
ATTACHMENT 9: EYEMED VISION SCHEDULE OF BENEFITS 
 
 



 

Want to learn more?

Additional Discounts 
and Features:

MOE-01-0411

• For a complete list of
providers near you, use our
Provider Locator on
www.eyemedvisioncare.com
and choose the SELECT
network or call
1-866-299-1358.

• For Lasik providers, call
1-877-5LASER6.

• 40% off additional eyewear
purchases.

• 20% off non-prescription
sunglasses.

• 20% off remaining balance
beyond plan coverage.

• Laser vision correction - 15%
off the retail price or 5% off
the promotional price for
LASIK or PRK procedures.

CITY OF NAPLES
In-Network Out-of-Network

Vision Care Services Member Cost Reimbursement

Exam With Dilation as Necessary $10 Copay Up to $15

Contact Lens Fit and Follow-Up (Contact lens fit and two follow up visits are available once a comprehensive eye exam has been completed)

Standard Contact Lens Fit & Follow-Up Up to $40 N/A

Premium Contact Lens Fit & Follow-Up 10% off retail N/A

Frames $0 Copay; $120 allowance; 80% of charge over $120 Up to $60

Standard Plastic Lenses

Single Vision $20 Copay Up to $8

Bifocal $20 Copay Up to $18

Trifocal $20 Copay Up to $35

Standard Progressive Lens $20 Copay Up to $50

Premium Progressive $20, 80% of charge less $120 Allowance Up to $50

Lens Options (paid by the member and added to the base price of the lens)

UV Treatment $15 N/A

Tint (Solid and Gradient) $15 N/A

Standard Plastic Scratch Coating $15 N/A

Standard Polycarbonate $40 N/A

Standard Polycarbonate - Kids under 19 $0 N/A

Standard Anti-Reflective Coating $45 N/A

Other Add-Ons and Services 20% off retail price N/A

Contact Lenses

Conventional $0 Copay; $105 allowance; 15% off retail price over $105 Up to $84

Disposable $0 Copay; $105 allowance; plus balance over $105 Up to $84

Medically Necessary $0 Copay, Paid in Full Up to $200

Laser Vision Correction

Lasik or PRK from U.S. Laser Network 15% off retail price or 5% off promotional price N/A

Frequency

Examination Once every 12 months

Lenses or Contact Lenses Once every 12 months

Frame Once every 24 months

____________________________________________________________________________________________



Cost for glasses with standard single-vision lenses

Cost for glasses with standard progressive lenses

Cost for disposable contact lenses

Use your benefit and  
see great savings

With EyeMed Without Vision 
Coverage**

  
                

  

                
              

With EyeMed Without Vision 
Coverage**

  
                 

                
              

With EyeMed Without Vision 
Coverage**

              

 
             

Visit EyeMedVisionCare.com to learn more.

**Based on industry averages. Retail prices and costs will vary by market and provider type. Premiums not included.

MOE-01-0411
OEBC/A&H/0711

Step 1: Get an Eye Exam $10 $88

Step 2: Pick a Frame (allowance $120) $0 $100

Selected a $170 frame (% discount) $50 $70

Step 3: Pick a Lens $20 $75

Upgraded to Std. Polycarbonate $40 $62

Added Tint $15 $25

Step 4: Total Cost $135 $420

See the Savings $285, or a 68% savings

Step 1: Get an Eye Exam $10 $88

Step 2: Pick a Frame (allowance $120) $0 $100

Selected a $170 frame (% discount) $50 $70

Step 3: Pick a Lens $20 $194

Upgraded to Std. Polycarbonate $40 $62

Added Tint $15 $25

Step 4: Total Cost $135 $539

See the Savings $404, or a 75% savings

Step 1: Get an Eye Exam $10 $88

Fit and Follow-Up $40 $74

Step 2: Purchase Contact Lenses $200 $200

Allowance $105 $0

Step 3: Total Cost $145 $362

See the Savings $217, or a 60% savings

Benefits are not provided for services or materials arising from: Orthoptic or vision training, subnormal vision aids and any associated supplemental testing; Aniseikonic lenses;
Medical and/or surgical treatment of the eye, eyes or supporting structures; Any eye or Vision Examination, or any corrective eyewear required by a Policyholder as a condition of
employment; safety eyewear; Services provided as a result of any Workers' Compensation law, or similar legislation, or required by any governmental agency or program whether
federal, state or subdivisions thereof; Plano (non-prescription) lenses and/or contact lenses; Non-prescription sunglasses; Two pair of glasses in lieu of bifocals; Services or
materials provided by any other group benefit plan providing vision care; Certain brand name Vision Materials in which the manufacturer imposes a no-discount policy; or Services
rendered after the date an Insured Person ceases to be covered under the Policy, except when Vision Materials ordered before coverage ended are delivered, and the services
rendered to the Insured Person are within 31 days from the date of such order. Lost or broken lenses, frames, glasses, or contact lenses will not be replaced except in the next
Benefit Frequency when Vision Materials would next become available.
Benefits may not be combined with any discount, promotional offering, or other group benefit plans. Standard/Premium Progressive Lens not covered - fund as a Bifocal Lens.
Standard Progressive Lens covered - fund Premium Progressive as a Standard.



ATTACHMENT 10: VISION CLAIMS EXPERIENCE 
 
 



City of Naples
EyeMed Claims vs. Premium
January 2012 - December 2013

Plan ID# Plan Name Invoice # Premium Mth Premium Paid Claims
9796210 CITY OF NAPLES 445343 January-12 $2,537.93 $940.00
9796210 CITY OF NAPLES 587453 February-12 $2,496.95 $1,387.00
9796210 CITY OF NAPLES 749033 March-12 $2,498.05 $797.00
9796210 CITY OF NAPLES 883183 April-12 $2,508.32 $507.00
9796210 CITY OF NAPLES 1060030 May-12 $2,517.99 $1,082.00
9796210 CITY OF NAPLES 1183180 June-12 $2,537.93 $2,664.00
9796210 CITY OF NAPLES 1314070 July-12 $2,488.64 $1,038.00
9796210 CITY OF NAPLES 1435549 August-12 $2,530.22 $1,275.00
9796210 CITY OF NAPLES 1604753 September-12 $2,483.83 $2,214.00
9796210 CITY OF NAPLES 1744546 October-12 $2,530.82 $1,706.00
9796210 CITY OF NAPLES 1886454 November-12 $2,999.50 $2,073.00
9796210 CITY OF NAPLES 2029881 December-12 $2,689.04 $2,082.00
9796210 CITY OF NAPLES 4575608 January-13 $2,794.94 $1,733.00
9796210 CITY OF NAPLES 4719121 February-13 $2,758.22 $1,201.00
9796210 CITY OF NAPLES 4893057 March-13 $2,793.84 $1,111.00
9796210 CITY OF NAPLES 5085842 April-13 $2,834.27 $1,362.00
9796210 CITY OF NAPLES 5281323 May-13 $2,847.75 $1,364.00
9796210 CITY OF NAPLES 5497358 June-13 $2,829.41 $1,350.00
9796210 CITY OF NAPLES 5662377 July-13 $2,879.56 $2,021.00
9796210 CITY OF NAPLES 5858555 August-13 $2,813.88 $1,205.00
9796210 CITY OF NAPLES 6059922 September-13 $2,787.33 $3,313.00
9796210 CITY OF NAPLES 6236208 October-13 $2,883.82 $2,436.00
9796210 CITY OF NAPLES 6455429 November-13 $2,865.09 $1,361.00
9796210 CITY OF NAPLES 6651708 December-13 $2,862.03 $2,420.00



ATTACHMENT 11: STOP LOSS POLICY 



CIGNA HEALTH AND LIFE INSURANCE COMPANY 

(Herein called "Cigna") 

CSL-SCH 1 

 

 

Attached to and made part of Group Policy No.  3327028 

 

 

It is hereby agreed that said policy is amended as follows: 

 

 Page CSL-SCH headed COVERAGE INFORMATION is deleted and the attached Pages headed 

COVERAGE INFORMATION is substituted therefore. 



CIGNA HEALTH AND LIFE INSURANCE COMPANY 

(Herein called "Cigna") 

CSL-SCH 2 

Schedule of Insurance 
 

 

Coverage Information 
 

Policyholder: City of Naples 

Policy Number: 3327028 

Effective Date of this Amendment: October 01, 2013 

Issue Date: October 02, 2013 

Next Renewal Date: October 01, 2014 

State or other Jurisdiction of Issue: Florida 

 

Notices 
 

For the purpose of any notices required under this policy, such notices should be sent to the addresses 

shown below: 

 

Cigna Health and Life Insurance Company 

900 Cottage Grove Road, Hartford, CT 06152 

Attn:  Stop Loss Unit 

 

For questions regarding coverage or to get help in resolving a complaint, the phone number is:  1-855-

246-1874 

 

City of Naples 

735 Eighth Street South  

Naples, FL 34102 

Attn:  Lori Parsons 

lparsons@naplesgov.com 

239-213-1833 



CIGNA HEALTH AND LIFE INSURANCE COMPANY 

(Herein called "Cigna") 

CSL-SCH 3 

 

Individual Stop Loss 

 
Policy Year: October 01, 2013 to September 30, 2014 

 

Covered Expenses: Claims that are incurred between January 01, 2006 and September 

30, 2014 and that Become Due between October 01, 2013 and 

September 30, 2014 

 

Monthly Premium Rates:  

For each covered employee $136.01 

 

ISL Benefit Percentage Payable: 100%  

 

Cigna shall reimburse the Policyholder 50% of the first $50,000.00 Covered Expenses paid for a 

Covered Person in a Policy Year that are in excess of the Individual Stop Loss Limit, and 100% of 

additional Covered Expenses paid for a Covered Person in a Policy Year. 

 

This arrangement will only apply to the first 4 claimants to exceed the Individual Stop Loss Limit 

during this Contract Year.  For additional claimants, Cigna shall reimburse the policyholder 100% of 

Covered Expenses paid this Policy Year that are in excess of the Individual Stop Loss Limit. 

 

Individual Stop Loss Limit: $100,000.00 

 

The following Covered Persons have been identified as High Risk Individuals and shall be subject to 

the Individual Stop Loss Limit as specified below: 

 

High Risk Individuals None 

 

Benefit Plans Covered by Individual Stop Loss Coverage: 
 

Claim Administrator  Product  

 

Cigna HRA Open Access Plus 

Cigna Mental Health/Substance Abuse 

Cigna Open Access Plus 

Cigna Pharmacy Expense 

   

Cigna's maximum liability per individual: Will be the individual maximum, if any, as set forth in 

the Benefit Plan less the Individual Stop Loss Limit 

 

Additional exclusions from Individual Stop Loss coverage under this policy: 

 

 Funds contributed by the company or an employee as part of a health reimbursement account, 

health savings account or flexible savings account. 

 

 Retirees over 65 years of age 



CIGNA HEALTH AND LIFE INSURANCE COMPANY 

(Herein called "Cigna") 

CSL-SCH 4 

 

Aggregate Stop Loss 
 
Policy Year: October 01, 2013 to September 30, 2014 

 

Covered Expenses: Claims that are incurred between January 01, 2006 and September 

30, 2014 and that Become Due between October 01, 2013 and 

September 30, 2014 

 

For purposes of Aggregate Stop Loss, amounts attributable to claim base state surcharges and/or the 

New York Covered Lives Assessment, as applicable, shall not be considered to be an excluded 

expenses of the Policyholder or Claim Administrator and as such shall be considered Covered 

Expenses.  

 

Monthly Premium Rates: 

For each covered employee $6.50 

 

ASL Benefit Percentage Payable: 100% 

 

Aggregate Individual Stop Loss Limit: $125,000.00* 

*This amount will only apply to the first 4 claimants to exceed the Individual Stop Loss Limit during 

this Contract Year.  For additional claimants, the Aggregate Individual Stop Limit will be equal to the 

Individual Stop Loss Limit. 

 

Benefit Plans Covered by Aggregate Stop Loss Coverage: 

Claim Administrator  Product  

 

Cigna HRA Open Access Plus 

Cigna Mental Health/Substance Abuse 

Cigna Open Access Plus 

Cigna Pharmacy Expense 

   
Cigna's maximum liability for the Aggregate Stop Loss coverage:  Unlimited for the Policy Year 

 
Corridor Factor: 120% 

 
Minimum Attachment Point: $5,065,758.00 

 

Minimum Attachment Percentage: 100% 

 

Minimum Attachment Lagged Month: Two Months prior to the 

Policy Year’s first Policy Month 

 

Lagged Month: Two Months Prior 

 

Monthly Attachment Factor (for each Covered Person): 

Claim Administrator  Product  

 

Cigna HRA Open Access Plus $974.31 

Cigna Open Access Plus $1,202.26 

   

 

 



CIGNA HEALTH AND LIFE INSURANCE COMPANY 

(Herein called "Cigna") 

CSL-SCH 5 

 

Additional exclusions from Aggregate Stop Loss Coverage: 
 

 Funds, if any, contributed by the company or an employee as part of a health reimbursement 

account, health savings account or flexible savings account. 

 

 Retirees over 65 years of age 

 

Payment of premium is considered acceptance of this policy and the terms within. 

 

 

 

 



ATTACHMENT 12: ROLLING 12 LARGE CLAIMS 



 Page 1 of 1
Date: 1/7/2014

ADVICE Reporting System

T h i s  r e p o r t  c o n t a i n s  p r o p r i e t a r y  a n d / o r  c o n f i d e n t i a l  i n f o r m a t i o n .   D i s c l o s u r e  i s  s t r i c t l y  p r o h i b i t e d  e x c e p t  t o  t h e  e x t e n t  r e q u i r e d  b y  l a w .

Diagnosis code is based on largest dollar claim

CITY OF NAPLES
CLAIMS EXCEEDING REPORT

January 2013 thru December 2013
RAT : POOLED, RETROSPECTIVELY RATED - PARTICIPATNG
Claims Exceeding : $100,000.00 
Reported Claims: InNet, OutNet, Drug

PRODUCT TYPE FAT RAT MEMBER ID SUBSCRIBER NAME EMPLOYEE ID REL GENDER AGE BAND ICD CODE ICD DESCRIPTION ICD VERSION LAST DATE 
OF SERVICE DRUG CLAIMS PAID CLAIMS CLAIMANT TOTAL

OAPIN 1 M 1 SP F 50-59 * UNSPECIFIED * 1/3/2011 $0 $1,886 $1,886
OAPIN 2 R 1 SP F 50-59 25091 DM1 W COMP NOS NSU 9 9/29/2011 $0 ($2,376) ($2,376)
OAP1 1 M 1 SP F 60-64 * UNSPECIFIED * 9/16/2013 $0 $51,138 $51,138
OAP1 2 R 1 SP F 60-64 25013 DM1 W KETOACIDOSIS UNC 9 12/17/2013 $14,965 $72,767 $87,733
   MEMBER ID Total          $14,965 $123,416 $138,381

OAP1 1 M 2 EE M 18-29 * UNSPECIFIED * 9/4/2013 $0 $58,125 $58,125
OAP1 2 R 2 EE M 18-29 8080 FRACTURE ACETABULUM-CLSD 9 9/30/2013 $638 $132,861 $133,499
   MEMBER ID Total          $638 $190,986 $191,623

OAP1 1 M 3 EE M 60-64 * UNSPECIFIED * 7/24/2013 $0 $11,577 $11,577
OAP1 2 R 3 EE M 60-64 25012 DM2/NOS W KETOACID UNC 9 12/20/2013 $2,216 $101,953 $104,169
   MEMBER ID Total          $2,216 $113,530 $115,746

OAP1 1 M 4 EE F 50-59 * UNSPECIFIED * 9/17/2013 $0 $21,834 $21,834
OAP1 2 R 4 EE F 50-59 82101 CLSD FX FEMUR SHAFT 9 9/25/2013 $390 $121,538 $121,927
   MEMBER ID Total          $390 $143,371 $143,761

OAP1 1 M 5 SP F 40-49 * UNSPECIFIED * 9/5/2013 $0 $102,865 $102,865
OAP1 2 R 5 SP F 40-49 78060 FEVER NOS 9 12/21/2013 $8,209 $59,740 $67,949
   MEMBER ID Total          $8,209 $162,605 $170,814

OAP1 1 M 6 SP F 18-29 * UNSPECIFIED * 7/12/2013 $0 $19,192 $19,192
OAP1 2 R 6 SP F 18-29 64891 OTH CCE COMP PREG-DEL 9 9/6/2013 $341 $132,524 $132,865
   MEMBER ID Total          $341 $151,717 $152,057

OAP1 1 M 7 SP F 18-29 * UNSPECIFIED * 8/19/2013 $0 $26,112 $26,112
OAP1 2 R 7 SP F 18-29 41011 ANT AMI NEC-INITIAL 9 9/11/2013 $353 $124,957 $125,310
   MEMBER ID Total          $353 $151,069 $151,421

Grand Total $27,112 $978,568 $1,005,680
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