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Original

$39,620

Harford County Public Schools
Salary Schedule for Ten Month Clerical Employees

FY26 - Effective July 1, 2025
GRADE 2STEP

1
2

$26,971
$27,779

8
9
10

3
4
5
6
7

11
12
13
14
15
16
17
18
19
20

$28,615
$29,474
$30,358

$39,270
$39,445

$31,874
$33,467
$35,143
$36,897
$38,744
$38,919
$39,093

$39,796
$39,972
$40,148
$40,322
$40,498

30 $42,252

$41,024
$41,200
$41,376
$41,550
$41,725

26
27
28
29

24
23

25

$40,674
$40,848

$41,902
$42,078

21
22
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STEP GRADE 2 GRADE 6 GRADE 8 GRADE 10

1 $36,524 $41,785 $46,910 $52,894
2 $37,618 $43,039 $48,315 $54,482
3 $38,749 $44,330 $49,765 $56,117
4 $39,912 $45,660 $51,258 $57,799
5 $41,109 $47,030 $52,797 $59,532
6 $43,162 $49,382 $55,436 $62,510
7 $45,321 $51,849 $58,208 $65,634
8 $47,589 $54,442 $61,117 $68,916
9 $49,965 $57,165 $64,174 $72,362
10 $52,465 $60,023 $67,384 $75,979
11 $52,703 $60,199 $67,559 $76,156
12 $52,939 $60,375 $67,734 $76,331
13 $53,177 $60,551 $67,910 $76,505
14 $53,415 $60,725 $68,085 $76,681
15 $53,653 $60,900 $68,261 $76,857
16 $53,890 $61,077 $68,436 $77,033
17 $54,129 $61,250 $68,612 $77,208
18 $54,365 $61,427 $68,788 $77,383
19 $54,604 $61,602 $68,963 $77,560
20 $54,841 $61,779 $69,139 $77,735
21 $55,079 $61,953 $69,313 $77,910
22 $55,316 $62,129 $69,489 $78,084
23 $55,555 $62,305 $69,665 $78,260
24 $55,791 $62,479 $69,840 $78,437
25 $56,030 $62,654 $70,015 $78,612
26 $56,267 $62,831 $70,191 $78,786
27 $56,504 $63,007 $70,366 $78,962
28 $56,742 $63,181 $70,543 $79,138
29 $56,980 $63,357 $70,718 $79,314
30 $57,218 $63,533 $70,893 $79,489

Original 

Harford County Public Schools
Salary Schedule for Twelve Month Clerical and Transportation Specialists

FY26 - Effective July 1, 2025
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Original

$34,384
$34,608
$34,830
$35,051
$35,273

$33,273
$33,497
$33,719
$33,940
$34,163

$32,163
$32,386
$32,608
$32,831
$33,052

26
27
28
29
30

21
22
23
24
25

16
17
18
19
20

3
4
5
6
7

Harford County Public Schools
Salary Schedule for Inclusion Helpers

FY26 - Effective July 1, 2025
STEP

1
2

$23,630
$24,336

14
15

$27,389
$28,210
$29,077
$29,941
$30,830

$31,942

$31,053
$31,276

11
12
13

8
9
10

$25,066
$25,819
$26,591

$31,497
$31,719
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STEP | GRADE IN INQ INB
1 $39,253 $39,810 $40,367
2 $40,429 $40,986 $41,543
3 $41,641 $42,198 $42,755
4 $42,891 $43,448 $44,005
5 $44,177 $44,734 $45,291
6 $45,503 $46,060 $46,617
7 $46,867 $47,424 $47,981
8 $48,274 $48,831 $49,388
9 $49,722 $50,279 $50,836
10 $51,216 $51,773 $52,330
11 $52,751 $53,308 $53,865
12 $54,335 $54,892 $55,449
13 $55,965 $56,522 $57,079
14 $57,644 $58,201 $58,758
15 $59,371 $59,928 $60,485
16 $59,549 $60,106 $60,663
17 $59,722 $60,279 $60,836
18 $59,898 $60,455 $61,012
19 $60,073 $60,630 $61,187
20 $60,249 $60,806 $61,363
21 $60,424 $60,981 $61,538
22 $60,600 $61,157 $61,714
23 $60,775 $61,332 $61,889
24 $60,951 $61,508 $62,065
25 $61,127 $61,684 $62,241
26 $61,302 $61,859 $62,416
27 $61,478 $62,035 $62,592
28 $61,651 $62,208 $62,765
29 $61,829 $62,386 $62,943
30 $62,004 $62,561 $63,118

Original

Harford County Public Schools
Salary Schedule for Interpreters, Transliterators, and Braille Technicians

FY26 - Effective July 1, 2025
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STEP GRADE IA GRADE I30 GRADE I60 GRADE I90 GRADE IAB

1 $27,242 $27,580 $27,918 $28,256 $28,594
2 $28,060 $28,398 $28,736 $29,074 $29,412
3 $28,901 $29,239 $29,577 $29,915 $30,253
4 $29,768 $30,106 $30,444 $30,782 $31,120
5 $30,661 $30,999 $31,337 $31,675 $32,013
6 $31,582 $31,920 $32,258 $32,596 $32,934
7 $32,528 $32,866 $33,204 $33,542 $33,880
8 $33,503 $33,841 $34,179 $34,517 $34,855
9 $34,509 $34,847 $35,185 $35,523 $35,861

10 $35,544 $35,882 $36,220 $36,558 $36,896
11 $36,609 $36,947 $37,285 $37,623 $37,961
12 $37,709 $38,047 $38,385 $38,723 $39,061
13 $38,842 $39,180 $39,518 $39,856 $40,194
14 $40,006 $40,344 $40,682 $41,020 $41,358
15 $41,204 $41,542 $41,880 $42,218 $42,556
16 $41,417 $41,755 $42,093 $42,431 $42,769
17 $41,629 $41,967 $42,305 $42,643 $42,981
18 $41,842 $42,180 $42,518 $42,856 $43,194
19 $42,055 $42,393 $42,731 $43,069 $43,407
20 $42,267 $42,605 $42,943 $43,281 $43,619
21 $42,481 $42,819 $43,157 $43,495 $43,833
22 $42,695 $43,033 $43,371 $43,709 $44,047
23 $42,908 $43,246 $43,584 $43,922 $44,260
24 $43,120 $43,458 $43,796 $44,134 $44,472
25 $43,333 $43,671 $44,009 $44,347 $44,685
26 $43,546 $43,884 $44,222 $44,560 $44,898
27 $43,758 $44,096 $44,434 $44,772 $45,110
28 $43,970 $44,308 $44,646 $44,984 $45,322
29 $44,184 $44,522 $44,860 $45,198 $45,536
30 $44,397 $44,735 $45,073 $45,411 $45,749

Original

Harford County Public Schools
Salary Schedule for Paraeducators

FY26 - Effective July 1, 2025
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Benefit Plan Resources 
 
For the most current information, please consult the providers' websites or contact 
Member Services: 
 
 
 

Important Resources 
Member Services 

Telephone Number 
Web or Claims Mailing Address 

CareFirst BlueCross BlueShield 
Medical Claims 

866-263-9477 carefirst.com 
Mailroom Administrator 
PO Box 14115 
Lexington, KY 40512 

Mental and Behavioral Health 800-245-7013 carefirst.com/mentalhealth 

CVS Caremark and Mail Order 
Pharmacy 

800-241-3371 
 

carefirst.com/rx 

CareFirst Dental and Vision 
Vision: 800-783-5602 
Dental: 866-891-2802 

carefirst.com 
Mailroom Administrator 
PO Box 14115 
Lexington, KY 40512 

Flexible Benefit Administrators,  
Inc. (FBA) 

800-437-3539 
flex-admin.com  
https://fba.wealthcareportal.com 

Acentra Health 866-795-5701 EAPHelplink.com; company code-HCPS 

State Retirement Agency 800-492-5909 sra.maryland.gov 

Lincoln Financial Tax Deferred 
Compensation Plan (457b) (403b) 

800-234-3500 
Press "0" 

hcps.org/departments/humanresources/benefits/ 
retirement.aspx  
lincolnfinancial.com 

Harford County Public Schools 
Benefits Office 

410-588-5275 
www.hcps.org/departments/HumanResources 
benefits@hcps.org 

Employee Incentives  
https://hcps365.sharepoint.com/ 
sites/HumanResources/Staffing/ 
RecruitmentandRetention/default.aspx 
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Medical Benefits Comparison Chart

   

 

   
  Triple Option Open Access

 
  

 

  
 

Level 1 
BlueChoice Providers

Level 2 
BlueCross BlueShield 

PPO Providers

Level 3 
Participating and 

Non‑participating Providers

  

   
  

 

     
    

    
   

    
     

   
    

  
    

    
   

  
   

$20 Specialist copay; 100 visit 
maximum per contract year 
combined with speech and 
occupational therapy

$25 Specialist office; $30 OP 
Facility; $30 OP Professional; 100 
visit maximum per contract year 
(occupational/speech combined in- 
and out-of-network)

80% AB; 100 visit maximum per 
contract year (occupational/speech 
combined in- and out-of-network)

        
    

 

   $20 Specialist copay $25 Specialist copay 80% AB 

    $20 Specialist copay $25 Specialist copay 80% AB

 

         100% AB (no deductible) 100% AB (no deductible) 80% AB

         100% AB (no deductible) 100% AB (no deductible) 80% AB

   
 

         100% AB (no deductible) 100% AB (no deductible) 100% AB (no deductible)

           100% AB (no deductible) 100% AB (no deductible) 100% AB (no deductible)

  
   

       100% AB (no deductible) 100% AB (no deductible) 80% AB

      
    

  

  $10 copay per annual visit no-referral  
(Davis Vision provider) (no 
deductible)

$10 copay per annual visit no-referral 
(Davis Vision provider) (no deductible)

  
  

   
 

  Discounts available; See pages 39-41 Discounts available; See pages 39-41

 

       100% AB 100% AB 80% AB 

      100% AB 100% AB 80% AB

   100% AB 100% AB 80% AB

     100% AB 100% AB 80% AB

 
     

   100% AB 100% AB 80% AB

   
  

     
     
   
      

      
    

  

  
   

    
     

  
   

      
     

   

  
   

    
     

  
   

      
     

   

Pre-approval required Artificial 
Insemination—100% AB of charges 
(limited to 6 attempts per live birth); 
In Vitro Fertilization—100% AB of 
charges (limited to 3 attempts per 
live birth not to exceed a maximum 
lifetime limit of $100,000)

Artificial Insemination—100% AB, 
pre-approval required (limited to 
6 attempts per live birth); In Vitro 
Fertilization—100% AB, pre-approval 
required; (limited to 3 attempts per 
live birth not to exceed a maximum 
lifetime limit of $100,000)

Artificial Insemination—80% AB, 
pre-approval required (limited to 
6 attempts per live birth); In Vitro 
Fertilization—80% AB, pre-approval 
required; (limited to 3 attempts per 
live birth not to exceed a maximum 
lifetime limit of $100,000)

    100% AB 100% AB 80% AB

* Precertification required or penalties may apply. 
** Mandatory generic substitution—see the CareFirst Drug Program section.

* Precertification required or penalties may apply. 
** Mandatory generic substitution—see the CareFirst Drug Program section.
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Medical Benefits Comparison Chart

	

The Benefits
BlueChoice HMO Open 

Access 
BlueChoice Providers

CareFirst BlueCross BlueShield Preferred 
 Provider Organization    

In-network  
BlueCross BlueShield 

PPO Providers

Out-of-network 
Participating and  
Non-participating 

Providers

 
 

 
  

 

 
  
 

Surgical Treatment for Morbid 
Obesity (Gastric Bypass 
& Gastric Sleeve) (prior 
authorization required)

100% AB at a BlueDistinction 
center 

90% AB at a BlueDistinction 
center 

70% AB at a BlueDistinction 
center 

                  

SPECIAL SERVICES 
(CONTINUED)

Ambulance When Medically 
Necessary (surface, air, 
private, and public)

100% AB 90% AB Paid as in-network      

Hearing Exam $20 copay $25 copay 70% AB    

Hearing Aids (one per hearing 
impaired ear every 36 months)

100% AB 90% AB (no deductible) 70% AB    

MENTAL HEALTH AND 
SUBSTANCE ABUSE SERVICES

Inpatient Care* 100% AB 90% AB  70% AB    

Outpatient Facility 100% AB 90% AB 70% AB    

Office Visits $15 copay $20 copay (no deductible) 70% AB    

PRESCRIPTION DRUGS 
USING FORMULARY 2

Prescription Drug Out-of-
Pocket Max.

$6,600 Individual / $13,200 
Family (integrated with 
medical out-of-pocket 
maximum)

$4,200 Individual / $8,400 Family     

Retail Prescription Drug** $10 copay—Generic drug 
(Tier 1); $20 copay—
Preferred Brand (Tier 2); $40 
copay—Non-preferred Brand 
(Tier 3); Maintenance drugs: 
90 day supply, 2 times retail 
copay at CVS only: 
$20 copay—Generic drug 
(Tier 1); $40 copay—
Preferred Brand (Tier 2) 
$80 copay—Non-preferred 
Brand (Tier 3)

$30 copay Preferred Brand (Tier 2) 
$45 copay Non-preferred Brand (Tier 3)

Maintenance medication up to 90 day supply 1 times 
retail at CVS only: 

$15 copay—Generic drug (Tier 1) 
$30 copay—Preferred Brand (Tier 2) 

$45 copay—Non-preferred Brand (Tier 3)

     
     

     
            

    
    

    

Mail Order Drug** CVS Caremark Mail Order—2 
times retail copay—up to 
90 day supply $20 copay—
Generic drug (Tier 1); $40 
copay—Preferred Brand 
(Tier 2); $80 copay—Non-
preferred Brand (Tier 3)

CVS Caremark Mail Order Prescription Program for 
maintenance medication 1 times copay—Up to 90 day 

supply $15 copay—Generic drug (Tier 1)  
$30 copay—Preferred Brand (Tier 2)  

$45 copay—Non-preferred Brand (Tier 3)

         
      

    
    

    

Oral Contraceptives** 100% AB 100% AB  

Diabetic Supplies 100% AB 100% AB  

VISION

Routine Exam( limited to 1 
visit/benefit period)  

$10 per visit at participating 
vision provider

n/a       

Eyeglasses and Contact Lenses  Discounts from participating 
vision centers

n/a     

AB = Allowed Benefit 
This chart contains highlights only and is subject to change. The specific terms of coverage, exclusions and limitations are contained in the 
Summary Plan Description, the Group Benefit Guide or the Group Service Agreement. AB—Allowed Benefit. AWP—Average Wholesale Price.
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Medical Benefits Comparison Chart

   

 

   
  Triple Option Open Access

 
  

 

  
 

Level 1 
BlueChoice Providers

Level 2 
BlueCross BlueShield 

PPO Providers

Level 3 
Participating and 

Non‑participating Providers

    
   

    
 

     
 

     
 

     
 

100% AB at a BlueDistinction center 100% AB at a BlueDistinction center 80% AB at a BlueDistinction center 

  

   
   

  

    100% AB 100% AB Paid as Level 2

    $20 copay $25 copay 80% AB

     
    

     100% AB 100% AB 80% AB

  
  

       100% AB 100% AB 80% AB

      100% AB 100% AB 80% AB

      $15 copay $20 copay 80% AB

  
  

  
 

    
   

  

    $5,400 Individual / $10,800 Family

     
   

     
  

    
      

   
   
   

   
  

  

     
     

         
   

    
    

    

$15 copay Generic drug (Tier 1) 
$30 copay Preferred Brand (Tier 2) 

$45 copay Non-preferred Brand (Tier 3) 
Maintenance medication up to 90 day supply 1 times retail at CVS only: 

$15 copay—Generic drug (Tier 1) 
$30 copay—Preferred Brand (Tier 2) 

$45 copay—Non-preferred Brand (Tier 3)

      
    

    
     

  
   

   

       
        
      

     
    

CVS Caremark Mail Order Prescription Program for maintenance medication 
1 times copay—Up to 90 day supply

$15 copay—Generic drug (Tier 1) 
$30 copay—Preferred Brand (Tier 2) 

$45 copay—Non-preferred Brand (Tier 3)

   100% AB

   100% AB

     
   

     
 

$10 per visit at participating vision provider

       
 

Discounts from participating vision centers
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BlueDental Plus–PPO Comprehensive 
Summary of Benefits
Includes access to a national provider network

In-Network 
You Pay

Out-of-Network 
You Pay

DEDUCTIBLE APPLIES TO ALL BASIC AND MAJOR 
SERVICES*

$25 Individual/ 
$50 Family

$50 Individual/ 
$150 Family

ANNUAL MAXIMUM APPLIES TO ALL BASIC AND MAJOR 
SERVICES*

Plan pays $1,500 maximum

PREVENTIVE & DIAGNOSTIC SERVICES
■ Oral Exams
■ Prophylaxis
■ X-rays
■ Sealants No charge1

35% of Allowed Benefit; 
Deductible does not apply; 
Non-participating providers 
may bill for the difference 
between the allowed benefit 
and the provider’s charges.1

BASIC SERVICES
■ Fillings—includes posterior composite restorations
■ Periodontics (gum treatment)
■ Endodontics (root canals)
■ Denture repair/relining
■ Stainless steel crowns
■ Bridges, bridge recementation/repair
■ Implants—covered only as an alternative to a fixed bridge
■ Oral surgery

20% of Allowed Benefit after 
deductible1

50% of Allowed Benefit after 
deductible; Non-participating 
providers may bill for the 
difference between the allowed 
benefit and the provider’s 
charges1

■ Surgical removal of impacted teeth

No charge after deductible1

35% of Allowed Benefit after 
deductible; Non-participating 
providers may bill for the 
difference between the allowed 
benefit and the provider’s 
charges.1

MAJOR SERVICES
■ Dentures
■ Crowns, inlays, onlays and cast restorations

50% of Allowed Benefit after 
deductible1

70% of Allowed Benefit after 
deductible; Non-participating 
providers may bill for the 
difference between the allowed 
benefit and the provider’s 
charges.1

ORTHODONTIC SERVICES
■ Benefits for orthodontic services are available for dependent 

children up to age 19

50% of Allowed Benefit1

50% of Allowed Benefit; 
Deductible does not apply; 
Non-participating providers 
may bill for the difference 
between the allowed benefit 
and the provider’s charges.1

ORTHODONTIC LIFETIME MAXIMUM Plan pays $800 combined maximum

1	 CareFirst payments are based on the CareFirst Allowed Benefit. Participating and Preferred Dentists accept 100% of the CareFirst Allowed 
Benefit as payment in full for covered services. Non-participating dentists may bill the member for the difference between the Allowed Benefit 
and their charges.

*	�Deductible and Annual Maximum Combined In-network/Out-of-network.
Summary of Exclusions: Not all services and procedures are covered by your benefits contract. This plan summary is for comparison purposes 
only and does not create rights not given through the benefit plan. 
CareFirst of Maryland, Inc.: CFMI/BLUEDENTAL EOC (1/15); CFMI/BLUEDENTAL DOCS (R.7/21); CFMI/BLUEDENTAL SOB (R.7/21); CFMI/51+/GC 
(R. 1/13); CFMI/ELIG/D-V (7/09) and any amendments. 
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BlueDental Plus–PPO Standard 
Summary of Benefits
Includes access to a national provider network

In-Network 
You Pay

Out-of-Network 
You Pay

DEDUCTIBLE APPLIES TO ALL BASIC AND MAJOR 
SERVICES*

$25 Individual/ 
$50 Family

$25 Individual/ 
$50 Family

ANNUAL MAXIMUM APPLIES TO ALL BASIC AND MAJOR 
SERVICES*

Plan pays $1,500 maximum

PREVENTIVE & DIAGNOSTIC SERVICES (Deductible and Annual Maximum do not apply)
■ Oral Exams
■ Cleanings
■ X-rays
■ Sealants No charge1

Deductible does not apply; 
Non-participating providers 
may bill for the difference 
between the allowed benefit 
and the provider’s charges.1

BASIC SERVICES
■ Fillings (includes posterior 

composite restorations)
■ Endodontics (root canals)
■ Oral surgery
■ Stainless steel crowns

No charge after deductible1

Deductible applies; Non-
participating providers may 
bill for the difference between 
the allowed benefit and the 
provider’s charges.1

MAJOR SERVICES (NOT COVERED UNDER PLAN)
■ Periodontics
■ Crowns
■ Inlays
■ Onlays
■ Cast restorations
■ Bridges
■ Dentures

Not covered Not covered 

1	 CareFirst payments are based on the CareFirst Allowed Benefit. Participating and Preferred Dentists accept 100% of the CareFirst Allowed 
Benefit as payment in full for covered services. Non-participating dentists may bill the member for the difference between the Allowed Benefit 
and their charges.

*	�Deductible and Annual Maximum Combined In-network/Out-of-network.
Summary of Exclusions: Not all services and procedures are covered by your benefits contract. This plan summary is for comparison purposes 
only and does not create rights not given through the benefit plan. 
CareFirst of Maryland, Inc.: CFMI/BLUEDENTAL EOC (1/15); CFMI/BLUEDENTAL DOCS (R.7/21); CFMI/BLUEDENTAL SOB (R.7/21); CFMI/51+/GC 
(R. 1/13); CFMI/ELIG/D-V (7/09) and any amendments. 
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Core BlueVision Summary of Benefits
(Included with BlueChoice and Triple Option only)

12-month benefit period

In-Network You Pay

EYE EXAMINATIONS1

Routine Eye Examination with 
dilation (per benefit period)

$10

FRAMES1,2

Priced up to $70 retail $40
Priced above $70 retail $40, plus 90% of the amount 

over $70

SPECTACLE LENSES2

Single Vision $35
Bifocal $55
Trifocal $65
Lenticular $110

LENS OPTIONS2,3 (add to spectacle lens prices above)
Standard Progressive Lenses $75
Premium Progressive Lenses 
(Varilux®, etc.)

$125

Polarized Lenses $75
High Index Lenses $55
Glass Lenses $18
Polycarbonate Lenses $30

In-Network You Pay

LENS OPTIONS1,2  (add to spectacle lens prices above)
Blended Invisible Bifocals $20
Intermediate Vision Lenses $30
Photochromic Lenses $35
Scratch-Resistant Coating $20
Standard Anti-Reflective (AR) 
Coating

$45

Ultraviolet (UV) Coating $15
Solid Tint $10
Gradient Tint $12
Plastic Photosensitive Lenses $65

CONTACT LENSES1

Contact Lens Evaluation  
and Fitting

85% of retail price

Conventional 80% of retail price
Disposable/Planned 
Replacement

90% of retail price

DavisVisionContacts.com 
Mail Order Contact Lens 
Replacement Online

Discounted prices

LASER VISION CORRECTION1

Up to 25% off allowed amount or 5% off any advertised special3

1	 At certain retail locations, members receive comparable value through their everyday low price on examination, frame and contact lens purchase.
2	 CareFirst BlueChoice does not underwrite lenses, frames and contact lenses in this program. This portion of the Plan is not an insurance product. As 

of 4/1/14, some providers in Maryland and Virginia may no longer provide these discounts.
3	 �Special lens designs, materials, powers and frames may require additional cost.
4	 �Some providers have flat fees that are equivalent to these discounts.
Exclusions
The following services are excluded from coverage:
1.	Diagnostic services, except as listed in What’s Covered under the Evidence of Coverage.
2.	Medical care or surgery. Covered services related to medical conditions of the eye may be covered under the Evidence of Coverage.
3.	Prescription drugs obtained and self-administered by the mem
4.	��Prescription drugs obtained and self-administered by the Member for outpatient use unless the prescription drug is specifically covered under the Evidence of 

Coverage or a rider or endorsement purchased by your Group and attached to the Evidence of Coverage.
5.	Services or supplies not specifically approved by the Vision Care Designee where required in What’s Covered under the Evidence of Coverage.
6.	Orthoptics, vision training and low vision aids.
7.	Glasses, sunglasses or contact lenses.
8.	Vision Care services for cosmetic use.
9.	Services obtained from Non-Contracting Providers.
For BlueChoice Opt-Out Plus members, Vision Care benefits are not available under the Out-of-Network Evidence of Coverage.
Exclusions apply to the Routine Eye Examination portion of your vision coverage. Discounts on materials such as glasses and contacts may still apply.
Benefits issued under policy form numbers: MD/BC-OOP/VISION (R. 6/04) • DC/BC-OOP/VISION (R. 6/04) •  VA/BC-OOP/VISION (R. 6/04)

BRC6420-1P (7/23)   ■   12 month/$10 copay   ■   BlueVision   ■   Option 1
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BlueVision Plus Summary of Benefits
12-month benefit period

Benefit In-Network You Pay Out-of-Network You Pay

EYE EXAMINATIONS (once per 12-month benefit period)
Routine Eye Examination with dilation No copay Plan pays $40, you pay balance

FRAMES (once per 12-month benefit period)
Davis Vision Frame Collection1 No copay for over 200 frames Not applicable
Non-Collection Frame Plan pays up to $200, you pay balance 

minus 20% discount3,4
Plan pays $70, you pay balance

SPECTACLE LENSES (once per 12-month benefit period)
Basic Single Vision $10 copay Plan pays $40, you pay balance
Basic Bifocal $10 copay Plan pays $60, you pay balance
Basic Trifocal $10 copay Plan pays $80, you pay balance
Progressive Lenses  
(stand/prem/ultra/ultimate)

$0/$0/$140/$175 Up to $60 (in lieu of bifocal 
reimbursement)

CONTACT LENSES (initial supply; once per 12-month benefit period, in lieu of eyeglasses)
Medically Necessary Contacts No copay with prior approval Plan pays $250, you pay balance
Davis Vision Contact Lens Collection1 No copay Not applicable
Other (Non-Collection) Contact Lenses Plan pays up to $200, you pay balance 

minus 15% discount3,4
Plan pays $100, you pay balance

CONTACT LENS EVALUATION, FITTING AND FOLLOW-UP CARE (once per 12-month benefit period)
Davis Vision Collection1, Standard Contact 
Lenses & Medically Necessary Contact Lenses

Covered Not applicable

Specialty Contact Lenses that are non-
collection, including, but not limited to, toric, 
multi- focal and gas permeable lenses

$40 Copay3,4, Not applicable

Value Add and Discounts3,4 (fixed fee)

LENS OPTIONS3,4 (add to spectacle prices above)
Tinting of Plastic Lenses  
(Solid/Gradient)

$0 Anti-Reflective (AR) Coating  
(Standard/Premium/Ultra/Ultimate)

$35/$48/$60/$85

Scratch-Resistant Coating $0 High-Index Lenses (1.67/1.74) $55/$120
Polycarbonate Lenses (Children/Adults)2 $0 Polarized Lenses $75
Ultraviolet Coating $12 Plastic Photochromic Lenses $65
Blue Light Coating $15 Scratch Protection Plan: Single Vision/

Multifocal Lenses
$20/$40

ADDITIONAL DISCOUNTED SERVICES3,4

Retinal Imaging—Member Charge $39
Laser Vision Correction3 Up to 25% off allowed amount or 5% off any advertised special3

1	 Collection is available at most participating independent provider offices. Collection is subject to change.
2	 Polycarbonate lenses are covered for dependent children, monocular patients and patients with prescriptions +/- 6.00 diopters or greater.
3	 These discounts are not considered covered benefits under the Plan. This portion of the Plan is not an insurance product. Additional 

plan discounts may not be available at all provider locations in all states. Please confirm that discounts are accepted when making your 
appointment. Discounts are not insurance and subject to change without notice.  

4	 Available additional discounts not applicable at Glasses.com, 1-800 Contacts, Walmart locations, Sam’s Club locations, or Costco locations or 
where limited by law or manufacturer restrictions. 

5	 Reena Mukamal, “20 Surprising Health Problems an Eye Exam Can Catch,” American Academy of Ophthalmology, aao.org.
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