Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 08/01/2025-08/14/2026
'aetna SUL ROSS STATE UNIVERSITY: Open Choice® PPO Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
H the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only
: a summary. For more information about your coverage, or to get a copy of the complete terms of coverage,
https://www.aetnastudenthealth.com/en/school/246868/members.html or by calling 1-877-480-4161. For general definitions of common terms, such as allowed amount,
balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-
glossary/ or call 1-877-480-4161 to request a copy.

Important Questions Answers | Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.
This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers

For each Plan Year, In-Network: Individual
What is the overall deductible? | $500 / Family $1,000. Out-of-Network:
Individual $1,000 / Family $2,000.

AT N SR SOt 1155, EIETETE CEV0 ¢ MIERET O Gy (I certain preventive services without cost sharing and before you meet your
before you meet your in-network office visits & preventive care are , y y

h . deductible.
deductible? covered before you meet your deductible.

See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/

Are there other deductibles for

e . No. You don't have to meet deductibles for specific services.
specific services?

In-Network: Individual $7,350 / Family $14,700. | The out—of-pocket limit is the most you could pay in a year for covered services. If

What is the out-of-pocket limit

for this plan? Out-of-Network: Individual $15,000 / Family you have other family members in this plan, they have to meet their own out-of-
plan $30,000. pocket limits until the overall family out-of-pocket limit has been met.

Premiums, balance-billing charges, health care
this plan doesn't cover & penalties for failure to
obtain pre-authorization for services.

What is not included in the
out-of-pocket limit?

Even though you pay these expenses, they don’t count toward the out—of—pocket

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and you
Will you pay less if you use a | Yes. See www.aetna.com/docfind or call 1-877- | might receive a bill from a provider for the difference between the provider's charge
network provider? 480-4161 for a list of in-network providers. and what your plan pays (balance billing). Be aware, your network provider might
use an out-of-network provider for some services (such as lab work). Check with
your provider before you get services.

Do you need a referral to see a

specialist? No. You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Services You May Need

Limitations, Exceptions, & Other
Important Information

Common Medical
Event

If you visit a health
care provider’s
office or clinic

Primary care visit to treat an

In-Network Provider
(You will pay the least)

$30 copay/visit, deductible

Out-of-Network Provider
(You will pay the most)

o
injury or illness doesn't apply 40% coinsurance M
Specialist visit $30 copayhvisit, deductible 40% coinsurance None

doesn't apply

Preventive care /screening
fimmunization

No charge

40% coinsurance, except no
charge for immunizations up
toage 6

You may have to pay for services that aren’t
preventive. Ask your provider if the services
needed are preventive. Then check what
your plan will pay for.

If you have a test

Diagnostic test (x-ray, blood

work) 20% coinsurance 40% coinsurance None
Imaging (CT/PET scans, MRIs) | 20% coinsurance 40% coinsurance None

If you need drugs to
treat your illness or
condition

More information

about prescription
drug coverage is

Generic drugs

Copay/prescription, deductible
doesn't apply: $20 (retail), $50
(mail order)

40% coinsurance, deductible
doesn't apply

Preferred brand drugs

Copay/prescription, deductible
doesn't apply: $40 (retail),
$100 (mail order)

40% coinsurance, deductible
doesn't apply

Non-preferred generic and
brand drugs

Copay/prescription, deductible
doesn't apply: $60 (retail),
$150 (mail order)

40% coinsurance, deductible
doesn't apply

Covers 30-day supply (retail), 31-90 day
supply (retail & mail order). Includes
contraceptive drugs & devices obtainable
from a pharmacy. No charge for preferred
generic FDA-approved women's
contraceptives in-network.

available at T .
s e Copay'/prescrlptlon, ded.uctlble
denthealth.com/en/sc doe§n tapply: $20 (retall), $50
hool/246868/member . i ordgr) o Gener.lc drugs, 40% coinsurance, deductible
Rl Specialty drugs $40 (retail), $100 (mail order) doesn't aol None
a— for Preferred brand drugs, $60 PRl
(retail), $140 (mail order) for
Non-preferred brand drugs
If you have Ejrc "éty f(?:n(t:rg)]" ambulatory 20% coinsurance 40% coinsurance None
outpatient surgery g ry : ,
Physician/surgeon fees 20% coinsurance 40% coinsurance None

* For more information about limitations and exceptions, see the plan or policy document at https://www.aetnastudenthealth.com/en/school/246868/members.html.
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Common Medical
Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you need
immediate medical
attention

Emergency room care

(You will pay the least)

20% coinsurance after $150
copay/ visit, deductible
doesn’t apply

(You will pay the most)

20% coinsurance after $150
copay/ visit, deductible
doesn’t apply

No coverage for non-emergency use.

Emergency medical
transportation

20% coinsurance after $150
copay/trip, deductible doesn't

apply

20% coinsurance after $150
copay/trip, deductible doesn't

apply

Penalty of $500 for failure to obtain pre-
authorization for out-of-network care for non-
emergency transportation by airplane.

Urgent care

$50 copay/ visit, deductible
doesn’t apply

40% coinsurance

No coverage for non-urgent use.

If you have a
hospital stay

Facility fee (e.g., hospital room)

20% coinsurance

40% coinsurance

Penalty of $500 for failure to obtain pre-
authorization for out-of-network care.

Physician/surgeon fees

20% coinsurance

40% coinsurance

None

If you need mental

Office: $30 copay/visit,
deductible doesn't apply;

Office & other outpatient

If you are pregnant

Childbirth/delivery professional
services

20% coinsurance

40% coinsurance

Childbirth/delivery facility
services

20% coinsurance

40% coinsurance

health, behavioral QUZENETl Eriess other outpatient services: 20% | services: 40% coinsurance M
health, or substance coinsurance
abuse services i i )
Inpatient services 20% coinsurance 40% coinsurance Penalty Of.$500 for failure to obtain pre-
authorization for out-of-network care.
Office visits No charge 40% coinsurance Cost sharing does not apply for preventive

services. Maternity care may include tests
and services described elsewhere in the
SBC (i.e., ultrasound). Penalty of $500 for
failure to obtain pre-authorization for out-of-
network care may apply.

If you need help
recovering or have
other special health
needs

Home health care

20% coinsurance

40% coinsurance

60 visits/plan year.

Rehabilitation services

20% coinsurance

40% coinsurance

Habilitation services

20% coinsurance

40% coinsurance

Includes Physical, Occupational & Speech
Therapy.

Skilled nursing care

20% coinsurance

40% coinsurance

25 days/plan year. Penalty of $500 for failure
to obtain pre-authorization for out-of-network
care.

Durable medical equipment

20% coinsurance

40% coinsurance

Limited to 1 durable medical equipment for
same/similar purpose. Excludes repairs for
misuse/abuse.

* For more information about limitations and exceptions, see the plan or policy document at https://www.aetnastudenthealth.com/en/school/246868/members.html.
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What You Will Pay

Common Medical Limitations, Exceptions, & Other

Event Services You May Need In-Network Provider Out-of-Network Provider Imoortant Information
(You will pay the least) (You will pay the most) P
: , : : Penalty of $500 for failure to obtain pre-
0 0
Hospice services 20% coinsurance 40% coinsurance authorization for out-of-network care.
, . , 1 routine eye exam/plan year. Coverage
0
Children's eye exam No charge 40% coinsurance through end of month tumning age 19.
1 pair of glasses or lenses/plan year.
If your child needs | Children's glasses No charge 40% coinsurance Coverage through end of month turning age
dental or eye care 19.
Limited to 2 visits every 12 months.
Children's dental check-up No charge No charge Coverage through end of month turning age
19.

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture o Dental care (Adult) ¢ Routine foot care
e Bariatric surgery e Long-term care e Weight loss programs - Except for required preventive
o Cosmetic surgery e Private-duty nursing services.

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Chiropractic care o Infertility treatment - Limited to the diagnosis e  Non-emergency care when traveling outside the U.S.
e Hearing aids — 1 hearing aid per ear/3 years. & treatment of underlying medical condition ¢ Routine eye care (Adult) - 1 routine eye exam/plan year.
and fertility preservation.

* For more information about limitations and exceptions, see the plan or policy document at https://www.aetnastudenthealth.com/en/school/246868/members.html.
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is
Texas Department of Insurance, 1-800-252-3439 (Consumer HelpLine), (512) 676-6000 (Local), (800) 578-4677 (Toll-Free), www.tdi.texas.gov/consumer/get-help-with-an-
insurance-complant.html.

o If your group health coverage is subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-
EBSA(3272) or www.dol.gov/ebsa/healthreform.

e For more information on your rights to continue coverage, contact the plan at 1-877-480-4161.

¢ For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

e If your coverage is a church plan, church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should
contact their State insurance regulator regarding their possible rights to continuation coverage under State law.

Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about
the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Aetna
directly by calling the toll free number on your Medical ID Card, or by calling our general toll free number at 1-877-480-4161 or Texas Department of Insurance, 1-800-252-
3439 (Consumer HelpLine), (512) 676-6000 (Local), (800) 578-4677 (Toll-Free), www.tdi.texas.gov/consumer/get-help-with-an-insurance-complant.html. Additionally, a
consumer assistance program can help you file your appeal. Contact Texas Department of Insurance, Consumer Protection, Mail Code 111-1A, 333 Guadalupe, P.O. Box
149091, Austin, TX 78714-9091, Phone toll-free: 1-800-252-3439, http://www.texashealthoptions.com, ConsumerProtection@tdi.texas.gov.

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-877-480-4161.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-480-4161.
Chinese (FX): INRFEEFXHIER, 1HIRTTIXA T 1-877-480-4161.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-480-4161.

] To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

2 This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

M The plan's overall deductible $500
M Specialist copayment $30
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

M The plan's overall deductible $500
M Specialist copayment $30
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
M The plan's overall deductible $500
B Specialist copayment $30
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost \ $12,700 Total Example Cost \ $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles $500 Deductibles $500 Deductibles $500
Copayments $100 Copayments $1,700 Copayments $70
Coinsurance $2,420 Coinsurance $10 Coinsurance $450

What isn't covered What isn't covered What isn't covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $3,080 The total Joe would pay is $2,230 The total Mia would pay is $1,020

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Assistive Technology

Persons using assistive technology may not be able to fully access the following information. For assistance, please call 1-877-480-4161.

Smartphone or Tablet

To view documents from your smartphone or tablet, the free WinZip app is required. It may be available from your App Store.

Non-Discrimination

Aetna complies with applicable Federal civil rights laws and does not discriminate, exclude or treat people differently based on their race, color, national origin, sex, age,
or disability.

Aetna provides free aids/services to people with disabilities and to people who need language assistance.
If you need a qualified interpreter, written information in other formats, translation or other services, call the number on your ID card.

If you believe we have failed to provide these services or otherwise discriminated based on a protected class noted above, you can also file a grievance with the Civil
Rights Coordinator by contacting:

Civil Rights Coordinator,

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA 93779)
1-800-648-7817, TTY: 711, Fax: 859-425-3379 (CA HMO customers: 1-860-262-7705)

Email: CRCoordinator@aetna.com

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).

Aetna is the brand name used for products and services provided by one or more of the Aetna group of subsidiary companies, including Aetna Life Insurance
Company, Coventry Health Care plans and their affiliates.
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Language accessibility statement

Interpreter services are available for free.

Attention: If you speak English, language assistance service, free of charge, are available to you. Call 1-
877-480-4161 (TTY: 711).

Espafiol/Spanish

Atencion: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linguistica. Llame al
1-877-480-4161 (TTY: 711).

A71c¢s/Amharic

A0 20N ATICE 7% 091515 P CHCHIP 06 (1, LCE-FTE LATPTI° W& ACAPT ATTINIA THOSTPA= PTUNTAD- RTC AL
eLm 1-877-480-4161 (o0t AtasFo-: 711).

4w »ll/Arabic
(711 i) i) 28 )) 1-877-480-4161 & Josil el cell i 5 4y galll ac Lusal) iladd (ld g jall Aalll a1 1l gale
Basdd Wudu/Bassa

Dé de nia ke dyede gbo: 2 ju ke’ m dyi Basdd-wudu-po-nyd ju’ni, nii a wudu ka ko do po-pod be m gbo kpaa.
ba' 1-877-480-4161 (TTY: 711).

fA3Z/Chinese
TR RERFP, BT ARHRERNESINEIRSS. 1EEEE 1-877-480-4161 (TTY: 711),
= ¢/Farsi
A8 Gl (TTY: 711) 1-877-480-4161 o e L 23 K 4 ) Lo 4y 8315 () lend i€ e Cumaa b (L3 40 K1 14a
Francais/French

Attention : Si vous parlez francais, vous pouvez disposer d'une assistance gratuite dans votre langue en
composant le 1-877-480-4161 (TTY: 711).

ol dl/Gujarati

£2llot AU %1 AR 92l ol cll 8l Al el AUslAAl Acll dAMA [(A:9es Guctou B,
sldt 53 1-877-480-4161 (TTY: 711).




Kreyol Ayisyen/Haitian Creole

Atansyon: Si w pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib gratis pou ou. Rele 1-877-480-4161
(TTY: 711).

Igho

Nrubama: O buru na i na asu Igbo, oru enyemaka asusu, n'efu, diiri gi. Kpoo 1-877-480-4161 (TTY: 711).
¢t=0{/Korean

Fo|: o0 S AFESHA = 8%, 20 X[ ME[A7F 22 2 HSE LT} 1-877-480-4161(TTY: 711)H 2 2
Hahs) FHAIL.
Portugués/Portuguese

Atencdo: a ajuda esta disponivel em portugués por meio do numero 1-877-480-4161 (TTY: 711).
Estes servigos sao oferecidos gratuitamente.

Pycckuii/Russian

BH1MaHwue: eciv Bbl TOBOPUTE Ha PYCCKOM A3blKe, BaM MOIyT NPefoCTaBUTb becnnaTHble yCayrn
nepesoja. 3BoHUTe no TenedoHy 1-877-480-4161 (TTY: 711).

Tagalog

Paunawa: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-877-480-4161 (TTY: 711).

s3,/Urdu
(BN JS 5 1-877-480-4161 (TTY: 711) - 0 2libsd e ladd (S 230 (S 0L S 5 egm g 53,0 Qo 81 s
Tiéng Viét/Vietnamese

Luu y: NEu quy vi néi Tiéng Viét, ¢ cac dich vu ho trg ngdn nglr mién phi danh cho quy vi.
Goi s6 1-877-480-4161 (TTY: 711).

Yoruba/Yoruba
Akiyési: Bi 0 ba nso édé Yoruba, iranléwo 16ri éde, 16feé, wa fun o. Pe 1-877-480-4161 (TTY: 711).

Aetna is the brand name used for products and services provided by one or more of the Aetna group of
subsidiary companies, including Aetna Life Insurance Company, Coventry Health Care plans and their affiliates
(Aetna).
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