
(Includes Refraction)

Standard Contact Lens Fitting

Custom Contact Lens Fitting

Up to

(Materials copay applies to frame or spectacle lenses, if applicable.)

(Up to 20% discount above frame allowance.)

allowance Up to

Single Vision 

Bifocal 

Trifocal 

Lenticular

Up to 

Up to

Up to

Up to

(in lieu of frame and spectacle lenses)

Elective 
(10% discount on amount exceeding allowance)

Medically Necessary Covered in full

Up to

Up to

Provider discount up to 25%

Once every

Once every

Once every

*

Prior authorization is required for medically necessary contacts.

Monday through Friday, 7 a.m. to 8 p.m. (EST) at 800-828-9341 to receive a listing of providers in your area.

*At participating Walmart/Sam's locations, retail pricing for your plan is          .  At participating Costco locations, retail pricing is   .

1/1/2025

10771-1517 

150150BZ1L2

North East Independent School District

Covered in full after $10 copay $45

Up to $50 member out-of-pocket maximum N/A
Up to $75 member out-of-pocket maximum N/A
$0 copay

$150 $50

Covered in full after $0 copay $40
Covered in full after $0 copay $60
Covered in full after $0 copay $80
Covered in full after $0 copay $80

Level 2 Option Package

Covered in full Up to $10

$17 N/A

$15 N/A

$17 N/A

$45 N/A

$75 Up to $50

$110 Up to $50

$50 allowance + up to 20% discount Up to $50

$70/$80 N/A

$75 N/A

$40 N/A

$150 allowance $130

$250

Onetime/lifetime $150 allowance Onetime/lifetime $150 
allowance

12 months

12 months

24 months

Monthly Rates

Employee Only $6.70

Employee + Spouse $11.72

Employee + Child(ren) $14.60

Employee + Family $17.40

Underwritten by: Fidelity Security 
Life Insurance Company, Kansas City, 
MO 

Policy #: VC-16, Form M-9059

$82 $84.99

855-214-6777



administrator, or by visiting www.avesis.com.

Limitations: 

This plan is designed to cover eye examinations and corrective eyewear. It is also designed to cover visual needs rather than cosmetic options. Should 

Exclusions: 

1) Orthoptics or vision training;

2) Subnormal vision aids and any supplemental testing, aniseikonic lenses;

3) Plano (non-prescription) lenses, sunglasses;

4) Two pair of glasses in lieu of bifocal lenses;

5) Any medical or surgical treatment of eye or supporting structures;

6) Replacement of lost or broken lenses, contact lenses or frames, except when the member is normally eligible for services;

7) Any eye examination or corrective eyewear required by an employer as a condition of employment and safety eyewear;

Federal, State, or subdivision thereof.

2) Medical or surgical procedures, services, or treatments:

a.

b. provided free of charge in the absence of insurance

c.

d. payable under governmental plan or program, whether Federal, state, or subdivisions thereof.

The contact lens allowance may be used all at once or throughout the plan year as needed or may be applied toward contact lenses only. Refractive

not required for services.

015


