
 

 

 

 

	
	
	
	

 

	
 

  

	
VSP vision care is your vision provider. Wayne County’s vision plan allows you to improve your 
health through a routine eye exam, while saving you money on your eye care purchases.  To	begin	
using	the	VSP	member	website,	you	will	need	to	create	an	online	account.		It’s	quick	and	easy!  
Once you have an account, you’ll be able to: 
 
 Find a Doctor 
 Benefit information including plan members, claim status, and benefit history  
 Special Offers 
 Eyewear and Wellness tips 
 Shop contacts, eyewear, etc.  

 

 
Locate	An	In‐Network	Provider	
From your VSP member website, choose Find a Doctor to find nearby VSP in-network doctors 
and VSP Premier Edge locations. You’ll have access to preferred private practice, retail, and 
online in-network choices. 

Schedule	An	Appointment	
Mention that you are a VSP member when you schedule and when you arrive for your 
appointment.  They may locate you and verify your plan using your social security number.    
 
The	Provider’s	Staff	Will	Do	The	Rest!   
You will only pay for applicable copays, as well as any amounts over the allowances offered 
by your plan. Your provider will supply you with these amounts. 

	

VSP		
Website		



The most up to date information regarding VSP’s policy to submit an Out-of-Network Claim can be found 
online at https://www.vsp.com/claims/submit-oon-claim. Click “Start a New Claim” button at the bottom 
of the webpage.  
 
If you've received eye care services (exam, contacts, or glasses) from an out-of-network provider, you may 
be able to submit a claim to request partial reimbursement. Your benefits will always go further when you 
select an in-network doctor. However, if you'd like to submit an out-of-network claim, be sure to answer 
all the questions and attach any itemized receipts related to your claim. 
 
To submit a claim request, you'll need the following: 
 

1. Please attach a readable copy of itemized receipts, invoices, or statements that contain all of the 
following information: 
 Name of provider (ex. doctor, office, website, or retailer) 
 Name of patient 
 Date service was received (ex. date of exam or date glasses were ordered) 
 Complete description and amount paid for each service 
 

2. After completing the claim form, you may upload your receipt(s) OR print and mail copies of your 
claim form and receipt(s) to: 

Vision Service Plan 
Attention: Claims Services 
P.O. Box 495918 
Cincinnati, OH 45249-5918 

 
Tip: If you are submitting for materials (contacts, lens, or frame) only, you will not need to input your 
doctor’s information. You will need the information of the location from which your materials were 
purchased. Missing information and receipts can delay your reimbursement. Fill out the form completely 
and if you're filling it out online, snap a legible picture of your receipt and attach it to your claim to get 
your reimbursement faster. If you have receipts for other services you must complete a separate claim 
form. 
 
You typically have 12 months from the date of service to submit for reimbursement. Failure to submit 
your out-of-network claim within 12 months of the date of service may cause your claim request to be 
denied. Please allow up to 20 business days (plus mailing time to and from VSP) for us to process your 
reimbursement. 
 
Questions? View Claims & Reimbursement FAQs online at: https://www.vsp.com/faqs/claims-
reimbursement.  
 
Once you've completed the out-of-network claim form, you can check your claim status on the Benefits 
History page on your account dashboard.  
  

Please	Remember:			
This	is	for	a	non‐network	provider	only;	

You	will	not	file	claims	if	you	use	an	in‐network	provider.	 	



  

 

	
	
	
	
	
	

 

TYPE	OF	SERVICE	
In‐Network	
Member	Cost	

Out‐of‐Network	
Reimbursement

Exam	with	Dilation	as	Necessary	
Every	calendar	year	

$15 Copay $45 

Retinal	Imaging	Benefit	
Every	calendar	year	

Up	to	$39	 n/a	

Essential	Medical	Eye	Care	
Available	as	needed	

$20	per	exam	 n/a	

Contact	Lens	Fit	and	Follow‐Up	
Available	once	a	comprehensive	eye	exam	has	been	completed	

Up To $60	 n/a	

Frames		
Every	other	calendar	year	
Any	available	frame	at	provider	location	
*Frame Allowance 

• $150 Featured Frame Brands allowance 
• $130 frame allowance 
• $130 Walmart/Sam’s Club frame allowance 
• $70 Costco frame allowance 	

$0 Copay; 
$70-150Allowance;* 

20% Savings on Amount Over 
Allowance $70 

Standard Plastic Lenses:   
 Single Vision $15 Copay $30 
 Bifocal $15 Copay $50 
 Trifocal $15 Copay $65 
 Lenticular $15 Copay $100 
Lens	Options		
Every	year	allowance;	choose	between	this	and	contact	lenses	
Paid	by	the	member	and	added	to	the	base	price	of	the	lens	

	 	

 Tint (Solid and Gradient) $15 n/a 
 UV Treatment $15 n/a 
 Standard Plastic Scratch-Resistance $0 n/a 
 Standard Polycarbonate $0 n/a 
 Standard Anti-Reflective Coating $45 n/a 
 Standard Progressive ** $0 n/a 
 Premium Progressive** $95 - $105 n/a 

Custom Progressive  $150 - $175  
 Polarized 20% Off Retail n/a 
 Other Add-Ons and Services 20% Off Retail n/a 

 

 

	

Coverage	At	
A	Glance	



 

TYPE	OF	SERVICE	
In‐Network	
Member	Cost	

Out‐of‐Network	
Reimbursement

Contact	Lenses		
Every	year	allowance;	choose	between	this	and	glasses’	lens	
Allowance	covers	materials	only;		
Allowance	must	be	used	all	at	once,	one	submission	per	year	

	 	

 Conventional (Gas Permeable) $0 Copay; 
$130 Allowance 

$105 

 Disposables (Soft) $0 Copay; 
$130 Allowance; 

$105 

 Medically Necessary $0 Copay; 
Paid In Full 

$210 

VSP	Lightcare	
Every	other	calendar	year,	instead	of	prescription	glasses	or	contacts

Ready-made non-prescription sunglasses, or ready-made non-
prescription blue light filtering glasses. 

$15 copay 
$130 allowance 

n/a 

Laser	Vision	Correction			
Discounts	available	at	contracted	facilities	

15% Off Retail or 
5% Off Promotional Price 

n/a 

Glasses	and	Sunglasses	
• Extra	$20	to	spend	on	Featured	Frame	Brands.	Go	to	vsp.com/offers	for	details.		
• 20%	savings	on	unlimited	additional	pairs	of	prescription	or	non‐prescription	
glasses/sunglasses,	including	lens	enhancements,	from	a	VSP	provider	within	12	months	of	your	
last	WellVision	Exam 

n/a 

Digital	Hearing	Aids	
• Save up to 60% on digital hearing aids with TruHearing. Visit vsp.com/offers/special-
offers/hearing-aids for details. (Check your medical insurance benefits first.) 

n/a 

Exclusive	Member	Extras	for	VSP	Members		
• Contact lens rebates, lens satisfaction guarantees, and more offers at vsp.com/offers.  
• Enjoy everyday savings on health, wellness, and more with VSP Simple Values.  

n/a 

**Standard/Premium	progressive	lenses	which	are	out	of	network	are	not	covered;	fund	as	a	bifocal	lens	
	
	

Additional visits are available as needed.  
 Retinal imaging for members with diabetes covered-in-full 
 Additional exams and services beyond routine care to treat immediate 

issues from pink eye to sudden changes in vision or to monitor ongoing 
conditions such as dry eye, diabetic eye disease, glaucoma, and more.  

 Coordination with your medical coverage may apply. Ask your VSP 
network doctor for details.  

 



 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. 
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Additional	
Services	and	
Savings	



  



 
  



 
  



 
  



  



 
  



  



 

 
 

	

Please photocopy all forms, keeping the original in your binder  
so you can continue to use them.  

 
 
 
 
 
  

Forms	
 



  



  
  



  
 
 


