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This is a brief description of the Student Health Plan. The plan is available for The Texas Tech University System
students and their eligible dependents. The plan is insured by Aetna Life Insurance Company (Aetna). The exact
provisions, including definitions, governing this insurance are contained in the Certificate issued to you and may be
viewed online at www.aetnastudenthealth.com. If there is a difference between this Plan Summary and the
Certificate, the Certificate will control.

Eligibility requirements must be met each time premium is paid to continue coverage. The Company maintains the
rightto investigate student status and attendance records to verify that the Plan eligibility requirements have been
met. If it is discovered that the Plan eligibility requirements have not been met, the Company's only obligation is to
refund premium, less any claims paid.

Coverage Dates and Rates

Students: Coverage for all insured students enrolled for coverage in the Plan for the following Coverage
Periods. Coverage will become effective at 12:01 AM on the Coverage Start Date indicated below and will
terminate at 11:59 PM on the Coverage End Date indicated.

Eligible Dependents: Coverage for dependents eligible under the Plan for the following Coverage Periods.
Coverage will, will become effective at 12:01 AM on the Coverage Start Date indicated below, and will
terminate at 11:59 PM on the Coverage End Date indicated below. Coverage for insured dependents
terminates in accordance with the Termination Provisions described in the Certificate of Coverage.

Texas Tech Group 686161

Coverage Period Coverage Start Coverage End Enroliment/Waiver
Date Date Deadline

Fall 08/01/2022 12/31/2022 09/16/2022

Spring/Summer 01/01/2023 07/31/2023 02/17/2023

Summer 06/01/2023 07/31/2023 06/16/2023

Angelo State Group 686176

Coverage Period Coverage Start Coverage End Enrollment/Waiver
Date Date Deadline

Fall 08/15/2022 01/14/2023 10/01/2022

Spring/Summer 01/15/2023 08/14/2023 03/01/2023

Summer 05/14/2023 08/14/2023 07/01/2023

Summer Il 06/24/2023 08/14/2023 07/01/2023

Angelo State requests for waivers are handled on Campus through Office of International Studies.
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Texas Tech HSC Group 686174

Coverage Period Coverage Start Coverage End Enrollment/Waiver
Date Date Deadline
New Fall 08/01/2022 12/31/2022 10/04/2022
Returning Fall 09/01/2022 12/31/2022 10/04/2022
Spring/Summer 01/01/2023 08/31/2023 01/31/2023
Summer 05/01/2023 08/31/2023 06/17/2023

Texas Tech HSC El Paso Group 686175

Coverage Period Coverage Start Coverage End Enrollment/Waiver
Date Date Deadline

Fall July Start for Woody 07/01/2022 12/31/2022 08/26/2022

Hunt SOD, GSBS,

GGHSON

Fall July Start for Paul 07/01/2022 12/31/2022 07/31/2022

Foster SOM

Fall August Start for 08/01/2022 12/31/2022 09/02/2022

GGHSON

Spring/Summer 01/01/2023 06/30/2023 01/24/2023
Rates

The rates below include both premiums for the Plan underwritten by Aetna Life Insurance Company (Aetna),
as well as The Texas Tech University System administrative fee.

Rates
Texas Tech - Domestic
Fall Spring/Summer Summer
Student $1797 $2489 $716
Spouse or Child $1797 $2489 $716
2 or more Children $3594 $4978 $1432
Rates
Texas Tech -
International
Fall Spring/Summer Summer
Student $1309 $1814 $522
Spouse or Child $1309 $1814 $522
2 or more Children $2618 $3628 $1044
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Rates

Angelo State - Domestic and Health

Professionals

Fall Spring/Summe Summe Summer
r r 1
Student $1797 $2489 $1092 $611
Spouse or Child $1797 $2489 $1092 $611
2 or more Children $3594 $4978 $2184 $1222
Rates
Angelo State - international
Fall Spring/Summer Summer Summer
]
Student $1309 $1814 $796 $445
Spouse or Child $1309 $1814 $796 $445
2 or more Children $2618 $3628 $1592 $890
Rates
Texas Tech HSC
Ret:arlrlung Fall Spring/Summer Early Summer(21-22)
Student $1044 $1309 $2079 $1052
Spouse or Child $1044 $1309 $2079 $1052
2 or more $2088 $2618 $4158 $2104
Children
Rates
Texas Tech HSC
El Paso
First Semi- Fall Second Semi-
Annual Annual
Student $1574 $1310 $1549
Spouse or Child $1574 $1310 $1549
2 or more Children $3148 $2620 $3098
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Student Coverage

Who is eligible?

Texas Tech University

All registered domestic undergraduate students enrolled in seven (7) or more credit hours, three (3) or more credit
hours during the summer) and all registered domestic graduate students enrolled in four (4) or more credit hours (3
in summer), interns, fellows and students working on their dissertation or thesis are eligible to enroll in this
insurance plan on a voluntary basis. All registered international students on non-immigrant visas enrolled in one (1)
or more credit hours are required to purchase the Student Health Insurance plan, and are automatically enrolled in
the plan, unless evidence of coverage is provided that meets the Texas Tech University international student
requirements. Athletes can add sports coverage for an additional premium.

Texas Tech University Health Sciences Center

All Health Sciences Center students required by TTUHSC OP 77.03 (International students) and OP 77.19 (all
students, except 100% distance learners) to maintain insurance coverage must be enrolled in the Plan, unless
comparable coverage is submitted online each semester.

Texas Tech University Health Sciences Center El Paso

All TTU Health Sciences Center El Paso students are required to maintain insurance coverage and must be enrolled
in the Plan unless comparable coverage is submitted online each semester. 100% distance learners enrolled in
seven (7) or more hours for undergraduates and four (4) or more hours for graduate students are also eligible to
enroll.

Angelo State University

Domestic Undergraduate Students, Domestic Graduate Students, Interns, Fellows, and Students Working on Their
Dissertation: All registered, domestic undergraduate students enrolled in seven (7) or more credit hours (three (3)
or more credit hours during the summer); all registered, domestic graduate students enrolled in four (4) or more
credit hours (three (3) or more credit hours during the summer); interns, fellows, and students working on their
dissertation or thesis are eligible to enroll in this Student Health Insurance Plan on a voluntary basis. All Health
Professional Students enrolled in one (1) or more credit hours must be enrolled in the Plan unless comparable
coverage is furnished to the Nursing Department, Health and Human Services Building, Suite 318.

All registered international students on non-immigrant visas enrolled in one (1) or more credit hours are required to
purchase the Student Health Insurance plan, and are automatically enrolled in the plan, unless acceptable waiver is
submitted by the first day of classes each semester of attendance. Athletes can add sports coverage for an
additional premium.

Enroliment
To enroll online please go to, ttusystem.myahpcare.com, find your campus and then click on Enroliment tab
to enroll.

If you withdraw from school within the first 31 days of a coverage period, you will not be covered under the
Policy and the full premium will be refunded, less any claims paid. After 31 days, you will be covered for the
full period that you have paid the premium for, and no refund will be allowed. (This refund policy will not
apply if you withdraw due to a covered Accident or Sickness.)
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Dependent Coverage
Covered students may also enroll their lawful spouse, domestic partner (same-sex, opposite sex), and dependent
children up to the age of 26.

Enroliment

To enroll the dependent(s) of a covered student, please visit ttusystem.myahpcare.com then click on
Enrollment tab to enroll. Please refer to the Coverage Periods section of this document for coverage dates
and deadline dates.

Dependent enroliment requests will not be accepted after the enroliment deadline, unless there is a
significant life change that directly affects their insurance coverage. (An example of a significant life change
would be loss of health coverage under another health plan.) The completed Enrollment Form and premium
must be sent to Aetna StudentHealth.

Important note regarding coverage for a newborn child, or adopted child:
+ A newborn child - Your newborn child is covered on your health plan for the first 31 days from the moment of
birth.
- To keep your newborn covered, you must notify us (or our agent) of the birth and pay any required premium
contribution during that 31-day period.
- You must still enroll the child within 31 days of birth even when coverage does not require payment of an
additional premium contribution for the newborn.
- If you miss this deadline, your newborn will not have health benefits after the first 31 days.
- If your coverage ends during this 31-day period, then your newborn’s coverage will end on the same date as
your coverage. This applies even if the 31-day period has not ended.

+ An adopted child or a child legally placed with you for adoption - A child that you, or that you and your spouse or
domestic partner adopts or is placed with you for adoption is covered on your plan for the first 31 days after you
become party in a suit to adopt the child or the adoption or the placement is complete.

- To keep your child covered, we must receive your completed enrollment information within 31 days after the
adoption, after you become party in a suit to adopt the child, or after placement for adoption.

- You must still enroll the child within 31 days of the adoption, you become party in a suit to adopt the child or
placement for adoption even when coverage does not require payment of an additional premium contribution
for the child.

- If you miss this deadline, your adopted child, the child for whom you became a party in a suit to adopt, or the
child placed with you for adoption will not have health benefits after the first 31 days.

- If your coverage ends during this 31-day period, then coverage for your adopted child the child for whom you
became a party in a suit to adopt, or the child placed with you for adoption will end on the same date as your
coverage. This applies even if the 31-day period has not ended.

+ A stepchild - You may put a child of your spouse [or domestic partner] on your plan.

- You must complete your enroliment information and send it to us within 31 days after the date of your marriage
or your Declaration of Domestic Partnership with your stepchild’s parent.

- Ask the policyholder when benefits for your stepchild will begin. It is either on the date of your marriage or the
date your Declaration of Domestic Partnership is filed or the first day of the month following the date we receive
your completed enrollment information.

- To keep your stepchild covered, we must receive your completed enrollment information within 31 days after
the date of your marriage or your Declaration of Domestic Partnership.
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- You must still enroll the stepchild within 31 days after the date of your marriage or your Declaration of Domestic
Partnership even when coverage does not require payment of an additional premium contribution for the
stepchild.

- If you miss this deadline, your stepchild will not have health benefits after the first 31 days.

- If your coverage ends during this 31-day period, then your stepchild’s coverage will end on the same date as
your coverage. This applies even if the 31-day period has not ended.

+ Dependent coverage due to a court order: If you must provide coverage to a dependent because of a court order,

your dependent is covered on your health plan for the first 31 days from the court order.

- To keep your dependent covered, we must receive your completed enrollment information within 31 days of the
court order.

- You must still enroll the dependent within 31 days of the court order even when coverage does not require
payment of an additional premium contribution for the dependent.

- If you miss this deadline, your dependent will not have health benefits after the first 31 days.

- If your coverage ends during this 31-day period, then your dependent’s coverage will end on the same date as
your coverage. This applies even if the 31-day period has not ended.

If you need information or have general questions on dependent enrollment, call Member Services at [877-480
4161.

Medicare Eligibility Notice
You are not eligible to enroll in the student health plan if you have Medicare at the time of enrollment in this
student plan. The plan does not provide coverage for people who have Medicare.

Coordination of Benefits (COB)

The Coordination of Benefits (“COB") provision applies when a person has health care coverage under more than
one plan. If you do, we will work together with your other plan(s) to decide how much each plan pays. This is called
coordination of benefits (COB).

The order of benefit determination rules tell you the order in which each plan will pay a claim for benefits. The plan
that pays first is called the primary plan. The primary plan must pay benefits in accordance with its policy terms.
Payment is made without regard to the possibility that another plan may cover some expenses. The plan that pays
after the primary plan is the secondary plan. The secondary plan may reduce the benefits it pays so that payments
from all plans do not exceed 100% of the total allowable expense.

For more information about the Coordination of Benefits provision, including determining which plan is primary
and which is secondary, you may call the Member Services telephone number shown on your ID card. A complete
description of the Coordination of Benefits provision is contained in the Policy issued to The Texas Tech University
System and may be viewed online at www.aetnastudenthealth.com.

Student Health Services
The SHS is available to students only. At TTU Student Health Services (SHS): The deductible will be waived and
covered services will be paid according to the negotiated fee schedule.

At TTU Health Services Center Pharmacy: Expenses are payable at 100% of the negotiated charge after a $10 copay
for each generic drug and $30 copayment for each brand name drug. (Does not apply to Angelo State University).
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In-network Provider Network

Aetna Student Health offers Aetna’s broad network of In-network Providers. You can save money by seeing In-
network Providers because Aetna has negotiated special rates with them, and because the Plan’s benefits are
better.

If you need care that is covered under the Plan but not available from an In-network Provider, contact Member
Services for assistance at the toll-free number on the back of your ID card. In this situation, Aetna may issue a pre
approval for you to receive the care from an Out-of-network Provider. When a pre-approval is issued by Aetna, the
benefit level is the same as for In-network Providers.

Preauthorization

You need pre-approval from us for some eligible health services. Pre-approval is also called preauthorization. Your
in-network physician is responsible for obtaining any necessary preauthorization before you get the care. When you
go to an out-of-network provider, it is your responsibility to obtain preauthorization from us for any services and
supplies on the preauthorization list. If you do not preauthorize when required, there is a $500 penalty for each
type of eligible health service that was not preauthorized. For a current listing of the health services or prescription
drugs that require preauthorization, contact Member Services or go to www.aetna.com.

Preauthorization call
Preauthorization should be secured within the timeframes specified below. To obtain preauthorization, call Member
Services at the toll-free number on your ID card. This call must be made:

Non-emergency admissions: You, your physician or the facility will need to call and request
preauthorization at least 3 days before the date you are scheduled to
be admitted.

An emergency admission: You, your physician or the facility must call within 48 hours or as soon
as reasonably possible after you have been admitted.

An urgent admission; You, your physician or the facility will need to call before you are

scheduled to be admitted. An urgent admission is a hospital admission
by a physician due to the onset of or change in an iliness, the diagnosis
of an illness, or an injury.

Outpatient non-emergency services You or your physician must call at least 3 days before the outpatient
requiring preauthorization: care is provided, or the treatment or procedure is scheduled.

We will provide a written notification to you and your physician of the preauthorization decision, where required by
state law. If your preauthorized services are approved, the approval is valid for 30 days as long as you remain
enrolled in the plan.

Description of Benefits

The Plan excludes coverage for certain services and has limitations on the amounts it will pay. While this Plan
Summary document will tell you about some of the important features of the Plan, other features that may be
important to you are defined in the Certificate. To look at the full Plan description, which is contained in the
Certificate issued to you, go to www.aetnastudenthealth.com.

This Plan will pay benefits in accordance with any applicable Texas Insurance Law(s).
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Policy year deductible | In-network coverage | Out-of-network coverage
You have to meet your policy year deductible before this plan pays for benefits.

Student $500 per policy year $1,000 per policy year
Spouse $500 per policy year $1,000 per policy year
Each Child $500 per policy year $1,000 per policy year
Family $1,500 per policy year $3,000 per policy year

Policy Year Deductible Provisions

Eligible health services applied to the out-of-network policy year deductibles will not be applied to satisfy the in-
network policy year deductibles. Eligible health services applied to the in-network policy year deductibles will not
be applied to satisfy the out-of-network policy year deductibles.

This is the amount you owe for in-network and out-of-network eligible health services each policy year before
the plan begins to pay for eligible health services. See the Policy year deductibles provision at the beginning of this
schedule for any exceptions to this general rule. This policy year deductible applies separately to you and each of
your covered dependents. After the amount you pay for eligible health services reaches the policy year
deductible, this plan will begin to pay for eligible health services for the rest of the policy year.

Family deductible

This is the amount you and your covered dependents owe for in-network and out-of-network eligible health
services each policy year before the plan begins to pay for eligible health services. See the Policy year deductibles
provision at the beginning of this schedule for any exceptions to this general rule. After the amount you and
your covered dependents pay for eligible health services reaches this family policy year deductible, this plan will
begin to pay for eligible health services that you and your covered dependents incur for the rest of the policy
year.

To satisfy this family policy year deductible limit for the rest of the policy year, the following must happen:
+ The combined eligible health services that you and each of your covered dependents incur towards the
individual policy year deductibles must reach this family policy year deductible limit in a policy year.

When this occurs in a policy year, the individual policy year deductibles for you and your covered dependents
will be considered to be met for the rest of the policy year.

Policy year deductible waiver

The policy year deductible is waived for all of the following eligible health services:

* In-network care for Preventive care and wellness, physician and specialist office visit, consultant office visit,
Walk-in clinic visit, outpatient mental health office visit, outpatient substance abuse office visit, urgent care,
and Pediatric dental care services.

* In-network and out-of-network care for Preventive Immunizations up to age 6, Hospital emergency room visit,
and Outpatient prescription drugs.

Maximum out-of-pocket limits In-network coverage Out-of-network coverage
Student $7,900 per policy year $15,800 per policy year
Spouse $7,900 per policy year $15,800 per policy year
Each Child $7,900 per policy year $15,800 per policy year
Family $15,800 per policy year $31,600 per policy year
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Eligible health services | In-network coverage | Out-of-network coverage
Routine physical exams

Performed at a physician’s office 100% (of the negotiated charge) | 50% (of the recognized charge)
per visit per visit

No copayment or policy year
deductible applies

Covered persons through age 21: maximum | Subject to any age and visit limits provided for in the

age and visit limits per policy year comprehensive guidelines supported by the American Academy of
Pediatrics/Bright Futures/Health Resources and Services
Administration guidelines for children and adolescents. For details,
contact your physician or Member Services by logging in to your
Aetna website at www.aetnastudenthealth.com or calling the
toll-free number on your ID card.

Covered persons age 22 and over: 1 visit

Maximum visits per policy year
Preventive care immunizations

Performed in a facility or at a physician's 100% (of the negotiated charge) | 50% (of the recognized charge)
office per visit per visit

No policy year deductible or copayment No copayment or policy year

applies for children from birth through deductible applies

age 6

Maximums Subject to any age and visit limits provided for in the

comprehensive guidelines supported by the American Academy of
Pediatrics/Bright Futures/Health Resources and Services
Administration guidelines for children and adolescents. For details,
contact your physician or Member Services by logging onto your
Aetna member website at www.aetnastudenthealth.com or
calling the number on the back of your ID card.
The following is not covered under this benefit:

« Any immunization that is not considered to be preventive care or recommended as preventive care,

such as those required due to employment or travel
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Eligible health services

In-network coverage | Out-of-network coverage

Routine gynecological exams (including Pap smears and cytology tests)

Performed at a physician’s, obstetrician
(OB), gynecologist (GYN) or OB/GYN office

100% (of the negotiated charge)
per visit

50% (of the recognized charge)
per visit

No copayment or policy year
deductible applies

Additional Well women exam maximums

Subject to any age limits provided for in the comprehensive
guidelines supported by the Health Resources and Services
Administration:
+ Pap smear or screening using liquid based cytology methods:
1 Pap smear every 12 months for women age 18 and older
+ Gynecological exam that includes a rectovaginal pelvic exam:
1 exam every 12 months for women over age 25 who are at risk
for ovarian cancer
+ Diagnostic exam for the early detection of ovarian cancer,
cervical cancer, and the CA 125 blood test: 1 exam every 12
months for women age 18 and older.

Additional maximum visits per policy year

1 visit

Preventive screening and counseling services

Preventive screening and counseling
services for Obesity and/or healthy diet
counseling, Misuse of alcohol & drugs,
Tobacco Products, Depression Screening,
Sexually transmitted infection counseling &
Genetic risk counseling for breast and
ovarian cancer

100% (of the negotiated charge)
per visit

50% (of the recognized charge)
per visit

No copayment or policy year
deductible applies

Obesity and/or healthy diet counseling
Maximum visits

Age 0-22: unlimited visits.
Age 22 and older: 26 visits per 12 months, of which up to 10 visits
may be used for healthy diet counseling.

Maximum visits per policy year

Misuse of alcohol and/or drugs counseling 5 visits
Maximum visits per policy year
Use of tobacco products counseling 8 visits
Maximum visits per policy year
Depression screening counseling 1 visit
Maximum visits per policy year
Sexually transmitted infection counseling 2 visits

Genetic risk counseling for breast and
ovarian cancer limitations

Not subject to any age or frequency limitations
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Eligible health services | In-network coverage |
Preventive screening and counseling services (continued)

Routine cancer screenings 100% (of the negotiated charge)
per visit

Out-of-network coverage

50% (of the recognized charge)
per visit

No copayment or policy year
deductible applies
Mammogram: 1 mammogram every 12 months for covered
persons age 35 and older. When diagnostic imaging is used to
evaluate a breast abnormality or where there is a personal history
of breast cancer or dense breast tissue it is not subject to any age
or frequency limitations.

Mammogram Maximums

Prostate specific antigen (PSA) test maximums: 1 Prostate Specific
Antigen (PSA) test every 12 months for covered persons age 50 and
older. 1 PSA test every 12 months for covered persons age 40 and

older with a family history of prostate cancer, or other risk factor.

Additional Maximums

Subject to any age, family history, and frequency guidelines as set

forth in the most current:

+ Evidence-based items that have in effect a rating of A or B in the
current recommendations of the United States Preventive

Services Task Force; and

+ The comprehensive guidelines supported by the Health
Resources and Services Administration

Lung cancer screening maximum

1 screening every 12 months

Prenatal care services (Preventive care
services only)

100% (of the negotiated charge)
per visit

No copayment or policy year
deductible applies

50% (of the recognized charge)
per visit

Lactation support and counseling services

100% (of the negotiated charge)
per visit

No copayment or policy year
deductible applies

50% (of the recognized charge)
per visit

Lactation counseling services maximum
visits per policy year either in a group or
individual setting

6 visits

Breast pump supplies and accessories

100% (of the negotiated charge)
per item

No copayment or policy year
deductible applies

50% (of the recognized charge)
per item
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Eligible health services

In-network coverage

Out-of-network coverage

Family planning services - female contraceptives - counseling services

Contraceptive counseling services
office visit

100% (of the negotiated charge)
per visit

No copayment or policy year
deductible applies

50% (of the recognized charge)
per visit

Contraceptive counseling services
maximum visits per policy year eitherin a
group or individual setting

2 visits

Female contraceptive prescription drugs
and devices provided, administered, or
removed, by a provider during an office visit

100% (of the negotiated charge)
per item

No copayment or policy year
deductible applies

50% (of the recognized charge)
per item

Female Voluntary sterilization - Inpatient
provider services

100% (of the negotiated charge)

No copayment or policy year
deductible applies

50% (of the recognized charge)

Female Voluntary sterilization - Outpatient
provider services

100% (of the negotiated charge)

No copayment or policy year
deductible applies

50% (of the recognized charge)

The following are not covered under this benefit:
+ Services provided as a result of complications resulting from a female voluntary sterilization procedure and

related follow-up care

+ Any contraceptive methods that are only "reviewed" by the FDA and not "approved" by the FDA
+ Male contraceptive methods, sterilization procedures or devices

Physicians and other health professionals

Physician, specialist including Consultants
Office visits (non-surgical/non-preventive
care by a physician and specialist, includes
telemedicine, teledentistry, or telehealth
consultations)

$50 copayment then the plan

pays 100% (of the balance of the

negotiated charge) per visit

No policy year deductible applies

50% (of the recognized charge)
per visit

Allergy testing and treatment

Allergy testing performed at a physician’s or
specialist's office

Covered according to the type
of benefit and the place where
the service is received.

Covered according to the type
of benefit and the place where
the service is received.

Allergy injections treatment performed at a
physician’s or specialist’s office

Covered according to the type
of benefit and the place where
the service is received.

Covered according to the type
of benefit and the place where
the service is received.

The following are not covered under this benefit:
+ Allergy sera and extracts administered via injection
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Eligible health services | In-network coverage | Out-of-network coverage
Physician and specialist surgical services
Inpatient surgery performed during your 75% (of the negotiated charge) 50% (of the recognized charge)
stay in a hospital or birthing center by a
surgeon (includes anesthetist and surgical
assistant expenses)
The following are not covered under this benefit:

+ The services of any other physician who helps the operating physician

+ Astay in a hospital (Hospital stays are covered in the Eligible health services and exclusions - Hospital and other

facility care section)

+ Services of another physician for the administration of a local anesthetic
Outpatient surgery performed at a 75% (of the negotiated charge) 50% (of the recognized charge)
physician’s or specialist's office or per visit per visit
outpatient department of a hospital or
surgery center by a surgeon (includes
anesthetist and surgical assistant expenses)
The following are not covered under this benefit:

* The services of any other physician who helps the operating physician

+ Astay in a hospital (Hospital stays are covered in the Eligible health services and exclusions - Hospital and other

facility care section)

+ A separate facility charge for surgery performed in a physician’s office

+ Services of another physician for the administration of a local anesthetic
Alternatives to physician office visits
Walk-in clinic visits (non-emergency visit) $50 copayment then the plan 50% (of the recognized charge)
pays 100% (of the balance of the | per visit
negotiated charge) per visit

No policy year deductible applies

Hospital and other facility care
Inpatient hospital (room and board, 75% (of the negotiated charge) 50% (of the recognized charge)
including intensive care, and other per admission per admission

miscellaneous services and supplies)

Includes birthing center facility charges

Preadmission testing Covered according to the type Covered according to the type
of benefit and the place where of benefit and the place where
the service is received. the service is received.

In-hospital non-surgical physician services 75% (of the negotiated charge) 50% (of the recognized charge)
per visit per visit
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Eligible health services | In-network coverage | Out-of-network coverage
Alternatives to hospital stays

Outpatient surgery (facility charges) 75% (of the negotiated charge) 50% (of the recognized charge)
performed in the outpatient department of | per visit per visit

a hospital or surgery center
The following are not covered under this benefit:

* The services of any other physician who helps the operating physician

« Astay in a hospital (See the Hospital care - facility charges benefit in this section)
+ A separate facility charge for surgery performed in a physician's office

+ Services of another physician for the administration of a local anesthetic

Home Health Care 75% (of the negotiated charge) 50% (of the recognized charge)
per visit per visit
Maximum visits per policy year 60

The following are not covered under this benefit:

+ Services for infusion therapy

* Nursing and home health aide services or therapeutic support services provided outside of the home (such as
in conjunction with school, vacation, work or recreational activities)

» Transportation

+ Services or supplies provided to a minor or dependent adult when a family member or caregiver is not present
* Homemaker or housekeeper services

* Food or home delivered services

+ Maintenance therapy

Hospice - Inpatient 75% (of the negotiated charge) 50% (of the recognized charge)
per admission per admission

Hospice - Outpatient 75% (of the negotiated charge) 50% (of the recognized charge)
per visit per visit

The following are not covered under this benefit:

* Funeral arrangements

* Pastoral counseling

+ Respite care

+ Financial or legal counseling which includes estate planning and the drafting of a will

* Homemaker or caretaker services that are services which are not solely related to your care and may include:
- Sitter or companion services for either you or other family members
- Transportation
- Maintenance of the house

Skilled nursing facility - Inpatient 75% (of the negotiated charge) 50% (of the recognized charge)
per admission per admission

Maximum days of confinement 25

per policy year
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Eligible health services | In-network coverage | Out-of-network coverage
Emergency services and urgent care

Hospital emergency room $200 copayment then the plan Paid the same as in-network
pays 75% (of the balance of the | coverage

negotiated charge) per visit

No policy year deductible applies
Non-emergency care in a hospital Not covered Not covered
emergency room

Important note:

+ As out-of-network providers do not have a contract with us the provider may not accept payment of your cost
share, (copayment/coinsurance), as payment in full. You may receive a bill for the difference between the
amount billed by the provider and the amount paid by this plan. If the provider bills you for an amount above
your cost share, you are not responsible for paying that amount. You should send the bill to the address listed
on the back of your ID card or call Member Services for an address at 1-877-480-4161 and we will resolve any
payment dispute with the provider over that amount. Make sure the ID card number is on the bill.

+ A separate hospital emergency room copayment/coinsurance will apply for each visit to an emergency room. If
you are admitted to a hospital as an inpatient right after a visit to an emergency room, your emergency room
copayment/coinsurance will be waived and your inpatient copayment/coinsurance will apply.

+ Covered benefits that are applied to the hospital emergency room copayment/coinsurance cannot be applied
to any other copayment/coinsurance under the plan. Likewise, a copayment/coinsurance that applies to other
covered benefits under the plan cannot be applied to the hospital emergency room copayment/coinsurance.

+ Separate copayment/coinsurance amounts may apply for certain services given to you in the hospital
emergency room that are not part of the hospital emergency room benefit. These copayment/coinsurance
amounts may be different from the hospital emergency room copayment/coinsurance. They are based on the
specific service given to you.

+ Services given to you in the hospital emergency room that are not part of the hospital emergency room benefit
may be subject to copayment/coinsurance amounts that are different from the hospital emergency room
copayment/coinsurance amounts.

The following are not covered under this benefit:

* Non-emergency services in a hospital emergency room facility, freestanding emergency medical care facility or

comparable emergency facility
Urgent care $50 copayment then the plan 50% (of the recognized charge)
pays 100% (of the balance of the | per visit
negotiated charge) per visit

No policy year deductible applies
Non-urgent use of an urgent care provider | Not covered Not covered

The following is not covered under this benefit:
+ Non-urgent care in an urgent care facility (at a non-hospital freestanding facility)
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Eligible health services

In-network coverage

Out-of-network coverage

Pediatric dental care (Limited to covered persons through the end of the month in which the person turns
age 19) The payment or reimbursement for services rendered by a dentist of a non-contracting dental provider shall be
reimbursed the same as a contracting dental provider

Type A services

100% (of the negotiated charge)
per visit

No copayment or deductible
applies

100% (of the recognized charge)
per visit

No copayment or deductible
applies

Type B services

50% (of the negotiated charge)
per visit

No copayment or deductible
applies

50% (of the recognized charge)
per visit

No copayment or deductible
applies

Type C services

50% (of the negotiated charge)
per visit

No copayment or deductible
applies

50% (of the recognized charge)
per visit

No copayment or deductible
applies

Orthodontic services

50% (of the negotiated charge)
per visit

No copayment or deductible
applies

50% (of the recognized charge)
per visit

No copayment or deductible
applies

Dental emergency services

Covered according to the type
of benefit and the place where
the service is received.

Covered according to the type
of benefit and the place where
the service is received.

Pediatric dental care exclusions

The following are not covered under this benefit:
« Any instruction for diet, plaque control and oral hygiene

+ Asynchronous dental treatment

+ Cosmetic services and supplies including plastic surgery, reconstructive surgery, cosmetic surgery,
personalization or characterization of dentures or other services and supplies which improve alter or enhance
appearance, augmentation and vestibuloplasty, and other substances to protect, clean, whiten bleach or alter
the appearance of teeth; whether or not for psychological or emotional reasons; except to the extent coverage
is specifically provided in the Eligible health services and exclusions section. Facings on molar crowns and pontics

will always be considered cosmetic.
« Crown, inlays, onlays, and veneers unless:

- Itis treatment for decay or traumatic injury and teeth cannot be restored with a filling material or
- The tooth is an abutment to a covered partial denture or fixed bridge
+ Dental implants and braces that are determined not to be medically necessary mouth guards, and other
devices to protect, replace or reposition teeth

+ Dentures, crowns, inlays, onlays, bridges, or other appliances or services used:

- For splinting
- To alter vertical dimension

(continued on next page)
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Eligible health services | In-network coverage | Out-of-network coverage
Pediatric dental care exclusions (continued)
The following are not covered under this benefit:
+ Dentures, crowns, inlays, onlays, bridges, or other appliances or services used:
- To restore occlusion
- For correcting attrition, abrasion, abfraction or erosion
« Treatment of any jaw joint disorder and treatments to alter bite or the alignment or operation of the jaw,
including temporomandibular joint dysfunction disorder (TM)) and craniomandibular joint dysfunction disorder
(CM)) treatment, orthognathic surgery, and treatment of malocclusion or devices to alter bite or alignment,
except as covered in the Eligible health services and exclusions - Specific conditions section
* General anesthesia and intravenous sedation, unless specifically covered and only when done in connection
with another eligible health service
+ Mail order and at-home kits for orthodontic treatment
+ Orthodontic treatment except as covered in the Pediatric dental care section of the schedule of benefits
* Pontics, crowns, cast or processed restorations made with high noble metals (gold)
* Prescribed drugs, pre-medication or analgesia (nitrous oxide)
* Replacement of a device or appliance that is lost, missing or stolen, and for the replacement of appliances that
have been damaged due to abuse, misuse or neglect and for an extra set of dentures
* Replacement of teeth beyond the normal complement of 32
* Routine dental exams and other preventive services and supplies, except as specifically provided in the
Pediatric dental care section of the schedule of benefits
+ Services and supplies:
- Done where there is no evidence of pathology, dysfunction, or disease other than covered preventive services
- Provided for your personal comfort or convenience or the convenience of another person, including a
provider
- Provided in connection with treatment or care that is not covered under your policy
* Surgical removal of impacted wisdom teeth only for orthodontic reasons
+ Treatment by other than a dental provider that is legally qualified to furnish dental services or supplies
Specific conditions

Diabetic services and supplies (including Covered according to the type Covered according to the type
equipment and training) of benefit and the place where of benefit and the place where
the service is received. the service is received.
Impacted wisdom teeth 75% (of the negotiated charge) | 75% (of the recognized charge)
Accidental injury to sound natural teeth 75% (of the negotiated charge) | 75% (of the recognized charge)

The following are not covered under this benefit:

+ The care, filling, removal or replacement of teeth and treatment of diseases of the teeth
+ Dental services related to the gums

+ Apicoectomy (dental root resection)

+ Orthodontics

* Root canal treatment

+ Soft tissue impactions

« Bony impacted teeth

+ Alveolectomy

« Augmentation and vestibuloplasty treatment of periodontal disease
* False teeth

* Prosthetic restoration of dental implants

+ Dental implants
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Eligible health services |

In-network coverage

Out-of-network coverage

Specific conditions (continued)

Temporomandibular joint dysfunction (TM))
and craniomandibular joint dysfunction
(CM)) treatment

Covered according to the type
of benefit and the place where
the service is received.

Covered according to the type
of benefit and the place where
the service is received.

The following are not covered under this b
+ Dental implants

enefit:

Oral and makxillofacial treatment (mouth,
jaws, and teeth)

75% (of the negotiated charge)
per visit

75% (of the recognized charge)
per visit

Reconstructive surgery and supplies
(includes reconstructive breast surgery)

Covered according to the type
of benefit and the place where
the service is received.

Covered according to the type
of benefit and the place where
the service is received.

Dermatology

Covered according to the type
of benefit and the place where
the service is received.

Covered according to the type
of benefit and the place where
the service is received.

The following are not covered under this b
+ Cosmetic treatment and procedures

enefit:

Maternity care (includes delivery and
postpartum care services in a hospital or
birthing center)

Covered according to the type
of benefit and the place where
the service is received.

Covered according to the type
of benefit and the place where
the service is received.

Well newborn nursery care in a hospital or
birthing center

75% (of the negotiated charge)

No policy year deductible applies

75% (of the recognized charge)

No policy year deductible applies

The following are not covered under this b

licensed to perform deliveries

enefit:

+ Any services and supplies related to births that take place in the home or in any other place not

Family planning services - other

Voluntary sterilization for males - surgical
services - Inpatient

Covered according to the type
of benefit and the place where
the service is received.

Covered according to the type
of benefit and the place where
the service is received.

Voluntary sterilization for males - surgical
services - Outpatient

Covered according to the type
of benefit and the place where
the service is received.

Covered according to the type
of benefit and the place where
the service is received.

The following are not covered under this b

enefit:

+ Abortion except when the pregnancy places the woman'’s life in serious danger or poses a serious risk of
substantial impairment of a major bodily function

* Reversal of voluntary sterilization procedures, including related follow-up care

* Services provided as a result of complications resulting from a male voluntary sterilization procedure and
related follow-up care
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Eligible health services | In-network coverage | Out-of-network coverage
Gender affirming treatment

Surgical, hormone replacement therapy, Covered according to the type Covered according to the type
and counseling treatment of benefit and the place where of benefit and the place where
the service is received. the service is received.

All other cosmetic services and supplies not listed under eligible health services above are not covered
under this benefit. This includes, but is not limited to the following:

* Rhinoplasty

* Face-lifting

* Lip enhancement

* Facial bone reduction

* Blepharoplasty

+ Breast augmentation

* Liposuction of the waist (body contouring)

+ Reduction thyroid chondroplasty (tracheal shave)

* Nipple reconstruction

* Hair removal (including electrolysis of face and neck)

+ Voice modification surgery (laryngoplasty or shortening of the vocal cords), and skin resurfacing, which are

used in feminization

* Voice and communication therapy

*+ Chest binders

+ Chin implants, nose implants, and lip reduction, which are used to assist masculinization, are considered

cosmetic
Autism spectrum disorder
Autism spectrum disorder treatment, Covered according to the type Covered according to the type
diagnosis and testing and Applied behavior | of benefit and the place where of benefit and the place where
analysis the service is received. the service is received.
Mental Health & Substance Abuse Treatment
Inpatient hospital (room and board and 75% (of the negotiated charge) 50% (of the recognized charge)
other miscellaneous hospital services and per admission per admission
supplies)
Outpatient office visits $50 copayment then the plan 50% (of the recognized charge)
(includes telemedicine or telehealth pays 100% (of the balance of the | per visit
consultations) negotiated charge) per visit

No policy year deductible applies

Other outpatient treatment (includes Partial | 75% (of the negotiated charge) 50% (of the recognized charge)
hospitalization and Intensive Outpatient per visit per visit
Program)
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Eligible health services

In-network
coverage
Network IOE facility

In-network coverage
Network Non-IOE
facility

Out-of- network coverage
Network Non-IOE facility and
out-of-network facility

Transplant services

Inpatient and outpatient
transplant facility services

received.

Covered according to the type of benefit and the place where the service is

Inpatient and outpatient
transplant physician and
specialist services

received.

Covered according to the type of benefit and the place where the service is

The following are not covered under this benefit:
+ Services and supplies furnished to a donor when the recipient is not a covered person
*+ Harvesting and storage of organs, without intending to use them for immediate transplantation for your

existing illness

+ Harvesting and/or storage of bone marrow, hematopoietic stem cells, or other blood cells without intending to
use them for transplantation within 12 months from harvesting, for an existing illness

Eligible health services

In-network coverage |

Out-of-network coverage

Treatment of infertility

Basic infertility services - Inpatient and
outpatient care

Covered according to the type
of benefit and the place where
the service is received.

Covered according to the type
of benefit and the place where
the service is received.

The following are not covered services under the infertility treatment benefit:
* Injectable infertility medication, including but not limited to menotropins, hCG, and GnRH agonists.

+ All charges associated with:

- Surrogacy for you or the surrogate. A surrogate is a female carrying her own genetically related child where
the child is conceived with the intention of turning the child over to be raised by others, including the

biological father

- Cryopreservation (freezing) of eggs, embryos or sperm

- Storage of eggs, embryos, or sperm

- Thawing of cryopreserved (frozen) eggs, embryos or sperm
- The care of the donor in a donor egg cycle which includes, but is not limited to, any payments to the donor,
donor screening fees, fees for lab tests, and any charges associated with care of the donor required for

donor egg retrievals or transfers

- The use of a gestational carrier for the female acting as the gestational carrier. A gestational carrier is a
female carrying an embryo to which the person is not genetically related

- Obtaining sperm for ART services

- Home ovulation prediction kits or home pregnancy tests
- The purchase of donor embryos, donor oocytes, or donor sperm
- Reversal of voluntary sterilizations, including follow-up care

+ Ovulation induction with menotropins, Intrauterine insemination and any related services, products or

procedures

* Invitro fertilization (IVF), Zygote intrafallopian transfer (ZIFT), Gamete intrafallopian transfer (GIFT),
Cryopreserved embryo transfers and any related services, products or procedures (such as
Intracytoplasmic sperm injection (ICSI) or ovum microsurgery)
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Eligible health services

In-network coverage

| Out-of-network coverage

Specific therapies and tests

Diagnostic complex imaging services
performed in the outpatient department of
a hospital or other facility

75% (of the negotiated charge)
per visit

50% (of the recognized charge)
per visit

Diagnostic lab work and radiological
services performed in a physician's office,
the outpatient department of a hospital or
other facility

75% (of the negotiated charge)
per visit

50% (of the recognized charge)
per visit

Diagnostic follow-up care related to
newborn hearing screening

75% (of the negotiated charge)
per visit

No policy year deductible applies

50% (of the recognized charge)
per visit

No policy year deductible applies

Cardiovascular disease testing

75% (of the negotiated charge)
per visit

50% (of the recognized charge)
per visit

Maximum visits

1 screening every 5 years
Limited to: Men age 45 and over but less than 76 and women age
55 and over but less than 76

Outpatient Chemotherapy, Radiation &
Respiratory Therapy

75% (of the negotiated charge)
per visit

50% (of the recognized charge)
per visit

Outpatient infusion therapy performed in a
covered person’'s home, physician's office,
outpatient department of a hospital or
other facility

Covered according to the type
of benefit and the place where
the service is received.

Covered according to the type
of benefit and the place where
the service is received.

prescription drug plan
* Enteral nutrition
* Blood transfusions and blood products
+ Dialysis

The following are not covered under this benefit:
+ Drugs that are included on the list of specialty prescription drugs as covered under your outpatient

Oral anti-cancer prescription drugs

Covered according to the type
of benefit and the place where
the service is received

Covered according to the type
of benefit and the place where
the service is received

Outpatient physical, occupational, speech,
and cognitive therapies (including Cardiac
and Pulmonary Therapy)

Combined for short-term rehabilitation
services and habilitation therapy services

75% (of the negotiated charge)
per visit

50% (of the recognized charge)
per visit

Acquired brain injury

Covered according to the type
of benefit and the place where
the service is received

Covered according to the type
of benefit and the place where
the service is received

Speech or hearing loss or impairment

75% (of the negotiated charge)
per visit

50% (of the recognized charge)
per visit
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Eligible health services |

In-network coverage

Out-of-network coverage

Specific therapies and tests (continued)

Chiropractic services

75% (of the negotiated charge)
per visit

50% (of the recognized charge)
per visit

Maximum visits per policy year

5

Specialty prescription drugs purchased and
injected or infused by your provider in an
outpatient setting

Covered according to the type
of benefit or the place where
the service is received.

Covered according to the type
of benefit or the place where
the service is received.

Other services and supplies

Alzheimer's disease

Covered according to the type
of benefit or the place where
the service is received.

Covered according to the type
of benefit or the place where
the service is received.

Emergency ground, air, and water
ambulance (includes non-emergency
ambulance)

75% (of the negotiated charge)
per trip

Paid the same as in-network
coverage

The following are not covered under this b

enefit:

* Ambulance services for routine transportation to receive outpatient or inpatient care

Durable medical and surgical equipment

75% (of the negotiated charge)

per item

50% (of the recognized charge)
per item

The following are not covered under this b
* Whirlpools
* Portable whirlpool pumps
+ Sauna baths
* Massage devices
* Over bed tables
* Elevators
« Communication aids
+ Vision aids
*+ Telephone alert systems

enefit:

* Personal hygiene and convenience items such as air conditioners, humidifiers, hot tubs, or physical exercise
equipment even if they are prescribed by a physician

Enteral formulas and nutritional
supplements

Covered according to the type
of benefit and the place where

the service is received.

Covered according to the type
of benefit and the place where
the service is received.

The following are not covered under this benefit:
+ Any food item, including infant formulas, nutritional supplements, vitamins, plus prescription vitamins, medical
foods and other nutritional items, even if it is the sole source of nutrition, except as described above

Osteoporosis (non-preventive care)
Physician’s or specialist's office visits

Covered according to the type
of benefit and the place where
the service is received

Covered according to the type
of benefit and the place where
the service is received
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Eligible health services | In-network coverage | Out-of-network coverage
Other services and supplies (continued)
Prosthetic Devices & Orthotics Includes 75% (of the negotiated charge) 50% (of the recognized charge)
Cranial prosthetics (Medical wigs) per item per item
The following are not covered under Prosthetics benefit:
+ Services covered under any other benefit
+ Orthopedic shoes, therapeutic shoes, foot orthotics, or other devices to support the feet, unless required for
the treatment of or to prevent complications of diabetes, or if the orthopedic shoe is an integral part of a
covered leg brace
* Trusses, corsets, and other support items
* Repair and replacement due to loss, misuse, abuse or theft
+ Communication aids
*+ Cochlear implants

The following are not covered services under Orthotics benefit:
+ Services covered under any other benefit
* Repair and replacement due to loss, misuse, abuse or theft

Podiatric (foot care) treatment - Physician Covered according to the type Covered according to the type
and specialist non-routine foot care of benefit and the place where of benefit and the place where
treatment the service is received the service is received

The following are not covered under this benefit:
+ Services and supplies for:
- The treatment of calluses, bunions, toenails, flat feet, hammertoes, fallen arches
- The treatment of weak feet, chronic foot pain or conditions caused by routine activities, such as walking,
running, working or wearing shoes
- Supplies (including orthopedic shoes), foot orthotics, arch supports, shoe inserts, ankle braces, guards,
protectors, creams, ointments and other equipment, devices and supplies except for complications of
diabetes. See the Diabetic services and supplies (including equipment and training) section.
- Routine pedicure services, such as cutting of nails, corns and calluses when there is no iliness or injury of the

feet
Clinical trial (routine patient costs) Covered according to the type Covered according to the type
of benefit and the place where of benefit and the place where
the service is received the service is received

The following are not covered under this benefit:
+ Services and supplies related to data collection and record-keeping that is solely needed due to the clinical trial
(i.e. protocol-induced costs)
+ Services and supplies provided by the trial sponsor without charge to you
+ The experimental intervention itself (except medically necessary Category B investigational devices and
promising experimental and investigational interventions for terminal illnesses in certain clinical trials in
accordance with Aetna’s claim policies)
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Eligible health services | In-network coverage | Out-of-network coverage
Hearing aids and cochlear implants and related services

Hearing aids and cochlear implants and 75% (of the negotiated charge) 50% (of the recognized charge)
related services per visit per visit

Hearing aid maximum One per ear every three years

Replacement of cochlear implant external One per ear every three years

speech processor and controller

components maximum

The following are not covered under this benefit:

* Areplacement of:
- A hearing aid that is lost, stolen or broken
- A hearing aid installed within the prior 36-month period

* Replacement parts or repairs for a hearing aid

* Batteries or cords

* A hearing aid that does not meet the specifications prescribed for correction of hearing loss

+ Any ear or hearing exam performed by a physician who is not certified as an otolaryngologist or otologist or
other provider not acting within the scope of their license

Hearing exams 75% (of the negotiated charge) 50% (of the recognized charge)
per visit per visit
Hearing exam maximum 1 hearing exam every policy year

The following are not covered under this benefit:

+ Hearing exams given during a stay in a hospital or other facility, except those provided to newborns as part of

the overall hospital stay

Pediatric vision care
(Limited to covered persons through the end of the month in which the person turns age 19)
Pediatric routine vision exams (including 100% (of the negotiated charge) | 50% (of the recognized charge)
refraction) performed by a legally qualified | per visit per visit
ophthalmologist, optometrist or therapeutic
optometrist, or any other providers acting No policy year deductible applies
within the scope of their license

Includes comprehensive low vision
evaluations

Includes visit for fitting of contact lenses

Maximum visits per policy year 1 visit
Low vision Maximum One comprehensive low vision evaluation every policy year
Fitting of contact Maximum 1 visit
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Eligible health services | In-network coverage | Out-of-network coverage
Pediatric vision care (continued)
(Limited to covered persons through the end of the month in which the person turns age 19)

Pediatric vision care services & supplies- 100% (of the negotiated charge) | 50% (of the recognized charge)

Eyeglass frames, prescription lenses or per item per item

prescription contact lenses
No policy year deductible applies

Maximum number Per year:

Eyeglass frames One set of eyeglass frames

Prescription lenses One pair of prescription lenses

Contact lenses (includes non-conventional Daily disposables: up to 3-month supply

prescription contact lenses & aphakic lenses Extended wear disposable: up to 6-month supply

prescribed after cataract surgery) Non-disposable lenses: one set

Optical devices Covered according to the type Covered according to the type
of benefit and the place where of benefit and the place where
the service is received. the service is received.

Maximum number of optical devices per One optical device

policy year

*Important note: Refer to the Vision care section in the certificate of coverage for the explanation of these vision
care supplies. As to coverage for prescription lenses in a policy year, this benefit will cover either prescription
lenses for eyeglass frames or prescription contact lenses, but not both.

The following are not covered under this benefit:

* Eyeglass frames, non-prescription lenses and non-prescription contact lenses that are for cosmetic purposes
Adult vision care Limited to covered persons age 19 and over

Adult routine vision exams (including 75% (of the negotiated charge) 50% (of the recognized charge)
refraction) performed by a legally qualified | per visit per visit

ophthalmologist, optometrist_or therapeutic
optometrist, or any other providers acting
within the scope of their license

Includes fitting of prescription contact
lenses

Maximum visits per policy year 1 visit
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Eligible health services | In-network coverage | Out-of-network coverage
Adult vision care - Limited to covered persons age 19 and over (continued)

Eyeglass frames, prescription lenses or 75% (of the negotiated charge) 50% (of the recognized charge)
prescription contact lenses per item per item

Maximum number per policy year:

Eyeglass frames One set of eyeglass frames

Prescription lenses One pair of prescription lenses

The following are not covered under this benefit:
Adult vision care
* Eyeglass frames, non-prescription lenses and non-prescription contact lenses that are for cosmetic purposes

Adult vision care services and supplies

+ Special supplies such as non-prescription sunglasses

+ Special vision procedures, such as orthoptics or vision therapy

+ Eye exams during your stay in a hospital or other facility for health care

+ Eye exams for contact lenses or their fitting

* Eyeglasses or duplicate or spare eyeglasses or lenses or frames

* Replacement of lenses or frames that are lost or stolen or broken

* Acuity tests

* Eye surgery for the correction of vision, including radial keratotomy, LASIK and similar procedures
* Services to treat errors of refraction

Outpatient prescription drugs

Outpatient prescription drug copayment waiver for risk reducing breast cancer

The outpatient prescription drug prescription copayment will not apply to risk reducing breast cancer prescription
drugs when obtained at a in-network pharmacy. This means that such risk reducing breast cancer prescription
drugs are paid at 100%.

Outpatient prescription drug copayment waiver for tobacco cessation prescription and over-the-counter
drugs

The outpatient prescription drug prescription drug copayment will not apply to the first two 90-day treatment
regimens per policy year for tobacco cessation prescription drugs and OTC drugs when obtained at a in-

network pharmacy. This means that such prescription drugs and OTC drugs are paid at 100%.

Any prescription drug copayment will apply after those two regimens per policy year have been exhausted.
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Outpatient prescription drug copayment waiver for contraceptives

pharmacy.

paid at 100%.

medical exception.

This means that such contraceptive methods are paid at 100% for:
+ Certain over-the-counter (OTC) and generic contraceptive prescription drugs and devices for each of the
methods identified by the FDA. Related services and supplies needed to administer covered devices will also be

The prescription drug copayment will not apply to female contraceptive methods when obtained at a in-network

+ If a generic prescription drug or device is not available for a certain method, you may obtain certain brand-
name prescription drug or device for that method paid at 100%.

The outpatient prescription drug copayment continue to apply to prescription drugs that have a generic
equivalent, biosimilar or generic alternative available within the same therapeutic drug class obtained at a in-
network pharmacy unless you are granted a medical exception. The certificate of coverage explains how to get a

Eligible health services

| In-network coverage

| Out-of-network coverage

Preferred generic prescription drugs

For each fill up to a 30-day supply filled at a
retail pharmacy

$15 copayment per supply then
the plan pays 100% (of the
balance of the negotiated charge)

No policy year deductible applies

$15 copayment per supply then
the plan pays 60% (of the
recognized charge)

No policy year deductible applies

More than a 30-day supply but less than a
90-day supply filled at a mail order
pharmacy

$45 copayment per supply then
the plan pays 100% (of the
balance of the negotiated charge)

No policy year deductible applies

$45 copayment per supply then
the plan pays 60% (of the
recognized charge)

No policy year deductible applies

Preferred brand-name prescription drugs

For each fill up to a 30-day supply filled at a
retail pharmacy

$50 copayment per supply then
the plan pays 100% (of the
balance of the negotiated charge)

No policy year deductible applies

$50 copayment per supply then
the plan pays 60% (of the
recognized charge)

No policy year deductible applies

More than a 30-day supply but less than a
90-day supply filled at a mail order
pharmacy

$135 copayment per supply then
the plan pays 100% (of the
balance of the negotiated charge)

No policy year deductible applies

$135 copayment per supply then
the plan pays 60% (of the
recognized charge)

No policy year deductible applies
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Eligible health services | In-network coverage |
Outpatient prescription drugs (continued)

Non-preferred generic prescription drugs

Out-of-network coverage

For each fill up to a 30-day supply filled at a

retail pharmacy

$65 copayment per supply then
the plan pays 100% (of the
balance of the negotiated charge)

No policy year deductible applies

$65 copayment per supply then
the plan pays 60% (of the
recognized charge)

No policy year deductible applies

More than a 30-day supply but less than a

90-day supply filled at a mail order
pharmacy

$180 copayment per supply then
the plan pays 100% (of the
balance of the negotiated charge)

No policy year deductible applies

$180 copayment per supply then
the plan pays 60% (of the
recognized charge)

No policy year deductible applies

Non-preferred brand-name prescription drugs

For each fill up to a 30-day supply filled at a

retail pharmacy

$65 copayment per supply then
the plan pays 100% (of the
balance of the negotiated charge)

No policy year deductible applies

$65 copayment per supply then
the plan pays 60% (of the
recognized charge)

No policy year deductible applies

More than a 30-day supply but less than a

90-day supply filled at a mail order
pharmacy

$180 copayment per supply then
the plan pays 100% (of the
balance of the negotiated charge)

No policy year deductible applies

$180 copayment per supply
then the plan pays 60% (of the
recognized charge)

No policy year deductible applies

Specialty drugs

For each fill up to a 30-day supply filled at a

retail pharmacy

$150 copayment per supply then
the plan pays 100% (of the
balance of the negotiated charge)

No policy year deductible applies

$150 copayment per supply
then the plan pays 60% (of the
recognized charge)

No policy year deductible applies

Diabetic insulin

30-day supply at retail pharmacy

Paid according to the type of
drug per the schedule of
benefits above

Paid according to the type of
drug per the schedule of
benefits above

90-day supply at mail order pharmacy

Paid according to the type of
drug per the schedule of
benefits above

Paid according to the type of
drug per the schedule of
benefits above

Important note: Your cost share will not exceed $25.00 per 30-day supply of a covered prescription insulin drug
filled at a network pharmacy. No deductible applies for insulin.

Important note: When an emergency refill of diabetes supplies is provided, the emergency refill of insulin may
not exceed a 30-day supply. The quantity of an emergency refill of insulin-related equipment or supplies may not
exceed the lesser of a 30-day supply or the smallest available package.
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Eligible health services | In-network coverage | Out-of-network coverage
Outpatient prescription drugs (continued)

Orally administered anti-cancer prescription | 100% (of the negotiated charge | 100% (of the recognized charge)
drugs per prescription or refill
For each fill up to a 30-day supply filled ata | No copayment or policy year No policy year deductible
retail pharmacy deductible applies applies
Preventive care drugs and supplements 100% (of the negotiated charge | Paid according to the type of
filled at a retail pharmacy per prescription or refill drug per the schedule of
benefits, above
For each 30-day supply No copayment or policy year
deductible applies
Maximums Coverage will be subject to any sex, age, medical condition, family

history, and frequency guidelines in the recommendations of the
United States Preventive Services Task Force. For details on the
guidelines and the current list of covered preventive care drugs
and supplements, contact Member Services by logging onto your
Aetna website at www.aetnastudenthealth.com or calling the
toll-free number on the back of your ID card.

Risk reducing breast cancer prescription 100% (of the negotiated charge | Paid according to the type of
drugs filled at a pharmacy per prescription or refill drug per the schedule of
benefits, above
For each 30-day supply No copayment or policy year
deductible applies
Maximums: Coverage will be subject to any sex, age, medical condition, family

history, and frequency guidelines in the recommendations of the
United States Preventive Services Task Force. For details on the
guidelines and the current list of covered preventive care drugs
and supplements, contact Member Services by logging onto your
Aetna website at www.aetnastudenthealth.com or calling the
toll-free number on the back of your ID card.

Tobacco cessation prescription drugs and 100% (of the negotiated charge | Paid according to the type of
OTC drugs filled at a pharmacy per prescription or refill drug per the schedule of
benefits, above
For each 30-day supply No copayment or policy year
deductible applies
Maximums: Coverage is permitted for two 90-day treatment regimens only.

Coverage will be subject to any sex, age, medical condition, family
history, and frequency guidelines in the recommendations of the
United States Preventive Services Task Force. For details on the
guidelines and the current list of covered tobacco cessation
prescription drugs and OTC drugs, contact Member Services by
logging onto your Aetna website at
www.aetnastudenthealth.com or calling the toll-free number on
the back of your ID card.
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Eligible health services | In-network coverage | Out-of-network coverage

Outpatient prescription drugs (continued)

Contraceptives (birth control)

For each fill up to a 30-day supply of generic | 100% (of the negotiated charge) | 100% (of the recognized charge)
and OTC drugs and devices filled at a retail

or mail order pharmacy No policy year deductible applies| No policy year deductible applies
For each fill up to a 30-day supply of brand | Paid according to the type of Paid according to the type of
name prescription drugs and devices filled drug per the schedule of drug per the schedule of

at a retail or mail order pharmacy benefits, above benefits, above

Outpatient prescription drugs exclusions
The following are not covered under the outpatient prescription drugs benefit:
+ Abortion drugs
+ Allergy sera and extracts administered via injection
* Any services related to the dispensing, injecting or application of a drug
+ Biological sera u