
                                                                                                                            

Your MCSIG Vision Plan(s) At a Glance 2009-2010 

  
 

Vision Benefits… With VSP Provider 
Plan A 

With VSP Provider 
Plan B 

With VSP Provider 
Plan C 

Non-Participating Provider 
Plans A, B or C 

Vision Exams  
 

Paid in full 
($10 copayment) 
Once every 12 months 

Paid in full 
($10 copayment) 
Once every 12 months 

Paid in full 
($10 copayment) 
Once every 12 months 

Up to $45 toward the cost of an exam 
Once every 12 months 

Lenses 
 

Paid in full* 
Once every 24 months 

Paid in full*  
Once every 12 months 

Paid in full*  
Once every 12 months  
 
Includes tinted or photochromic 
lenses at no extra cost. 

Up to $45 Single vision 
Up to $65 Bifocal 
Up to $85 Trifocal 
Up to $125 Lenticular Lenses 
 
Every 12 or 24 months, depending on 
the schedule under your plan 

Frames 
 

Frame of your choice covered up 
to $120 (you pay the difference if 
you select a more expensive 
frame.) 
Once every 24 months 

Frame of your choice covered up 
to $120 (you pay the difference if 
you select a more expensive 
frame.) 
Once every 24 months 

Frame of your choice covered up 
to $120 (you pay the difference if 
you select a more expensive 
frame.) 
Once every 12 months 

Up to $47 toward the cost of frames 
 
Every 12 or 24 months, depending on 
the schedule under your plan 

Contact Lenses (In lieu of 
glasses) 
 Medically necessary** 
 Elective 
 
 

 
 
Up to $120 paid every 24 months 
 
Includes a 15% discount off of 
the VSP doctor’s professional 
services for contact lenses. 

 
 
Up to $120 paid every 12 months 

 
 
Up to $120 paid every 12 months 

 
  
Plan pays up to $105  

 
*    Whether or not you receive care from a VSP provider, you pay for any extra fees resulting from optional features such as oversize lenses, coated lenses, no-line multifocal lenses and 
treatments for cosmetic reasons. 
**   Medically necessary contact lenses must be prescribed by a VSP doctor for certain conditions.  Your VSP doctor must get prior approval from VSP for medically necessary contact 
lenses. 

Employee only –  Monthly  rate 11.19 12.22 12.33 

Employee + 1 –    Monthly  rate 16.16 17.33 20.62 

Family –                Monthly  rate 28.99 30.92 36.99 


