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Your vision benefits

The Vision Care Plan (the Plan) is designed to provide you and your family with comprehensive vision
care coverage. The Plan includes:
• Coverage that encourages regular exams and helps pay for vision care services and supplies when

needed.

• The freedom to use any licensed vision care provider you choose for the Plan. However, if eligible
under the Video Display Terminal (VDT) User Eye Care Program, you must use an in-network vision
care provider to receive benefits – see below.

• The opportunity to reduce your share of expenses by using in-network vision care providers.

• Automatic participation for you in the VDT user eye care program if you use a VDT as part of your
normal work activities.

About this SPD
This document is the summary plan description (SPD) for the Verizon Vision Care Plan for New York
and New England Associates, including the VDT User Eye Care Program. The Plan is subject to federal
law under the Employee Retirement Income Security Act of 1974 (ERISA) and its subsequent
amendments. This document meets ERISA’s requirements for an SPD and is based on Plan provisions
and bargained-for changes updated as of January 1, 2017 and replaces all previous SPDs and other
descriptions of the benefits provided by the Plan. This SPD is a summary of this Plan.

References in this SPD to the “Plan” or the “Vision Plan” refer to the Verizon Vision Care Plan for New
York and New England Associates, including the VDT User Eye Care Program.

Every effort has been made to ensure the accuracy of the information included in this SPD. Copies of
Plan documents are available by contacting the Plan administrator in writing at the address provided
in the “Additional information” section.

This SPD is divided into the following major sections:
• Participating in the Plan. This section explains your eligibility, eligibility for your dependents and

when eligibility ends.

• Overview of Your Vision Coverage. This section describes the vision coverage available to you.
Refer to it when you need information about your coverage and benefits.

• Continuing Coverage If Eligibility Ends. In some cases, you and/or your dependents can continue
coverage even after eligibility for the Plan ends.

• What Is Not Covered. This section lists services and supplies not covered under the Plan.

• How to File a Claim. This section provides information on when you need to file a claim to receive
benefits.

• Additional Information. This section provides additional details about the Plan.

• Administrative Information. This section provides administrative provisions of the Plan and your
legal rights.
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• Terms to know. Certain terms used in this SPD are defined in the "Terms to know" section.

IMPORTANT:
Verizon and its claims and appeals administrators have the discretionary authority to interpret the
terms of the Plan and this SPD and determine your eligibility for benefits under their terms.

Verizon Benefits Center
The Verizon Benefits Center offers a website called BenefitsConnection where you’ll find tools to help
youmanage your benefits. You can access BenefitsConnection on the “About You” page on the Verizon
eWeb or on the Internet at www.verizon.com/benefitsconnection.

The website makes finding information fast and easy as it guides you through your benefits transactions,
including enrollment. In addition to enrolling on the site, you can:
• Link to other provider sites.

• Review details about your health care and insurance plans.

• Verify your Verizon elections that are on file at the Verizon Benefits Center.

• Select and update your beneficiary designations.

• Change your BenefitsConnection password.

• Give yourself a helpful “hint” in case you forget your password.

Verizon Benefits Center representatives are available should you have questions about your benefits.
To reach the Verizon Benefits Center by telephone, call 1-855-4VzBens (1-855-489-2367). Via this
toll-free telephone number, you also can connect with other Verizon benefit providers.

Changes to the Plan
While Verizon expects to continue the Plan indefinitely, Verizon also reserves the right to amend,
modify, suspend or terminate the Plan at any time, at its discretion, with or without advance notice to
participants, subject to any duty to bargain collectively. The Plan may be amended by publication of
any SPD, summary of material modification, enrollment materials or other communication relating to
the Plan, as approved by Verizon.

Decisions regarding changes to, or termination of, benefits are made at the highest levels of
management. Verizon employees below those levels do not know whether the Company will adopt
any particular change and are not in a position to speculate about such changes. Unless and until
changes formally are adopted and officially are announced, no one is authorized to assure that any
particular change will or will not occur.
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Participating in the Plan

Eligibility
You are eligible for Plan coverage if you are employed by a Verizon participating company (see the
“Additional information” section) and are a regular full-time, part-time or eligible temporary or job-sharing
New York or New England associate whose employment is covered by a collective bargaining agreement
that provides for participation in the Plan.

A temporary associate’s eligibility is governed by the applicable collective bargaining agreements.
“Associate,” as used throughout this SPD, includes any non-management employee.

“Net credited service” is defined by provisions of the Verizon Pension Plan for Associates (to the extent
that it covers New York and New England Associates).

You are not eligible to participate in the Plan if any one of the following applies:
• You are paid by a temporary staffing or placement agency or other vendor or third party.

• You are employed under the terms of a written agreement with the Company as an independent
contractor or consultant.

• You are paid through accounts payable instead of the payroll system.

NOTE:
If a court, the Internal Revenue Service (IRS) or any other enforcement authority or agency finds
that an independent contractor or leased employee should be treated as a regular employee of a
participating company, for example, for purposes of W-2 income reporting or tax withholding, such
individual is nonetheless expressly excluded from the definition of eligible employee and is expressly
ineligible for benefits under the Vision Care Plan for New York and New England Associates (including
the VDT User Eye Care Program).

VDT User Eye Care Program
You are immediately eligible to participate in the VDT User Eye Care Program if you use a VDT as part
of your normal work activities.

NOTE: There is no dependent coverage under this program.

Eligible dependents
Dependents must be enrolled through the BenefitsConnection website or the Verizon Benefits Center
to have coverage. You can enroll only your eligible class I dependents who meet the Plan’s definition
for eligibility.

Class I dependent eligibility requirements

RelationshipWho They Are

• Spouse• Your legal spouse (whether or not legally separated). (See the definition
of “spouse” in Terms to know for details.) • Child
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RelationshipWho They Are
• Your unmarried children until the end of the calendar year in which they

reach age 19, provided they receive more than 50% of their support from
• Full-Time Student
• Disabled Child

you. Children means children by birth, as well as legally adopted children
or children placed for adoption, stepchildren who live in your home and
children who live in your home and for whom you or your spouse is the
legal guardian.

• Your unmarried children (as defined above) from age 19 through the end
of the calendar year in which they reach age 25 and are full-time students
at an accredited educational institution, provided they receive more than
50% of their support from you. Coverage lasts until the end of the calendar
year in which they no longer qualify as full-time students or, if earlier, the
end of the calendar year in which they reach age 25.

• Your unmarried children (as defined above) of any age who are incapable
of self-support and dependent on you for support due to physical or
mental disability if the disability began before age 19 or before age 25
while a full-time student and the child was covered continuously under
the Plan.

• Your unmarried children (as defined above and including any age
requirements) who are alternate recipients under an approved qualified
medical child support order (QMCSO).

NOTE:
Class II dependents and sponsored children are not eligible for coverage under the Plan.

Verifying dependent eligibility
At the time you enroll your dependent or at any time, upon request, you may be asked to provide proof
of dependent status, such as:
• A marriage certificate.

• A birth certificate.

• Guardianship/adoption papers.

If you are unable to provide the required documentation, your dependent will not be covered. In addition,
you may be required to reimburse Verizon for any costs associated with covering an individual who is
not an eligible dependent and your, as well as your dependents’, coverage may be terminated.

Qualified Medical Child Support Order (QMCSO)
A QMCSO is a judgment from a state court or an order issued through an administrative process under
state law that requires you to provide coverage for a dependent child under Verizon’s health care plans,
including vision. The order is served on Verizon or its agent for service of legal process and reviewed
by the Verizon Benefits Center. You may obtain a copy of the QMCSO administrative procedures, free
of charge, from the Plan administrator (in care of the Verizon Benefits Center). In any case, if subject
to an order, you and each child will be notified about further procedures.
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State eligibility laws and the Employee Retirement Income Security Act of 1974 (ERISA)
States sometimes pass laws that require employee benefit plans to provide benefits and/or coverage
to individuals who otherwise are not eligible. For example, a state might require an employer to provide
coverage to an ex-spouse, a civil union spouse, or a child who exceeds the plan age requirements
who is not eligible for benefits under the Company medical plan.

The federal law known as ERISA supersedes state law. As a result, the Company generally only covers
the individuals outlined in this SPD.

If your spouse is a Verizon employee
For vision coverage, if your spouse is employed by Verizon or affiliates, the following rules apply:
• Children can be covered by one Verizon parent or the other, but not by both.

• You can be covered as an employee under this Plan or as a dependent under a Verizon- sponsored
vision plan, but not as both. To be covered as a dependent under another plan, you must choose
the “No Coverage” option under this Plan.

• Your spouse can be covered as an employee under this Plan or as a dependent under a
Verizon-sponsored vision plan, but not as both. To be covered as your dependent under this Plan,
your spouse must be eligible for and must choose the “No Coverage” option under his or her plan.
If he or she is not eligible to choose the “No Coverage” option under his or her plan, your spouse
cannot be covered under your plan.

Enrolling for coverage

Initial enrollment by newly hired associates
The following enrollment rules apply based on your work schedule:
• If you are a full-time associate, you are automatically enrolled in vision coverage. Your vision coverage

begins on your date of hire if you elect coverage within 31 days from your date of hire.

• If you are a part-time associate who is scheduled to work less than 25 hours a week who has been
employed continuously by the Company since December 31, 1980, you automatically were enrolled
for vision coverage when you became eligible. Your coverage began on the first day of the month
in which you completed three months of net credited service. A newly hired associate will have 31
days from the associate's date of hire to elect coverage.

• If you are a part-time associate scheduled to work less than 25 hours a week and have not been
employed continuously by the Company since December 31, 1980, and you want vision coverage,
you must enroll for it by accessing the BenefitsConnection website or through the Verizon Benefits
Center within 31 days from your date of hire and agree to pay the required cost by payroll deduction;
otherwise, you will not have coverage. If you enroll before the deadline shown on your enrollment
materials, your coverage takes effect on your date of hire.

• If you are changing from a management position to a full-time associate position, your coverage
automatically begins the first day of the month following the date your payroll changes for the change
in position. If you are changing to a part-time associate position for which you’re scheduled to work
less than 25 hours a week, you must enroll for coverage (as described in the “Changing your
elections” section).
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• If you change from a full-time associate to a part-time associate position, your coverage continues
and any applicable payroll deductions automatically begin as soon as administratively possible. You
also can drop coverage, due to your change in status, by calling the Verizon Benefits Center. See
the “Changing Your Elections” section for more information.

Regardless of your employment status, you must access the BenefitsConnection website or call the
Verizon Benefits Center to enroll any Class I Dependent you want included under your coverage. You
can choose coverage for yourself plus one dependent or for yourself plus two or more dependents.
You will need to provide each dependent’s name, date of birth and Social Security number. If you enroll
eligible dependents before the deadline shown on your enrollment materials, their coverage begins on
the same date as your coverage. Otherwise, coverage begins the first day of the month after you call
the Verizon Benefits Center and enroll them.

To enroll or make changes
Access the BenefitsConnection website or call the Verizon Benefits Center at 1-855-4Vz-Bens
(1-855-489-2367). The BenefitsConnection website is available 24 hours a day, seven days a week.
As a newly hired associate or if you change from a management position to an associate position, the
Verizon Benefits Center will send a letter advising you about your enrollment opportunity on the
BenefitsConnection website.

Changing your elections

Annual enrollment
Each year during the annual enrollment period, you will have an opportunity to change your elections.
Elections made during the annual enrollment period take effect on the following January 1 and remain
in effect through December 31 of that year, unless you change the election during the year due to a
qualified life event (or another permissible event described here).

Qualified life events
Between annual enrollment periods, you may be able to change your vision plan election and/or covered
dependents if you or a dependent has a qualified life event that affects eligibility for coverage. An
election change can be made due to a qualified life event if the election change is on account of and
corresponds with a qualified life event that affects eligibility for coverage under an employer’s plan.
(The change in elections must be consistent with the qualified life event.) Elections made due to a
qualified life event remain in effect until you make a change during an annual enrollment period or due
to another qualified life event.

You gain a new dependent
If you gain a new, eligible dependent throughmarriage, birth, adoption or placement for adoption,
that person automatically is covered under your vision coverage option for 90 days after the event. If
you want vision coverage to continue for the new dependent, you must call the Verizon Benefits Center
to enroll that dependent in the Plan; otherwise, coverage will end for that dependent after 90 days.

• Your election will take effect on the date that you gained the new dependent if you make your election
within 90 days of gaining the new dependent.

• Coverage will begin again for the new dependent on the first day of the month following your election,
if you make your election more than 90 days after the event.
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If you gain a new, eligible dependent as the result of a QMCSO, you can enroll that dependent in
the Plan by calling the Verizon Benefits Center. Your election will take effect on the date the QMCSO
is approved by the Verizon Benefits Center.

If you gain a new, eligible dependent as the result of an event other than those listed above –
for example, a dependent child age 23 starts attending school full-time after a period of ineligibility due
to age – you can enroll that dependent in the Plan by calling the Verizon Benefits Center. Your election
will take effect the first day of the month following your election.

Upon request, you will be required to provide proof of dependent eligibility.

You lose a dependent through death, legal separation, or divorce
If you lose a dependent through death, legal separation, or divorce , coverage for that dependent ends
on the last day of the month in which the event occurs. However, you must call the Verizon Benefits
Center to remove that dependent from your coverage.; otherwise, you will continue to pay any required
premiums and you will be responsible for any claims paid by the Plan. Further, your former dependent
may lose his or her COBRA rights. For more information on COBRA, see the “Continuing coverage if
eligibility ends” section.

A dependent loses eligibility
If a dependent loses eligibility for or ceases to be a dependent under the Plan in situations other than
those described above, the dependent’s coverage will continue until the end of the month in which the
event occurs that causes the dependent to lose eligibility. An exception occurs if the dependent is a
child who loses eligibility because he or she reaches an age limit for coverage. In this case, the child’s
coverage will continue until December 31 of the year in which the age limit is reached. However, if a
child reaches the age 25 limit and is a full-time student who graduates prior to December 31 of his or
her 25th year or no longer maintains his or her full-time status, his or her coverage will terminate on
the last day of the month in which he or she loses full-time student status.

When a dependent loses eligibility, you must call the Verizon Benefits Center before the dependent’s
coverage ends.

If you do not notify the Verizon Benefits Center, any claims incurred by your ineligible dependent will
become your financial responsibility. Furthermore, if you do not disenroll your dependent within 60
days of when he or she becomes ineligible, he or she will lose his or her right to purchase continued
health care coverage under COBRA. For more information on COBRA, see the “Continuing coverage
if eligibility ends” section.

Change of union affiliation
If you change jobs and it results in a change of union affiliation, your vision coverage automatically will
change to the coverage provided under your new union’s collective bargaining agreement.

Special enrollment rules
If you are a part-time associate who waived vision coverage for yourself and/or you are a part-time or
full-time associate who did not cover your spouse and eligible dependents because of other vision
insurance coverage, you may be able to enroll yourself or your dependents in the plan if you later lose
that other insurance due to:
• Loss of eligibility.

• Termination of employer contributions for such coverage (however, special enrollment is not available
if loss of coverage was due to your or your dependents’ failure to pay for such coverage).
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• Exhaustion of COBRA coverage.

If you enroll yourself or your dependents in the plan:
• Within 90 days of losing the other coverage, your or your dependents’ coverage will be effective

retroactive to the date of the event.

• After 90 days of losing the other coverage, your or your dependents’ coverage will be effective the
first day of the month following your enrollment.

If you gain a new dependent as a result of marriage, birth, adoption or placement for adoption, you
may be able to enroll yourself if you are a part-time associate; if you are a full-time or part-time associate,
you may be able to enroll your dependents.

If you enroll:
• Within 90 days of the event, your coverage will be effective retroactive to the date of the event.

• After 90 days following the event, your coverage will be effective the first day of the month following
your enrollment.

To request special enrollment or obtain more information, call the Verizon Benefits Center at
1-855-4VzBens (1-855-489-2367).
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Cost of coverage

The Company pays the full cost of vision coverage for you and your enrolled Class I Dependents if you
are as follows:
• A full-time associate working at least 25 hours a week.

• A part-time associate hired before January 1, 1981 and continuously employed by the Company
since that date.

If you are a regular part-time associate who has not been employed continuously since December 31,
1980 and are working at least 17 but less than 25 hours a week (and you are not a job-sharing associate
who qualifies as a full-time employee), Verizon will contribute 50 percent of the cost of coverage. In
order to have coverage, you must enroll and agree to pay the other 50 percent of the cost by payroll
deduction.

If you are a regular part-time associate who has not been employed continuously since December 31,
1980 and you work less than 17 hours a week (and you are not a job-sharing associate who qualifies
as a full-time employee), you can enroll for coverage if you call the Verizon Benefits Center and agree
to pay the full cost.

Note that all associate contributions are paid on an after-tax basis.

Most dependents are considered Internal Revenue Service (IRS) tax dependents. You are not taxed
on imputed income for IRS tax dependents.

If you cover a person who is not considered an IRS tax dependent, Verizon is required to report income
for you that reflects the value of the coverage for tax reporting purposes. This is known as imputed
income. You will receive a W -2 annually for the value of coverage for any dependent who is not an
IRS tax dependent.

Verizon assumes all dependents are IRS tax dependents. You must contact the Verizon Benefits Center
if you cover other dependents who are not IRS tax dependents.

VDT User Eye Care Program
If you are eligible for the VDT User Eye Care Program, the Company pays the full cost of your program
coverage if you use a VDT terminal; there is no cost to you.
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When participation ends

This section explains when participation in the Plan ends for you and your dependents.

Associate coverage: An associate’s coverage will end on the earliest date described below. You may be
able to continue coverage under COBRA. See the “Continuing coverage if eligibility ends" section.

In general, if you go on a leave of absence, your coverage continues in
accordance with Company guidelines and as collectively bargained.

Leaves of absence

The Company complies with the Family and Medical Leave Act of 1993
(FMLA). All leaves of absence qualifying under the FMLA will be

Leaves of absence under the
Family and Medical Leave Act

administered in accordance with the terms of the FMLA. Coverage may
be continued during approved leaves, as provided in Company policy and
as collectively bargained. Call the Verizon Benefits Center for details.

All military leaves of absence qualifying under the Uniformed Services
Employment and Reemployment Rights Act of 1994 (USERRA) will be
administered in accordance with the terms of USERRA.

Leaves of absence under the
Uniformed Services
Employment and
Reemployment Rights Act

Under a union leave of absence, coverage may be continued according
to your collective bargaining agreement.

Union leaves of absence

Under an anticipated disability, CNC or dependent care leave of absence,
Verizon will pay the amount it normally does for your coverage. If you

Anticipated disability leaves of
absence, care of newborn child

contribute to the cost of your vision coverage; however, you must continue(CNC) leaves of absence, and
making contributions during your leave. The Company will bill you monthly
for these charges.

dependent care leaves of
absence

Under an education or personal leave of absence, coverage for you and
your eligible dependents will end on the last day of the month in which
your leave begins.

Education leaves of absence or
personal leaves of absence

If your employment status changes from associate to management status,
coverage under the Plan will end on the last day of the month in which

Change in employment status

you become a manager of Verizon or an affiliate of Verizon. You will have
an opportunity to make an election into another plan.

If you are receiving long-term disability benefits, coverage under the plan
will end on the last day of the month in which you qualify to begin long-
term disability.

Long-term disability (LTD)

If you are a part-time associate enrolled for vision coverage and you cancel
coverage due to a qualified life event , your coverage will end on the last
day of the month in which you elect to cancel coverage.

Cancellation of coverage
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If you are a part-time associate enrolled for vision coverage and you are
required to make a payment, and it is not received on time, coverage will
end on the first day of the month for which it is not received.

Failure to submit payment (If
required)

Coverage under the Plan will end on the last day of the month in which
your employment ends for any reason not specified in this section.

End of employment

Although the Company does not intend to terminate the Plan, were the
plan to be terminated, all coverage would end on the date of termination.

Plan termination

Dependent coverage: A dependent’s coverage will end on the earliest date described below. Your
dependent may be able to continue coverage under COBRA. See the “Continuing coverage if eligibility
ends" section.

If the associate’s coverage ends for any reason except when the associate
dies, coverage for all dependents also will end at the same time.

Associate’s coverage ends

When the associate dies, coverage for all dependents will end on the last
day of the month in which the associate dies.

Associate dies

A dependent’s coverage will end on the earlier of either the date the
dependent is covered as an employee under any Company-sponsored

Dependent ceases to meet
the class I eligibility
requirements vision plan or the last day of the month in which the dependent no longer

qualifies as a dependent under the plan, subject to the following:
• Coverage for your spouse ends on the last day of the month in which

he or she becomes legally separated or divorced from you.
• Coverage for a child ends on the last day of the calendar year in which

he or she reaches age 19 (if not a full-time student) or the last day of
the month in which the child is married, if earlier.

• Coverage for a stepchild ends on the last day of the month in which
he or she no longer lives with you or otherwise fails to meet the
definition of an eligible dependent.

• Coverage for a full-time student ends on the earlier of the last day of
the calendar year in which the student reaches age 25 or the last day
of the calendar year in which he or she no longer qualifies as a full-time
student because he or she reduces his or her course load to a level
below full time as defined by the educational institution, graduates or
otherwise leaves school for reasons other than illness, injury or school
vacations.

• Coverage for a disabled child ends on the last day of the month in
which he or she no longer meets the definition of a disabled child.

• Coverage for a child under a QMCSO ends on the date the associate
no longer is required to provide coverage for this child or, if earlier, the
date the child no longer would be eligible for coverage.
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VDT User Eye Care Program
In addition to the rules listed above, the following rules apply when your VDT User Eye Care Program
ends:
• Coverage under the program will end when you no longer use a VDT as part of your normal work

activities.

• You no longer can use the VDT benefit when you are on a leave of absence (including an FMLA
Leave of Absence). VDT benefit coverage automatically will resume when you return to work from
your leave of absence.

Notify the Verizon Benefits Center if a dependent is ineligible
It is your responsibility to notify the Verizon Benefits Center within 90 days if your dependents no longer
meet eligibility requirements. Otherwise, any claims incurred by an ineligible dependent become your
financial responsibility. Furthermore, if you do not disenroll your dependents within 90 days of when
they become ineligible, they will lose the right to purchase continued health care benefits under COBRA.

Periodically, you may be asked to provide proof of your dependents’ eligibility. If such proof is not
provided, those dependents will lose their eligibility for the Plan, effective retroactively as of the date
determined by the Plan administrator. The Company may require that you reimburse the amount of
any claims paid by the Plan on behalf of an ineligible dependent.

Continuation of coverage under COBRA
In some instances, a person whose eligibility for coverage under this Plan ends still may be able to
continue coverage in accordance with the Consolidated Omnibus Budget Reconciliation Act of 1985
(COBRA) and its subsequent amendments. See the “Continuing coverage if eligibility ends” section
for more information.
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Overview of your vision coverage

The Plan provides comprehensive coverage to meet your vision care needs. The Plan includes a
network of vision care providers who have agreed to charge discounted fees for their services.

The VDT User Eye Care Program covers certain expenses at 100 percent when you use an in- network
provider who participates in the VDT User Eye Care Program. There is no coverage if services are
received from an out-of-network provider.

Vision Care Plan
When you need care, you can visit any vision care provider. The same expenses are covered whether
or not you use an in-network provider. However, when you use a vision care provider in the network,
exams are covered in full and your out-of-pocket expenses, either for glasses or contacts, generally
will be lower. If you receive covered services outside the network, you will be charged non-discounted
fees, which means your share of expenses after the Plan pays a benefit could be higher.

The chart below illustrates your choices under the Plan.

Whenever you need care, you choose to...

▼▼

Visit an out-of-network, licensed vision care providerOrVisit an in-network vision care provider

▼▼

You submit a claim form to Davis Vision, Inc.Provider obtains authorization and submits a
paperless claim

▼▼

You are charged non-discounted feesYou are charged nothing or discounted fees

A list of in-network vision care providers can be obtained by calling your claims administrator at the
telephone number listed on your Vision Plan ID card. The claims administrator also has a website
where you can get information about in-network vision care providers online.

How benefits are determined
Eye exams are available once every 12 months, while frames and lenses are available once every 24
months from either an in-network provider or an out-of-network provider. The 12- or 24-month period
begins on the date of your vision exam or the date lenses and frames or contact lenses are ordered,
as applicable. You will receive coverage up to the maximum benefit for the same expenses regardless
of the vision care provider you use. However, your share of expenses generally will be less when you
use in network providers because you will be charged discounted fees. These fees are negotiated by
the administrator and usually are less than fees charged by out-of-network providers.
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• If you receive covered services from an in-network provider, your exam will be covered in full and
one pair of glasses or contact lenses also will be covered in full subject to the limitations outlined in
the chart in the “Plan benefits” section. In addition, you can choose scratch-resistant coating,
anti-reflective coating, color coating, mirror and ski-type coating, solid tints or plastic gradient dye
with applicable member copays.

• If you receive covered services from an out-of-network provider, you pay the charges when you
receive the service or supply. You then must obtain a claim form from Davis Vision, Inc. and file the
claim form for reimbursement up to the maximum benefit amount. Your reimbursement will not
exceed the actual charges. You are responsible for the portion of any charges above the maximum
benefit amount.

Plan benefits
For you and each of your enrolled dependents, the following benefits are payable once every 12 months
for exams and once every 24 months for other covered services.

Maximum Benefit Paid

Out-of-NetworkIn-NetworkWhat Is Covered

$25Covered in fullVision examination

$85$110 retail allowance plus
15% discount off
remaining cost

A supply of prescription contact lenses1

or
A pair of prescription eyeglasses (lenses and
frames)1

$30Covered in fullSingle vision lenses

$40Covered in fullBifocal lenses

$50Covered in fullTrifocal lenses

$90Covered in fullLenticular lenses for those who have had
cataracts removed surgically

$30The “Collection” Fashion
and Designer level frames
covered in full;

Eyeglass frames

$25 fixed copay for
Premier level.

$60 retail allowance plus
20% discount off
remaining cost toward
"non-Collections" frames
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Maximum Benefit Paid

Out-of-NetworkIn-NetworkWhat Is Covered

In-network providers also have agreed to provide the following vision supplies:
• Lenses:Clear glass or plastic lenses will be provided at no charge to you up to the maximum benefit.

However, if you need or desire photo-sensitive, anti-reflective or blended bifocal lenses, you will
have to pay the additional charge.

• Contact lenses:Hard or soft contact lenses instead of eyeglass lenses will be provided at no charge
to you up to the maximum benefit. However, if you need or desire extended-wear, toric, bifocal,
aphakic or gas-permeable contact lenses, you will have to pay the additional charge. Also, if there
is a separate charge for kits or for follow-up visits, you will be responsible for those charges.

• Frames: You choose eyeglass frames from the “Davis Vision Frame Collection” of frames. Fashion
and Designer level frames are available at no cost to you; Premier level frames are available for a
$25 copay. If you prefer, you instead can choose to take a $60 retail allowance plus a 20 percent
discount off the remaining cost of any other Davis Vision “Non-Davis Vision Frame Collection”
eyeglass frame from the in-network provider’s private selection.

The following lens and frame enhancements are available to associates and their dependents. These
examples are not guaranteed and are subject to change. Examples include:
• Fashion/gradient tinting.

• Polycarbonate lenses for eligible individuals and their dependents.

• Unconditional one-year warranty against breakage on Plan eyeglasses.

• Free membership to Davisvisioncontacts.com.

• Oversized lenses.

VDT User Eye Care Program
The VDT User Eye Care Program pays the full cost of a VDT vision examination and one pair of
prescription eyeglasses when they are prescribed by an in-network provider for occupational use.

If eyeglasses are prescribed for occupational use, you can select your frames from among a group
that has been established for Company employees. If you choose a frame that is not included in that
group, you will be required to pay the additional cost. Single, bifocal, trifocal or lenticular lenses are
provided at no cost to you. You are responsible for the cost of any non-covered options.

After your initial exam, you are entitled to the following benefits every 12 months:
• A VDT vision examination by an in-network provider.

• A pair of prescription eyeglasses if determined to be necessary by your in-network provider and
your VDT vision exam.

1 Benefits are limited to either one pair of prescription contacts or prescription disposable contacts up to $110 or
one pair of prescription lenses with frames.
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All services must be received from an in-network provider and can be provided at the same time as
your routine eye exam.

Associates may return broken eyewear to the original provider in order to be repaired or replaced within
one year of dispensing the order. Additional eye exams related to replacement eyeglasses are not
covered.

NOTE:
There is no coverage under this program if you use an out-of-network provider. Also, your dependents
are not eligible for coverage under this program.

VDT questionnaire
Before you receive services from an in-network provider, you must complete a VDT Questionnaire to
verify that you use a VDT as part of your normal work activities. Your provider will give you this
questionnaire at your appointment.

In-network providers
For information on VDT User Eye Care Program in-network providers in your area, call the claims
administrator on your Vision Plan ID card or go to www.davisvision.com and use client control number
7089 when registering.
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Continuing coverage if eligibility ends

Generally, your coverage or a dependent’s coverage will end when your eligibility or a dependent’s
eligibility for the Plan ends. In some circumstances, however, coverage can be continued for a period
of time if you agree to pay the cost.

Family and Medical Leave Act of 1993 (FMLA)
Assuming you have met the applicable service requirements, FMLA allows you to:
• Take up to 12 work weeks of leave each calendar year for specified family and medical reasons.

• Be restored to your former position or an equivalent position and pay when you return to work.

Benefits coverage while on FMLA leave
Vision coverage remains in effect while you are on FMLA leave. Verizon reserves the right to require
you to pay for these benefits and to change its FMLA policy in the future.

A newly acquired dependent is eligible for coverage while your coverage is continued during FMLA
leave.

State family and medical leave laws
Verizon’s FMLA policy must comply with any state law that provides greater family or medical leave
rights than those provided under its FMLA policy. If your leave qualifies under FMLA and under a state
law, you will receive the greater benefit.

If Verizon changes benefits
If Verizon offers new benefits or changes its benefits while you are on leave, you are eligible for the
new or changed benefits but your contributions – or payroll deductions – for these benefits may increase.

Continuation of coverage under COBRA
A federal law, the Consolidated Omnibus Budget Reconcilliation Act of 1985 (COBRA), offers you the
opportunity to continue coverage. COBRA coverage is a temporary continuation of Plan coverage when
it would otherwise end because of a life event known as a "COBRA qualifying event." (Specific qualifying
events are listed later in this section.)

For additional information about your rights and obligations under the Plan and under federal law,
contact the Verizon Benefits Center.

After a qualifying event, COBRA continuation coverage is offered to each "qualified beneficiary." You,
your spouse, and your dependent children could become qualified beneficiaries if coverage under the
Plan is lost because of the qualifying event. Qualified beneficiaries also include any children born to
you or place for adoption with you during the COBRA continuation period.

Qualified beneficiaries who elect COBRA continuation coverage must pay for it.

COBRA qualified beneficiaries
• Employees. You are eligible for COBRA continuation if you lose your coverage under the Plan

because of one of the following qualifying events:
- Your hours of employment are reduced.
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- Your employment ends for any reason other than your gross misconduct.

• Spouse of employee. Your spouse is eligible for COBRA continuation if he or she loses coverage
under the Plan because of one of the following qualifying events:
- You die.

- Your hours of employment are reduced.

- Your employment ends for any reason other than gross misconduct.

- You become divorced or legally separated.

• Dependent children.Dependent children are eligible for COBRA continuation if they lose coverage
under the Plan because of one of the following qualifying events:
- The parent-employee dies.

- The parent-employee’s hours of employment are reduced.

- The parent-employee’s employment ends for any reason other than his or her gross misconduct.

- The parents become divorced or legally separated.

- The child loses eligibility for coverage as a “dependent child” under the Plan.

When COBRA coverage is available
The Plan offers COBRA continuation coverage to qualified beneficiaries only after the Verizon Benefits
Center has been notified that a qualifying event has occurred.

Notification of qualifying events
When the qualifying event is the end of employment, reduction in hours of employment or death of the
employee, Verizon will notify the Verizon Benefits Center (the COBRA administrator) of the qualifying
event.

For other qualifying events (divorce of the employee and spouse or a dependent child losing eligibility
for coverage as a dependent child), you or the qualified beneficiary must notify the Verizon Benefits
Center within 90 days after the qualifying event.

How COBRA coverage is offered
After the Verizon Benefits Center receives notice that a qualifying event has occurred, COBRA
continuation coverage is offered to each qualified beneficiary.

The Verizon Benefits Center provides a COBRA enrollment notice by mail within 14 days after receiving
notice of the qualifying event and each qualified beneficiary has an independent right to elect COBRA
continuation coverage.

Covered employees may elect COBRA continuation coverage on behalf of their spouses and parents
may elect COBRA continuation coverage on behalf of their children. It is critical that you (or anyone
who may become a qualified beneficiary) maintain a current address with the Verizon Benefits Center
to ensure that you receive a COBRA enrollment notice following a qualifying event.
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How long COBRA coverage lasts
COBRA continuation coverage is a temporary continuation of coverage. It lasts for up to a total of 36
months when the qualifying event is:
• Your death.

• Your divorce or legal separation.

• A dependent child losing eligibility as a dependent child.

COBRA continuation coverage generally lasts for up to a total of 18 months when the qualifying event
is the end of employment or reduction of the employee’s hours of employment. This 18-month period
of COBRA continuation coverage can be extended in two ways:
• Disability extension of 18-month period of continuation coverage. If a qualified beneficiary

covered under the Plan is determined by the Social Security Administration to be disabled and you
notify the Verizon Benefits Center in a timely fashion, you and all other qualified beneficiaries may
be entitled to receive up to an additional 11 months of COBRA continuation coverage, for a total
maximum of 29 months, if all of the following conditions are met:

• Your COBRA qualifying event was a termination of employment or reduction in hours.

• The disability started at some time before the 60th day of COBRA continuation coverage and lasts
at least until the end of the 18-month period of continuation coverage.

- A copy of the Notice of Award from the Social Security Administration is provided to the Verizon
Benefits Center within 60 days of receipt of the notice and before the end of the initial 18 months
of COBRA coverage.

- An increased premium of 150 percent of the monthly cost of coverage is paid, beginning with
the 19th month of coverage.

• Second qualifying event extension of 18-month period of continuation coverage. If another
qualifying event occurs during the first 18 months of COBRA continuation coverage, your spouse
and dependent children can receive up to 18 additional months of COBRA continuation coverage,
for a maximum of 36 months, if notice of the second qualifying event is properly given to the Plan.

This extension may be available to your spouse and any dependent children receiving continuation
coverage if you die or get divorced, or if your dependent child no longer is eligible under the Plan as a
dependent child, but only if the event would have caused your spouse or dependent child to lose
coverage under the Plan had the first qualifying event not occurred.

COBRA qualifying events

Maximum Continuation Period (months) for:

Covered ChildSpouseYouQualifying Event

181818You lose coverage because of reduced
work hours or taking unpaid leave, other
than leave under the FMLA
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Maximum Continuation Period (months) for:

Covered ChildSpouseYouQualifying Event

181818You terminate employment for any
reason (except gross misconduct)

292929You or your dependent is disabled – as
defined by the Social Security Act – at (Initial 18 months,

plus additional 11
months)

(Initial 18 months,
plus additional 11

months)

(Initial 18 months,
plus additional 11

months)
the time of the qualifying event or during
the first 60 days of COBRA continuation
coverage

36N/AN/AYour covered child no longer qualifies
as a dependent

3636N/AYou die

3636N/AYou and your spouse divorce or legally
separate

You and your eligible dependents have 60 days from the date coverage ends due to a qualifying event
or from the date of your COBRA notice, whichever is later, to elect continued participation under COBRA.
If you fail to elect continued coverage within the 60-day time frame, you will lose the opportunity to
continue coverage under COBRA.

What COBRA coverage costs
COBRA participants must pay monthly premiums for coverage.

Premiums are based on the full cost per covered person set at the beginning of the year, plus 2 percent
for administrative costs. Dependents making separate elections are charged the same rate as a single
employee.

Payment is due at enrollment, but there is a 45-day grace period from the date you enter your election
on BenefitsConnection or through the Verizon Benefits Center to make the initial payment. The initial
payment includes coverage for the current month, plus any previous month(s).

Ongoing monthly payments are due on the first of each month, but there is a 30-day grace period (for
example, June payment is due June 1, but will be accepted if postmarked by June 30).

If you or your dependent elects COBRA continuation coverage:
• You or your dependent can keep the same level of coverage you had as an active employee or

choose a lower level of coverage.

• Your or your dependent’s coverage is effective as of the date of the qualifying event. However, if
you waive COBRA coverage and then revoke the waiver within the 60-day election period, your
elected coverage begins on the date you revoke your waiver.

• You or your dependent may change your coverage:

23V-B-AA-N-V-68932-1/17



- During your annual enrollment period.

- If you have a qualified life event.

- If you have a change in circumstance recognized by the Internal Revenue Service (IRS) and
Verizon.

• You may enroll any newly eligible spouse or child under the Plan rules.

When COBRA coverage ends
COBRA coverage ends before the maximum continuation period if one of the following occurs:
• You or any of your covered dependents become covered under another vision plan not offered by

Verizon, provided the plan does not have a legally valid pre-existing condition exclusion or limitation
affecting the qualified beneficiary. If it does, Verizon COBRA coverage for that pre-existing condition
continues as long as you pay the premium.

• You or your covered dependent fails to make contributions by the due date as required.

• Verizon stops providing any vision benefits to any employee.

Continuation coverage also may be terminated for any reason the Plan would terminate coverage of
a participant or beneficiary not receiving continuation coverage (such as fraud).

If you have questions
For more information about your rights under the Employee Retirement Income Security Act of 1974
(ERISA), including COBRA, the Health Insurance Portability and Accountability Act of 1996 (HIPAA)
and other laws affecting group health plans, contact the nearest Regional or District Office of the U.S.
Department of Labor’s Employee Benefits Security Administration (EBSA) in your area or visit the
EBSA website at www.dol.gov/ebsa.

Addresses and telephone numbers of Regional and District EBSAOffices are available through EBSA’s
Website.

VDT User Eye Care Program
When your eligibility for the VDT User Eye Care Program ends (see “When participation ends”), your
coverage is not eligible for continuation.
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What is not covered

The Plan, including the VDT User Eye Care Program, does not cover the following expenses for
you or for a covered dependent:
• Services or supplies covered under any other Verizon plan.

• Services or supplies for a condition covered under Workers’ Compensation laws or for any other
occupational condition, ailment, injury or disease occurring on the job for all employees and
dependents if:
- The covered person’s employer provides reimbursement for such charges or makes a settlement

for such charges.

- The covered person fails to assert his or her rights to receive employer reimbursement. The Plan
has the right to recover or place a lien on any benefits paid or payable if Workers’ Compensation
provides benefits for the same condition.

• Services or supplies provided under any Company safety lens program.

• Non-prescription lenses.

• Drugs and other medication. Benefits for prescription medicine may be covered by your medical
plan.

• Medical or surgical treatment. Benefits for medical or surgical treatment may be covered by your
medical plan.

• Free services or supplies.

• Services or supplies for which no charges would have beenmade if vision coverage had not existed.

• Services or supplies available from a government agency or covered by a government plan.

• Services or supplies provided by your immediate family member.

• Services or supplies provided or ordered either before you became eligible for coverage or after
your coverage has ended.

• Services required as a result of injury or sickness caused by an act of declared or undeclared war
while you are covered by the Plan or program.

• Charges for which there is no legal obligation to pay.

In addition, the Plan does not cover the following vision expenses for you or a covered dependent:
• More than one vision examination every 12 months, unless an optometrist refers you to an

ophthalmologist. In that case, an additional examination is covered within 60 days of the first
examination, if it is not part of the optometrist's routine procedure.

• More than one pair of prescription lenses – eyeglasses or contacts – every 24 months.
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• Special or uncommon treatments, such as orthoptics, vision training, subnormal vision aids,
aniseikonic lenses or tonography. However, some special or uncommon treatments may be covered
by your medical plan.

• Extra charges for photo-sensitive, anti-reflective or blended bifocal lenses, whether or not they are
medically necessary.

• Extra charges for extended-wear, toric, bifocal, aphakic or gas-permeable contact lenses, and any
separate charges for contact lens kits or follow-up visits.

• Services or supplies provided under the VDT User Eye Care Program. (See “VDT User Eye Care
Program” in the “Overview of your vision coverage” section.)

In addition, the VDT User Eye Care Program does not cover the following vision expenses for you:
• More than one VDT vision exam from an in-network doctor every 12 months.

• Eyeglasses not intended specifically for use at a VDT.

• Contact lenses (clear or colored).

• More than one pair of frames or lenses, except when broken or lost, in each 12-month period.

• Photo-sensitive or anti-reflective lenses.

• Sunglasses.

• Services and supplies from an out-of-network provider except when specifically authorized, in writing,
by the claims administrator.

• Services or supplies covered under the Plan (see “Plan benefits” in the “Overview of your vision
coverage” section for more information).
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How to file a claim

To receive benefits, you or your vision care provider will need to submit a claim form to the claims
administrator.

When claims are required

Vision Care Plan
If you receive covered services or supplies from an in-network vision care provider, your provider files
a claim with the claims administrator. The claims administrator directly reimburses the provider according
to Plan provisions. You pay the provider any required copay and amount you owe (if any) for services
or supplies that exceed Plan benefits. If you use a Davis Vision, Inc. provider of your choice, no
paperwork is necessary. To locate an in-network provider, call Davis Vision, Inc. or visit their website.

If you receive covered services or supplies from an out-of-network vision care provider, you must file
a claim form for reimbursement with the claims administrator. Non-participating provider claim forms
are available from Davis Vision, Inc.

You have the option at the point of service to either utilize assignment of benefits at providers accepting
assignment of benefits or file for direct reimbursement after paying the full amount due to the provider:
• If assignment is chosen, the provider will submit the claim form directly to Davis Vision, Inc. for

adjudication and payment.

• If direct reimbursement is chosen, you will submit the claim form to Davis Vision, Inc. for adjudication
and payment.

Upon receipt of the completed non-participating provider claim form, Davis Vision, Inc. will process and
make appropriate payment to either the provider or you directly, depending on the option you selected.

You should file the claim as soon as possible and in no case later than 15 months of receipt of the
covered services or supplies.

VDT User Eye Care Program
If you receive covered services or supplies from an in-network VDT care provider, your provider files
a claim with the claims administrator. The claims administrator directly reimburses the provider according
to program provisions. You fill out the VDT questionnaire as described in the “VDT User Eye Care
Program” section and pay the provider any amount you owe (if any) for services or supplies that exceed
program benefits. If you receive covered services or supplies from an out-of- network provider, the
program pays no benefits.

Coordination of benefits

How coordination works
If you or your eligible dependent is covered by more than one vision plan, special rules apply for
determining who pays benefits first (the primary plan) and how benefits are determined when another
plan pays benefits after the primary plan (the secondary plan). This section describes these coordination
of benefits rules.
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The coordination of benefits (COB) feature eliminates duplicate payments for the same service when
you or your dependents are covered by more than one vision plan. When benefits coordinate, one plan
will pay benefits first (the primary plan), another plan will pay second (the secondary plan) and so on.

When the Plan is primary, it pays benefits up to the limits described in this SPD.

When the Plan is secondary, the claims administrator subtracts the primary plan’s payment from the
allowable expense. The Plan will pay the difference as a secondary payment but not more than it would
have paid as the primary plan. As a result, the total amount you receive from both plans never will
exceed the amount of the allowable expense.

If you have coverage through a prepaid vision plan, coordination will be based on the reasonable cash
value of each service provided under the Plan for purposes of determining if the Plan will pay a benefit
as the secondary plan.

Priority of payment
Under the Plan’s COB provisions, the order of payment is as follows:
• A plan that covers a patient as an active, inactive or former employee pays before a plan that covers

the patient as a dependent.

• For a dependent child, Verizon uses the “birthday rule.” This means that if a child is covered by both
parents’ group vision coverage, the plan of the parent whose birthday falls first during the calendar
year pays benefits first. So, if the mother’s birthday is April 27 and the father’s birthday is October
23, the mother’s plan pays benefits first. The parent’s age has no effect on whose plan pays benefits
first. If, however, the plan covering the parent who is not a Plan participant does not use the birthday
rule, that plan (not the Verizon Plan) pays benefits first.

• In the case of a divorce or separation, the plan of the parent with court-ordered financial responsibility
for the dependent child pays benefits for the child first. If there is no court order establishing financial
responsibility or if both parents have joint legal custody, the plan of the parent with physical custody
of the child pays first. If the court order provides they have joint physical custody, the birthday rule
applies.

NOTE:
If both parents elect coverage under a Verizon-sponsored vision plan, their child can be covered under
only one parent’s plan.

When the previous rules do not establish an order of benefit determination, the plan that covers the
person as an active employee is the primary plan and the plan that covers the person as an inactive
or former employee is the secondary plan. If this rule does not establish an order of benefit determination,
the plan that has covered the person for the longer period of time is the primary plan and the plan that
has covered the person for the shorter period of time is the secondary plan.

A plan that does not have COB is considered the primary plan.

For active associates and covered persons eligible for Medicare, the Plan automatically still is the
primary plan.

VDT User Eye Care Program coordination of benefits
There is no coordination of benefits (COB) between the VDT User Eye Care Program and any other
program or plan for vision or VDT benefits, including the Plan.
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Subrogation and third-party reimbursement
If you recover any charges for covered expenses from a third party (for example, as a result of a lawsuit
from an automobile accident), the Plan’s provision for subrogation and reimbursement takes effect.
Under these procedures, the claims administrator’s subrogation vendor tries to recover money that
has been paid (or should be paid) on behalf of a third party (the other driver, in this example) whose
negligence or wrongful actions caused illness or injury to a Plan participant. In this example of a car
accident, should the Plan provide benefits because of your accident, the Plan has the right to recover
the amount of those benefits from the negligent person or by obtaining a reimbursement from that
person’s insurance company – or from you if settlement amounts have been paid to you by the negligent
person or his or her insurer.

You can contact the subrogation vendor directly with questions at 1-800-225-9695.

The subrogation and reimbursement provisions also mean that if you make a liability claim against a
third party after you have received benefits from the Plan, you must include the amount of those benefits
as part of the damages you claim. If the claim proceeds to a settlement or judgment in your favor, you
must reimburse the Plan for the benefits you received. You and your dependents must grant a lien to
the Plan and you and your dependents must assign to the Plan any benefits received under any
insurance policies or other coverages. As a condition of eligibility for benefits, you and your dependents
must agree to cooperate with the claims administrator’s subrogation vendor in carrying out the Plan’s
subrogation and reimbursement rights. Cooperation means you must respond promptly and fully with
inquiries from the claims administrator’s subrogation vendor and take what action the claims
administrator’s subrogation vendor requests to help recover the value of benefits provided under the
Plan. If you don’t, any amounts which could have been recovered through subrogation may be deducted
from future Plan payments. In any case, Verizon will require payment from you only for amounts
recovered that are net of your legal costs related to the action.

The covered person must sign any documents requested by the Plan to enable the Plan to exercise
its rights under this provision.

The Plan is not responsible for your legal costs.

Right of recovery
If, for any reason, the Plan pays a benefit that is larger than the amount allowed, the claims administrator
has a right to recover the excess amount from the person or agency who received it. The person
receiving benefits must produce any instruments or papers necessary to ensure this right of recovery.
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Additional information

Claims and appeals procedures
The authority and discretion to designate each of the claims and appeals administrators is granted to
the Verizon Claims Review Committee (VCRC), and to the individuals who chair each of these
committees.

At the time of publication of this SPD, there are several claims and appeals administrators for the Plan.

There are two types of claims: eligibility claims and benefit claims. See below for more information.

Claims regarding eligibility to participate in the Plan
At this time, for eligibility-related claims, the claims and appeals administrator is the VCRC. Eligibility
claims should be directed to the Verizon Claims Review Unit at:

Verizon Claims Review Unit
c/o Verizon Benefits Center
P.O. Box 8998
Norfolk, VA 23501-8998

Eligibility appeals should be directed to the Verizon Claims Review Committee c/o the Verizon Claims
Review Unit at:

Verizon Claims Review Committee
c/o Verizon Claims Review Unit
P.O. Box 8998
Norfolk, VA 23501-8998

The Verizon Benefits Center works under the direction of the VCRC, which has discretionary authority
to determine claims and appeals related to eligibility and enrollment in the Plan.

Claims regarding scope/amount of benefits under the plan
At this time, for benefit-related claims, the VCRC has delegated its authority to finally determine claims
to Davis Vision, Inc., which has discretionary authority to decide claims and appeals for Plan benefits.

The addresses of the claims and appeals administrators are listed under the “Administrative information”
section. If you have a claim or appeal, you should contact the appropriate claims and appeals
administrator for the type of claim or appeal you have.

The claims and appeals administrators have discretionary authority to:
• Interpret the Plan based on its provisions and applicable law and make factual determinations about

claims arising under the Plan.

• Determine whether a claimant is eligible for benefits.

• Decide the amount, form and timing of benefits.

• Resolve any other matter under the Plan that is raised by a participant or a beneficiary, or that is
identified by either the claims or appeals administrator.
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The claims and appeals administrators have sole discretionary authority to decide claims under the
Plan and review and resolve any appeal of a denied claim. In case of an appeal, the claims and appeals
administrators’ decisions are final and binding on all parties to the full extent permitted under applicable
law, unless the participant or beneficiary later proves that a claims or appeals administrator’s decision
was an abuse of administrator discretion.

If a benefit is denied
Disagreements about benefit eligibility or benefit amounts can arise. If the Verizon Benefits Center is
unable to resolve the disagreement, Verizon has formal appeal procedures in place for the Plan.

The following information applies for “group health” or “health” claims. “Group health” or “health” refers
to medical options including mental health and substance abuse care, prescription drugs, and vision
care and dental options. The steps that you or your authorized representative is required to take to file
a group health claim or appeal are outlined in the following chart. The steps vary slightly depending on
the type of claim involved.

First, you must determine what type of claim you have:
• Post-service. A claim for reimbursement of vision services already received. This is the most

common type of claim.

• Pre-service. A claim for a benefit for which coverage review is required by the Plan.

• Concurrent care. A claim for ongoing treatment over a period of time or a number of additional
treatments that have been approved.

• Urgent care . A claim for health care or treatment that, if the longer time frames for non-urgent care
were applied, the delay: (1) could seriously jeopardize the health of the claimant or his or her ability
to regain maximum function; or (2) in the opinion of a physician with knowledge of the claimant’s
medical condition, would subject the claimant to severe pain that could not be managed without the
care or treatment that is the subject of the claim.

Second, you must determine whether you have an “eligibility” claim or a “benefit” claim.

An eligibility claim is a claim to participate in a plan or option or to change an election to participate
during the year. A benefit claim is a claim for a particular benefit under a plan. It will typically include
your initial request for benefits.

The following chart applies to vision claims. Benefit claims and appeals are divided into the four
categories of claims described above.

Special rules

Urgent care
claim

Concurrent
care claim

Pre-service
claim

Post-service
claim

General procedure

Step 1

How to file a claim
To file an eligibility claim, request a Claim Initiation Form from the Verizon Benefits Center at
1-855-4VzBens.
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Special rules

Urgent care
claim

Concurrent
care claim

Pre-service
claim

Post-service
claim

General procedure

You (or your authorized representative) must return the form to the Verizon Claims Review Unit at the
address on the form.

To file a benefit claim, you (or your authorized representative) should write to your claims and appeals
administrator. To obtain contact information for your plan, you should refer to the telephone number and/or
website shown on the back of your ID card.

You must include:
• A description of the benefits for which you are applying;
• The reason(s) for the request; and
• Relevant documentation.

To file an urgent care claim, you should call the Verizon Benefits Center at 1-855-4VzBens or your health
plan. In addition, you must state that you are filing an urgent care claim.

24 hoursNot applicable.
Response time

5 daysNot applicable.
Response time

What happens if you don’t
follow procedure

frame does notframe does notIf you misdirect your claim, but
provide sufficient information to begin until the

claim is properly
begin until claim
is properly filed.an individual who is responsible

for Verizon benefits filed. If the claim
involves urgent
care,

administration, you will be notified
of the proper procedure within

24 hours.(see columns to the right) of
receipt of the claim.

72 hoursA time period
sufficiently in

15 days
This period may
be extended for

30 days
This period may
be extended for

When you will be notified of the
claim decision
You will be notified of the decision
within (see columns to the right)

advance of the
reduction oran additional 1515 days. You will

of the Verizon Benefits Center’s termination ofdays. You will bebe notified within
receipt of your Claim Initiation coverage tonotified withinthe initial 30-day

period.Form or the health plan’s receipt
of your claim.

allow you to
appeal and
obtain a

the initial 15-day
period.

response to that
appeal before
your coverage is
reduced or
terminated.
For concurrent
care that is
urgent, within 24
hours (provided
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that you
submitted a
claim at least 24
hours in advance
of the reduction
or termination
of coverage);
otherwise, within
72 hours.

24 hoursDecision will be
based on

15 days30 daysFailure to provide sufficient
information procedure

informationIf you fail to provide sufficient
information, the claim may be provided, unless
decided based on the information the concurrent
provided. However, the Verizon care claim
Claims Review Unit or health plan involves urgent
may notify you within (see care; see urgent

care time frame.columns to the right) that
additional information is needed.

48 hours45 days45 daysYou will have to provide the
additional information within (see
columns to the right). Otherwise,
the claim will be decided based
on information originally provided.

48 hoursThe time period
remaining for
the initial claim.

The time period
remaining for
the initial claim.

If you provide additional
information, you will be notified of
the decision by the Verizon Claims
Review Unit or the health plan
administrator within (see columns
to the right).

How you will be notified of the claim decision
If your claim is approved, the Verizon Claims Review Unit or health plan generally will notify you in writing.
If your claim is denied, in whole or in part, the Claims Review Unit or the health plan will notify you in
writing, except for urgent care. Your denial notice will contain:
• The specific reason(s) for the denial;
• The Plan provisions on which the denial was based;
• Any additional material or information you may need to submit to complete the claim;
• Any internal procedures or clinical information on which the denial was based; and
• The Plan’s appeal procedures.
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General procedure

If your urgent care claim is denied, the health plan will notify you via telephone. Within 3 days of this oral
denial, you will receive a written denial notice, as explained under the general procedure. The denial notice
also will explain the expedited review process.

Step 2

About appeals and the claims fiduciary
Before you can bring any action at law or at equity to recover Plan benefits, youmust exhaust this process.

Specifically, you must file an appeal or appeals, as explained in this Step 2, and the appeal(s) must be
finally decided by the claims fiduciary.

The VCRC is the claims fiduciary for all eligibility claims. The VCRC has delegated its authority to finally
determine claims to the health plans for benefit claims. The vast majority of health plans have accepted
the responsibility of being the claims fiduciary. If your health plan has not accepted this responsibility, you
will be notified in your claim denial notice, which will indicate that you should appeal to the VCRC.

The claims fiduciary is authorized to finally determine appeals and interpret the terms of the Plan in its sole
discretion. All decisions by the claims fiduciary are final and binding on all parties.

180 daysWithin a
reasonable

180 days180 daysHow to file an appeal
If your claim is denied and you
want to appeal it, you must file

You may orally
file your appeal
with the VCRC

period of time,
considering theyour appeal within (see columns

c/o the Verizontime periodto the right) from the date you
Claims Reviewscheduled forreceive notice of your denied
Unit or thereduction orclaim. You may request access to
contact identifiedtermination of

benefits.
all documents relating to your
appeal. If you have an appeal for
eligibility (i.e., you wrote to the

by your health
plan
administrator.Verizon Claims Review Unit at
At the time your
claim is denied,

Step 1), write to the address
specified on your claim denial
notice. the Verizon

Claims Review
Unit or yourIf you have an appeal for benefits

(i.e., you wrote to your health plan health plan
administrator willas explained at Step 1), write to
give youthe contact identified by your
instructionshealth plan administrator in your
about how to fileclaim denial notice. You should

include: your appeal. You
must identify that• A copy of your claim denial

notice; you are
appealing an
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urgent care
claim.

• The reason(s) for the appeal;
and

• Relevant documentation.
The individual/committee (and any
medical expert) reviewing your
appeal will be independent from
the individual/committee who
reviewed your claim. In addition,
if your appeal involves a medical
judgment, the VCRC or the health
plan administrator will consult with
a health care professional who
has appropriate relevant
experience.

Upon request:
• You are entitled to learn the

identity of such an expert.
• You are entitled to copies of

any health care professional’s
report.

You will be provided with any
documents used by the Plan to
come to the determination of your
case.

Eligibility and
benefit

Eligibility and
benefit appeals:

Eligibility
appeals: 30
days

Eligibility
appeals: 60
days

When you will be notified of the
appeal decision
You will be notified of the decision
within (see columns to the right)

appeals: 72
hours2

• Before a
reduction or
termination of

Benefit
appeals:1

Benefit
appeals:1of the Claims ReviewCommittee’s

or the health plan’s receipt of your
appeal.

benefits
would occur.

• 30 days, if
health plan
provides 1

• 60 days, if
health plan
provides 1 • If the

concurrentlevel of
mandatory
appeal.

level of
mandatory
appeal.

claim involves
urgent care,
72 hours.2•• 15 days, if

health plan
30 days, if
health plan

provides 2provides 2
levels oflevels of
mandatory
appeal.

mandatory
appeal.
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How you will be notified of the appeal decision
If your appeal is approved, the VCRC or the health plan will notify you in writing.

If your appeal is denied, in whole or in part, the VCRC or the health plan will notify you in writing. Your
denial notice will contain:
• The specific reason(s) for the denial;
• A statement regarding the documents to which you are entitled;
• An explanation of the voluntary appeal procedures, if any;
• Any internal procedures or clinical information on which the denial was based;
• The Plan provisions on which the denial was based; and
• The following statement: “You and your plan may have other voluntary alternative dispute resolution

options, such as mediation. One way to find out what may be available is to contact your local U.S.
Department of Labor Office and your State insurance regulatory agency.”

Step 3

How to proceed if necessary
If you had an eligibility appeal that was denied by the Claims Review Committee, Verizon will not review
your matter again, unless new facts are presented. You have a right to bring a civil action.

If you had a benefit appeal that was denied by a group health plan administrator that offers 1 mandatory
level of appeal, the group health plan administrator will not review your matter again, unless new facts are
presented. You have a right to bring a civil action.

If you had a benefit appeal that was denied by a group health plan administrator that offers 2 mandatory
levels of appeal, you may appeal to the health plan a second time. You must submit your second appeal
within 180 days from the date that you received the denial of your first appeal. In addition, your health plan
will provide you with an independent medical review, upon request, in conjunction with this second and
final appeal.

The following provision applies if the health plan provides 2 levels of mandatory appeal:

Time period
remaining from

Time period
remaining from

15 days30 daysWhen you will be notified of the
second and final appeal
decision your first appeal.

Of course, the
your first appeal.
Of course, theYou will receive a response within

(see columns to the right) of the clock stops while
you are

clock stops while
you arehealth plan administrator’s receipt

preparing your
second appeal.

preparing your
second appeal.

of your second and final appeal.
If this appeal is denied, the health
plan administrator will not review
your matter again, unless new
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facts are presented. You have a
right to bring a civil action.

Your rights under ERISA
As a participant in the Plan, you are entitled to certain rights and protections under the Employee
Retirement Income Security Act of 1974 (ERISA) and its subsequent amendments. ERISA provides
that all Plan participants shall be entitled to the following:

Receive information about your plan and benefits
• Examine, without charge at the Plan administrator’s office and at other specified locations, such as

worksites and union halls, all documents governing the Plan, including insurance contracts and
collective bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed
by the Plan with the U.S. Department of Labor and available at the Public Disclosure Room of the
Employee Benefits Security Administration.

• Obtain, upon written request to the Plan administrator, copies of documents governing the operation
of the Plan, including insurance contracts and collective bargaining agreements, and copies of the
latest annual report (Form 5500 Series) and updated summary plan description (SPD). The
administrator may make a reasonable charge for the copies.

• Receive a summary of the Plan’s annual financial report. The Plan administrator is required by law
to furnish you with a copy of this summary annual report.

Continue group health plan coverage
Continue health care coverage for yourself, your spouse or your dependents if there is a loss of coverage
under the Plan as a result of a qualifying event. You or your dependents may have to pay for such
coverage. Review your SPD and the documents governing the Plan on your COBRA continuation
coverage rights.

Prudent actions by plan fiduciaries
In addition to creating rights for plan participants, ERISA imposes duties upon the persons who are
responsible for the operation of the employee benefit plan. The people who operate your plan, called
“fiduciaries” of the plan, have a duty to do so prudently and in the interest of you and other plan
participants and beneficiaries.

No one, including your employer, your union or any other person, may fire you or otherwise discriminate
against you in any way to prevent you from obtaining a benefit or exercising your rights under ERISA.

1 If your health plan provides more than one level of appeal, the response time frame is shorter, as noted above.
A few Verizon health plans offer a voluntary level of appeal. You are not required to file this voluntary appeal
before filing a civil action; however, you may find it helpful. The health plan will provide you with information
regarding its voluntary appeal, if it applies. A voluntary appeal is not subject to the same time frames as mandatory
appeals.

2 If your health plan provides two mandatory appeals, both appeals must occur within the 72-hour time frame.
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Enforce your rights
If your claim for a benefit is denied or ignored in whole or in part, you have the right to know why this
was done, to obtain copies of documents relating to the decision without charge and to appeal any
denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights.

For instance, if you request a copy of Plan documents or the latest annual report from the Plan and do
not receive them within 30 days, you may file suit in a federal court. In such a case, the court may
require the plan administrator to provide the materials and pay you up to $110 a day until you receive
the materials, unless the materials were not sent because of reasons beyond the control of the plan
administrator.

If you have a claim for benefits that is denied or ignored, in whole or in part, you may file suit in a state
or federal court. In addition, if you disagree with the plan’s decision or lack thereof concerning the status
of a medical child support order, you may file suit in federal court.

If it should happen that plan fiduciaries misuse the plan’s money or if you are discriminated against for
asserting your rights, you may seek assistance from the U.S. Department of Labor or you may file suit
in a federal court. The court will decide who should pay court costs and legal fees. If you are successful,
the court may order the person you have sued to pay these costs and fees. If you lose, the court may
order you to pay these costs and fees (for example, if it finds your claim to be frivolous).

Assistance with your questions
If you have any questions about your Plan, you should contact the plan administrator. If you have any
questions about this statement or about your rights under ERISA, or if you need assistance in obtaining
documents from the plan administrator, you should contact the nearest office of the Employee Benefits
Security Administration, U.S. Department of Labor, listed in your telephone directory; or write to:

Division of Technical Assistance and Inquiries
Employee Benefits Security Administration
U.S. Department of Labor
200 Constitution Avenue, N.W.
Washington, D.C. 20210.

You also may obtain certain publications about your rights and responsibilities under ERISA by calling
the publication hotline of the Employee Benefits Security Administration.

HIPAA privacy rights
The information provided in the notice that follows is required under the Health Insurance Portability
and Accountability Act (HIPAA).

HIPAA privacy notice
NOTICEOF PRIVACY PRACTICES FOR THE VERIZONCOMMUNICATIONS INC. HEALTH PLANS

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW THIS NOTICE CAREFULLY.

I. Background information and effective date
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The United States Department of Health and Human Services published a final regulation under
the Health Insurance PortabilityAccountability Act addressing the privacy of Protected Health
Information (as defined in section II below) in August of 2002 (the “Privacy Rule”). As a result, the
Verizon Communications Inc. (“Verizon”) health plans listed in section II below are in compliance,
and have been in compliance, with the Privacy Rule, effective April 14, 2003 (the “Effective Date”).
This Notice, which is required by the Privacy Rule, is effective on the Effective Date.

II. Plans on behalf of which this Notice is being provided

For purposes of this Notice and this SPD, the term “Verizon Health Plans” has special meaning.
This Notice applies to the following Verizon plans, which collectively are referred to in this Notice
as the “Verizon Health Plans”:

- Verizon Vision Care Plan for New York and New England Associates (including VDT User Eye
Care Program) (EIN: 23-2259884, PIN: 570)

In addition, in the event you are covered by an insured health plan, your insurer will be providing
you with a separate notice that describes the insurer’s use and disclosure of your Protected Health
Information.

III. Health Information to Which This Notice Applies

This Notice applies to “Protected Health Information,” which is defined as any written, oral, or
electronic health information that meets the following three requirements:

- The information is created or received by a health care provider, a Verizon Health Plan, or
Verizon.

- The information includes specific identifiers that identify you or could be used to identify you.
- The information relates to one of the following:

▪ Providing health care to you;
▪ Your past, present, or future physical or mental condition; or
▪ The past, present, or future payment for your health care.

This includes any of the following documentation, if the documentation reveals your identity and
your health status or payment issues: medical records (such as hospital charts or doctor’s notes);
medical bills (such as bills for hospital or doctor’s services); claims data (such as data on claims
payments made by one of the Verizon Health Plans on your behalf); and insurance payment
information (such as an Explanation of Benefits).

IV. Uses and Disclosures of Protected Health Information by the Verizon Health Plans

The Verizon Health Plans may use or disclose your Protected Health Information for purposes of
making or obtaining payment for your health care, for purposes of conducting health care operations,
or for certain other specified purposes. The Verizon Health Plans are part of an organized health
care arrangement under the Privacy Rule. As applicable, the Verizon Health Plans participating
in the organized health care arrangement will share Protected Health Information with each other,
as necessary to carry out payment or health care operations relating to the organized health care
arrangement. The Verizon Health Plans have established a policy to guard against unnecessary
uses and disclosures of your Protected Health Information.

The purposes for which your Protected Health Information may be used and disclosed by the
Verizon Health Plans may be summarized as follows:
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A. To Make or Obtain Payment for Health Care

The Verizon Health Plans may use or disclose your Protected Health Information to make
payment for, or to obtain or facilitate payment of, your health care claims. Payment for health
care includes such activities as: making eligibility or coverage determinations; claims
management or adjudication; claims appeals determinations; coordination of benefits with
another health plan; determination of cost sharing amounts; medical necessity determinations;
concurrent or retrospective review of services; utilization review of services; pre-certification
or pre-authorization of services; subrogation of claims; billing; risk adjusting based on enrollee
health status and demographics; disclosure to consumer reporting agencies; obtaining payment
under a contract of reinsurance; and collection activities.

For example, a Verizon Health Plan may provide Protected Health Information regarding your
coverage or treatment to other health plans to coordinate the payment of benefits between or
among the other plans and the Verizon Health Plan.

B. To Conduct Health Care Operations

The Verizon Health Plans may use or disclose your Protected Health Information to facilitate
the administration and operation of the Verizon Health Plans. Health care operations include
such activities as: casemanagement and care coordination; conducting or arranging for medical
review, auditing, or legal services; population-based activities to improve health or reduce
health care costs; contacting health care providers or patients with information regarding
treatment alternatives, and related functions that do not include treatment; clinical guideline
and protocol development; reviewing the competence or qualifications of health care
professionals and evaluating health plan performance; underwriting and premium rating; fraud
and abuse detection and compliance programs; activities relating to the creation, renewal, or
replacement of a health care contract; business planning and development, including
cost-management activities; and business management and administrative activities, including
merger and acquisition activities.

NOTE: The Verizon Health Plans (excluding long-term care plans) do not use or disclose
Protected Health Information that is genetic information for underwriting purposes. Underwriting
purposes means: (1) rules for, or determination of, eligibility (including enrollment and continued
eligibility) for, or determination of, benefits under the Plan (including changes in deductibles
or other cost sharing mechanisms in return for activities such as completing a health risk
assessment or participating in a wellness program); (2) the computation of premium or
contribution amounts under the Plan (including discounts, rebates, payments in kind, or other
premium differential mechanisms in return for activities such as completing a health risk
assessment or participating in a wellness program); (3) the application of any pre-existing
condition exclusion under the Plan, coverage, or policy; and (4) other activities related to the
creation, renewal, or replacement of a contract of health insurance or health benefits. However,
underwriting purposes does not include determinations of medical appropriateness where an
individual seeks a benefit under the Verizon Health Plans.

For example, a Verizon Health Plan may use Protected Health Information regarding your
coverage or treatment for case management to help ensure that appropriate treatment is being
provided for your condition.

C. Disclosure to the Verizon Health Plans’ Business Associates
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A Business Associate is a person or entity (such as a third-party administrator) that provides
certain services to or on behalf of the Verizon Health Plans, and such services involve the
receipt, creation, use, maintenance, transmission, and disclosure of Protected Health
Information. The Verizon Health Plans may disclose Protected Health Information to a Business
Associate, for such Business Associate’s use or disclosure permitted or required by the
Business Associate contract or as required by law.

D. To Assist Verizon as Plan Sponsor

The Verizon Health Plans may disclose your Protected Health Information to Verizon, as
sponsor of the Verizon Health Plans, to assist Verizon in the performance of plan administrative
functions. The Verizon Health Plans also may provide summary health information to Verizon,
as plan sponsor, so that Verizon may obtain premium bids or modify, amend, or terminate the
Verizon Health Plans. Summary health information does not directly identify you, but
summarizes claims history, claims expenses, or types of claims experienced. Finally, the
Verizon Health Plans may disclose your enrollment and disenrollment information and whether
you are participating in the Plans to Verizon as plan sponsor.

E. When Legally Required

The Verizon Health Plans may use or disclose your Protected Health Information when required
to do so by any federal, state, or local law.

F. In Connection With Judicial and Administrative Proceedings

The Verizon Health Plans may disclose your Protected Health Information in the course of
any judicial or administrative proceeding in response to an order of a court or administrative
tribunal as expressly authorized by the order. The Verizon Health Plans also may disclose
your Protected Health Information in the course of any judicial or administrative proceeding in
response to a subpoena, discovery request, or other lawful process, but only when the Verizon
Health Plan involved receives satisfactory assurance from the party seeking the Protected
Health Information that that party made reasonable efforts to either notify you about the request
or to obtain an order protecting your Protected Health Information.

G. For Law Enforcement Purposes

The Verizon Health Plans may disclose your Protected Health Information to a law enforcement
official for certain law enforcement purposes. For example, the Verizon Health Plans may
disclose your Protected Health Information pursuant to a law requiring the reporting of certain
types of wounds or other physical injuries, or may disclose your Protected Health Information
to assist the law enforcement official with identifying or locating certain individuals.

H. For Health Oversight Activities

The Verizon Health Plans may disclose your Protected Health Information to a health oversight
agency for health oversight activities authorized by law, including: audits; civil, administrative,
or criminal investigations; inspections; licensure or disciplinary actions; civil, administrative,
or criminal proceedings or actions; or other activities necessary for appropriate oversight of
the health care system, certain government benefit programs, certain entities subject to
government regulatory programs, or certain entities subject to civil rights laws. The Verizon
Health Plans may not disclose your Protected Health Information if you are the subject of an
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investigation and the investigation does not arise out of and is not directly related to your
receipt of health care or public benefits.

I. In the Event of a Serious Threat to Health or Safety

Under certain circumstances, the Verizon Health Plans may, consistent with applicable law
and standards of ethical conduct, use or disclose your Protected Health Information if the
Verizon Health Plans, in good faith, believe that the use or disclosure is necessary to prevent
or lessen a serious and imminent threat to the health or safety of a person or to the health or
safety of the public.

J. For Specified Government Functions

Under certain circumstances, the Verizon Health Plans may use or disclose your Protected
Health Information to facilitate specified government functions related to: the military and
veterans; national security and intelligence activities; the provision of protective services for
the President of the United States and other authorized persons; or correctional institutions
and inmates.

K. For Public Health Activities

The Verizon Health Plans may use or disclose your Protected Health Information for public
health activities, such as to assist public health authorities or other legal authorities to prevent
or control disease, injury, or disability, or for other public health activities as specified in the
Privacy Rule.

L. For Disaster Relief Purposes

Under certain circumstances, the Verizon Health Plans may use or disclose your Protected
Health Information to a public or private entity authorized by law or by its charter to assist in
disaster relief efforts, as permitted by the Privacy Rule.

M. In Connection with Decedents

The Verizon Health Plans may disclose your Protected Health Information to funeral directors,
coroners, or medical examiners to enable them to carry out their lawful duties.

N. For Workers’ Compensation Purposes

The Verizon Health Plans may disclose your Protected Health Information when authorized
by and to the extent necessary to comply with laws related toWorkers’ Compensation or similar
programs established by law that provide benefits for work-related injuries or illnesses without
regard to fault.

O. For Involvement In, and Notification Of, Your Care

The Verizon Health Plans may use or disclose to your family member, other relative, close
personal friend, or other person you identify, Protected Health Information directly relevant to
such person’s involvement in your health care or payment related to your care. The Verizon
Health Plans may use or disclose your Protected Health Information to notify a family member,
your personal representative, or another person responsible for your care, about your location,
condition, or death. In these situations, when you are present and not incapacitated, the Verizon
Health Plans will either: (1) obtain your agreement; (2) provide you with an opportunity to
disagree to the use or disclosure; or (3) using reasonable judgment, infer from the circumstances
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that you do not object to the disclosure. If you are not present, or you cannot agree or disagree
to the use or disclosure due to incapacity or emergency circumstances, the Verizon Health
Plans may use professional judgment to determine that the disclosure is in your best interests
and disclose Protected Health Information relevant to such person’s involvement in your care,
payment related to your health care, or notification purposes. If you are deceased, the Verizon
Health Plans may disclose to such persons involved in your care or payment for your health
care prior to your death, the Protected Health Information that is relevant to the person’s
involvement, unless you have previously instructed otherwise to the Verizon Health Plans.

P. To Assist Victims of Abuse, Neglect, or Domestic Violence

The Verizon Health Plans may, under certain circumstances, disclose Protected Health
Information about individuals who are reasonably believed to be a victim of abuse, neglect, or
domestic violence to a government authority, including a social service or protective services
agency, authorized by law to receive such reports.

Q. For Cadaveric Organ, Eye, or Tissue Donation

The Verizon Health Plans may use or disclose Protected Health Information to organ
procurement organizations or other entities engaged in the procurement, banking, or
transplantation of cadaveric organs, eyes, or tissue for the purpose of facilitating organ, eye,
or tissue donation and transplantation.

R. For Certain Government-Approved Research Activities

The Verizon Health Plans may use or disclose Protected Health Information about you for
research as provided under the Privacy Rule.

S. To Other Covered Entities

The Verizon Health Plans may disclose Protected Health Information to health care providers
to assist them in connection with their treatment or payment activities. In addition, the Verizon
Health Plans may disclose Protected Health Information to other entities subject to the Privacy
Rule to assist them with their payment activities or certain of their health care operations. For
example, the Verizon Health Plans might disclose your Protected Health Information to a health
care provider when needed by the provider to render treatment to you.

T. With an Authorization

Other than as stated or described above or required by law, the Verizon Health Plans will not
use or disclose your Protected Health Information without your written authorization. Your
written authorization is also required for:

▪ Most uses or disclosures of psychotherapy notes (where appropriate).
▪ Uses or disclosures of your Protected Health Information for marketing purposes. Marketing

does not include communications, involving no financial remuneration, for certain treatment
or health care operations purposes, such as communications about entities that participate
in a health plan network, health plan enhancements or replacements, case management
or care coordination, or contacting individuals about treatment alternatives.

▪ Disclosures of Protected Health Information that are considered a sale of Protected Health
Information under the Privacy Rule.
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If you authorize a Verizon Health Plan to use or disclose your Protected Health Information,
you may revoke that authorization in writing at any time. To revoke your authorization, please
direct your written request to the appropriate privacy contact identified in paragraph IX below.
If you revoke the authorization, the Verizon Health Plan will no longer use or disclose your
Protected Health Information for the reasons covered by your written authorization. Your
revocation will not affect any uses or disclosures a Verizon Health Plan has already made
prior to the date the Verizon Health Plan receives notice of the revocation.

The privacy laws of a particular state or other federal laws might impose a stricter or more
stringent privacy standard. If these stricter or more stringent laws apply and are not superseded
by federal preemption, the Verizon Health Plans will comply with the stricter law.

V. Your Rights Regarding Your Protected Health Information

You have the following rights regarding the Protected Health Information retained by a Verizon
Health Plan:

A. Right to Request Restrictions

You have the right to request that a Verizon Health Plan restrict:

▪ Uses and disclosures of your Protected Health Information to carry out payment or health
care operations.

▪ Certain uses and disclosures for disaster relief and other notification purposes and for
involvement in your health care and payment for your care.

If you make a request to a Verizon Health Plan for a restriction as described above, the Verizon
Health Plan is not required to agree to such a restriction.

If you wish to make a request for a restriction, please make a request in writing to the privacy
contact identified in paragraph IX below. Your request should include the following: (1) what
uses and/or disclosures you want to limit; and (2) to whom you want the restriction to apply
(for example, disclosures to your spouse).

B. Right to Receive Confidential Communications

You have the right to request that a Verizon Health Plan communicate with you in a certain
way if you feel that the disclosure of your Protected Health Information could endanger you.
For example, you may ask that a Verizon Health Plan only communicate with you at a certain
telephone number. If you wish to receive confidential communications, please make your
request in writing to the privacy contact identified in paragraph IX below. Your request must
be reasonable and should include the following: (1) an alternative address or other means of
contacting you; (2) a statement that the disclosure of all or part of the Protected Health
Information to which the request pertains could endanger you; and (3) information on how
payment, if any, will be handled. The Verizon Health Plan(s) will attempt to accommodate
these requests for confidential communications.

C. Right to Inspect and Copy

In general, you have the right to inspect and obtain a copy of your Protected Health Information
in a designated record set, for as long as the Protected Health Information is maintained in
that designated record set. However, you do not have a right to inspect and obtain a copy of
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psychotherapy notes and information that is compiled in reasonable anticipation of, or for use
in, a civil, criminal, or administrative action or proceeding.

If your Protected Health Information is maintained in one or more designated record sets
electronically and if you request an electronic copy of your Protected Health Information, the
Verizon Health Plans will provide access in the electronic form and format you requested, if it
is readily producible in that form and format; if it is not readily producible, access will be provided
in a readable electronic form and format that is mutually agreed upon. You may request that
a Verizon Health Plan provide a copy of your Protected Health Information to another person
that you designate. Your request must be in writing, be signed by you, and clearly identify the
designated person and where to send the copy of the information.

A request to inspect or obtain a copy of your Protected Health Information must be made in
writing to the privacy contact identified in paragraph IX below and must include: (1) the desired
form or format of access; (2) a description of the Protected Health Information to which the
request applies; and (3) appropriate contact information. If you request a copy of your Protected
Health Information, you may be charged a reasonable cost-based fee for labor for copying the
Protected Health Information requested (paper or electronic form), mailing, supplies for creating
the paper copy or electronic media if you request that the electronic copy be provided on
portable media, and (as agreed upon) preparing an explanation or summary of the Protected
Heath Information.

Under very limited circumstances, your request to inspect or obtain a copy of your Protected
Health Information may be denied. In most cases, if your request is denied, you may request
a review of the denial; a description of how you may exercise such review rights and how you
may file a complaint will be included in the written denial.

D. Right to Amend

If you believe that Protected Health Information a Verizon Health Plan has about you is
inaccurate or incomplete, you may ask that Verizon Health Plan to amend that Protected Health
Information or record about you in a designated record set, for as long as your Protected Health
Information is maintained in the designated record set.

A request to amend your Protected Health Information must be made in writing to the privacy
contact identified in paragraph IX below. The request to amend must include the name of the
Verizon Health Plan(s) to which the request applies, a description of the amendment requested,
and a reason to support the request.

Your request for an amendment may be denied if you request an amendment of Protected
Health Information that the Verizon Health Plan determines: (1) was not created by the Verizon
Health Plan, unless the originator of the Protected Health Information is no longer available
to make the amendment; (2) is not part of the Verizon Health Plan’s records or designated
record set; (3) is not Protected Health Information that you would be permitted to inspect or
copy; or (4) is accurate and complete.

If your request for an amendment is denied, you will be provided with a written denial that
explains the basis for the denial and how to submit a written statement of disagreement, and
that describes how you may file a complaint.

E. Right to an Accounting of Disclosures
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You have a right to request a list of the disclosures made by a Verizon Health Plan of your
Protected Health Information. The list will not include the following types of disclosures: (1)
disclosures to you of your own Protected Health Information; (2) disclosures for purposes of
payment and health care operations; (3) disclosures you authorize; (4) disclosures to persons
involved in your care or for disaster relief or other notification purposes; (5) disclosures for
national security, intelligence, law enforcement purposes, or to correctional institutions; (6)
disclosures that are part of a limited data set, as defined in the Privacy Rule; or (7) disclosures
that are incident to a use or disclosure otherwise permitted or required by the Privacy Rule.

A request for an accounting must be made in writing to the privacy contact identified in
paragraph IX below. The request must specify the name of the Verizon Health Plan(s) to which
the request applies, as well as the time period for which you are requesting the accounting.
The time period for which you request an accounting may not start earlier than the April 14,
2003 Effective Date of the Privacy Rule and may not be for a period of time going back more
than six years. The first accounting you request within a 12-month period will be free of charge.
For additional accountings within that same 12-month period, youmay be charged a reasonable
fee for the costs of providing the accounting. You will be notified in advance of the cost involved,
and you may choose to withdraw or modify your request at that time before any costs are
incurred.

F. Right to Receive a Paper Copy of This Notice

You have the right to request and receive a paper copy of this Notice at any time, even if you
received this Notice previously or agreed to receive this Notice electronically. To obtain a paper
copy of this Notice, please contact the Verizon Benefits Center at 1-855-4VzBens
(1-855-489-2367).

G. Disclosure of Protected Health Information to a Personal Representative

You may also request that the Verizon Health Plans disclose your Protected Health Information
to your personal representative. A personal representative is an individual you designate to
act on your behalf and make decisions about your health care. If you want a Verizon Health
Plan to disclose your Protected Health Information to your personal representative, submit a
written statement giving the Plan permission to release your Protected Health Information to
your personal representative and documentation that this individual qualifies as your personal
representative under state law, such as a power of attorney. Submit this request in writing to
the appropriate privacy contact identified in paragraph IX below. A Verizon Health Plan will
make sure this individual has the authority and can act on your behalf before making any
disclosures to the personal representative. A Verizon Health Plan may elect not to treat a
person as your personal representative if: (1) the Plan reasonably believes that you have been
or may be subject to domestic violence, abuse, or neglect by such person, or that treating
such person as your personal representative could endanger you; or (2) the Plan, using
professional judgment, decides that it is not in your best interest to treat the person as your
personal representative.

VI. Other Obligations of the Verizon Health Plans

In addition to the other obligations set forth in this Notice, the Verizon Health Plans are required
to:
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- Maintain the privacy and security of your Protected Health Information in a manner consistent
with the Privacy Rule.

- Provide you with this Notice of their legal duties and privacy practices with respect to your
Protected Health Information.

- Abide by the terms of this Notice currently in effect.

When and as required, the Verizon Health Plans will notify you in the event of an impermissible
acquisition, access, use, or disclosure of your Protected Health Information under the Privacy
Rule that compromises the security or privacy of such Protected Health Information.

VII. Changes to This Notice

The Verizon Health Plans reserve the right to change this Notice and to make the revised or
changed Notice effective for all Protected Health Information the Verizon Health Plans already
have about you, as well as for any such information received in the future. If the Verizon Health
Plans change any of their privacy policies and procedures, the Verizon Health Plans will revise
the Notice as appropriate and will provide a copy of the revised Notice as required by the Privacy
Rule. The Verizon Health Plans will post a copy of the current Notice on BenefitsConnection at
www.verizon.com/benefitsconnection. You may view the Notice on the website and/or print a
paper copy from the website. You may also obtain a paper copy of this Notice from the Verizon
Benefits Center at 1-855-4VzBens (1-855-489-2367).

VIII. Complaints

If you believe that your privacy rights have been violated, you may file a complaint with the privacy
officer for the Verizon Health Plans in care of the Verizon HIPAA Unit identified in paragraph IX
below or with the United States Department of Health and Human Services Office for Civil Rights
(OCR). You may file a complaint with OCR electronically via the OCR Complaint Portal, in writing
via mail to OCR or email to OCRComplaint@hhs.gov. For more information on filing a complaint
with OCR, visit www.hhs.gov/ocr/privacy/hipaa/complaints. All complaints must be submitted in
writing. You will not be retaliated against in any way for filing a complaint.

IX. Contact Information

In some cases, your Protected Health Information may be held internally at Verizon by members
of the Verizon workforce who perform functions on behalf of the Verizon Health Plans. In most
cases, however, your Protected Health Information will be held by privacy contacts, such as the
health insurers or health plan option administrators, who pay claims on behalf of one or more of
the Verizon Health Plans.

Contact your health insurer or health plan option administrator:

If you have a question, concern, complaint, or request regarding Protected Health Information
held by a health insurer or health plan option administrator, contact your health insurer or health
plan option administrator directly. Contact information for your health insurer or health plan option
administrator can be found in your SPD, your insurance cards, on BenefitsConnection at
www.verizon.com/benefitsconnection or by calling the Verizon Benefits Center toll free at
1-855-4VzBens (1-855-489-2367).

Contact the Privacy Officer for the Verizon Health Plans:

If you have a question, concern, complaint, or request regarding Protected Health Information
held internally at Verizon or a request regarding Protected Health Information held by a Business
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Associate other than a health plan option or claims administrator, contact the privacy officer for
the Verizon Health Plans as follows:

HIPAA Privacy Officer
Verizon Benefits Center
c/o Verizon HIPAA Unit
Attn: HIPAA Privacy Officer
P.O. Box 8998
Norfolk, VA 23501-8998

Telephone: (908) 559-3342

Fax: (908) 630-2639

lucy.romeo@verizon.com

IF YOU HAVE ANY QUESTIONS REGARDING THIS NOTICE, PLEASE CONTACT THE PRIVACY
OFFICER DESIGNATED IN PARAGRAPH IX ABOVE.

The Notice of Privacy Practices for the Verizon Communications Inc. Health Plans is available on the
BenefitsConnection website at www.verizon.com/benefitsconnection. Generally, the Notice of Privacy
Practices for the Verizon Communications Inc. Health Plans available on BenefitsConnection is the
most up to date. Once you have logged on to BenefitsConnection, select the Library link from the home
page and then “HIPAA Privacy Policy” under “Benefit Forms” in order to view the Notice. You may view
the Notice on the website and/or print a paper copy from the website. You may also request a paper
copy of the Notice at any time by calling the Verizon Benefits Center at 1-855-4VzBens (1-855-489-2367).
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Administrative information

Administrative information about the Plan is provided in this section.

Important telephone numbers
You can connect to the Verizon Benefits Center and other Verizon benefit providers by calling
1-855-4VzBens (1-855-489-2367). If you prefer, you can call the benefit providers directly.

Plan sponsor/employer
The Plan sponsor/employer is:

Verizon Communications Inc.
One Verizon Way
Basking Ridge, NJ 07920

Plan administrator
The Plan administrator is:

Verizon
c/o Verizon Benefits Center
P.O. Box 8998
Norfolk, VA 23501-8998

Telephone number: 1-855-4VzBens (1-855-489-2367) and follow the instructions to reach the Verizon
Benefits Center.

You may communicate to the Plan administrator in writing at the address above. But, for questions
about Plan benefits, you should write or call the Verizon Benefits Center. The Verizon Benefits Center
administers enrollment and handles participant questions, requests and certain benefits claims, but is
not the Plan administrator. Claims relating to the scope and amount of benefits under the Plan are
administered by the administrators listed in the “Additional information” section.

The Plan administrator or a person designated by the administrator has the full and final discretionary
authority to publish the Plan document and benefit Plan communications, to prepare reports and make
filings for the Plan and to otherwise oversee the administration of the Plan. However, most of your
day-to-day questions can be answered by the Plan’s benefits administrator or a Verizon Benefits Center
Representative.

Do not send any benefit claims to the Plan administrator or to the Verizon legal department. Instead,
submit them to the claims administrator for the Plan (see the “Additional information” section for more
information).

Benefits administrator
Davis Vision, Inc. is the benefits administrator for the Plan. As the benefits administrator, Davis Vision,
Inc. has the authority and responsibility to perform daily administration of benefits under the Plan.

Claims and appeals administrators
The claims administrators have the authority to make final determinations regarding claims for benefits.
The claims administrators are authorized to determine eligibility for benefits and interpret the terms of
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the plan in its sole discretion, and all decisions by the claims administrators are final and binding on
all parties.

There are several claims and appeals administrators for the plan.

Verizon Claims Review Committee (VCRC)
The VCRC is responsible for enrollment and eligibility claims under the plan, excluding the VDT user
eye care program. The VCRC can be reached at the following address:

Verizon Claims Review Committee
c/o Verizon Benefits Center
P.O. Box 8998
Norfolk, VA 23501-8998
1-855-4VzBens (1-855-489-2367)

Davis Vision, Inc.
Davis Vision, Inc. is responsible for enrollment and eligibility claims under the VDT User Eye Care
Program.

Davis Vision, Inc. is the benefits administrator responsible for authorizing benefit payments, considering
appeals, resolving questions, obtaining records, filing reports and the distribution of information to Plan
participants, including the VDT User Eye Care Program. Davis Vision, Inc. can be reached at the
following address:

Davis Vision, Inc.
711 Troy Schenectady Road
Latham, NY 12110-2488

1-877-999-7006

Qualified Medical Child Support Orders (QMCSOs)
The Verizon Benefits Center is responsible for the administration of QMCSOs. The Verizon Benefits
Center can be reached at the following address:

Verizon Benefits Center
P.O. Box 8998
Norfolk, VA 23501-8998

You also can call the Verizon Benefits Center at 1-855-4VzBens (1-855-489-2367).

Subrogation
Equian, LLC is responsible for insurance recoveries. Equian, LLC can be reached at:
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Equian, LLC
Attention: Verizon Subrogation Unit
P.O. Box 36380
Louisville, KY 40232
1-800-395-5568

Plan funding
The Plan is not financed by an insurance company, nor are benefits guaranteed under a contract of
insurance. The claims and appeals administrators listed above do not insure or guarantee Plan benefits.
The Company has the discretion to pay all claims out of the general assets of the Company.

Plan identification
Vision coverage is provided through the Verizon Vision Care Plan for New York and New England
Associates, including the VDT User Eye Care Program. It is a welfare plan listed with the Department
of Labor under two numbers: The Employer Identification Number (EIN) is 23-2259884 and the Plan
Number (PN) is 570.

Plan year
Plan records are kept on a plan-year basis, which is the same as the calendar year.

Agent for service of legal process
The agent for service of legal process is the Plan administrator. Legal process must be served in writing
to the Plan administrator at the address stated above for the Plan administrator.

In addition, a copy of the legal process involving this Plan must be delivered to:

Verizon Legal Department
Employee Benefits Group
Verizon Communications Inc.
One Verizon Way
Basking Ridge, NJ 07920

Official Plan document
This SPD is part of the official Plan documents.

Collective bargaining agreements
The terms of your benefits are also governed by a collective bargaining agreement between Verizon
and your union. You and your beneficiaries may review the collective bargaining agreement at your
location and you also can request a copy by writing to the Plan administrator.

Participating companies
The following is a list of participating companies as of January 1, 2017. This list may change from time
to time.

• Empire City Subway Company (Limited)

• Verizon Advanced Data Inc.

• Verizon Corporate Services Corp.

51V-B-AA-N-V-68932-1/17



• Verizon New England Inc.

• Verizon New York Inc.

• Verizon Services Corp.
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Terms to know

COBRA
A federal law (Consolidated Omnibus Budget Reconciliation Act of 1985 and its subsequent
amendments) allowing continuation of health plan coverage for a period of time at the participant’s
expense if a participant loses plan coverage because of certain qualifying events.

Covered person
• Vision Care Plan: Any associate and his or her dependents enrolled in the Plan or any eligible

individual who has elected coverage under COBRA.
• VDT User Eye Care Program: Any associate who uses a VDT as part of his or her normal work

activities.

Covered services
The services, treatments or supplies identified as payable in the official plan document.

Full-time associate
A full-time associate is an employee who is regularly scheduled to work 25 or more hours per week.
In addition, the definition of a full-time associate includes job-sharing employees who are regularly
scheduled to work at least 40 percent of a regular full-time employee's hours.

Imputed income
Most dependents are considered Internal Revenue Service (IRS) tax dependents. You do not pay
imputed income for IRS tax dependents.

If you cover an individual who is not an IRS tax dependent, Verizon is required to report income for
you that reflects the value of the coverage for tax reporting purposes. This is known as imputed income.
You will receive a W-2 annually for the value of coverage for any dependent who is not an IRS tax
dependent.

Verizon assumes all dependents are IRS tax dependents. You must contact the Verizon Benefits Center
if you cover other dependents who are not IRS tax dependents.

In-network provider
• Vision Care Plan: An ophthalmologist, optometrist or optician who has contracted with the claims

administrator to participate in the network and who has agreed to accept payment directly from the
administrator for covered services, except for applicable member copayments.

• VDT user eye care program: An ophthalmologist, optometrist or optician who has signed an
agreement with the program administrator to participate in the network and who has agreed to
accept payment directly for covered services.

IRS tax dependent
An IRS tax dependent for plan purposes changed under the Health Care and Education Reconciliation
Act. While Verizon always recommends that you consult with a tax adviser, the definition provided here
is a summary of these complex rules for federal tax purposes.

53V-B-AA-N-V-68932-1/17



General rule

Your spouse is an IRS tax dependent as defined by federal (IRS) rules. In addition, your child who has
not attained the age of 27 as of the end of the taxable year is an IRS tax dependent. This rule is more
generous than the eligibility rule that applies to covering a child under the plan. To meet this general
rule, the child must be your (the associate’s) son, daughter, stepson, stepdaughter or eligible foster
child.1 A son or daughter includes your legally adopted child or a child who is lawfully placed with you
for adoption.

Other categories

If you are covering an individual who is not an IRS tax dependent under the general rule, he or she
may still be an IRS tax dependent if he or she is a U.S. citizen or resident who is a “qualifying child” or
a “qualifying relative.”

A “qualifying child” generally is a person who meets all of these requirements:

• Is younger than the associate covering the child.
• Is unmarried (i.e., has not filed a joint tax return during the calendar year at issue).
• Is under the age of 19 (or 24 in the case of a full-time student) or is permanently and totally disabled.
• Is your child, grandchild, brother, sister, stepbrother or stepsister or niece or nephew.
• Does not provide over one-half of his or her own support for the calendar year.
• Lives with you for more than one-half of the calendar year.

If a person does not meet the definition of “qualifying child,” he or she might be an IRS tax dependent
by satisfying the “qualifying relative” requirements.

A “qualifying relative” generally is a person who meets all of these requirements:

• Is not your qualifying child or any other taxpayer’s qualifying child during the calendar year.
• Receives over one-half of his or her support from you for the calendar year.
• Is “related to you” or “lives with you for the entire calendar year as a member of your household.”

Examples

Your domestic partner might be your IRS tax dependent if he or she is a U.S. citizen or resident, receives
over one-half of his or her support from you and lives with you for the entire calendar year as a member
of your household. Even though a domestic partner is not a “relative” in the traditional sense, he or she
may meet the definition of “qualifying relative.”

Your domestic partner’s child typically will not be your IRS tax dependent, unless the domestic partner
also is your tax dependent.

Legally separated
An employee and his or her spouse legally are separated if they do not live together and if they have
a signed document or a legal proceeding, such as a separation agreement, that indicates that the
employee or his or her spouse intends to live separately.

Lenses
• Single vision lenses: standard lenses that provide a single focal length.

1 An “eligible foster child” is an individual who is placed with you by an authorized placement agency or by judgment,
decree or other order of any court of competent jurisdiction.
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• Bifocal lenses: lenses that have two focal lengths, one for close focus and one to adjust the eyes
for distant focus.

• Lenticular lenses: lenses designed to reduce weight and thickness; primarily used for people who
have had cataracts removed surgically.

• Trifocal lenses: bifocal lenses that have an additional narrow area to adjust the eye for intermediate
focus.

Licensed vision care provider
A medically licensed vision care provider, such as an ophthalmologist, optician or optometrist.

Out-of-network provider
A licensed vision care provider who is not affiliated with the plan network or the Video Display Terminal
(VDT) User Eye Care Program network.

Part-time associate
A part-time associate is an employee who is regularly scheduled to work fewer than 25 hours per week,
other than an employee who has been continuously employed since December 31, 1980 and other
than a job-sharing employee who is considered a full-time associate.

Participating company
Verizon or any corporation or partnership that is an affiliate of Verizon that has elected to participate
in the Plan.

Spouse
Before January 1, 2014, spouse is defined under the Plan as follows:

Your spouse is a person of the opposite sex who is a husband or wife, pursuant to a legal union, under
the laws of the state in which you live.

The definition of spouse specified in this document is consistent with the definition under the federal
Defense of Marriage Act. The Plan uses this definition, even if state or local laws define spouse
differently.

On and after January 1, 2014, spouse is defined under the Plan as follows:

Your spouse is a person who is a husband or wife, pursuant to a legal union, under the laws of the
state in which you live. The term spouse includes a person of the same sex to whom you are married
under state law. “State” means any domestic or foreign jurisdiction having the legal authority to sanction
marriage.

VDT
Any electronic video screen data presentation machine commonly called a Video Display Terminal
(VDT) or Cathode Ray Tube (CRT). A VDT or CRT does not include handheld processing devices,
self-contained personal computers, memory typewriters, televisions, cash registers, calculators or
oscilloscopes.
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VDT vision examination
A VDT vision examination is an eye examination performed by an in-network provider and usually
includes but is not limited to internal and external examination of your eyes, as well as measurements
to determine if corrective lenses are required for occupational use.
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