repair. Frame repair includes temples only, front only, hinge, and

miscellaneous repairs. The Repair Benefit may also include replacement of a complete frame and/or basic lens.

» Patients need to bring the glasses to you before obtaining an authorization.
» You'll determine if glasses can be repaired. If they can't, replacement may be covered.

Exams aren't New lenses are allowed if: Replacement parts are covered if:
covered. e repair or replacement for single vision or multifocal lenses will be o frame temples, front, and/or hinges are damaged beyond
approved if the doctor determines the glasses can't be repaired; repair;
o the benefit is limited to the patient’s core plan lens coverage. o the benefit is limited to the patient's core plan wholesale

] ) ) frame allowance.
Note: Contact lens repair or replacement isn't covered under this plan.

Replacement of the complete frame is covered if:

e frame is damaged beyond repair or the cost of repairing the
parts exceeds the cost of replacement;

o the benefit will be limited to the patient's core plan
wholesale/retail frame allowance

Inform your patients that they must pay for services and/or materials provided if they:

» Aren't eligible for the services/materials requested;
» Have Repair/Replace benefits but don't meet the criteria for repair or replacement services/materials.

Contact VSP at 800.615.1883 to obtain an authorization for repair/replace benefits.
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VSP Elements Program®

VSP Elements is a covered-in-full program that supports the pediatric vision essential health benefit under the Affordable Care Act (ACA). Featuring Otis & Piper™

Eyewear, VSP Elements offers a covered-in-full annual eye exam and quality eyewear from a collection of frames designed specifically for children.

VSP Elements can be offered to patients with a Signature, Choice, or Advantage Plan. Only participating Choice Network doctors can provide services to VSP Elements

patients with the Choice Plan. Only participating Advantage Network doctors can provide services to VSP Elements patients with the Advantage Plan.

Refer to the Patient Record Report to determine which Plan type the patient has. For Cigna Vision Patients, refer to the Cigna Quick Reference Chart on VSPOnline at

eyefinity.com.

Copays

Copay information is provided on the Patient Record Report when you obtain an authorization.
Exam Coverage

Covered comprehensive eye exams are generally available to patients once every 12 months on a calendar year basis. Other exam frequencies can also be

accommodated. Refer to the Patient Record Report for specific coverage details.
Materials Coverage

VSP Elements coverage is for children typically age 0 to 19 and includes covered prescription lenses and a frame. Covered-in-full frames are available from the Otis &
Piper Eyewear Collection. Patients can select a non-Otis & Piper frame, but it will not be covered (see Out-of-Kit Frames below). Contact lenses in lieu of eyeglasses
are also covered with a minimum three-month’s supply for varying modalities (see Contact Lenses below). Please review your patient’s coverage before providing

materials.
Patients are also eligible for savings on additional services and materials (see Value-Added Benefits below).
Lenses

Single vision, bifocal, trifocal, or lenticular lenses in polycarbonate, plastic or glass are covered, as well as UV protection and scratch-resistant coatings. You receive a

combined $25 lens and frame dispensing fee for covered lenses.

All orders for VSP Elements patients must be fulfilled at VSPOne™ Columbus.
Note:

VSP only covers lenses that meet the minimum prescription criteria.

VSP's minimum prescription criteria:

The combined power in any meridian is £0.50 diopters or greater in at least one eye or one of the following exceptions occurs:
—Necessary prism of 0.50 diopters or greater in at least one eye

—Anisometropia is 0.50 diopters or greater in at least one eye

—Cylinder power is +0.50 diopters or greater in at least one eye
Lens Enhancements

In addition to polycarbonate, UV protection and scratch-resistant coatings, some clients may also cover the following tints. Refer to the Patient Record Report for

specific coverage details.

» Photochromic lenses
» Solid and gradient tints

If the patient chooses a lens enhancement not covered by the plan, charge the patient according to the appropriate Lens Enhancements Charts (Signature, Choice,

or Advantage) depending on the network selected as indicated on the Patient Record Report.
Covered Frames

Frames from the Otis & Piper Eyewear Collection are covered for patients and will be lab supplied through VSPOne Columbus. You will receive a combined $25 lens

and frame dispensing fee.
To ensure correct claims processing, enter $0.00 for both wholesale and retail amounts and choose lab supplied frame option.
To request an Otis & Piper frame kit, contact Altair® at 800.505.5557.

Frame Warranty:



An unlimited warranty is included with the frame.
Out-of-Kit Frames

Elective Frame

A patient has the option of providing their own frame or purchasing a non-Otis & Piper frame from you at 80% of U&C. If the patient purchases a non-Otis & Piper
frame, it would be a private transaction and the frame will not be covered by VSP. You'll still receive a combined $25 dispensing fee for the lens and frame, regardless
of the frame brand selected. The benefit for lenses and a frame will be exhausted for the patient’s eligibility period. An out-of-kit frame selected due to cosmetic

reasons, such as style, color and/or design are not covered and a private transaction at 80% of U&C.
Lenses, as outlined in the lens section, will still be covered under VSP Elements.
Medically Necessary Frame:

Out-of-kit frames are allowed and covered if medically necessary due to frame material allergies and/or the appropriate eye size is unavailable within the kit
selection. For Signature and Choice plans, you receive your dispensing for lenses and frame, plus the wholesale cost. Advantage frames are reimbursed up to 55% of

your billed amount.

Use a KX modifier to indicate medical necessity and be sure to complete the frame section and provide your wholesale frame cost. Document the reason for medical

necessity in the patient’s chart for audit purposes.
Contact Lenses
Elective Contact Lenses

VSP Elements provides coverage for contact lens services and materials in lieu of prescription glasses with a minimum three-month'’s supply (limited to two boxes of

lenses) for the following modalities:

» Standard (one pair annually) - 1 contact lens per eye (total 2 lenses)

» Monthly (six-month supply) - 6 lenses per eye (total 12 lenses/2 boxes)

» Bi-weekly (three-month supply) - 6 lenses per eye (total 12 lenses/2 boxes)
» Dailies (three-month supply) - 90 lenses per eye (total 180 lenses/2 boxes)

To qualify, patients must first be eligible for contact lenses and meet the minimum prescription requirement. Refer to the Patient Record Report for the patient's
specific type of coverage. The contact lens exam (fitting and evaluation) is covered in full. Providers will be reimbursed 85% of their U&C fees for the contact lens

exam, and 100% for materials up to the quantity allowed.

Standard contact lens coverage exclusions apply, including corneal refractive therapy, orthokeratology, contact lenses for myopia management, plano, and

replacement of lost or damaged lenses.
When submitting a paper claim, please indicate the contact lens modality and number of boxes in Box 19 on the CMS-1500 claim form.

*Washington State Requirement

Washington state regulation (WAC 284-43-5782) requires pediatric vision services to cover a calendar year's equivalent of contact lenses for any modality dispensed.
To maximize your patient’s benefit, dispensing an annual supply of contact lenses at one time is required. Refer to the Contact Lens Benefits section in the VSP
Manual for more information on Covered Contact Lenses.

Note:

Contact lens exam services are also known as the contact lens fitting and evaluation, or F&E. These services are separate from the WellVision Exam and should be
dispensed only to patients who wear or want to wear contact lenses and specifically request a contact lens exam.

Visually Necessary Contact Lenses

We'll cover contacts in full for patients meeting the established necessary contact lens benefit criteria if those patients are eligible for materials on the date of service.
Refer to the Visually Necessary Contact Lenses section in the VSP Manual for more information.

Don't balance bill your patient. Apply material (spectacle lenses and frame) copays for necessary contact lenses, unless otherwise specified.
Visually necessary contact lenses aren't typically covered for patients who've received any elective cosmetic surgery, such as LASIK, PRK, or RK.
Note:

For Visually Necessary Contact Lenses and Covered Contact Lenses, VSP will only cover an annual supply of materials based on the manufacturer's replacement

schedule.



Use of private labs or In-Office Finishing equipment is not permitted for VSP Elements patients. All orders must be submitted to VSPOne Columbus, regardless of
frame brand selected.

Some VSP Elements clients provide this coverage. Low vision evaluations and aids are covered for eligible enrollees. Pre-service verification is required. Submit a Low

Vision Verification Form.

A low vision evaluation is covered for members who present with moderate, severe, or profound visual impairment. A low vision evaluation includes, but is not
limited to, a detailed case history, effectiveness of any low vision aids in use, visual acuity in each eye with best spectacle correction, steadiness of fixation,
assessment of aids required for distance vision and near vision, evaluation of any supplemental aids, evaluation of therapeutic filters, development of treatment,
counseling of patient, and advice to patient’s family (if appropriate).

Note:

The diagnosis code describes the level of visual impairment in each eye. The AMA defines the level of visual impairment using best corrected visual acuity (BCVA)
and/or visual field limitation. For example, severe visual impairment ranges are BCVA from 20/200 to 20/400, or visual field of 20 degrees or less, whichever is worse.

Profound visual impairment ranges are BCVA 20/500 to 20/1000, or visual field of 10 degrees or less. VSP follows these guidelines for low vision coverage.
Low Vision Evaluation and Aids Coverage

We'll cover an annual low vision evaluation and aids if your patient’s best corrected visual acuity is 20/70 or worse in at least one eye, or if there is a visual field of 20

degrees or less, or a hemianopsia. The request and claim should contain the correct low vision diagnosis code(s).

Don't use the low vision c