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key* 00025705 0001 E V7.0EveryonedeservesaGuardian
Everyday,Guardiangives26millionAmericansthe
securitytheydeservethroughourinsuranceand
wealthmanagementproductsandservices. 
We’vepartneredwithyourorganizationtooffer
youarangeofemployeebenefits.Insidethispack,
you’llfindtheplansyouremployerthinksyoumight
benefitfrom. 

Know
yourbenefits

Yourbenefitssupportyourphysicaland
financialwellbeing,tohelpkeepyouand
yourlovedonesprotected.
WithGuardian,you’reingoodhands.
We’vebeendeliveringonourpromisesfor
over150years,andwe’relookingforward
todoingthesameforyoutoo.

Readthroughthisinformation.

Findoutmoreaboutyourbenefits.

Talktoyouremployerifyouneed
helporhaveanyquestions.

CustomerService(888)600-1600
MondaytoFriday|8am

to8:30pm
ET 

123

Thisdocumentisasummaryofthemajorfeaturesoftheinsurance
coveragethat'sbeenagreedtowithyouremployer–itisn'tyourcontract.

©
Copyright2020TheGuardianLifeInsuranceCompanyofAmerica

Workplacebenefits
Welcometo

Yourcoverageoptions 
Dental
insurance

Takingcareofteethand
overallhealth

Vision
insurance

Lookingafteryoureyesight
andrelatedhealthissues
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Watchourvideo
Learnhowdentalinsurancecan
protectyourlong-term

health.

Dental
insurance
Takingcareofyourteethisaboutmore
thanjustcoveringcavitiesandcleanings.
Italsomeansaccountingformoreexpensive
dentalwork,andyouroverallhealth.
Withdentalinsurance,routinepreventivecarecanleadto
betteroverallhealth.Andyou’llbeabletosavemoneyifany
extensivedentalworkisrequired.

Whoisitfor?
Everyoneshouldhaveaccesstogreatdentalcoverage,whichiswhywe
offercomprehensiveplansthatareavailablethroughemployersaspartof
yourbenefitofferings.

Whatdoesitcover?
Dentalinsurancehelpstoprotectyouroveralloralcare.Thatincludes
serviceslikepreventivecleanings,x-rays,restorativeserviceslikefillings,
andothermoreseriousformsoforalsurgeryifyoueverneedthem.

WhyshouldIconsiderit?
Poororalhealthisn’tjustaesthetic,it’salsobeenlinkedtoconditions
includingdiabetes,heartdisease,andstrokes.So,whilebrushingand
flossingeverydaycanhelpkeepyourteethclean,nothingshouldreplace
regularvisitstothedentist.

Youwillreceivethesebenefitsifyoumeettheconditionslistedinthepolicy.

Stayinghealthy
Joevisitshisdentistforaroutine
dentalcleaning,totakecareofhis
teethaswellashisoverallhealth.

Oralhealthisaboutmorethanjust
teethandgums.It’salsoessential
forarangeofotherhealthand
wellbeingreasons:
Cardiovasculardisease:Some
researchsuggeststhatheart
disease,cloggedarteries,and
strokesmaybelinkedto
inflammationandinfections
from

oralbacteria.
Osteoporosis:Weakandbrittle
bonesmaybelinkedtotoothloss.
Diabetes:Researchshowsthat
peoplewithgum

diseasefindit
moredifficulttocontroltheir
bloodsugarlevels.
Alzheimer’sdisease:Worsening
oralhealthisseenasAlzheimer's
diseaseprogresses.

Allinformationcontainedhereis
from

theMayoClinic,OralHealth:
AWindowtoYourOverallHealth,
www.mayoclinic.com.2021.
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Yourdentalcoverage
O

ption
1:H

IG
H

plan,you
can

visit
any

dentist;but
you

pay
less

out-of-pocket
w

hen
you

choose
a

PPO
dentist.

O
ut-of-netw

ork
benefits

are
based

on
a

percentile
ofthe

prevailing
fee

data
for

the
dentist's

zip
code.

O
ption

2:LO
W

plan,you
can

visit
any

dentist;but
you

pay
less

out-of-pocket
w

hen
you

choose
a

PPO
dentist.

O
ut-of-netw

ork
benefits

are
lim

ited
to

our
PPO

fee
schedule.

Y
our

D
entalP

lan
O

ption
1:H

IG
H

O
ption

2:LO
W

Y
our

N
etw

ork
is

D
entalG

uard
Preferred

D
entalG

uard
Preferred

C
alendar

year
deductible

In-N
etw

ork
O

ut-of-N
etw

ork
In-N

etw
ork

O
ut-of-N

etw
ork

Individual
$50

$50
$50

$50
Fam

ily
lim

it
3

per
fam

ily
3

per
fam

ily
W

aived
for

Preventive
Preventive

Preventive
Preventive

C
harges

covered
for

you
(co-insurance)

In-N
etw

ork
O

ut-of-N
etw

ork
In-N

etw
ork

O
ut-of-N

etw
ork

Preventive
C

are
100%

100%
100%

100%
Basic

C
are

90%
90%

70%
50%

M
ajor

C
are

60%
60%

40%
25%

O
rthodontia

50%
50%

50%
50%

A
nnualM

axim
um

B
enefit

$2000
$1000

M
axim

um
R

ollover
Y

es
Y

es
R

ollover
T

hreshold
$800

$500
R

ollover
A

m
ount

$400
$250

R
ollover

In-netw
ork

A
m

ount
$600

$350
R

ollover
A

ccount
Lim

it
$1500

$1000
Lifetim

e
O

rthodontia
M

axim
um

$1000
$1000

D
ependent

A
ge

Lim
its

26
*

26
*

*Fam
ily

coverage
for

spouse
and

children
ifthe

child
is

dependent
upon

the
em

ployee
for

support
and

is:(i)
living

in
the

em
ployee's

household;or
(ii)

a
full-tim

e
or

part-tim
e

student.
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A
Sam

ple
ofServices

C
overed

by
Y

our
P

lan
:

Yourdentalcoverage
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O
ption

1:H
IG

H
O

ption
2:LO

W
Plan

pays
(on

average)
Plan

pays
(on

average)
In-netw

ork
O

ut-of-netw
ork

In-netw
ork

O
ut-of-netw

ork

Preventive
C

are
C

leaning
(prophylaxis)

100%
100%

100%
100%

Frequency:
O

nce
Every

6
M

onths
O

nce
Every

6
M

onths
Fluoride

T
reatm

ents
100%

100%
100%

100%
Lim

its:
U

nderA
ge

14
U

nderA
ge

14
O

ralExam
s

100%
100%

100%
100%

Sealants
(per

tooth)
100%

100%
100%

100%
X

-rays
100%

100%
100%

100%

Basic
C

are
Fillings ‡

90%
90%

70%
50%

PeriodontalM
aintenance

90%
90%

70%
50%

Frequency:
O

nce
Every

3
M

onths
O

nce
Every

3
M

onths
Scaling

&
RootPlaning

(per
quadrant)

90%
90%

70%
50%

M
ajor

C
are

A
nesthesia*

60%
60%

40%
25%

Bridges
and

D
entures

60%
60%

40%
25%

D
entalIm

plants
60%

60%
40%

25%
Inlays,O

nlays,V
eneers**

60%
60%

40%
25%

Perio
Surgery

60%
60%

40%
25%

R
epair

&
M

aintenance
of

C
row

ns,Bridges
&

D
entures

60%
60%

40%
25%

R
oot

C
anal

60%
60%

40%
25%

Sim
ple

Extractions
60%

60%
40%

25%
Single

C
row

ns
60%

60%
40%

25%
SurgicalExtractions

60%
60%

40%
25%

O
rthodontia

O
rthodontia

50%
50%

50%
50%

Lim
its:

C
hild(ren)

C
hild(ren)

T
his

is
only

a
partiallist

ofdentalservices.Y
our

certificate
ofbenefits

w
illshow

exactly
w

hat
is

covered
and

excluded.**For
PPO

and
or

Indem
nity

m
em

bers,C
row

ns,Inlays,O
nlays

and
LabialV

eneers
are

covered
only

w
hen

needed
because

ofdecay
or

injury
or

other
pathology

w
hen

the
tooth

cannot
be

restored
w

ith
am

algam
or

com
posite

filing
m

aterial.W
hen

O
rthodontia

coverage
is

for
"C

hild(ren)"
only,the

orthodontic
appliance

m
ust

be
placed

prior
to

the
age

lim
it

set
by

your
plan;Iffull-tim

e
status

is
required

by
your

plan
in

order
to

rem
ain

insured
after

a
certain

age;then
orthodontic

m
aintenance

m
ay

continue
as

long
as

full-tim
e

student
status

is
m

aintained.IfO
rthodontia

coverage
is

for
"A

dults
and

C
hild(ren)"

this
lim

itation
does

not
apply.

*G
eneralA

nesthesia
–

restrictions
apply.

‡For
PPO

and
or

Indem
nity

m
em

bers,Fillings
–

restrictions
m

ay
apply

to
com

posite
fillings.
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M
anage

Y
our

B
enefits:

G
o

to
w

w
w

.G
uardianlife.com

to
access

secure
inform

ation
about

your
G

uardian
benefits

including
access

to
an

im
age

ofyour
ID

C
ard.Y

our
on-line

account
w

illbe
set

up
w

ithin
30

days
after

your
plan

effective
date.

Find
A

D
entist:

Visit
w

w
w

.G
uardianlife.com

C
lick

on
“Find

A
Provider”;You

w
illneed

to
know

your
plan,

w
hich

can
be

found
on

the
first

page
ofyour

dentalbenefit
sum

m
ary.

E
X

C
LU

SIO
N

S
A

N
D

LIM
IT

A
T

IO
N

S
n

Im
portantInform

ation
aboutG

uardian’s
D

entalG
uard

Indem
nity

and
D

entalG
uard

Preferred
N

etw
ork

PPO
plans:T

his
policy

provides
dental

insurance
only.C

overage
is

lim
ited

to
those

charges
thatare

necessary
to

prevent,diagnose
or

treatdentaldisease,defect,or
injury.D

eductibles
apply.

The
plan

does
notpay

for:oralhygiene
services

(exceptas
covered

under
preventive

services),orthodontia
(unless

expressly
provided

for),cosm
etic

or
experim

entaltreatm
ents

(unless
they

are
expressly

provided
for),any

treatm
ents

to
the

extentbenefits
are

payable
by

any
other

payor
or

for
w

hich
no

charge
is

m
ade,prosthetic

devices
unless

certain
conditions

are
m

et,and
services

ancillary
to

surgicaltreatm
ent.T

he
plan

lim
its

benefits
for

diagnostic

consultations
and

for
preventive,restorative,endodontic,periodontic,and

prosthodontic
services.The

services,exclusions
and

lim
itations

listed
above

do
notconstitute

a
contractand

are
a

sum
m

ary
only.T

he
G

uardian
plan

docum
ents

are
the

finalarbiter
ofcoverage.C

ontract#
G

P-1-D
G

2000
etal.

n
P

P
O

and
or

Indem
nity

SpecialLim
itation:Teeth

lostorm
issing

before
a

covered
person

becom
esinsured

by
thisplan.

A
covered

person
m

ay
have

one
or

m
ore

congenitally
m

issing
teeth

orhave
lostone

orm
ore

teeth
before

he
becam

e
insured

by
thisplan.

W
e

w
on’tpay

fora
prosthetic

device
w

hich
replacessuch

teeth
unless

the
device

also
replacesone

orm
ore

naturalteeth
lostorextracted

afterthe
covered

person
becam

e
insured

by
thisplan.R3-D

G
2000

DentalGuardInsuranceisunderwrittenandissuedbyTheGuardianLifeInsuranceCompanyofAmerica,NewYork,NY.Productsarenotavailableinall
states.Policylimitationsandexclusionsapply.Optionalridersand/orfeaturesmayincuradditionalcosts.Plandocumentsarethefinalarbiterof
coverage.ThispolicyprovidesDENTALinsuranceonly.
PolicyForm

#GP-1-DG2000,etal,GP-1-DEN-16
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GUARDIAN®isaregisteredtrademarkofTheGuardianLifeInsuranceCompanyofAmerica
guardianlife.com
©

Copyright2020TheGuardianLifeInsuranceCompanyofAmerica

Planannual
maximum**

Threshold
Maximum
rolloveramount

In-networkonly
rolloveramount

Maximum
rollover

accountlimit
$1,000 
Maximum

 claims 
reimbursement

$500
Claimsamountthat
determinesrollover
eligibility

$250
Additionaldollars
addedtoaplan’s
annualmaximum
forfutureyears

$350
Additionaldollars
addedifonlyin-network
providerswereused
duringthebenefityear

$1,000
Thelimitthatcannot
beexceededwithin
themaximum

rollover
account

*
Thisexamplehasbeencreatedforillustrativepurposesonly.

**Ifaplanhasadifferentannualmaximum
forPPO

benefitsvs.non-PPO
benefits,($1500PPO/$1000non-PPO

forexample)thenon-PPO
maximum

determinestheMaximum
Rolloverplan.Maynotbeavailableinallstates.

Guardian’sDentalInsuranceisunderwrittenandissuedbyTheGuardianLifeInsuranceCompanyofAmerica,NewYork,NY.Productsarenotavailableinall
states.Policylimitationsandexclusionsapply.Optionalridersand/orfeaturesmayincuradditionalcosts.Plandocumentsarethefinalarbiterofcoverage.
Informationprovidedinthiscommunicationisforinformationalpurposesonly.DentalPolicyForm

No.GP-1-DEN-16.GUARDIAN®isaregisteredservicemark
ofTheGuardianLifeInsuranceCompanyofAmerica®©Copyright2019TheGuardianLifeInsuranceCompanyofAmerica.

Dependingonaplan’sannualmaximum,ifclaimsmadefora
certainyeardon’treachaspecifiedthreshold,thentheset
maximum

rolloveramountcanberolledover.

Howmaximum
rolloverworks *

OralHealth
Rewards
Program
Regularvisitstothedentistcanhelpprevent
anddetecttheearlysignsofseriousdiseases.
That’swhyGuardian’sMaximum

RolloverOralHealthRewards
Program

encouragesandrewardsmemberswhovisitthe
dentist,byrollingoverpartofyourunusedannualmaximum
intoaMaximum

RolloverAccount(MRA).Thiscanbeusedin
futureyearsifyourplan’sannualmaximum

isreached.

Submitaclaim
(without

exceedingthepaidclaims
thresholdofabenefityear),
andGuardianwillrollover
aportionofyourunused
annualdentalmaximum.

Automaticrollover

2020-105050(07/22)
7



GUARDIAN®isaregisteredtrademarkofTheGuardianLifeInsuranceCompanyofAmerica
guardianlife.com
©
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Planannual
maximum**

Threshold
Maximum
rolloveramount

In-networkonly
rolloveramount

Maximum
rollover

accountlimit
$2,000 
Maximum

 claims 
reimbursement

$800
Claimsamountthat
determinesrollover
eligibility

$400
Additionaldollars
addedtoaplan’s
annualmaximum
forfutureyears

$600
Additionaldollars
addedifonlyin-network
providerswereused
duringthebenefityear

$1,500
Thelimitthatcannot
beexceededwithin
themaximum

rollover
account

*
Thisexamplehasbeencreatedforillustrativepurposesonly.

**Ifaplanhasadifferentannualmaximum
forPPO

benefitsvs.non-PPO
benefits,($1500PPO/$1000non-PPO

forexample)thenon-PPO
maximum

determinestheMaximum
Rolloverplan.Maynotbeavailableinallstates.

Guardian’sDentalInsuranceisunderwrittenandissuedbyTheGuardianLifeInsuranceCompanyofAmerica,NewYork,NY.Productsarenotavailableinall
states.Policylimitationsandexclusionsapply.Optionalridersand/orfeaturesmayincuradditionalcosts.Plandocumentsarethefinalarbiterofcoverage.
Informationprovidedinthiscommunicationisforinformationalpurposesonly.DentalPolicyForm

No.GP-1-DEN-16.GUARDIAN®isaregisteredservicemark
ofTheGuardianLifeInsuranceCompanyofAmerica®©Copyright2019TheGuardianLifeInsuranceCompanyofAmerica.

Dependingonaplan’sannualmaximum,ifclaimsmadefora
certainyeardon’treachaspecifiedthreshold,thentheset
maximum

rolloveramountcanberolledover.

Howmaximum
rolloverworks *

OralHealth
Rewards
Program
Regularvisitstothedentistcanhelpprevent
anddetecttheearlysignsofseriousdiseases.
That’swhyGuardian’sMaximum

RolloverOralHealthRewards
Program

encouragesandrewardsmemberswhovisitthe
dentist,byrollingoverpartofyourunusedannualmaximum
intoaMaximum

RolloverAccount(MRA).Thiscanbeusedin
futureyearsifyourplan’sannualmaximum

isreached.

Submitaclaim
(without

exceedingthepaidclaims
thresholdofabenefityear),
andGuardianwillrollover
aportionofyourunused
annualdentalmaximum.

Automaticrollover

2020-105050(07/22)
8



Watchourvideo
Howvisioninsurancecanhelp
youseeclearlyasyougetolder.

Vision
insurance
Visioninsurancehelpsprotectthe
healthofyoureyesbyprovidingcoverage
forbenefitsthatoftenaren’tcovered
byregularmedicalinsurance.
Protectingyoureyesightmeansallowingforroutinevisits
totheoptometristforeyeexams,aswellascoveragefor
glassesandcontacts.Makesureyoureyesremainingreat
shapeatanyage–nomatterhowmuchtimeyouspend
staringatdigitalscreens.

Whoisitfor?
Evenifyouhaveperfecteyesight,it’simportanttohaveregulareyeexams
tomakesureyou’restillseeingclearly.Mostofusmayeventuallyneed
visioncorrection,whichiswhyweoffervisioninsurancetocoversomeof
thecosts.

Whatdoesitcover?
Visioninsurancecoversbenefitsnottypicallyincludedinmedicalinsurance
plans.Itcoversthingslikeroutineeyeexams,allowancestowardsthe
purchaseofeyeglassesandcontactlenses,aswellasdiscountson
correctiveLasiksurgery.

WhyshouldIconsiderit?
Regulareyeexamscandetectmorethanfailingeyesight,theycanalsopick
updiseaseslikeglaucomaanddiabetes.Visionproblemsareoneofthe
mostprevalentdisabilitiesintheUnitedStates,makingvisioninsurance
especiallyusefulforanyonewhoregularlyneedstopurchaseeyeglassesor
contacts,oranyonewhosimplywantstohelpprotecttheireyesightand
generalhealth.

Youwillreceivethesebenefitsifyoumeettheconditionslistedinthepolicy.

20/20coverage
Davidnoticesthathisvisionis
deteriorating.Hegoesinforaneye
exam,andisdiagnosedwithmyopia,
whichmeansheneedsglasses.

Averagecostofvisionexam:$171
Averagecostofframesand
lenses:$350
Totalcost:$521
WithaVisionpolicyfrom

Guardian,
Davidpaysjust$10forhiseyeexam.
After$25incopay,hislensesarefully
covered,andhepays$96forhis
frames.
David’stotalout-of-pocketexpense
is$131,savinghim

$390.

Thisexampleisforillustrative
purposesonly.Yourplan’scoverage
mayvary.Seeyourplan’sinformation
onthefollowingpagesforspecific
amountsanddetails.
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Yourvisioncoverage
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O
ption

1:
Significant

out-of-pocket
savings

available
w

ith
your

FullFeature
plan

by
visiting

one
ofVSP’s

netw
ork

locations,
including

one
ofthe

largest
private

practice
provider

netw
orks,Visionw

orks
and

contracted
Pearle

Vision
locations.

Y
our

V
ision

P
lan

FullFeature

Y
our

N
etw

ork
is

V
SP

C
hoice

N
etw

ork

C
opay

Exam
s

C
opay

$
10

M
aterials

C
opay

(w
aived

for
elective

contactlenses)
$

25

Sam
ple

ofC
overed

Services
You

pay
(after

copay
ifapplicable):

In-netw
ork

O
ut-of-netw

ork

Eye
Exam

s
$0

A
m

ount
over

$39

Single
V

ision
Lenses

$0
A

m
ount

over
$23

Lined
BifocalLenses

$0
A

m
ount

over
$37

Lined
T

rifocalLenses
$0

A
m

ount
over

$49

Lenticular
Lenses

$0
A

m
ount

over
$64

Fram
es

80%
ofam

ount
over

$150¹
A

m
ount

over
$46

C
ostco,W

alm
art

and
Sam

's
C

lub
Fram

e
A

llow
ance

A
m

ountover
$0

C
ontact

Lenses
(Elective)

A
m

ount
over

$150
A

m
ount

over
$100

C
ontact

Lenses
(M

edically
N

ecessary)
$0

A
m

ount
over

$210

C
ontact

Lenses
(Evaluation

and
fitting)

U
p

to
$60

N
ot

A
pplicable

C
osm

etic
Extras

A
vg.20-25%

offretailprice
N

o
discounts

G
lasses

(Additionalpair
offram

es
and

lenses)
20%

offretailprice**
N

o
discounts

Laser
C

orrection
Surgery

D
iscount

U
p

to
15%

offthe
usualcharge

or
5%

offprom
otionalprice

N
o

discounts

Service
Frequencies

Exam
s

Every
calendar

year

Lenses
(for

glasses
or

contactlenses)‡‡
Every

calendar
year

Fram
es

Every
tw

o
calendar

years‡‡‡

N
etw

ork
discounts

(glasses
and

contactlens
professionalservice)

Lim
itless

w
ithin

12
m

onths
ofexam

.

D
ependent

A
ge

Lim
its

26
T

o
Find

a
Provider:

R
egister

at
V

SP.com
to

find
a

participating
provider.

V
SP

•
‡‡Benefitincludes

coverage
for

glasses
or

contactlenses,notboth.

•
Fam

ily
coverage

for
spouse

and
children

ifthe
child

is
dependent

upon
the

em
ployee

for
supportand

is:(i)living
in

the
em

ployee’s
household;or

(ii)a
full-tim

e
or

part-tim
e

student.

•
**

For
the

discountto
apply

your
purchase

m
ustbe

m
ade

w
ithin

12
m

onths
ofthe

eye
exam

.

•
C

harges
for

an
initialpurchase

can
be

used
tow

ard
the

m
aterialallow

ance.A
ny

unused
balance

rem
aining

after
the

initialpurchase
cannotbe

banked
for

future
use.

The
only

exception
w

ould
be

ifa
m

em
ber

purchases
contactlenses

from
an

out
ofnetw

ork
provider,m

em
bers

can
use

the
balance

tow
ards

additionalcontact
lenses

w
ithin

the
sam

e
benefitperiod.

•
1Extra

$20
on

selectbrands

10



Yourvisioncoverage

GUARDIAN®isaregisteredtrademarkofTheGuardianLifeInsuranceCompanyofAmerica
ACCESSO,LLC

Kitcreated08/10/2024
ALLFULL-TIMEUNITEDSTATESCHIEFEXECUTIVEOFFICERSSCHEDULEDTO

WORKATLEAST30HO
Groupnumber:00025705

•
M

em
bers

can
use

their
in

netw
ork

benefits
on

line
atEyeconic.com

.

•
‡‡‡.The

VSP
system

considers
contactlenses

to
be

the
equivalentofa

fullpairofeyeglasses
(lenses

and
fram

es)so
while

the
m

em
bercan

obtain
contactlenses

one
yearand

standard
eyeglass

lenses
the

nextyear,the
fram

es
benefitwould

notbe
available

until24
m

onths
ortwo

calendaryears,depending
on

the
plan

design,afterthe
date

the
m

em
ber

obtained
the

contactlenses.

•
In

N
etw

ork
R

outine
RetinalScreening

C
overed

after
no

m
ore

than
a

$39
copay.

E
X

C
LU

SIO
N

S
A

N
D

LIM
IT

A
T

IO
N

S
Im

portantInform
ation:This

policy
provides

vision
care

lim
ited

benefits
health

insurance
only.

Itdoes
not

provide
basic

hospital,basic
m

edicalor
m

ajor
m

edicalinsurance
as

defined
by

the
N

ew
York

State
Insurance

D
epartm

ent.
C

overage
is

lim
ited

to
those

charges
that

are
necessary

for
a

routine
vision

exam
ination.C

o-pays
apply.

The
plan

does
notpay

for:orthoptics
or

vision
training

and
any

associated
supplem

entaltesting;m
edicalor

surgicaltreatm
ent

ofthe
eye;and

eye
exam

ination
or

corrective
eyew

ear
required

by
an

em
ployer

as
a

condition
ofem

ploym
ent;replacem

entoflenses
and

fram
es

thatare
furnished

under
this

plan,w
hich

are
lostor

broken
(exceptatnorm

al
intervals

w
hen

services
are

otherw
ise

available
or

a
w

arranty
exists).The

plan
lim

its
benefits

for
blended

lenses,oversized
lenses,photochrom

ic
lenses,

tinted
lenses,progressive

m
ultifocallenses,coated

or
lam

inated
lenses,a

fram
e

thatexceeds
plan

allow
ance,cosm

etic
lenses;U

-V
protected

lenses
and

optionalcosm
etic

processes.

T
he

services,
exclusions

and
lim

itations
listed

above
do

not
constitute

a
contract

and
are

a
sum

m
ary

only.
The

G
uardian

plan
docum

ents
are

the
final

arbiter
ofcoverage.C

ontract#G
P-1-VSN

-96-VIS
etal.

Laser
C

orrection
Surgery:

D
iscounts

on
average

of10-20%
offusualand

custom
ary

charge
or

5%
off

prom
otionalprice

for
vision

laser
Surgery.M

em
bers

out-of-pocket
costs

are
lim

ited
to

$1,800
per

eye
for

LA
SIK

or
$1,500

per
eye

for
PR

K
or

$2300
per

eye
for

C
ustom

LA
SIK

,C
ustom

PRK
,or

Bladeless
LA

SIK
.

Laser
surgery

is
notan

insured
benefit.

The
surgery

is
available

ata
discounted

fee.
T

he
covered

person
m

ustpay
the

entire
discounted

fee.In
addition,the

laser
surgery

discountm
ay

not
be

available
in

allstates.

G
uardian’s

Vision
Insurance

is
underw

ritten
and

issued
by

The
G

uardian
Life

Insurance
C

om
pany

ofA
m

erica,N
ew

York,N
Y.Products

are
notavailable

in
all

states.Policy
lim

itations
and

exclusions
apply.O

ptionalriders
and/or

features
m

ay
incur

additionalcosts.This
policy

provides
vision

care
lim

ited
benefits

health
insurance

only.It
does

N
O

T
provide

basic
hospital,basic

m
edicalor

m
ajor

m
edicalinsurance

as
defined

by
the

N
ew

Y
ork

State
D

epartm
entofFinancial

Services.Plan
docum

ents
are

the
finalarbiter

ofcoverage.
Policy

Form
#

G
P-1-G

VSN
-17

11
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Ourcommitmenttoyou
Pleasereadthedocumentationreferencedbelowcarefully.Thenoticesareintendedtoprovideyou
importantinformationaboutourinsuranceofferingsandtoprotectyourinterests.Certainonesare
requiredbylaw.

GUARDIAN®isaregisteredtrademarkofTheGuardianLifeInsuranceCompanyofAmerica
ACCESSO,LLC

Kitcreated08/10/2024
ALLFULL-TIMEUNITEDSTATESCHIEFEXECUTIVEOFFICERSSCHEDULEDTO

WORKATLEAST30HO
Groupnumber:00025705

the

Importantinformation
NoticeInformingIndividualsaboutNondiscriminationandAccessibilityRequirements
GuardiannoticestatingthatitcomplieswithapplicableFederalcivilrightslawsanddoesnotdiscriminatebasedonrace,
color,nationalorigin,age,disability,sex,oractualorperceivedgenderidentity.Thenoticeprovidescontactinformationfor
filinganondiscriminationgrievance.Italsoprovidescontactinformationforaccesstofreeaidsandservicesbydisabled
peopletoassistincommunicationswithGuardian.
Visithttps://www.guardiananytime.com/notice48toreadmore.

NoCostLanguageServices
GuardianprovideslanguageassistanceinmultiplelanguagesformemberswhohavelimitedEnglishproficiency.
Visithttps://www.guardiananytime.com/notice46toreadmore.

Visioninsurance
Guardian'sHIPAANoticeofPrivacyPractices
Thenoticedescribeshowhealthinformationaboutyoumaybeusedanddisclosedandhowyoucanaccessthisinformation.
Visithttps://www.guardiananytime.com/notice50toreadmore.

theman

13
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1

D
ETAC

H
EN

TIR
E

FO
R

M
AN

D
R

ETU
R

N
TO

YO
U

R
EM

PLO
YER

D
ATE

FO
R

M
PU

BLISH
ED

:
Aug

10,2024

w
w

w
.gu

ardian
life.com

The
G

uardian
Life

Insurance
Com

pany
ofAm

erica

Enrollm
ent/Change

Form
Page

1
of4

Guardian
Life,P.O.Box

14319,
Lexington,KY

40512
Please

printclearly
and

m
ark

carefully.

C
EF2022-FL

Em
ployer/PlanholderNam

e:ACCESSO
,LLC

Group
Plan

Num
ber:00025705

B
enefits

E
ffective:_____________

PLEASE
CHECK

APPROPRIATE
BOX

q
InitialEnrollm

ent
q

Add
Em

ployee/M
em

berDependents/Fam
ily

M
em

bers
q

Drop/Refuse
Coverage

q
Inform

ation
Change

In
this

form
,you

w
illbe

referred
to

as
an

Em
ployee/M

em
ber.M

em
bers

ofyourfam
ily

w
illbe

referred
to

as
Dependents/Fam

ily
M

em
bers.There

w
illalso

be
tim

es,w
hen

referring
to

Dependents/Fam
ily

M
em

bers,this
form

w
illdistinguish

betw
een

yourspouse
and

yourchildren.Depending
on

the
type

ofplan
yourPlanholderselected,otherplan

docum
ents

m
ay

referto
you

as
an

em
ployee,a

m
em

ber,ora
sim

ilarterm
,and,to

m
em

bers
ofyourfam

ily,as
fam

ily
m

em
bers,dependents,eligible

dependents,ora
sim

ilar
term

.Please
referto

the
group

policy,certificate
ofcoverage,(som

etim
es

called
a

m
em

berguide),to
see

how
term

s
are

defined
and

to
determ

ine
w

hich
m

em
bers

ofyour
fam

ily
are

eligible
forcoverage.Plan

docum
ents

such
as

the
group

policy,certificate
ofcoverage,(som

etim
es

called
a

m
em

berguide),controlifthere
is

any
dispute

concerning
the

m
eaning

ofterm
s

used
in

this
form

.

Class:
ALL

FULL-TIM
E

UNITED
STATES

CHIEF
EXECUTIVE

OFFICERS
SCHEDULED

TO
W

ORK
AT

LEAST
30

HO

Division:_________________
SubtotalCode:____________________

(Please
obtain

this
from

your
Em

ployer/Planholder)

AboutYou:
Em

ployer/Planholder
Provided

Identification:
SocialSecurity

N
um

ber

FullLegalNam
e-First,M

I,LastNam
e:

W
hatis

the
nam

e
you

go
by?

(optional)
________________________

___
___

___
-___

___
-___

___
___

___
YourSocialSecurity

Num
berm

ustbe
provided

if
enrolling

forLife
Coverage.ShortTerm

Disability
Coverage

and/orLong
Term

Disability
Coverage.

Address
City

State
Zip

GenderIdentity:q
M
q

F
Date

ofBirth
(m

m
-dd-yy):____

-____
-____

P
hone

(indicate
prim

ary):q
H

om
e

(____
)____

-____
q

W
ork

(____
)____

-____
q

M
obile

(____
)____

-____

E
m

ailA
ddress

(indicate
prim

ary)q
H

om
e

_________________
q

W
ork

_________________

Are
you

m
arried

orin
a

civilunion?
q

Yes
q

No
Date

ofm
arriage/civilunion:____-____-_____

Do
you

have
children

orotherdependents?
q

Yes
q

No
Placem

entdate
ofadopted

child:
____-____-_____

AboutYour
Job:

Job
Title:

W
ork

Status:

q
Active

q
Retired

q
COBRA/State

Continuation
Hours

w
orked

perw
eek:_______

D
ate

offulltim
e

hire:____
-____

-____

AboutYour
Fam

ily:
Please

include
the

nam
es

ofthe
D

ependents/Fam
ily

M
em

bers
you

w
ish

to
enroll.You

can
enrollonly

those
D

ependents/Fam
ily

M
em

bers
thatare

eligible
for

coverage.Please
refer

to
the

plan
docum

ents
such

as
the

group
policy,m

em
ber

guide,or
certificate

to
determ

ine
ifa

D
ependent/Fam

ily
M

em
ber

is
eligible

for
coverage.

Ifadditionalspace
is

needed,please
attach

a
separate

page
w

ith
this

inform
ation

along
w

ith
your

enrollm
entform

.Each
D

ependent/Fam
ily

M
em

ber’s
SocialSecurity

N
um

ber
m

ustbe
provided

ifenrolling
them

for
Life

Coverage.Be
sure

to
sign

and
date

(m
m

-dd-yyyy)
the

paper
and

keep
a

copy
for

your
records.Additionalinform

ation
m

ay
be

required
for

non-standard
dependents

such
as

a
niece

or
a

nephew
.



2

D
ETAC

H
EN

TIR
E

FO
R

M
AN

D
R

ETU
R

N
TO

YO
U

R
EM

PLO
YER

Spouse

Address/City/State/Zip:

Phone:(
)

-

Gender
Identity:

q
M
q

F

SocialSecurity
Num

ber
_____

-_____
-_____

Date
ofBirth

(m
m

-dd-yyyy)
____

-____
-____

Child/Dependent1:

Address/City/State/Zip:

Phone:(
)

-

q
Add
q

Drop
Gender
Identity:

q
M
q

F

SocialSecurity
Num

ber
_____

-_____
-_____

Date
ofBirth

(m
m

-dd-yyyy)
____

-____
-____

Status
(check

as
applicable)

q
Student(posthigh

school)q
Disabled

q
Non

standard
dependent

Child/Dependent2:

Address/City/State/Zip:

Phone:(
)

-

q
Add
q

Drop
Gender
Identity:

q
M
q

F

SocialSecurity
Num

ber
_____

-_____
-_____

Date
ofBirth

(m
m

-dd-yyyy)
____

-____
-____

Status
(check

as
applicable)

q
Student(posthigh

school)q
Disabled

q
Non

standard
dependent

Child/Dependent3:

Address/City/State/Zip:

Phone:(
)

-

q
Add
q

Drop
Gender
Identity:

q
M
q

F

SocialSecurity
Num

ber
_____

-_____
-_____

Date
ofBirth

(m
m

-dd-yyyy)
____

-____
-____

Status
(check

as
applicable)

q
Student(posthigh

school)q
Disabled

q
Non

standard
dependent

Child/Dependent4:

Address/City/State/Zip:

Phone:(
)

-

q
Add
q

Drop
Gender
Identity:

q
M
q

F

SocialSecurity
Num

ber
_____

-_____
-_____

Date
ofBirth

(m
m

-dd-yyyy)
____

-____
-____

Status
(check

as
applicable)

q
Student(posthigh

school)q
Disabled

q
Non

standard
dependent

D
ro

p
C

o
verag

e:
q

Drop
Em

ployee/M
em

ber
q

Drop
Dependents/Fam

ily
M

em
bers

T
he

date
ofw

ithdraw
alcannotbe

priorto
the

date
this

form
is

com
pleted

and
signed.

LastD
ay

ofC
overage:_____-_____-_____

q
Term

ination
ofEm

ploym
ent

q
Retirem

ent
LastD

ay
W

orked:
_____-_____-_____

q
OtherEvent:_____________
D

ate
ofE

vent:_____-_____-_____

Coverage
Being

D
ropped:

q
Dental

q
Em

ployee/M
em

ber
q

Spouse
q

Child(ren)
q

Vision
q

Em
ployee/M

em
ber

q
Spouse

q
Child(ren)

q
Basic

Term
Life

q
Voluntary

Term
Life

Loss
O

fO
ther

Coverage:
Iand/orm

y
dependents

w
ere

previously
covered

under
Loss

ofcoverage
w

as
due

to:
q

Term
ination

ofEm
ploym

ent:
_____-_____-_____

q
Divorce/Separation

_____-_____-_____
q

Death
ofSpouse_____-_____-_____

q
Term

ination/Expiration
ofCoverage_____-_____-_____

Coverage
Lost

q
Dental

q
Vision

Ihave
been

offered
the

above
coverage(s)and

w
ish

to
drop

enrollm
entforthe

follow
ing

reasons:
q

Covered
underanotherinsurance

plan
q

Other____________________________________________________
(additionalinform

ation
m

ay
be

required)

D
entalCoverage:

You
m

ustbe
enrolled

to
cover

your
dependents/fam

ily
m

em
bers.

Check
only

one
box.

Em
ployee/M

em
ber

Only
Em

ployee/M
em

ber
&

Spouse
Em

ployee/M
em

ber&
Dependent/Child(ren)

Em
ployee/M

em
ber,Spouse

&
Dependent/Child(ren)

Option
1:HIGH

q
q

q
q

Option
2:LOW

q
q

q
q

q
Ido

notw
antDentalCoverage

because
(Check

as
applicable):

q
Iam

covered
underanotherDentalplan

q
M

y
spouse

is
covered

underanotherDentalplan
q

M
y

dependents/fam
ily

m
em

bers
are

covered
underanotherDentalplan



Guardian
Group

Plan
Num

ber:00025705
Please

printem
ployee

nam
e:

D
ETAC

H
EN

TIR
E

FO
R

M
AN

D
R

ETU
R

N
TO

YO
U

R
EM

PLO
YER

w
w

w
.gu

ardian
life.com

3

Vision
Coverage:

You
m

ustbe
enrolled

to
cover

your
dependents/fam

ily
m

em
bers.

Check
only

one
box.

Em
ployee/M

em
ber

Only
Em

ployee/M
em

ber&
Spouse

Em
ployee/M

em
ber&

Dependent/Child(ren)
Em

ployee/M
em

ber,Spouse
&

Dependent/Child(ren)
FullFeature

q
q

q
q

q
Ido

notw
antthis

Vision
coverage

because
(Check

as
applicable):

q
Iam

covered
underanotherVision

plan
q

M
y

spouse
is

covered
underanotherVision

plan
q

M
y

dependents/fam
ily

m
em

bers
are

covered
underanotherVision

plan

Signature

l
Iunderstand

thatm
y

dependents/fam
ily

m
em

bers
cannotbe

enrolled
fora

coverage
ifIam

notenrolled
forthatcoverage.

l
Ifcoverage

is
w

aived
and

you
laterdecide

to
enroll,late

entrantpenalties
m

ay
apply.You

m
ay

also
have

to
provide,atyourow

n
expense,proofofeach

person's
insurability.Guardian

orits
designee

has
the

rightto
rejectyourrequest.

l
Iunderstand

thatplan
design

lim
itations

and
exclusions

m
ay

apply.Forcom
plete

details
ofcoverage,please

referto
the

plan
docum

ents
orenrollm

ent
m

aterials.State
lim

itations
m

ay
apply.

l
Yourcoverage

w
illnotbe

effective
untilapproved

by
a

Guardian
orits

designated
underw

riter.

l
Ihereby

apply
forthe

group
benefit(s)thatIhave

chosen
above.

l
Iunderstand

thatIm
ustm

eeteligibility
requirem

ents
forallcoverages

thatIhave
chosen

above.

l
Subm

ission
ofthis

form
does

notguarantee
coverage.Am

ong
otherthings,coverage

is
contingentupon

underw
riting

approvaland
m

eeting
the

applicable
eligibility

requirem
ents.

l
Iagree

thatm
y

em
ployer/planholderm

ay
deductprem

ium
s

from
m

y
pay

ifthey
are

required
forthe

coverage
Ihave

chosen
above.

l
Iattestthatthe

inform
ation

provided
above

is
true

and
correctto

the
bestofm

y
know

ledge.

Any
person

w
ho

know
ingly

and
w

ith
intentto

injure,defraud,or
deceive

any
insurer

files
a

statem
entofclaim

or
an

application
containing

any
false,incom

plete,
or

m
isleading

inform
ation

is
guilty

ofa
felony

ofthe
third

degree.

S
IG

N
A

T
U

R
E

O
F

E
M

P
LO

Y
E

E
/M

E
M

B
E

R
X

____________________
D

A
T

E
______________________
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