Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 08/15/2023-08/14/2024
’aetna‘ UNIVERSITY OF THE ARTS : Open Choice® Coverage for: Individual | 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
M 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
#88  a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, https://www.aetnastudenthealth.com/ or by calling

1-877-626-2308. 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 1-877-626-2308 to request a copy.

Important Questions Answers | Why This Matters:

. . For each Plan Year, In-Network: Individual Generally, you must pay all of the costs from providers up to the deductible amount
l)
What is the overall deductible? | ¢, " ),t-o1-Network: Individual $1,000. before this plan begins to pay.

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

ATIEIORIREECITT: V16, AR G Gl EUS 1R 1 certain preventive services without cost sharing and before you meet your
before you meet your preventive care are covered before you meet D cost sharing y y

h . deductible.
deductible? your deductible.

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

Are there other deductibles for
specific services?

What is the out-of-pocket limit | In-Network: Individual $6,600. Out-of-Network:
for this plan? Individual $7,600.

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

No. You don’t have to meet deductibles for specific services.

The out-of—pocket limit is the most you could pay in a year for covered 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 youuse 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? 626-2308 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.

Common Medical Event

What You Will Pa

Services You May Need

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

Primary care visit to treat an

In-Network Provider Out-of-Network Provider
You will pay the least You will pay the most

Limitations, Exceptions, & Other
Important Information

injury o ilness $25 copay/visit 40% coinsurance None
Specialist visit $25 copay/visit 40% coinsurance None

You may have to pay for services that
Preventive care /screening No charge 40% coinsurance aren't preventive. Ask your provider if

/immunization

the services needed are preventive.
Then check what your plan will pay for.

If you have a test

Diagnostic test (x-ray, blood

If you need drugs to treat
your illness or condition

More information about
prescription drug
coverage is available at
https://www.aetnastudenthe

alth.com/en/school/686170/
members/prescriptions.html

20% coinsurance 40% coinsurance None
work)
Imaging (CT/PET scans, MRIs) | $30 copay/visit 40% coinsurance None
Copay/prescription, deductible | Copay/prescription,
Generic drugs doesn't apply: $20 (retail), $60 | deductible doesn't apply: .
(mail order) $20 (retail) Covers 30-day supply (retail), 31-90 day
g ; g ly (mail order). Includes
Copay/prescription, deductible | Copay/prescription, Supp , ,
Preferred brand drugs doesn't apply: $30 (retail), $90 | deductible doesn't apply: | contraceptive drugs & devices
; : obtainable from a pharmacy. No charge
(mail order) $30 (retail) ,
— . — for preferred generic FDA-approved
Copay/prescription, deductible | Copay/prescription, women's contraceptives in-network.
Non-preferred brand drugs doesn't apply: $50 (retail), $150 | deductible doesn't apply:
(mail order) $50 (retail)

Applicable cost as noted above

Applicable cost as noted

Specialty drugs for generic or brand drugs above for generic or None
brand drugs
Facility fee (e.g., ambulatory o i o
If you have outpatient surgery center) 20% coinsurance 40% coinsurance None
surgery
Physician/surgeon fees 20% coinsurance 40% coinsurance None

* For more information about limitations and exceptions, see the plan or policy document at www.aetnstudenthealth.com.
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Common Medical Event

Services You May Need

Limitations, Exceptions, & Other
Important Information

If you need immediate
medical attention

Emergency room care

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

20% coinsurance

20% coinsurance

Out-of-network emergency use paid the
same as in-network. No coverage for
non-emergency use.

Emergency medical

20% coinsurance

20% coinsurance

Out-of-network emergency use paid the

If you have a hospital stay

transportation same as in-network.
Urgent care $30 copay/visit 40% coinsurance No coverage for non-urgent use.
Facility fee (e.g., hospital room) | $500 copay/stay 40% coinsurance ey it SO ol els i s

authorization for out-of-network care.

Physician/surgeon fees

20% coinsurance

40% coinsurance

None

If you need mental health,
behavioral health, or
substance abuse services

Outpatient services

Office: $25 copay/visit; other
outpatient services: 20%
coinsurance

Office & other outpatient
services: 40%
coinsurance

None

Penalty of $500 for failure to obtain pre-

If you are pregnant

. . -
Inpatient services $500 copay/stay 40% coinsurance authorization for out-of-network care.
Office visits No charge 40% coinsurance Cost sharing does not apply for

Childbirth/delivery professional
services

20% coinsurance

40% coinsurance

Childbirth/delivery facility
services

$500 copay/stay

40% coinsurance

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

120 visits/plan year.

Rehabilitation services

20% coinsurance

40% coinsurance

Habilitation services

20% coinsurance

40% coinsurance

Includes Physical, Occupational &
Speech Therapy.

Skilled nursing care

$500 copay/stay

40% coinsurance

120 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.

Hospice services

20% coinsurance

40% coinsurance

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

* For more information about limitations and exceptions, see the plan or policy document at www.aetnstudenthealth.com.
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Common Medical Event Services You May Need In-Network Provider Out-of-Network Provider Limitations, Exceptlons,'& Other
. ) Important Information
(You will pay the least) (You will pay the most)

40% coinsurance 1 routine eye exam/plan year up to the
Children's eye exam No charge 0 2T end of the month in which the covered
deductible doesn't apply
person turns 19.
If your child needs dental . | T e e 1 pair of glasses or lenses/plan year. _
or eye care Children's glasses No charge deductible doesn't anol Covered through the end of the month in
- PPY | which the covered person turns 19.
Children's dental check-up No charge 0% coinsurance \?vﬁ;g?ﬁ;2?&(32?;;::&&22 T; nthin

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 e long-term care ¢ Routine foot care
e Cosmetic surgery ¢ Routine eye care (Adult) e Weight loss programs - Except for required preventive
e Dental care (Adult) services.

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

e Bariatric surgery e Hearing aids - 1 hearing aid per ear/plan year. e Non-emergency care when traveling outside the U.S.
e Chiropractic care — 20 visits/plan year. o Infertility treatment — For more information & e Private-duty nursing

exceptions, see policy document provided by your

plan sponsor or call the number on your ID card.

* For more information about limitations and exceptions, see the plan or policy document at www.aetnstudenthealth.com. 002023-002023-048005 Page 4 of 6
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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:
Pennsylvania Department of Insurance, Bureau of Consumer Services, Phone: 877-881-6388, TTY/TDD: 717-783-3898, http://www.insurance.pa.gov/Consumers. For more
information on your rights to continue coverage, contact the plan at 1-877-626-2308. 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 1-877-626-2308 or Pennsylvania Department of Insurance, Bureau
of Consumer Services, Phone: 877-881-6388, TTY/TDD: 717-783-3898, http://www.insurance.pa.gov/Consumers.

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 1-877-626-2308.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-626-2308.
Chinese (A XX): IR FEHXHIEEBN, 1ERTTIXAN 514 1-877-626-2308.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-626-2308.

] 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:

Fo9 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 $25
W Hospital (facility) copayment $500
M 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)

B The plan's overall deductible $500
M Specialist copayment $25
W Hospital (facility) copayment $500
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)

Total Example Cost \ $12,700 Total Example Cost \ $5,600
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing Cost Sharing
Deductibles $500 Deductibles $500
Copayments $500 Copayments $1,100
Coinsurance $500 Coinsurance $0
What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $20
The total Peg would pay is $1,560 The total Joe would pay is $1,620

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
M The plan's overall deductible $500
M Specialist copayment $25
W Hospital (facility) copayment $500
M 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 $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $500

Copayments $60

Coinsurance $400

What isn't covered
Limits or exclusions $0
The total Mia would pay is $960

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 866-393-0002.

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 unlawfully discriminate, exclude or treat people differently based on their race, color,
national origin, sex, age, disability, gender identity or sexual orientation.

We provide 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: P.O. Box 24030, Fresno, CA 93779),

1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 860-262-7705), 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.nhs.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 companies, including Aetna Life Insurance Company and its affiliates
(Aetna).


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
mailto:CRCoordinator@aetna.com

TTY: 711

Language Assistance:

To access language services at no cost to you, call 1-877-626-2308.

Albanian -

Amharic -

Arabic -

Armenian -

Bahasa Indonesia -
Bantu-Kirundi -
Bengali-Bangala -
Bisayan-Visayan -

Burmese -

Catalan -
Chamorro -
Cherokee -
Chinese -
Choctaw -
Cushite -

Dutch -
French -

French Creole -
German -

Greek -

Guijarati -

Pér shérbime pérkthimi falas pér ju, telefononi 1-877-626-2308.

PLIL A1AATTT PANGL ATITHT N 1-877-626-2308 £ LM+

1-877-626-2308 il e Jlailll ela ) AdlSs 5 50 4y galll Cilarall e J saall

Utddwn (kqujut swnwjnipiniutbphg oqunybint hwdwp qubquhwpkp 1-877-626-2308 htnwjunuwhwdwpny:
Untuk bantuan dalam bahasa Indonesia, silakan hubungi 1-877-626-2308 tanpa dikenakan biaya.

Kugira uronke serivisi Z'indimi atakiguzi, hamagara 1-877-626-2308.

SIS [ATRCT STl SRR 220 297 93 T (97F o o 1-877-626-2308

Ngadto maakses ang mga serbisyo sa pinulongan alang libre, tawagan sa 1-877-626-2308.

00C0632§|0C 39@905;(*02@-:.":»@ eeogqa\) momo)(*mso§ei.":»so')g;§): 618013»{::3%;& 1-877-626-2308 ong (ﬁr::‘.:ﬂseezuac?;a?aq(ﬂll

Per accedir a serveis linglistics sense cap cost per voste, telefoni al 1-877-626-2308.

Para un hago' i setbision lengguahi ni dibatde para hagu, agang 1-877-626-2308.

GYood SOOhAcOJ OGOLE°V1] L AT'cod JGEGWJ1J AHY, QPADBWE’D 1-877-626-2308.
INERERREESIRES, BEE 1-877-626-2308.

Anumpa tohsholi | toksvli ya peh pilla ho ish | paya hinla, | paya 1-877-626-2308.
Tajaajiiloota afaanii garuu bilisaa ati argaachuuf,bilbili 1-877-626-2308.

Voor gratis toegang tot taaldiensten, bell 1-877-626-2308.

Afin d'accéder aux services langagiers sans frais, composez le 1-877-626-2308.

Pou jwenn sevis lang gratis, rele 1-877-626-2308.

Um auf fiir Sie kostenlose Sprachdienstleistungen zuzugreifen, rufen Sie 1-877-626-2308 an.

Ma va ETIKOLVWVHOETE XWPLG XPEWON LE TO KEVTPO UTOOTAPLENG TEAQTWY OTN YAWooa oac, TNAEPwVHOTE oToV apLlOuo
1-877-626-2308.

AHIRS® Wldlotl Wl[Getl einisfl Aloorlefl uellR HI2, sl 5311-877-626-2308.



Hawaiian -
Hindi -
Hmong -
lgbo -
llocano -

Indonesian -

Italian -
Japanese -
Karen -
Korean -
Kru-Bassa -
Kurdish -
Laotian -
Marathi -

Marshallese -

Micronesian-
Pohnpeyan -

Mon-Khmer,
Cambodian -
Navajo -

Nepali -
Nilotic-Dinka -

Norwegian -

Pennsylvania Dutch -

Persian -
Polish -
Portuguese -

No ka wala‘au ‘ana me ka lawelawe ‘dlelo e kahea aku 1 k&ia helu kelepona 1-877-626-2308. Kaki ‘ole ‘ia k&ia kokua nei.

TIhfT foaT Fardr HrAd HHTST HaT3iie 3TAT Fedchioe, 1-877-626-2308 ox st Y|

Xav tau kev pab txhais lus tsis muaj nqi them rau koj, hu 1-877-626-2308.

lji nwetadhére na oru gasi asusu n'efu, kpoo 1-877-626-2308

Tapno maaksesyo dagiti serbisio maipapan iti pagsasao nga awan ti bayadanyo, tawagan ti 1-877-626-2308.

Untuk mengakses layanan bahasa tanpa dikenakan biaya, hubungi 1-877-626-2308.

Per accedere ai servizi linguistici, senza alcun costo per lei, chiami il numero 1-877-626-2308.

S —EXEEBE TIRBEN R CITE, 1-877-626-2308 T THERC 2L,

cnorf megiofpmoinenmosidol i sSem 00 B53 13 prom m:SupSdm&iondss oB: 1-877-626-2308 oapf.
= Q0] MB|AE 0|83t M 1-877-626-2308 HO 2 T3} FHAIL.

M dyi wudu-du ka ko o bé dyi mou A ni Pidyi ni, nii, da ndba nia ke: 1-877-626-2308

1-877-626-2308 (5o ey 42 450 (s sy ¢ 55 2 (592 ot Ola) (sl 58 A 40 (il jlaed 3

cBecSalgnimidmuwagnlosticgeardouii, Wilnmacs1-877-626-2308
FIOTCTEY AT HIST AT TTed FuAErdY,, 1-877-626-2308 TR HIH hI.

Nan etal nan jikin jiban ikijen Kajin ilo an ejelok onen nan kwe, kirlok 1-877-626-2308.
Pwehn alehdi sawas en lokaia kan ni sohte pweipwei, koahlih 1-877-626-2308.
1859 U SIUNAUMANISUSSSSIBUEUIINSHS giuTi giein1simMmMS1us 1-877-626-23084

T'aa ni nizaad k'ehji bee nika a’doowot doo baah ilinigéd kojj” hélne’ 1-877-626-2308.
1o Qe $1TST Gl UTeeT aTe1 1-877-626-2308 AT ETIhIeT {61y |

Té koor yin weef de thokic ke cin wéu kor keek ténan yin. Ke cal koc ye koc kuony ne nomba 1-877-626-2308.

For tilgang til kostnadsfri spraktjenester, ring 1-877-626-2308.
Um Schprooch Services zu griege mitaus Koscht, ruff 1-877-626-2308.

C 2,8 il 1-877-626-2308 o ke b e 8l b 4r gl iladd 4y as i )y

Aby uzyskac¢ dostep do bezptatnych ustug jezykowych prosze zadzwono¢ 1-877-626-2308.
Para acessar os servicos de idiomas sem custo para vocé, ligue para 1-877-626-2308.



Punjabi -

Romanian -
Russian -
Samoan -
Serbo-Croatian -
Spanish -
Sudanic-Fulfude -
Swahili -

Syriac -
Tagalog -
Telugu -

Thai -

Tongan -
Trukese -

Turkish -
Ukrainian -
Urdu -
Vietnamese -
Yiddish -

Yoruba -

393 &8 & faR i3 T8 37 ATel € @93 JJ6 B, 1-877-626-2308 ‘3 28 JJ|

Pentru a accesa gratuit serviciile de limba, apelati 1-877-626-2308.

Ona Toro ytobbl becnnaTHO NOAYYUTb NOMOLLb NEPEBOAYNKA, MO3BOHUTE No TenedoHy 1-877-626-2308.

Mo le mauaina o auaunaga tau gagana e aunoa ma se totogi, vala’au le 1-877-626-2308.

Za besplatne prevodilacke usluge pozovite 1-877-626-2308.
Para acceder a los servicios de idiomas sin costo, llame al 1-877-626-2308.
Heeba a nasta jangirde djey wolde wola chede bo apelou lamba 1-877-626-2308.
Kupata huduma za lugha bila malipo kwako, piga 1-877-626-2308.
e enin N il huds Shaals M ohy <Ane (< 1-877-626-2308
Para ma-access ang mga serbisyo sa wika nang wala kayong babayaran, tumawag sa 1-877-626-2308.

A 28 DOV EDBOTT 90ELOD0EVLD, 1-877-626-2308 £ 5065 30004

WINVINUEAINITL2AE89N1TLUTAITINEA LN B Taa LfiA T3 e TUsaTng 1-877-626-2308.

Kapau ‘oku ke fiema’u ta’etdotongi ‘a e ngaahi sévesi kotoa p€ he ngaahi lea kotoa, telefoni ki he 1-877-626-2308.

Ren omw kopwe angei aninisin eman chon awewei (ese kamo), kopwe kori 1-877-626-2308.

Sizin i¢in ticretsiz dil hizmetlerine erisebilmek i¢in, 1-877-626-2308 numaray1 arayin.

Lo6 oTpmaT 6€3KOWTOBHWUIA A0CTYN A0 MOBHUX NOCAYT, 3a43BOHITb 3@ HOMmepom 1-877-626-2308.
oS b 1-877-626-2308 ¢« = S S daals Glead Adlatie s (L) Caeidlly

Né&u quy vi mudn s&r dung mién phi cac dich vu ngdn ngir, hay goi téi s6 1-877-626-2308.

1-877-626-2308 [910 ,2'R IX T'19 {7 |'N [VAAII' TN TRIOW UMVIX IX

Lati wontl awon ise eéde I’ofe fun o, pe 1-877-626-2308.
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