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Welcome

At Aetna, your health goals lead the way, sowe’re joining you to put them first. We believe that whatever you
decide to do for your health, you cando it with the right support. And no matter where you are on this personal
journey, it’s our job to enable you to feel the joy of achieving your best health.

Welcome to Aetna.

Introduction

This is your booklet. It describes your covered services —what theyare and how to get them. It also describes
how we manage the plan, according to our policies, and applicable laws and regulations. The schedule of
benefits tells you how we share expenses for covered services and explains any limits. Together, these
documents describe the benefits covered by your Employer’s self-funded health benefit. Each may have
amendments attachedto them. These change or add to the document. This booklet takes the place of any
others sent to you before.

It’s reallyimportant that you read the entire booklet and your schedule of benefits.

If your coverage under any part of this plan replaces coverage under another plan, your coverage for benefits
provided under the other coverage may reduce benefits paid by this plan. See the Coordination of benefits,
Effect of prior plan coverage section.

If you need help or more information, see the Contact us section below.

How we use words
When we use:
e “You” and “your” we mean you and any covered dependents (if your plan allows dependent coverage)
“Us,” “we,” and “our”, we mean Aetna Life Insurance Company (Aetna)
e Words thatarein bold, these are defined in the Glossary section

Contactus

Your plan includes the Aetna concierge program. It provides immediate access to consultants trainedin the
specific details of your plan.

For questions about your plan, you can contact us by:
e Calling the toll-free number on your ID card
e Writing us at 151 Farmington Ave, Hartford, CT 06156
e Visiting https://www.aetna.com toaccess your member website

Your member website is available 24/7. With your member website, you can:
e See your coverage, benefits and costs
e PrintanID cardand various forms
e Find a provider, research providers, care and treatment options
e View and manage claims
e Find information on health and wellness


https://www.aetna.com/

YourID card

Show your ID card eachtime you get covered services from a provider. Only members on your plan can use your
ID card. We will mail you your ID card. If you haven’t received it before you need covered services, or if you lose
it, you can print a temporaryone using your member website.

Wellness and other rewards
You may be eligible to earn rewards for completing certain activities that improve your health, coverage, and
experience with us. We may encourage you to access certain health services, or categories of healthcare
providers, participatein programs, including but not limited to financial wellness programs; utilize tools,
improve your health metrics or continue participation as an Aetna member through incentives. Talk with your
provider about these and see if they are right for you. We may provide incentives based on your participation
and outcomes suchas:

e Modifications to copayment, deductible or payment percentage amounts

e Contributions to a health savings account

e Merchandise

e Coupons

e Gift cards or debit cards

e Any combination of the above

Discount arrangements

We can offer you discounts on health care related goods or services. Sometimes, other companies provide these
discounted goods and services. These companies are called “third partyservice providers”. These third party
service providers may pay us so that they can offer you their services.

Third party service providers are independent contractors. The third party service provider is responsible for the
goods or services they deliver. We are not responsible; but, we have the right to change or end the
arrangements at anytime.

These discount arrangements are not insurance. We don’t pay the third partyservice providers for the services
they offer. You are responsible for paying for the discounted goods or services.



Coverage and exclusions

Providing covered services
Your plan provides covered services. These are:
e Describedin this section.
e Not listedas an exclusion in this section or the General plan exclusions section.
e Not beyond any limits in the schedule of benefits.
e Medically necessary.See the How your plan works — Medical necessity and precertification requirements
sectionand the Glossary for more information.

e Services that are not prohibited by state or local law. See Services not permitted under applicable state
or local laws in the General plan exclusions sectionfor greater detail on this exclusion.

This plan provides coverage for many kinds of covered services, such as a doctor’s care and hospital stays, but
some services aren’t covered at all or are limited. For other services, the plan pays more of the expense.

For example:
e Physician care generallyis covered but physician care for cosmetic surgery is never covered. This is an
exclusion.

e Home healthcare is generally covered but it is a covered service only up to a set number of visits a year.
This is a limitation.

e Your provider may recommend services that are considered experimental orinvestigational services.
But an experimental orinvestigational service is not covered and is also an exclusion, unlessiit is
recognized as part of an approved clinical trial when you have cancer or a terminalillness. See Clinical
trials in the list of services below.

e Preventive services. Usually the plan pays more, and you pay less. Preventive services are designed to
help keep you healthy, supporting you in achieving your best health. To find out what these services are,
seethe Preventive care sectionin the list of services below. To find out how much you will pay for these
services, see Preventive care in your schedule of benefits.

Some services require precertification from us. For more information see the How your plan works — Medical
necessity and precertification requirements section.

The covered services and exclusions below appear alphabeticallyto make it easier to find what you’re looking
for. If aserviceisn’tlisted here as a covered service oris listed as not covered under a specific service, it still
may be covered. If you have questions, askyour provider or contact us. You can find out about limitations for
covered services inthe schedule of benefits.

Acupuncture
Covered services include acupuncture services provided by a physician ifthe service is provided as a form of
anesthesia in connection with a covered surgical procedure.

The following are not covered services:
e Acupuncture, other than for anesthesia
e Acupressure



Ambulance services
An ambulance is a vehicle staffed by medical personnel and equipped to transportanill or injured person.

Emergency Ground Ambulance

Covered services include emergency transport toa hospital by a licensed ambulance:
e Tothe first hospitalto provide emergency services
e From one hospitaltoanother if the first hospital can’t provide the emergency services you need
e When your condition is unstable and requires medical supervision and rapid transport

Non-emergency Ground Ambulance
Covered services alsoinclude precertified transportationtoa hospital by a licensed ambulance:
e From a hospitaltoyour home or to another facility if an ambulance is the only safe wayto transport you
e From your home to a hospitalif an ambulance is the only safe way to transport you; limited to 100 miles
e When during a covered inpatient stay at a hospital, skilled nursing facility or acute rehabilitation
hospital, anambulance is required to safelyand adequatelytransport you to or from inpatient or
outpatient treatment

The following are not covered services:
e Ambulance services for routine transportationto receive outpatient or inpatient services

Applied behavior analysis
Covered services include applied behavior analysis for a diagnosis of autism spectrum disorder. Applied
behavior analysis is a process of applying interventions that:

e Systematically change behavior

e Areresponsible for observable improvements in behavior

Important note:
Applied behavior analysis may require precertification by us. See the How your plan works — Medical
necessity and precertification section.

Autism spectrum disorder
Autism spectrum disorder is defined in the most recent edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM) of the American Psychiatric Association.

Covered services include services and supplies provided by a physician or behavioral health provider for:
e The diagnosis and treatment of autism spectrum disorder
e Physical, occupational, and speech therapy associated with the diagnosis of autism spectrum disorder



Behavioral health

Mental health treatment

Covered services include the treatment of mental health disorders provided by a hospital, psychiatric hospital,
residential treatment facility, physician, or behavioral health provider including:

e Inpatient roomand board at the semi-private roomrate (your plan will cover the extra expense of a
private room when appropriate because of your medical condition), and other services and supplies
related to your condition that are provided during your stay in a hospital, psychiatric hospital, or
residential treatment facility

e Outpatient treatment received while not confined as an inpatient in a hospital, psychiatric hospital, or
residential treatment facility, including:

— Office visits to a physician or behavioral health provider such as a psychiatrist, psychologist, social
worker, or licensed professional counselor (includes telemedicine consultation)
— Individual, group, and family therapies for the treatment of mental health disorders
— Other outpatient mental healthtreatment suchas:
o Partial hospitalization treatment provided in a facility or program for mental health treatment
provided under the direction of a physician
o Intensive outpatient program provided in a facility or program for mental health treatment
provided under the direction of a physician
o Skilled behavioral health services provided in the home, but only when all of the following
criteria are met:
*  You are homebound
=  Your physician orders them
= The services take the place of a stay in a hospital or a residential treatment facility, or you
are unable to receive the same services outside your home
= The skilled behavioral health careis appropriate for the active treatment of a condition,
illness, or disease
Electro-convulsive therapy (ECT)
Transcranial magnetic stimulation (TMS)
Psychological testing
Neuropsychological testing
Observation
Peer counseling support by a peer support specialist (including telemedicine consultation)
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Substance related disorders treatment
Covered services include the treatment of substance related disorders provided by a hospital, psychiatric
hospital, residential treatment facility, physician, or behavioral health provider as follows:

e Inpatientroomand board, at the semi-private roomrate (your plan will cover the extra expense of a
private room when appropriate because of your medical condition), and other services and supplies that
are provided during your stay in a hospital, psychiatric hospital, or residential treatment facility.

e Outpatient treatment received while not confined as an inpatient in a hospital, psychiatric hospital, or
residential treatment facility, including:

- Office visits to a physician or behavioral health provider such as a psychologist, social worker, or
licensed professional counselor (includes telemedicine consultation)
— Individual, group, and family therapies for the treatment of substance related disorders
- Other outpatient substance related disorders treatment such as:
o Partial hospitalization treatment provided in a facility or program for treatment of substance
related disorders provided under the direction of a physician
o Intensive outpatient program provided in a facility or programfor treatment of substance
related disorders provided under the direction of a physician
o Skilled behavioral health services provided in the home, but only when all of the following
criteria are met:
*  Youare homebound
=  Your physician orders them
= The services take the place of a stay in a hospital or a residential treatment facility, or you
are unable to receive the same services outside your home
= The skilled behavioral health careis appropriate for the active treatment of a condition,
iliness, or disease
o Ambulatory or outpatient detoxification which includes outpatient services that monitor
withdrawal from alcohol or other substances, including administration of medications
o Observation
o Peer counseling support by a peer support specialist (including telemedicine consultation)

Behavioral health important note:
A peer support specialist serves as a role model, mentor, coach, and advocate. Peer support must be supervised
by a behavioralhealth provider.

Clinical trials

Routine patient costs

Covered services include routine patient costs you have from a provider in connection with participation in an
approved clinical trial as defined in the federal Public Health Service Act, Section 2709.

The following are not covered services:
e Services and supplies related to data collection and record-keeping needed only for the clinical trial
e Services and supplies provided by the trial sponsor for free
e The experimentalintervention itself (except Category B investigational devices and promising
experimental or investigational interventions for terminal illnesses in certain clinical trials in
accordance with our policies)




Experimental or investigational therapies
Covered services include drugs, devices, treatments, or procedures from a provider under an “approved clinical
trial” only when you have cancer or a terminal illness. All of the following conditions must be met:

Standard therapies have not been effective or are not appropriate
We determine you may benefit from the treatment

An approved clinical trialis one that meets all of these requirements:

The Food and Drug Administration (FDA) has approved the drug, device, treatment, or procedure to be
investigated or has granted it investigational new drug (IND) or group c/treatment IND status, when this
is required

The clinical trial has been approved by an institutional review board that will oversee it

The clinical trialis sponsored by the National Cancer Institute (NCI) or similar federal organizationand:
— It conforms to standards of the NCl or other applicable federal organization

— Ittakes place at an NCl-designated cancer center or at more than one institution

You are treatedin accordance with the procedures of that study

Diabetic services, supplies, equipment, and self-care programs
Covered services include:

Services

- Foot care to minimize therisk of infection

Supplies

— Injection devices including syringes, needles and pens

— Teststrips - blood glucose, ketone and urine

- Blood glucose calibration liquid

— Lancet devices and kits

- Alcohol swabs

Equipment

— Externalinsulin pumps and pump supplies

— Blood glucose monitors without special features, unless required due to blindness
Prescribed self-care programs with a health care provider certified in diabetes self-care training



Durable medical equipment (DME)

Covered services are DME and the accessories needed to operate it when:

Made towithstand prolonged use

Mainly used in the treatment of illness or injury

Suited for usein the home

Not normally used by people who do not have an illness or injury
Not for altering air quality or temperature

Not for exercise or training

Your plan only covers the same type of DME that Medicare covers. But, there are some DME items Medicare
covers that your plan does not.

Covered services include the expense of renting or buying DME and accessories you need to operate the item
from a DME supplier. If you purchase DME, that purchase is only covered if you need it for long-term use.

Covered services alsoinclude:

One item of DME for the same or similar purpose

Repairing DME due to normal wear and tear

A new DME item you need because your physical condition has changed

Buying a new DME itemto replace one that was damaged due to normal wear, if it would be cheaper
than repairing it or renting a similar item

The following are not covered services:

Communication aid

Elevator

Maintenance and repairs that result from misuse or abuse
Massagetable

Message device (personal voice recorder)
Over bed table

Portable whirlpool pump

Sauna bath

Telephone alert system

Vision aid

Whirlpool



Emergency services
When you experience an emergency medical condition, you should go to the nearest emergency room. You can
alsodial 911 or your local emergency response service for medical and ambulance help.

Covered services include only outpatient services to evaluate and stabilize an emergency medical condition ina
hospital emergency room. You can get emergency services from network or out-of-network providers.

Your coverage for emergency services will continue until the following conditions are met:
e You are evaluated and your condition is stabilized and
e Your attending physician determines that you are medically able to travel or be transported, by non-
medical or non-emergency transportation, toanother provider if you need more care

If both of the above conditions are met and you continue to stay in the hospital (emergency admission) or
receive follow-up care, these are not emergency services. Different benefits and requirements apply. Please
refer to the How your plan works — Medical necessity and precertification requirements sectionandthe
Coverage and exclusions section that fits your situation (for example, Hospital care or Physician services). You
can also contact us or your network physician or primary care physician (PCP).

Non-emergency services

If you goto an emergency room for what is not an emergency medical condition, the plan may not cover your
expenses. See the schedule of benefits for more information.

Gender affirming treatment

Covered services include certain medically necessary services and supplies for gender affirming (sometimes
called sexchange) surgeryas describedin our Clinical Policy Bulletin 615.

Important note:

Just log into your Aetna website at https://www.aetna.com/health-care-professionals/clinical-

policy-bulletins.html for detailed information about this covered benefit, including eligibility and
medical necessity requirements. Youcan also call Member Services at the toll-free telephone
number on the back of your I.D. card.
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Habilitation therapy services
Habilitation therapy services help you keep, learn or improve skills and functioning for daily living (e.g. therapy
for a child who isn’t walking or talking at the expected age). The services must follow a specific treatment plan,
ordered by your physician. The services have to be performed by a:

e Licensedor certified physical, occupational or speechtherapist

e Hospital, skilled nursing facility or hospice facility

e Home health care agency

e Physician

Outpatient physical, occupational, and speech therapy
Covered services include:

e Physical therapyif it is expected to develop any impaired function

e Occupational therapyif it is expected to develop any impaired function

e Speech therapy if it is expectedto develop speech function that resulted from delayed development
(Speech function is the ability to express thoughts, speak words and form sentences)

The following are not covered services:
e Services provided in an educational or training setting or to teach signlanguage
e Vocational rehabilitation or employment counseling

Hearing aids

Hearing aid means:
e Any wearable, non-disposable instrument or device designed to aid or make up for impaired hearing
e Parts, attachments, or accessories

Covered services include prescribed hearing aids and the following hearing aid services:
e Audiometric hearing visit and evaluation for a hearing aid prescription performed by:
- A physician certified as an otolaryngologist or otologist
- Anaudiologist who:
o Islegally qualified in audiology
o Holds acertificate of Clinical Competence in Audiology from the American Speech and Hearing
Associationin the absence of any licensing requirements
o Performs the exam at the written direction of a legally qualified otolaryngologist or otologist
e Electronic hearing aids, installedin accordance with a prescription written during a covered hearing
exam
e Any otherrelatedservices necessarytoaccess, select, and adjust or fit a hearing aid

The following are not covered services:
e Replacement of a hearing aid that is lost, stolen or broken
e 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
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Home health care
Covered services include home health care provided by a home health care agency in the home, but only when
all of the following criteria are met:
e You must essentially be confined to the home as an alternative toa hospital stay
e Your physician orders them
e The services take the place of a stayin a hospital or a skilled nursing facility, or you are unable to
receive the same services outside your home
e The services are a part of a home health care plan
e The services are skilled nursing services, home health aide services or medical social services, or are
short-term speech, physical or occupational therapy
e Home healthaide services are provided under the supervision of a registered nurse
e Medical social services are provided by or supervised by a physician or social worker

Skilled nursing services are services provided by aregistered nurse or licensed practical nurse within the scope
of their license.

If you are discharged from a hospital or skilled nursing facility after a stay, the intermittent requirement may be
waived to allow coverage for continuous skilled nursing services. See the schedule of benefits for more
information on the intermittent requirement.

Short-term physical, speech, and occupational therapy provided in the home are subject to the same conditions
and limitations imposed on therapy provided outside the home. See Rehabilitation services and Habilitation
therapy services in this sectionand the schedule of benefits.

The following are not covered services:
e Any type of care that does not require the skills of a health professional
e Services provided outside of the home (such as in conjunction with school, vacation, work, or
recreational activities)
e Transportation
e Services or supplies provided to a minor or dependent adult when a family member or caregiver is not
present
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Hospice care

Covered services include inpatient and outpatient hospice care when given as part of a hospice care program.
The types of hospice care services that are eligible for coverage include:

Roomand board

Services and supplies furnished to you on an inpatient or outpatient basis
Services by a hospice care agency or hospice care provided in a hospital
Psychological and dietary counseling

Pain management and symptom control

Bereavement counseling

Respite care

Hospice care services provided by the providers below will be covered, even if the providers are not an
employee of the hospice care agency responsible for your care:

A physician for consultation or case management
A physical or occupational therapist

A home health care agency for:

— Physical and occupational therapy

- Medical supplies

- Outpatient prescription drugs

- Psychological counseling

- Dietarycounseling

The following are not covered services:

Funeral arrangements

Pastoral counseling

Financial or legal counseling including estate planning and the drafting of a will

Homemaker services, caretaker services, or any other services not solely related to your care, which may
include:

- Sitter or companion services for you or other family members

- Transportation

- Maintenance of the house

12



Hospital care
Covered services include inpatient and outpatient hospital care. This includes:
e Semi-private roomand board (your plan will cover the extra expense of a private room when
appropriate because of your medical condition)
e Services and supplies provided by the outpatient department of a hospital, including the facility charge
e Services of physicians employed by the hospital
e Administration of blood and blood derivatives, but not the expense of the blood or blood product

The following are not covered services:
e All services and supplies provided in:
- Resthomes
— Any place considered a person’s mainresidence or providing mainly custodial or rest care
- Healthresorts
- Spas
- Schools or camps

Infertility services
Basic infertility
Covered services include seeing a provider:
e Todiagnose and evaluate the underlying medical cause of infertility.
e Todo surgerytotreatthe underlying medical cause of infertility. Examples are endometriosis surgery
or, for men, varicocele surgery.

The following are not covered services:

e Allinfertility services associated with orin support of an ovulation induction cycle while on injectable
medication to stimulate the ovaries. This includes, but is not limited to, imaging, laboratoryservices, and
professional services.

e |ntrauterine/intracervical insemination services.

Jaw joint disorder treatment
Covered services include the diagnosis and surgical treatment of jaw joint disorder by a provider, including:
e The jaw joint itself, such as temporomandibular joint dysfunction (TMJ) syndrome
e The relationship between the jaw joint and related muscle and nerves, such as myofascial pain
dysfunction (MPD)

The following are not covered services:
e Non-surgical medical and dental services, andtherapeutic services related to jawjoint disorder
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Maternity and related newborn care
Covered services include pregnancy (prenatal) care, care after delivery and obstetrical services. After your child
is born, covered services include:
e Nolessthan 48 hours of inpatient carein a hospital after a vaginal delivery
e Nolessthan 96 hours of inpatient carein a hospital after a cesareandelivery
e Ashorterstay, if the attending physician, with the consent of the mother, discharges the mother or
newborn earlier

If the motheris discharged earlier, the plan will pay for 1 home visits after delivery by a health care provider.
Covered services alsoinclude services and supplies needed for circumcision by a provider.

The following are not covered services:
e Any services and supplies related to births that take place in the home or in any other place not licensed
to perform deliveries

Oral and maxillofacial treatment (mouth, jaws and teeth)
Covered services include the following when provided by a physician, dentist and hospital:
e Cutting out:
— Cysts, tumors, or other diseased tissues
e Cutting into gums and tissues of the mouth.
— Only when not associated with the removal, replacement or repair of teeth

Outpatient surgery
Covered services include services provided and supplies used in connection with outpatient surgery performed
in a surgery center or a hospital’s outpatient department.

Important note:
Some surgeries can be done safely in a physician’s office. For those surgeries, your plan will pay only for
physician, PCPservices and not for a separate fee for facilities.

The following are not covered services:
e Astayina hospital (see Hospital care in this section)
e Aseparate facility charge for surgery performedin a physician’s office
e Services of another physician for the administration of a local anesthetic
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Physician services
Covered services include services by your physician totreat anillness or injury. You canget services:
e At the physician’s office
e Inyour home
e Inahospital
e From any other inpatient or outpatient facility
e By way of telemedicine

Important note:
For behavioral healthservices, all in-person, covered services with a behavioral health provider are also
covered services if you use telemedicine instead.

Telemedicine may have a different cost share from other physician services. See your schedule of benefits.

Other services and supplies that your physician may provide:
e Allergy testing and allergy injections
e Radiological supplies, services, andtests
e |Immunizations that are not covered as preventive care

Physician surgical services
Covered services include the services of:
e The surgeonwho performs your surgery
e Your surgeonwho you visit before and after the surgery
e Another surgeonwho you goto for a second opinion before the surgery

The following are not covered services:
e Astayina hospital (See Hospital care in this section)
e Aseparatefacility charge for surgery performedin a physician’s office
e Services of another physician for the administration of a local anesthetic

Pregnancy Termination
Covered services include the following services provided by your physician:
e Abortion, including abortion drugs dispensed by a provider (including a telemedicine provider), where
permitted by state andlocal laws.

Preventive care

Preventive covered services are designedto help keep you healthy, supporting you in achieving your best health
through early detection. If you need further services or testing such as diagnostic testing, you may pay more as
these services aren’t preventive. Ifa covered serviceisn’t listed here under preventive care, it still may be
covered under other covered services in this section. For more information, see your schedule of benefits.

The following agencies set forththe preventive care guidelines in this section:
e Advisory Committee on Immunization Practices of the Centers for Disease Control and Prevention (CDC)
e United States Preventive Services Task Force (USPSTF)
e HealthResources andServices Administration

e American Academy of Pediatrics/Bright Futures/Health Resources and Services Administration
guidelines for children and adolescents
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These recommendations and guidelines may be updated periodically. When updated, they will apply to this
plan. The updates are effective on the first day of the year, one year after the updated recommendation or
guideline is issued.

For frequencies and limits, contact your physician or us. This information is also available at
https://www.healthcare.gov/.

Important note:
Gender-specific preventive care benefits include covered services described regardless of the sex you were
assigned at birth, your gender identity, or your recorded gender.

Breast-feeding support and counseling services

Covered services include assistance andtraining in breast-feeding and counseling services during pregnancy or
after delivery. Your plan will cover this counseling only when you get it from a certified breast-feeding support
provider.

Breast pump, accessories and supplies
Covered services include renting or buying equipment you need to pump and store breast milk.

Coverage for the purchase of breast pump equipment is limited to one item of equipment, for the same or
similar purpose, and the accessories and supplies needed to operate the item. You are responsible for the entire
cost of any additional pieces of the same or similar equipment you purchase or rent for personal convenience or
mobility.

Counseling services
Covered services include preventive screening and counseling by your health professional for:
e Alcohol or drug misuse
— Preventive counseling and risk factor reduction intervention
- Structured assessment
e Geneticrisk for breast and ovarian cancer
e Obesity and healthy diet
— Preventive counseling and risk factor reduction intervention
- Nutritional counseling
- Healthydiet counseling provided in connection with hyperlipidemia (high cholesterol) and other
known risk factors for cardiovascular and diet-related chronic disease
e Sexually transmitted infection
e Tobacco cessation

- Preventive counseling to help stop using tobacco products
- Treatmentvisits
- Classvisits

16
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Family planning services — female contraceptives
Covered services include family planning services as follows:

Counseling services provided by a physician or other provider on contraceptive methods. These will be
covered when you get them in either a group or individual setting.

Contraceptive devices (including any related services or supplies) when they are prescribed, provided,
administered, or removed by a health professional.

Voluntary sterilization including charges billed separately by the provider for female voluntary
sterilization procedures and related services and supplies. This also could include tubal ligationand
sterilizationimplants.

The following are not preventive covered services:

Services provided as aresult of complications resulting from a 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, except for male condoms prescribed
by a health professional

Immunizations
Covered services include preventive immunizations for infectious diseases.

The following are not preventive covered services:

Immunizations that are not considered preventive care, such as those required due to your employment
or travel

Prenatal care
Covered services include your routine pregnancy physical exams at the physician, PCP, OB, GYN or OB/GYN
office. The exams include initial and subsequent visits for:

Anemia screening

Blood pressure

Chlamydia infection screening
Fetal heart rate check

Fundal height

Gestational diabetes screening
Gonorrhea screening
Hepatitis B screening
Maternal weight

Rh incompatibility screening

Routine cancer screenings
Covered services include the following routine cancer screenings:

Colonoscopies including pre-procedure specialist consultation, removal of polyps during a screening
procedure, and a pathology exam on any removed polyp

Digitalrectal exams (DRE)

Double contrast barium enemas (DCBE)

Fecal occult blood tests (FOBT)

Lung cancer screenings

Mammograms

Prostate specificantigen (PSA) tests

Sigmoidoscopies

17



Routine physical exams
A routine preventive exam is a medical exam given for a reason other thanto diagnose or treat a suspected or
identified illness or injury and also includes:
e 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.
e Services as recommended in the American Academy of Pediatrics/Bright Futures/Health Resourcesand
Services Administration guidelines for children and adolescents.
e Screenings and counseling services as provided for in the comprehensive guidelines recommended by
the Health Resources and Services Administration. These services mayinclude but are not limited to:
- Screening and counseling services on topics such as:
o Interpersonaland domestic violence
o Sexually transmitted diseases
o Human immune deficiency virus (HIV) infections
- High riskhuman papillomavirus (HPV) DNA testing for women
Covered services include:
e Office visit to a physician
e Hearingscreening
e Vision screening
e Radiological services, laband other tests
e For covered newborns, an initial hospital checkup

Well woman preventive visits
A routine well woman preventive exam is a medical exam given for a reason other thanto diagnose or treata
suspected or identified illness or injury and also includes:

e Office visit to a physician, PCP, OB, GYN or OB/GYN for services including Pap smears

e Preventive care breast cancer (BRCA) gene blood testing

e Screening for diabetes after pregnancy for women with a history of diabetes during pregnancy

e Screening for urinary incontinence

Prosthetic device

A prosthetic device is a device that temporarily or permanently replaces all or part of an external body part lost
or impaired as a result of illness, injury or congenital defects.

Covered services include the initial provision and subsequent replacement of a prosthetic device that your
physician orders and administers.

Coverageincludes:
e Instructionand other services (such as attachment or insertion) soyou can properly use the device
e Repairing or replacing the original device you outgrow or thatis no longer appropriate because your
physical condition changed
e Replacements required by ordinary wear and tear or damage

If you receive a prosthetic device as part of another covered service, it will not be covered under this benefit.

The following are not covered services:
e Orthopedic shoes and therapeutic shoes, unless the orthopedic shoe is an integral part of a covered leg
brace
e Trusses, corsets, and other support items
e Repairand replacement due to loss, misuse, abuse or theft
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Reconstructive breast surgery and supplies
Covered services include all stages of reconstructive surgery by your provider and related supplies provided in
an inpatient or outpatient setting only in the following circumstances:
e Your surgery reconstructs the breast where a necessary mastectomy was performed, such as an implant

and areolar reconstruction. It alsoincludes:

- Surgeryona healthy breast tomake it symmetrical with the reconstructed breast

- Treatment of physical complications of all stages of the mastectomy, including lymphedema

- Prostheses

Reconstructive surgery and supplies
Covered services include all stages of reconstructive surgery by your provider and related supplies provided in
an inpatient or outpatient setting only in the following circumstances:
e Your surgery is toimplant or attacha covered prosthetic device.
e Your surgery corrects a gross anatomical defect present at birth. The surgery will be covered if:
- The defect results insevere facial disfigurement or major functional impairment of a body part
- The purpose of the surgery is to improve function
e Your surgery is needed because treatment of your illness resulted in severe facial disfigurement or
major functional impairment of a body part, and your surgery willimprove function.

Covered services alsoinclude the procedures or surgery tosound naturalteethinjured due to an accident and
performed as soon as medically possible, when:

e The teethwere stable, functional and free from decayor disease at the time of the injury.

e The surgery or procedure returns the injured teeth to how they functioned before the accident.

These dental related services are limited to:
e The first placement of a permanent crown or cap to repair a broken tooth
e The first placement of dentures or bridgework to replace lost teeth
e Orthodontic therapy to pre-position teeth

Short-term cardiac and pulmonary rehabilitation services
Cardiac rehabilitation
Covered services include cardiac rehabilitation services you receive at a hospital, skilled nursing facility or

physician’s office, but only if those services are part of a treatment plan determined by your risk level and
ordered by your physician.

Pulmonary rehabilitation

Covered services include pulmonary rehabilitation services as part of your inpatient hospital stay if they are part
of atreatment plan ordered by your physician. A course of outpatient pulmonary rehabilitation may also be
covered if it is performed at a hospital, skilled nursing facility, or physician’s office, is used to treat reversible
pulmonary disease states,andis part of a treatment plan ordered by your physician.
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Short-term rehabilitation services
Short-term rehabilitation services help you restore or develop skills and functioning for daily living. The services
must follow a specific treatment plan, ordered by your physician. The services have to be performed by a:

e Licensedor certified physical, occupational, or speech therapist
e Hospital, skilled nursing facility, or hospice facility

e Home health care agency

e Physician

Covered services include:

e Spinal manipulation to correct a muscular or skeletal problem. Your provider must establish or approve
a treatment planthat details the treatment and specifies frequency and duration.

Cognitive rehabilitation, physical, occupational, and speech therapy
Covered services include:
e Physical therapy, but only if it is expected to significantly improve or restore physical functions lost as a
result of an acuteillness, injury, or surgical procedure
e Occupational therapy, but only if it is expectedto do one of the following:
- Significantly improve, develop, or restore physical functions you lost as a result of an acuteillness,
injury, or surgical procedure
- Help you relearnskills soyou can significantly improve your ability to perform the activities of daily
living on your own
e Speech therapy, but only if it is expectedto do one of the following:
- Significantly improve or restore lost speech function or correct a speech impairment resulting from
an acuteillness, injury, or surgical procedure
- Improve delays in speech function development caused by a gross anatomical defect present at
birth (Speech function is the ability to express thoughts, speak words and form sentences. Speech
impairment is difficulty with expressing one’s thoughts with spoken words.)
e Cognitive rehabilitation associated with physical rehabilitation, but only when:
- Your cognitive deficits are caused by neurologic impairment due to trauma, stroke, or
encephalopathy
- The therapyis coordinated with us as part of atreatment plan intended to restore previous
cognitive function

Short-term physical, speech and occupational therapy services provided in an outpatient setting are subject to
the same conditions and limitations for outpatient short-term rehabilitation services. See the Short-term
rehabilitation services section in the schedule of benefits.

The following are not covered services:

e Services provided in an educational or training setting or to teach signlanguage
e Vocational rehabilitation or employment counseling

20



Skilled nursing facility

Covered services include precertified inpatient skilled nursing facility care. This includes:
e Roomandboard, uptothe semi-privateroomrate
e Services and supplies provided during a stay in a skilled nursing facility

Telemedicine
Covered services include telemedicine consultations when provided by a physician, specialist, behavioral
health provider or other telemedicine provider acting within the scope of their license.

Covered services for telemedicine consultations are available from a number of different kinds of providers
under your plan. Login to your member website at https://www.aetna.com/toreview our telemedicine
provider listing and contact us to get more information about your options, including specific cost sharing
amounts.

The following are not covered services:
e Telephone calls
e Telemedicine kiosks
e Electronicvital signs monitoring or exchanges (e.g. Tele-ICU, Tele-stroke)

Tests, images and labs - outpatient
Diagnostic complex imaging services
Covered services include:
e Computed tomography (CT)scans, including for preoperative testing
e Magneticresonance imaging (MRI)including magnetic resonance spectroscopy (MRS), magnetic
resonance venography (MRV) and magnetic resonance angiogram (MRA)
e Nuclear medicine imaging including positron emissiontomography (PET) scans
e Other imaging service where the billed charge exceeds $500

Complex imaging for preoperative testing is covered under this benefit.

Diagnostic lab work
Covered services include:
e Lab
e Pathology
e Other tests

These are covered only when you get them from a licensed radiology provider or lab.
Diagnostic x-ray and other radiological services

Covered services include x-rays, scans and other services (but not complex imaging) only when you get them
from a licensed radiology provider. See Diagnostic complex imaging services above for more information.
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Therapies — chemotherapy, GCIT, infusion, radiation

Chemotherapy

Covered services for chemotherapy depend on where treatment is received. In most cases, chemotherapyis
covered as outpatient care. However, your hospital benefit covers the initial dose of chemotherapy aftera
cancer diagnosis during a hospital stay.

Gene-based, cellular and other innovative therapies (GCIT)
Covered services include GCIT provided by a physician, hospital or other provider.

Key Terms
Here are some key terms we use in this section. These will help you better understand GCIT.

Gene
A gene is a unit of heredity which is transferred from a parent to child and is thought to determine some feature
of the child.

Molecular
Molecular means relating to or consisting of molecules. A molecule is a group of atoms bonded together, making
the smallest vital unit of a chemical compound that can take partin a chemical reaction.

Therapeutic
Therapeutic means a treatment, therapy, or drug meant to have a good effect on the body or mind; adding to a

sense of well-being.

GCIT are defined as any services that are:
e Gene-based
e Cellularand innovative therapeutics

The services have a basis in genetic/molecular medicine and are not covered under the Institutes of Excellence™
(IOE) programs. We call these “GCIT services.”

GCIT covered services include:
o Cellularimmunotherapies.
e Genetically modified oncolytic viral therapy.
e Other types of cells and tissues from and for use by the same person (autologous) and cells and tissues
from one person for use by another person (allogenic) for certaintherapeutic conditions.
e Human gene-basedtherapythat seeks to change the usual function of a gene or alter the biologic
properties of living cells for therapeuticuse. Examplesinclude therapies using:
— Luxturna® (Voretigene neparvovec)
— Zolgensma® (Onasemnogene abeparvovec-xioi)
— Spinraza® (Nusinersen)
e Products derived from gene editing technologies, including CRISPR-Cas9.
e Oligonucleotide-based therapies. Examples include:
— Antisense. An example is Spinraza.
— siRNA.
— mRNA.
— microRNAtherapies.
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Facilities/provider for gene-based, cellular and otherinnovative therapies
We designate facilities to provide GCIT services or procedures. GCIT physicians, hospitals and other providers
are GCIT-designated facilities/providers for Aetna and CVSHealth.

Important note:

You must get GCIT covered services from the GCIT-designated facility/provider. If there are no GCIT-
designated facilities/providers assigned in your network, it’s important that you contact us so we can help you
determine if there are other facilities that may meet your needs. If you do not get your GCIT services at the
facility/provider we designate, they will not be covered services.

Infusion therapy
Infusion therapy is the intravenous (IV) administration of prescribed medications or solutions. Covered services
include infusion therapyyou receive in an outpatient setting including but not limited to:

e A freestanding outpatient facility

e The outpatient department of a hospital

e A physician’s office

e Your home from a home care provider

You can access the list of preferredinfusion locations by contacting us.

When Infusion therapy services and supplies are provided in your home, they will not count towardany
applicable home health care maximums.

Radiation therapy
Covered services include the following radiology services provided by a health professional:
e Accelerated particles
e Gammaray
e Mesons
e Neutrons
e Radioactiveisotopes
e Radiological services
e Radium

Transplant services
Covered services include transplant services provided by a physician and hospital.

This includes the following transplant types:
e Solid organ
e Hematopoietic stem cell
e Bone marrow
e CAR-TandT Cellreceptor therapyfor FDA-approved treatments
e Thymus tissue for FDA-approved treatments

Covered services alsoinclude:
e Traveland lodging expenses
- Ifyou are working with an IOE facility thatis 100 or more miles away from where you live, traveland
lodging expenses are covered services for you and a companion, to travel between home and the
|OE facility
- Coachclass air fare, train or bus travel are examples of covered services
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Network of transplant facilities
We designate facilities to provide specific services or procedures. They are listed as I0E facilities in your provider
directory.

The amount you will pay for covered transplant services depends on where you get the care. Your cost share will
be lower when you get transplant services from the facility we designate to perform the transplant you need.
Transplant services received from an |OE facility are subject to the network copayment, payment percentage,
deductible, maximum out-of-pocket and limits, unless stated differently in this booklet and schedule of
benefits. You may also get transplant services at a non-10E facility, but your cost share will be higher. Transplant
services received from a non-lIOE facility are subject to the out-of-network copayment, payment percentage,
deductible, maximum out-of-pocket, and limits, unless stated differentlyin this booklet and schedule of
benefits

Important note:

If there are no IOE facilities assigned to perform your transplant type in your network, it’s important that
you contact us sowe can help you determine if there are other facilities that may meet your needs. If you
don’t get your transplant services at the facility we designate, your cost share will be higher.

Many pre and post transplant medical services, even routine ones, arerelatedto and may affect the success
of your transplant. If your transplant care is being coordinated by the National Medical Excellence® (NME)
program, all medical services must be managed through NME so that you receive the highest level of
benefits at the appropriate facility. This is true even if the covered service is not directly related to your
transplant.

The following are not covered services:
e Services and supplies furnished to a donor when the recipient is not a covered person
e Harvesting andstorage of organs, without intending to use them for immediate transplantation for your
existing illness
e 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

Travel and Lodging
If covered services are not available from a network provider within 100 miles of your home, the
following traveland lodging expenses are covered under the plan:
e U.S. domestic travel and lodging expenses for you and one companion, to travel from your home to
receive the covered services from a network provider (coach class air fare, trainor bus travel are

examples of covered services).

e The maximum lodging benefit is S50 per person per night, up to a to total maximum lodging benefit of
$100.

e Totalmaximum travel and lodging benefit is $10,000 per occurrence.
e This traveland lodging benefit is not available for the following:

e Covered services coordinated through the Institutes of Excellence™, Institutes of Quality,
National Medical Excellence® or Gene-based, cellular and other innovative therapies (GCIT)
programs
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To be eligible for travel and lodging reimbursement, Aetna Member Services must first confirm a network
provider is not available within 100 miles of your home and a travel and lodging claim form must be
completed. To obtain this confirmation and the travel and lodging claim form, and for detailed information
about these covered services, including specific eligibility requirements and any limitations, contact Member
Services at the toll-free number on your ID card. Receipt of prior confirmation from Member Services is not
required to receive travel and lodging benefits for abortion services, however Member Services can still assist
you with locating a provider.

Please replace the Services not permitted under applicable state or local laws:

Urgent care services

Covered services include services and supplies to treat an urgent condition at an urgent care center. An urgent
condition is an illness or injury that requires prompt medical attention but is not a life-threatening emergency
medical condition. Anurgent care center is a facility licensed as a freestanding medical facility to treat urgent
conditions.

Covered services include services and supplies to treat an urgent condition as described below:
e Urgent condition within the network (in-network)

— If you need care for an urgent condition, you should first seek care through your physician, PCP. If
your physician is not reasonably available, you may access urgent care from an urgent care center
thatis in-network.

e Urgent condition outside the network (out-of-network)

— You are covered for urgent care obtained from a facility that is out-of-network if you are temporarily

unable to get services in-network and the service can’t be delayed.

If you goto an urgent care center for what is not an urgent condition, the plan may not cover your expenses.
See the schedule of benefits for more information.

The following are not covered services:
e Non-urgent carein an urgent care center

Walk-in clinic

Covered services include, but are not limited to, health care services provided through a walk-in clinic for:
Scheduled and unscheduled visits for illnesses and injuries that are not emergency medical conditions
Preventive careimmunizations administered within the scope of the clinic’s license
Telemedicine consultation
Individual screening and counseling services that will help you:

- With obesity or healthy diet

— Tostop using tobacco products
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General plan exclusions

The following are not covered services under your plan:

Behavioral health treatment

Services for the following based on categories, conditions, diagnoses or equivalent terms as listed in the most
recent version of the Diagnostic and Statistical Manual of Mental Disorders (DSM) of the American Psychiatric
Association:

Stay in a facility for treatment for dementia and amnesia without a behavioral disturbance that
necessitates mental healthtreatment

School and/or education service, including special education, remedial education, wilderness treatment
programs, or any such related or similar programs

Services provided in conjunction with school, vocation, work or recreational activities

Transportation

Sexual deviations and disorders except as describedin the Coverage and exclusions section

Tobacco use disorders and nicotine dependence except as describedin the Coverage and exclusions-
Preventive care section

Blood, blood plasma, synthetic blood, blood derivatives or substitutes
Examples of these are:

The provision of blood to the hospital, other than blood derived clotting factors

Any relatedservices including processing, storage or replacement expenses

The service of blood donors, including yourself, apheresis or plasmapheresis

The blood you donate for your own use, excluding administration and processing expenses and except
where describedin the Coverage and exclusions, Transplant services section

Cosmetic services and plastic surgery
Any treatment, surgery (cosmetic or plastic), service or supply to alter, improve or enhance the shape or
appearance of the body, except where describedin the Coverage and exclusions section

Cost share waived
Any cost for a service when any out-of-network provider waives all or part of your copayment,
payment percentage, deductible, or any other amount

Court-ordered services and supplies

This includes court-ordered services and supplies, or those required as a condition of parole, probation, release
or because of any legal proceeding, unless they are a covered service under your plan

Custodial care
Services and supplies meant to help you with activities of daily living or other personal needs.
Examples of these are:

Routine patient care such as changing dressings, periodic turning and positioning in bed
Administering oral medications

Care of stable tracheostomy (including intermittent suctioning)

Care of a stable colostomy/ileostomy

Care of stable gastrostomy/jejunostomy/nasogastric tube (intermittent or continuous) feedings
Care of a bladder catheter, including emptying or changing containers and clamping tubing
Watching or protecting you
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e Respite care, adult or child day care, or convalescent care

e Institutionalcare, including roomand board for rest cures, adult day care and convalescent care

e Help with walking, grooming, bathing, dressing, getting in or out of bed, going to the bathroom, eating,
or preparing foods

e Any other services that a person without medical or paramedical training could be trainedto perform

Dental services

The following are not covered services:
e Services normally covered under a dental plan
e Dentalimplants

Educational services
Examples of these are:
e Any service or supply for education, training or retraining services or testing. This includes:
— Special education

— Remedial education
— Wilderness treatment programs (whether or not the programis part of a residential treatment

facility or otherwise licensed institution)
— Jobtraining
— Job hardening programs
e Educational services, schooling or any such related or similar program, including therapeutic programs

within a school setting.

Examinations
Any health or dental examinations needed:
e Becauseathird party requires the exam. Examples include examinations to get or keep a job, and
examinations required under alabor agreement or other contract.
e Tobuy coverage or to get or keep a license.
e Totravel
e Togotoa school, camp, sporting event, or to join in a sport or other recreational activity.

Experimental or investigational
Experimental or investigational drugs, devices, treatments or procedures unless otherwise covered under
clinical trials.

Foot care
Routine services and supplies for the following:
e Routine pedicure services, such as routine cutting of nails, when there is no illness or injury in the nails
e Supplies (including orthopedic shoes), ankle braces, guards, protectors, creams, ointments and other
equipment, devices and supplies
e Treatment of calluses, bunions, toenails, hammertoes or fallen arches
e Treatment of weakfeet, chronic foot pain or conditions caused by routine activities, such as walking,
running, working, or wearing shoes
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Foot orthotic devices
Foot orthotics or other devices to support the feet, such as arch supports and shoe inserts, unless required for
the treatment of or to prevent complications of diabetes

Gene-based, cellular and other innovative therapies (GCIT)
The following are not covered services unless you receive prior writtenapproval from us:
e GCITservices received at a facility or with a provider that is not a GCIT-designated facility/provider.
e Allassociatedservices when GCIT services are not covered. Examples include:
— Infusion
— Llab
— Radiology
— Anesthesia
— Nursing services

See the How your plan works — Medical necessity and precertification requirements section.

Growth/height care
e Atreatment, device, drug, service or supply to increase or decrease height or alter the rate of growth
e Surgical procedures, devices and growth hormones to stimulate growth

Hearing exams
Hearing exams performed for the evaluation and treatment of iliness, injury or hearing loss.

Maintenance care
Care made up of services and supplies that maintain, rather than improve, a level of physical or mental function,
except for habilitation therapy services

Medical supplies — outpatient disposable
Any outpatient disposable supply or device. Examples of these include:
e Sheaths
e Bags
e Elasticgarments
e Support hose
e Bandages

e Bedpans
e Home test kits not related to diabetic testing
e Splints

e Neckbraces
e Compresses
e Other devices not intended for reuse by another patient

Missed appointments
Any cost resulting from a canceled or missed appointment

28



Nutritional support
Any food item, including:
e Infant formulas
e Nutritional supplements
e Vitamins
e Prescription vitamins
e Medical foods
e Other nutritional items

Obesity surgery and services
Weight management treatment or drugs intended to decrease or increase body weight, control weight or treat
obesity, including morbid obesity except as described in the Coverage and exclusions section, including
preventive services for obesity screening and weight management interventions. This is regardless of the
existence of other medical conditions. Examples of these are:

e Liposuction, banding, gastric stapling, gastric by-pass and other forms of bariatric surgery

e Surgical procedures, medical treatmentsand weight control/loss programs primarily intended to treat,

or are related to the treatment of obesity, including morbid obesity

e Drugs, stimulants, preparations, foods or diet supplements, dietary regimens and supplements, food
supplements, appetite suppressants and other medications

e Hypnosis, or other forms of therapy
e Exercise programs, exercise equipment, membership to health or fitness clubs, recreational therapy or
other forms of activity or activity enhancement

Oral and maxillofacial (treatment of mouth, jaws and teeth)

Surgical and non-surgical medical, dental, diagnostic or therapeutic services related to treatment of the mouth,
jaws and teeth

Other non-covered services
e Services you have no legal obligation to pay
e Services that would not otherwise be charged if you did not have the coverage under the plan

Other primary payer

Payment for a portion of the charges that Medicare or another partyis responsible for as the primary payer

Personal care, comfort or convenienceitems
Any service or supply primarily for your convenience and personal comfort or that of a third party

Prescription or non-prescription drugs and medicines — outpatient
e QOutpatient prescription or non-prescription drugs and medicines
e Specialty prescription drugs except as stated inthe Coverage and exclusions section.

Private duty nursing

Routine exams and preventive services and supplies

Routine physical exams, routine eye exams, routine dental exams, routine hearing exams and other preventive
services and supplies, except as specifically provided in the Coverage and exclusions section
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Services not permitted under applicable state or local laws

Some state or local laws restrict the scope of health care services that a provider mayrender. In such cases, the
plan will not cover such health care services.

Note that in some cases the plan may provide travel benefits for services affected by this exclusion. For detailed
information about these excluded services, contact Member Services at number on your ID card.

Services provided by a family member

Services provided by a spouse, civil union partner, domestic partner, parent, child, stepchild, brother, sister, in-
law, or any household member

Services, supplies and drugs received outside of the United States
Non-emergency medical services, outpatient prescription drugs or supplies received outside of the United
States. Theyare not covered even if they are covered in the United States under this booklet.

Sexual dysfunction and enhancement
Any treatment, prescription drug, or supply to treat sexual dysfunction, enhance sexual performance or increase
sexual desire, including:
e Surgery, prescriptiondrugs, implants, devices or preparations to correct or enhance erectile function,
enhance sensitivity or alter the shape of a sexorgan
e Sex therapy, sex counseling, marriage counseling, or other counseling or advisory services

Strength and performance

Services, devices and supplies such as drugs or preparations designed primarily to enhance your strength,
physical condition, endurance or physical performance

Therapies and tests
e Full body CTscans
e Hairanalysis
e Hypnosis and hypnotherapy
e Massagetherapy, except when used for physical therapytreatment
e Sensory or hearing and sound integration therapy

Tobacco cessation
Any treatment, drug, service or supply to stop or reduce smoking or the use of other tobacco products or to
treat or reduce nicotine addiction, dependence or cravings, including, medications, nicotine patches and gum
unless recommended by the United States Preventive Services Task Force (USPSTF). This alsoincludes:

e Counseling, except as specifically provided in the Covered services and exclusions section

e Hypnosis and other therapies

e Medications, except as specifically provided in the Covered services and exclusions section

e Nicotine patches

e Gum

Treatmentin a federal, state, or governmental entity
Any carein a hospital or other facility owned or operated by any federal, state or other governmental entity
unless coverage is required by applicable laws
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Voluntary sterilization
e Reversalof voluntary sterilization procedures, including related follow-up care

Wilderness treatment programs
See Educational services in this section

Work related illness or injuries

Coverage available to you under workers’ compensation or a similar program under local, state or federal law
for any illness or injury relatedto employment or self-employment

Important note:

A source of coverage or reimbursement is considered available to you even if you waived your right to
payment from that source. You may also be covered under a workers’ compensation law or similar law. If
you submit proof that you are not covered for a particularillness or injury under such law, then thatillness
or injury will be considered “non-occupational” regardless of cause.
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How your plan works

How your medical plan works while you are covered in-network
Your in-network coverage helps you get and pay for a lot of, but not all, health care services. Your cost share s
lower when you use a network provider.

Providers

Our provider network is there to give you the care you need. You canfind network providers and see important
information about them by logging in to your member website. There you'll find our online provider directory.
You may also contact us to ask for a copy of the directory. We update the online directory regularly, but the
listings can change. Before you get care, we suggest that you call us for current information or to make sure that
your provider, their office location or their provider group is in the network. See the Contact us sectionfor more
information.

You may choose a PCP to oversee your care. Your PCP will provide routine care and send you to other providers
when you need specialized care. You don’t have to get care through your PCP. You may go directly to network
providers. Your plan may pay a bigger share for covered services you get through your PCP, so choose a PCP as
soon as you can.

For more information about the network and the role of your PCP, see the Who provides the care section.

How your medical plan works while you are covered out-of-network
With your out-of-network coverage:
e Youcan get carefrom providers who are not part of the Aetna network and from network providers
without a PCP referral
e You may have to pay the full cost for your care, and then submit a claim to be reimbursed
e Youare responsibleto getany required precertification
e Your cost share will be higher

Who provides the care

Network providers
We have contracted with providers inthe service area to provide covered services toyou. These providers
make up the network for your plan.

To get network benefits, you must use network providers. There are some exceptions:
e Emergency services —see the description of emergency services inthe Coverage and exclusions section.
e Urgent care—seethe description of urgent care in the Coverage and exclusions section.
e Transplants —see the description of transplant services in the Coverage and exclusions section.

You may select a network provider fromthe online directory through your member website.

You will not have to submit claims for services received from network providers. Your network provider will
take care of that for you. And we will pay the network provider directly for what the plan owes.

Your PCP
We encourage you to get covered services througha PCP. They will provide you with primary care.
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How you choose your PCP
You can choose a PCP from the list of PCPs in our directory.

Each covered family member is encouraged to select a PCP. You may each choose a different PCP. You should
select a PCP for your covered dependent if they are a minor or cannot choose a PCP on their own.

What your PCP will do for you
Your PCP will coordinate your medical care or may provide treatment. They may sendyou to other network
providers.

Changing your PCP
You may change your PCP at any time by contacting us.

Out-of-network providers
You can alsoget care from out-of-network providers. When you use an out-of-network provider, your cost
shareis higher. You are responsible for:

e Your out-of-network deductible

e Your out-of-network coinsurance

e Any charges overthe recognized charge

e Submitting your own claims and getting precertification

Keeping a provider or facility you go to now (continuity of care)
You may have to find a new provider when:
e You join the plan and the provider or facility you have now is not in the network
e Youare alreadyan Aetna member and your provider or facility stops being in our network

However, in some cases, you may be able to keep going to your current provider or facility to complete a
treatment or to have treatment that was already scheduled at the in-network cost sharing levels for up to 90
days of the provider or facility ceasing tobe in our network. This is called continuity of care. If we know you are
under an active treatment plan, we will notify you of the provider’s or facility’s contract termination and how
you can submit a request to keep going to your current provider or facility. Contact us for additional
information.

If this situation applies to you, contact us for details. If we approve your request to keep going to your current
provider, we will tell you how long you can continue to see the provider. If you are pregnant and have entered
your second trimester, this will include the time required for postpartum care directly related to the delivery.

Medical necessity and precertification requirements
Your plan pays for its share of the expense for covered services only if the general requirements are met. They
are:

e The serviceis medically necessary

e Forin-network benefits, you get the service from a network provider

e You or your provider precertifies the service when required
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Medically necessary, medical necessity

The medical necessity requirements are inthe Glossary section, where we define “medically necessary, medical
necessity.” Thatis where we also explain what our medical directors or a physician theyassign consider when
determining if a service is medically necessary.

Important note:
We cover medically necessary, sex-specific covered services regardless of identified gender.

Precertification
You need pre-approval from us for some covered services. Pre-approvalis also called precertification.

In-network

Your network physician is responsible for obtaining any necessary precertification before you get the care.
Network providers cannot bill you if they fail to ask us for precertification. But if your physician requests
precertification and we deny it, and you still choose to get the care, you will have to pay for it yourself.

Out-of-network
When you go to an out-of-network provider, you are responsible to get any required precertification from us. If
you don’t precertify:
e Your benefits may be reduced, or the plan may not pay. See your schedule of benefits for details.
e You will be responsible for the unpaid bills.
e Your additional out-of-pocket expenses will not count toward your deductible or maximum out-of-
pocket limit, if you have any.

Timeframes for precertification are listed below. For emergency services, precertificationis not required, but
you should notify us as shown.

To obtain precertification, contact us. You, your physician or the facility must call us within these timelines:

Type of care Timeframe

Non-emergency admission Call at least 14 days before the dateyou are
scheduled to be admitted

Emergencyadmission Call within 48 hours or as soon as reasonably
possible after you have been admitted

Urgent admission Callbefore you are scheduled to be admitted

Outpatient non-emergency medical services Call at least 14 days before the careis provided,
or the treatment or procedure is scheduled

An urgent admissionis a hospitaladmission by a physician due to the onset of or changein anillness, the
diagnosis of anillness, or injury.

We will tellyou and your physician in writing of the precertification decision, where required by state law. An
approval is valid for 180 days as long as you remain enrolled in the plan.

For an inpatient stay in a facility, we will tell you, your physician and the facility about your precertified length
of stay. If your physician recommends that you staylonger, the extra days will need to be precertified. You, your
physician, or the facility will need to call us as soon as reasonably possible, but no later than the final authorized
day. We will tell you and your physician in writing of anapproval or denial of the extra days.
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If you or your provider request precertification and we don’t approve coverage, we will tell you why and explain
how you or your provider mayrequest review of our decision. See the Complaints, claim decisions and appeal
procedures section.

Types of services that require precertification
Precertification is required for inpatient stays and certain outpatient services and supplies.

Precertification is required for the following types of services and supplies:
Inpatient -
e Gender affirming treatment
e Gene-based, cellular and other innovative therapies (GCIT)
e Staysin ahospice facility
e Staysin ahospital
e Staysin arehabilitation facility
e Staysin aresidential treatment facility for treatment of mental health disorders and substance related
disorders
e Staysin askilled nursing facility

Outpatient -
e Applied behavior analysis
e Complex imaging
e Cosmeticand reconstructive surgery
e Gender affirming treatment
e Gene-based, cellularand other innovative therapies (GCIT)
e Injectables, (immunoglobulins, growth hormones, multiple sclerosis medications, osteoporosis
medications, Botox, hepatitis C medications)
e Kidney dialysis
e Knee surgery
e Outpatient back surgery not performed in a physician’s office
e Partial hospitalization treatment —mental health disorders and substance related disorders treatment
e Sleep studies
e Transcranial magnetic stimulation (TMS)
e Wristsurgery

Contact us to get a complete list of the services that require precertification. The list may change from time to
time.

Sometimes you or your provider maywant us to review a service that doesn't require precertification before
you get care. This is called a predetermination, and it is different from precertification. Predetermination means
that you or your provider requests the pre-service clinical review of a service that does not require
precertification.

Our clinical policy bulletins explain our policy for specific services and supplies. We use these bulletins and other
resources to help guide individualized coverage decisions under our plans. You canfind the bulletins and other
information at https://www.aetna.com/health-care-professionals/clinical-policy-bulletins.html.

What the plan pays and what you pay

Who pays for your covered services —this plan, both of us, or just you? That depends.
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The general rule
The schedule of benefits lists what you pay for each type of covered service. Ingeneral, this is how your benefit
works:

e You pay the deductible, when it applies.

e Thenthe plan and you sharethe expense. Your share s called a copayment or payment percentage.

e Thenthe plan pays the entire expense after you reach your maximum out-of-pocket limit.

When we say “expense” in this generalrule, we mean the negotiated charge for a network provider, and
recognized charge for an out-of-network provider.

Negotiated charge

For health coverage:

This is the amount a network provider has agreedtoaccept or that we have agreedto pay them or a third party
vendor (including any administrative fee in the amount paid).

For surprise billing, calculations will be made based on the median contractedrate.

We may enter into arrangements with network providers or others related to:
® The coordination of care for members
® Improving clinical outcomes and efficiencies

Some of these arrangements are called:
® Value-basedcontracting
e Risksharing
® Accountable carearrangements

These arrangements will not change the negotiated charge under this plan.

Recognized charge

Voluntary Services

The amount of an out-of-network provider’scharge that s eligible for coverage. You may be responsible for all
amounts above what is eligible for coverage. However, there are some types of claims for which a provider may
not bill you for amounts above what is eligible for coverage (see Involuntary Services and Surprise Bills for more
information).

If your ID card displays the National Advantage Program (NAP) logo your cost may be lower when you get care
from a NAP provider for whom we access NAP rates. Through NAP, the recognized charge is determined as
follows:

e |f your service was received from a NAP provider, a pre-negotiated charge may be paid. NAP providers
are out-of-network providers that have contracts with Aetna, directly or through third-party vendors,
thatinclude a pre-negotiated charge for services. NAP providers are not network providers. (At times
Aetna may choose to terminate specific providers from NAP and will notify the provider of such a
decision).

e |f your service was not received from a NAP provider, a claim specific rate or discount may be
negotiated by Aetna or a third-partyvendor.

If your claim is not paid as outlined above, the recognized charge for specific services or supplies will be the out-
of-network plan rate, calculated in accordance with the following:
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Service or Supply Out-of-Network Plan Rate
Professional services* The reasonable amount rate
Inpatient and outpatient charges of hospitals* | The reasonable amount rate

Inpatient and outpatient charges of facilities Facility Charge Review
other than hospitals*

*Involuntary services are not paid as outlined above. See Involuntary Services and Surprise Bills for information
on how these claims are paid under the plan.

Important note: Ifthe provider bills less thanthe amount calculated using the out-of-network plan rate
described above, the recognized charge is what the provider bills.

In the event you receive a balance bill from a provider for your out-of-network service, Patient Advocacy
Services may be available to assist you in certain circumstances. If Patient Advocacy Services are available for
your claim, additional information will be provided to you.

If NAP does not apply to you, the recognized charge for specific services or supplies will be the out-of-network
plan rate set forth in the above chart.
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The out-of-network plan rate does not apply to involuntary services. See Involuntary Services and Surprise Bills
for more information.

Special terms used

e Facility charge review (FCR) rateis an amount that we determineis enough to cover the facility provider’s
estimated costs for the service and leave the provider with a reasonable profit. This means for:

- Hospitals and other facilities that report costs or cost to charge ratios to The Centers for Medicare &
Medicaid Services (CMS), the FCR rate is based on what the facilities report to CMS

— Facilities that don’t report costs or cost to charge ratios to CMS, the FCR rate is based on a statewide
average of these facilities

We may adjust the formula as needed to maintain the reasonableness of the recognized charge. For

example, we may make anadjustment if we determine that in a state the charges of a specific type of

facility are much higher thancharges of facilities that report to CMS.

e Geographicareais normally based on the first three digits of the U.S. Postal Service zip codes. If we
determine we need more data for a particular service or supply, we may base rates on a wider geographic
areasuch as an entire state.

e Medicare allowed rates are the rates CMS establishes for services and supplies provided to Medicare
enrollees without taking into account adjustments for specific provider performance. We update our
system with these when revised within 180 days of receiving them from CMS. If Medicare doesn’t have a
rate, we use one or more of the items below to determine the rate for a service or supply:

- The method CMS uses to set Medicare rates

- How much other providers charge or accept as payment

- How much work it takes to perform a service

— Other things as needed to decide what rateis reasonable

We may make the following exceptions:

- For inpatient services, our rate may exclude amounts CMSallows for operating Indirect Medical
Education (IME) and Direct Graduate Medical Education (DGME) programs

— Our rate may exclude other payments that CMS may make directly to hospitals or other
providers and backdated adjustments

- For anesthesia, our rate may be at least 100% of the rate CMS establishes

- For lab, our rate may be 75% of the rate CMS establishes

- For DME, our rate may be 75% of the rate CMSestablishes

— For medications that are paid as a medical benefit instead of a pharmacy benefit, our rate may
be 100% of the rates CMSestablishes.
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"Reasonable amount rate” means your plan has established a reasonable rate amount as follows:

Service or supply Reasonable amount rate

Professional services 80th percentile value reportedin a database
prepared by FAIR Health, a nonprofit
company. FAIR Health changes these rates
periodically:

e We update our systems withthese
changes within 180 days after receiving
them from FAIR Health

e |fthe FAIR Health database becomes
unavailable, we have the right to
substitute a different database that we
believe is comparable

If the alternative data source does not contain
a value for a particular service or supply, we
will base the recognized charge onthe
Medicare allowed rate.

Inpatient and outpatient charges of | The Facility charge rate (FCR) rate

hospitals
Inpatient and outpatient charges of | The Facility charge rate (FCR) rate
facilities other than hospitals

Ourreimbursement policies
We have the right to apply our reimbursement policies to all out-of-network services including involuntary
services. This may affect the recognized charge. When we do this, we consider:

The length and difficulty of a service

Whether additional expenses are needed, when multiple procedures are billed at the same time
Whether an assistant surgeonis needed

If follow up careis included

Whether other conditions change or make a service unique

Whether any of the services described by a claim line are part of or related tothe primary service
provided, when a charge includes more than one claimline

The educational level, licensure or length of training of the provider

We base our reimbursement policies on our review of:

CMS National Correct Coding Initiative (NCCI) and other external materials that say what billing and
coding practices are and aren’t appropriate

Generally accepted standards of medical and dental practice

The views of physicians and dentists practicing inrelevant clinical areas

We use commercial software to administer some of these policies. Policies may differ for professional services
and facility services.

Get the most from your benefits:

We have online tools to help you decide whether to get care and if so, where. Use the ‘Estimate the Cost of
Care’ tool or ‘Payment Estimator’ tool on the Aetna website. The website may contain additional
information that can help you determine the cost of a service or supply.
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Involuntary Services and Surprise Bills

There may be times when you unknowingly receive services or do not consent to receive services from an out-
of-network provider, even where you try to stayin the network for your covered services. Youmaythen geta
bill at a rate that you didn’t expect. This is called a surprise bill. A federallaw called the No Surprises Act protects
you from surprise bills by limiting cost sharing and prohibiting balance billing by out of network providers.

An out-of-network provider cannot balance bill or attempt to collect costs from you that exceed your in-
network cost-sharing requirements, such as deductibles, copayments and coinsurance for the following

services:

e Emergency services provided by an out-of-network provider and delivered in the Emergency Room or
an independent freestanding emergency department. These services are covered through stabilization

and in some cases include admission to the facility.

e Nonemergency and surgical and ancillary services (defined below) provided by an out-of-network
provider at anin-network facility by certain types of providers. Providers otherthan the types below
may balance bill you if the out-of-network provider has given you the following:

The out-of-network notice for your signature

The estimated charges for the items and services

Notice that the provideris an out-of-network provider

Signed consent from you to be treated and balance-billed by the out-of-network provider

e Qut-of-network airambulance services

Surgical or ancillary services mean any professional services including:
e Surgery, including assistants

e Anesthesiology

e Pathology

e Radiology

e Hospitalist services

e Laboratoryservices

e Neonatology

e Emergency Medicine

e Other provider types as may be added under Federal Law

A facility in this instance means an institution providing health care related services, or a health care setting. This
includes the following:
e Hospitals and other licensed inpatient centers

e Ambulatory surgical or treatment centers

e Skilled nursing facilities

e Residential treatment facilities

e Diagnostic, laboratory, andimaging centers
e Rehabilitation
e Other therapeutic healthsettings
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Any claims subject to the No Surprises Act will be paid in accordance with the requirements of suchlaw. Aetna
will determine the rate payable to the out-of-network provider based onthe median in-network rate or such
other data resources or factors as determined by Aetna.

Your cost share paid with respect to the items and services will be based on the qualifying payment amount, as
defined under the No Surprises Act, and applied toward your in-network deductible and out-of-pocket
maximum, if you have one.

Certain out-of-network providers may askyou to sign a consent form to allow them to balance bill you for
services above any amounts covered by your plan. In this case, you may be responsible for all charges fromthat
out-of-network provider.

If you receive a surprise bill or have any questions about what a surprise bill is, contact us.

Paying for covered services — the general requirements
There are several general requirements for the plan to pay any part of the expense for a covered service. For in-
network coverage, theyare:

e The serviceis medically necessary

e You getyour carefrom a network provider

e You or your provider precertifies the service when required

For out-of-network coverage:
e The serviceis medically necessary
e You getyour care from an out-of-network provider
e You or your provider precertifies the service when required

Generally, your plan and you share the cost for covered services when you meet the general requirements. But
sometimes your plan will pay the entire expense, and sometimes you will. For details, see your schedule of
benefits and the information below.

You pay the entire expense when:
e You getservices or supplies that are not medically necessary.
e Your plan requires precertification, your physician requests it, we deny it and you get the services
without precertification.
e Yougetcareand the provider waives all or part of your cost share.

In all these cases, the provider mayrequire you to pay the entire charge. Any amount you pay will not count
towards your deductible or your maximum out-of-pocket limit.

Where your schedule of benefits fits in

The schedule of benefits shows any out-of-pocket costs you are responsible for when you receive covered
services and any benefit limitations that apply to your plan. It also shows any maximum out-of-pocketlimits
thatapply.

Limitations include things like maximum age, visits, days, hours, and admissions. Out-of-pocket costs include
things like deductibles, copayments and payment percentage.

Keep in mind that you are responsible for paying your part of the cost sharing. You are alsoresponsible for costs
not covered under this plan.
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Coordination of benefits

Some people have health coverage under more than one health plan. If you do, we will work with your other
plan to decide how much each plan pays. This is called coordination of benefits (COB).

Key Terms
Here are some key terms we use in this section. These will help you understand this COB section.

Allowable expense means a health care expense that any of your health plans cover.

In this section when we talk about “plan” through which you may have other coverage for health care expenses
we mean:
e Group or non-group, blanket, or franchise healthinsurance policies issued by insurers, HMOs, or health
care service contractors
e Labor-management trustee plans, labor organization plans, employer organization plans, or employee
benefit organization plans
e Anautomobile insurance policy
e Medicare or other government benefits

e Any contract that you can obtain or maintain only because of membership in or connection with a
particular organization or group

How COB works
e When thisis your primary plan, we pay your medical claims first as if there is no other coverage.
e When thisis your secondary plan:
- We pay benefits after the primary plan and reduce our payment based on any amount the
primary plan paid.
- Total payments from this plan and your other coverage will never add up to more than 100% of
the allowable expenses.

- Eachfamily member has a separate benefit reserve for each year. The benefit reserve balance
is:

o The amount that the secondary plan saved due to COB
o Usedto cover any unpaid allowable expenses
o Erasedatthe end of theyear
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Determining who pays
The basicrules are listed below. Reading from top to bottom the first rule that applies will determine which plan
is primary and which is secondary. Contact us if you have questions or want more information.

A plan that does not contain a COB provision is always the primary plan.

COBrule Primary plan Secondary plan
Non-dependent or dependent | Plan covering you as an Plan covering you as a

employee, retired employee or dependent
subscriber (not as a dependent)

Child — parents married or Plan of parent whose birthday Plan of parent whose
living together (month and day) is earlierinthe | birthday s laterin the year
year (Birthdayrule)
Child — parents separated, e Plan of parentresponsible for | ¢  Plan of other parent
divorced, or not living together health coveragein court e Birthdayrule applies
order (laterin the year)
e Birthdayrule appliesif both e Non-custodial parent’s
parents are responsible or plan
have joint custodyin court
order

e Custodial parent’s plan if
thereis no court order
Child — covered by individuals | Same rule as parent Same rule as parent
who are not parents (i.e.
stepparent or grandparent)

Active or inactive employee Plan covering you as an active Plan covering you as a laid off
employee (or dependent of an or retired employee (or
active employee) dependent of a former

employee)

Consolidated Omnibus Budget | Plan covering you as an COBRA or state continuation

Reconciliation Act (COBRA)or | employee or retiree (or coverage

state continuation dependent of an employee or
retiree)

Longer or shorter length of Plan that has covered you longer | Plan that has covered you for

coverage a shorter period of time

Other rules do not apply Plans share expenses equally Plans share expenses equally

How COB works with Medicare
If your other coverage is under Medicare, federallaws explain whether Medicare will pay first or second. COB
with Medicare will always follow federal requirements. Contact us if you have any questions about this.

When you are eligible for Medicare, we coordinate the benefits we pay with the benefits that Medicare pays. If
you are eligible but not covered, and Medicare would be your primary payer, we may still pay as if you are
covered by Medicare and coordinate with the benefits Medicare would have paid. Sometimes, this plan pays
benefits before Medicare pays. Sometimes, this plan pays benefits after Medicare or after an amount that
Medicare would have paid if you had been covered.

You are eligible for Medicare if you are covered under it. You are also eligible for Medicare, even if you are not
covered, if you refusedit, dropped it, or didn’t make a request for it.
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Effect of prior plan coverage
If you arein a continuation period from a prior plan at the time you join this plan you may not receive the full
benefit paid under this plan. See the schedule of benefits for more information.

Your current and prior plan must be offered through the same employer.

Other health coverage updates — contact information
You should contact us if you have any changes to your other coverage. We want to be sure our records are
accurate soyour claims are processed correctly.

Our rights
We have the right to:
e Release orobtain any information we need for COB purposes, including information we need to recover
any payments from your other health plans
e Reimburse another health plan that paid a benefit we should have paid
e Recoverany excess payment from a personor another health plan, if we paid more than we should have
paid

Benefit payments and claims

A claim is arequest for payment that you or your health care provider submits tous when you want or get
covered services. There are different types of claims. You or your provider may contact us at various times, to
make a claim, to request approval, or payment, for your benefits. This can be before you receive your benefit,
while you are receiving benefits and after you have received the benefit.

Itis important that you carefully read the previous sections within How your plan works. When a claim comes in,
we review it, make a decision and tell you how you and we will split the expense. The amount of time we have
to tell you about our decision on a claim depends on the type of claim.

Claim type and timeframes

Urgent care claim

An urgent claimis one for which the doctor treating you decides a delay in getting medical care could put your
life or healthat risk. Or a delay might put your ability to regain maximum function atrisk. It could alsobe a
situationin which you need care to avoid severe pain. We will make a decision within 72 hours.

If you are pregnant, anurgent claimalso includes a situationthat can cause serious risk to the health of your
unborn baby.

Pre-service claim
A pre-service claim is a claim that involves services you have not yet received and which we will pay for only if
we precertify them. We will make a decision within 15 days.

Post-service claim
A post-service claim is a claim that involves health care services you have alreadyreceived. We will make a
decision within 30 days.

Concurrent care claim extension

A concurrent care claim extension occurs when you need us to approve more services than we already have
approved. Examples are extending a hospital stay or adding a number of visits to a provider. You must let us
know you need this extension 24 hours before the original approval ends. We will have a decision within 24
hours for an urgent request. You may receive the decision for a non-urgent request within 15 days.
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Concurrent care claimreduction or termination

A concurrent care claim reduction or termination occur when we decide to reduce or stop payment for an
already approved course of treatment. We will notify you of such a determination. You will have enough time to
file an appeal. Your coverage for the service or supply will continue until you receive a final appeal decision from
us.

During this continuation period, you are stillresponsible for your share of the costs, suchas copayments,
payment percentage and deductibles that apply tothe service or supply. If we uphold our decision at the final
internal appeal, you will be responsible for all of the expenses for the service or supply received during the
continuation period.

Filing a claim

When you see a network provider, that office will usually send us a detailed bill for your services. Ifyou see an
out-of-network provider, you may receive the bill (proof of loss) directly. This bill forms the basis of your post-
service claim. If you receive the bill directly, you or your provider must send us the bill within 12 months of the
date you received services, unless you are legally unable to notify us. You must send it to us with a claim form
that you can either get online or contact us to provide. You should always keep your own record of the date,
providers and cost of your services.

The benefit payment determinationis made based on many things, such as your deductible or payment
percentage, the necessity of the service you received, when or where you receive the services, or even what
other insurance you may have. We mayneed to askyou or your provider for some more information to make a
final decision. You can always contact us directly to see how much you can expect to pay for any service.

We will pay the claim within 30 days from when we receive all the information necessary. Sometimes we may
pay only some of the claim. Sometimes we may deny payment entirely. We may even rescind your coverage
entirely. Rescission means you lose coverage going forward and going backward. If we paid claims for your past
coverage, we will want the money back.

We will give you our decision in writing. You may not agree with our decision. There are several ways to have us

review the decisions. Please see the Complaints, claim decisions and appeal procedures section for that
information.
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Complaints, claim decisions and appeals procedures

The difference between a complaint and an appeal

A Complaint

You may not be happy about a provider or an operational issue, and you may want to complain. You can call or
write Member Services. Your complaint should include a description of the issue. You should include copies of
any records or documents that you think are important. We will review the information and provide you with a
written response within 30 calendar days of receiving the complaint. We will let you know if we need more
information to make a decision.

An Appeal
You can askus to re-review an adverse benefit determination. This is called an appeal. You can appeal to us
verbally or in writing.

Claim decisions and appeal procedures

Your provider may contact us at various times to make a claim, or to request approval for payment based on
your benefits. This can be before you receive your benefit, while you are receiving benefits and after you have
received the benefit. You maynot agree with our decision. As we said in Benefit payments and claims in the How
your plan works section, we pay many claims at the full rate, except for your share of the costs. But sometimes
we pay only some of the claim. Sometimes we deny payment entirely.

Any time we deny even part of the claim, it is an “adverse benefit determination” or “adverse decision.” For any
adverse decision, you will receive an explanation of benefits in writing. You can askus to review an adverse
benefit determination. This is the internal appeal process. If you stilldon’t agree, you can alsoappeal that
decision. There are times you may skip the two levels of internal appeal. But in most situations, you must
complete both levels before you can take any other actions, such as an external review.

Appeals of adverse benefit determinations
You can appeal our adverse benefit determination. We will assign your appeal to someone who was not

involved in making the original decision. You must file an appeal within 180 calendar days from the time you
receive the notice of an adverse benefit determination.

You can appeal by sending a written appeal to Member Services at the address on the notice of adverse benefit
determination. Or you can callMember Services at the number on your ID card. You need to include:

e Your name

e The employer’s name

e A copy of the adverse benefit determination

e Your reasons for making the appeal

e Any otherinformation you would like us to consider

Another person may submit an appeal for you, including a provider. That personis called an authorized
representative. You need to tell us if you choose to have someone else appeal for you (even if it is your
provider). Youshould fill out an authorized representative formtelling us that you are allowing someone to
appeal for you. You canget this form by contacting us. You can use an authorized representative at any level of
appeal.

You can appeal two times under this plan. If you appeal a second time you must present your appeal within 60
calendar days from the date you receive the notice of the first appeal decision.
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Urgent care or pre-service claim appeals
If your claim is an urgent claim or a pre-service claim, your provider may appeal for you without having you fill
out an authorized representative formtelling us that you are allowing the provider to appeal for you.

We will provide you with any new or additional information that we used or that was developed by us to review
your claim. We will provide this information at no cost to you before we give you a decision at your last available
level of appeal. This decision is called the final adverse benefit determination. You can respond to this
information before we tell you what our final decision is.

Timeframes for deciding appeals

The amount of time that we have to tell you about our decision on an appeal claim depends on the type of
claim. The chart below shows a timetable view of the different types of claims and how much time we have to
tell you about our decision.

Type of notice Urgent care Pre-service Post-service Concurrent care
claim claim claim claim

Appeal determinationsat | 36 hours 15 days 30 days As appropriate to

each level (us) type of claim

Extensions None None None

For final adverse determinations
Your provider tells us that a delay in your receiving health care services would:
e Jeopardize your life, health or ability to regain maximum function
e Bemuch less effective if not started right away (in the case of experimental orinvestigational
treatment), or
e The final adverse determination concerns an admission, availability of care, continued stay or health
care service for which you received emergency services, but have not been discharged from a facility

If your situation qualifies for this faster review, you will receive a decision within 72 hours of us getting your
request.

Recordkeeping

We will keep the records of all complaints and appeals for at least 10 years.

Fees and expenses
We do not pay any fees or expenses incurred by you in pursuing a complaint or appeal.
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Eligibility, starting and stopping coverage

Eligibility
Who is eligible
Your employer decides and tells us who is eligible for health coverage.

When you can join the plan
You must live or work in the service area to enroll in this plan.

You canenroll:
e Once each year during the annual enrollment period
e At otherspecial times during the year (see the Special times you can join the plan section below)

You can enroll eligible family members (these are your “dependents”) at this time too.
If you don’t enroll when you first qualify for benefits, you may have to wait until the next annual enroliment
period to join.

Who can be a dependenton this plan
You can enroll the following family members:
e Your legal spouse
e Dependent children —yours or your spouse’s
- Dependent children must be:
o Under 26 years of age
— Dependent children include:
o Naturalchildren
Stepchildren
Adopted children including those placed with you for adoption
Foster children
Children you are responsible for under a qualified medical support order or court order
Grandchildren in your legal custody

O O O O O

Adding new dependents
You can add new dependents during the year. These include any dependents describedin the Who can be a
dependent on this plan sectionabove.

Coverage begins on the date of the event for new dependents that join your plan for the following reasons:
e Birth
e Adoption or placement for adoption
e Marriage
e Legalguardianship
e Courtor administrative order

We must receive a completed enrollment form not more than 31 days after the event date.

48



Special times you can join the plan
You can enroll in these situations:
e Youdidn't enroll before because you had other coverage and that coverage has ended
Your COBRA coverage has ended
A court orders that you cover a dependent on your health plan
When your dependent moves outside the service area for your employee plan

We must receive the completed enrollment information within 31 days of the date when coverage ends.

You can alsoenroll in these situations:
e You or your dependent lose your eligibility for enrollment in Medicaid or an S-CHIP plan
e You are now eligible for state fee assistance under Medicaid or S-CHIP which will pay your fee
contribution under this plan

We must receive the completed enrollment information within 60 days of the date when coverage ends.

Notification of change in status

Tell us of any changes that may affect your benefits. Please contact us as soon as possible when you have a:
e Change of address
e Dependent status change
e Dependent who enrolls in Medicare or any other health plan

Starting coverage
Your coverage under this plan has a startand an end. You must start coverage after you complete the eligibility
and enrollment process. You can askyour employer to confirm your effective date.

Stopping coverage

Your coverage typically ends when you leave your job; but it can happen for other reasons. Ending coverage
doesn’t always mean you lose coverage with us. There will be circumstances that will still allow you to continue
coverage. See the Special coverage options after your coverage ends section.

We will send you notice if your coverage is ending. This notice will tell you the date that your coverage ends.

When will your coverage end
Your coverage under this plan will end if:
e This planis no longer available
e Youasktoend coverage
e Your employer askstoend coverage
e You are no longer eligible for coverage, including when you move out of the service area
e Your work ends
e You stop making required contributions, if any apply
e We end your coverage
e You start coverage under another medical plan offered by your employer

49



When dependent coverage ends
Dependent coverage will end if:
e Adependent is no longer eligible for coverage.
e You stop making contributions, if any apply.
e Your coverage ends for any of the reasons listed above except:
—  You enroll under a group Medicare plan we offer. However, dependent coverage will end if your
coverage ends under the Medicare plan.

What happens to your dependentsif you die?
Coverage for dependents may continue for some time after your death. See the Special coverage options after
your coverage ends section for more information.

Why would we end your coverage?

We may immediately end your coverage if you commit fraud or you intentionally misrepresented yourself when
you applied for or obtained coverage. You canrefer to the General provisions — other things you should know
sectionfor more information on rescissions.

On the date your coverage ends, we will refund to your employer any prepayment for periods after the date
your coverage ended.

Special coverage options after your coverage ends

When coverage may continue under the plan
This section explains options you may have after your coverage ends under this plan. Your individual situation
will determine what options you will have. Contact your employer to see what options apply to you.

In some cases, fee payment is required for coverage to continue. Your coverage will continue under the plan as
long as your employer and we have agreedto do so. Itis your employer’s responsibility to let us know when
your work ends. If your employer and we agree in writing, we will extend the limits.

Consolidated Omnibus Budget Reconciliation Act (COBRA)

The federal COBRA law usually applies to employers of group sizes of 20 or more and gives employees and most
of their covered dependents the right to keep their health coverage for 18, 29 or 36 months after a qualifying
event. The qualifying event is something that happens that results in you losing your coverage.

The qualifying events are:
e Your active employment ends for reasons other than gross misconduct
e Your working hours are reduced
e Youdivorce or legally separate andare no longer responsible for dependent coverage
e You become entitled to benefits under Medicare
e Your covered dependent children no longer qualify as dependents under the plan
e Youdie
e You are aretiree eligible for retiree health coverage and your former employer files for bankruptcy

Talk with your employer if you have questions about COBRA or to enroll.
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How you can extend coverage for your disabled child beyond the plan age limits
You have the right to extend coverage for your dependent child beyond plan age limits, if the child is not able to

be self-supporting because of mental or physical disability and depends mainly (more than 50% of theirincome)
on you for support.

The right to coverage will continue only as long as a physician certifies that your child still is disabled.

We may askyou to send us proof of the disability within 90 days of the date coverage would have ended. Before
we extend coverage, we may askthat your child get a physical exam. We will pay for that exam.

We may askyou to send proof that your child is disabled after coverage is extended. We won’t ask for this proof
more than once a year. You must send it to us within 31 days of our request. If you don’t, we canterminate
coverage for your dependent child.

Howyou can extend coverage for hearing services and supplies when coverage ends
If you are not totally disabled when your coverage ends, coverage for hearing services and supplies may be
extended for 30 days after your coverage ends:

e |f the prescription for the hearing aid is written during the 30 days before your coverage ends

e |Ifthe hearing aid is ordered during the 30 days before your coverage ends
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General provisions — other things you should know

Administrative provisions

How you and we will interpret this booklet

We prepared this booklet according to ERISAand other federal and state laws that apply. You and we will
interpret it according tothese laws. Also, you are bound by our interpretation of this booklet when we
administer your coverage.

How Aetna administers this plan
Aetna will administer the Plan in accordance with this booklet and apply policies and procedures which Aetna

has developed to administer this plan.

Who’s responsible to you
We are responsible to you for what our employees and other agents do.

We are not responsible for what is done by your providers. Even network providers are not our employees or
agents.

Claim administrator

Aetna’s authority as claimadministrator

Aetna has been designated as claims administrator for benefits under the Plan with full discretion and authority
to make claim and appeal determinations. The claims administrator is the appropriate named fiduciary of the
plan for purposes of reviewing denied claims for benefits. Inexercising this fiduciary responsibility, Aetna has
full discretionary authority to make factual determinations, to determine eligibility for benefits, to determine
the amount of benefits for each claim received, and to construe terms of the Plan with respect to benefits.
Aetna’s decisions are final and binding upon you and any person making a claim on your behalf. Your employer
retains sole and complete authority to determine eligibility of persons to participate in the Plan.

Coverage and services

Your coverage can change

Your coverage is defined by the group contract. This document may have amendments too. Under certain
circumstances, we, the Customer/Employer or the law may change your plan. When an emergency or epidemic
is declared, we may modify or waive precertification, prescription quantity limits or your cost share if you are
affected. Only we may waive a requirement of your plan. No other person, including the Customer/Employer or
provider, cando this.

Physical examination and evaluations

At our expense, we have theright to have a physician of our choice examine you. This will be done at
reasonable times while certification or a claim for benefits is pending or under review.

Records of expenses
You should keep complete records of your expenses. They may be needed for a claim. Important things to keep
are:

e Names of physicians and others who furnish services

e Datesexpensesareincurred

e Copies of all bills and receipts
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Honest mistakes and intentional deception

Honest mistakes

You or the Customer/Employer may make an honest mistake when you share facts with us. When we learn of
the mistake, we may make a fair changein contributions or in your coverage. If we do, we will tell you what the
mistake was. We won’t make a change if the mistake happened more than 2 years before we learned of it.

Intentional deception
If we learnthat you defrauded us or you intentionally misrepresented material facts, we cantake actions that
can have serious consequences for your coverage. These serious consequences include, but are not limited to:
e Rescissionof coverage
e Denial of benefits
e Recovery of amounts we already paid

We also may report fraud to criminal authorities. See the Benefit paymentsand claims, Filing a claim section for
information about rescission.

You have special rights if we rescind your coverage:
e We will give you 30 days advance written notice of any rescission of coverage
e You have the right to an appeal
e You have the right to a third party review conducted by an independent ERO

Some other money issues

Legal action

You must complete the internal appeal process, if your plan has one, before you take any legalaction against us
for any expense or bill. See the Complaints, claim decisions, and, appeal procedures section.

You cannot take any action until 60 days after we receive written submission of a claim.

No legal action can be brought to recover payment under any benefit after 3 years from the deadline for filing
claims.

Assignment of benefits

When you see a network provider, they will usually bill us directly. When you see an out-of-network provider,
we may choose to pay you or to pay the provider directly. Tothe extent allowed by law, we will not accept an
assignment toan out-of-network provider.

Financial sanctions exclusions

If coverage provided under this booklet violates or will violate any economic or trade sanctions, the coverage
will be invalid immediately. For example, we cannot pay for covered services if it violates a financial sanction
regulation. This includes sanctions relatedtoa person or a country under sanction by the United States, unless it
is allowed under a written license from the Office of Foreign Asset Control (OFAC). You canfind out more by
visiting https://www.treasury.gov/resource-center/sanctions/Pages/default.aspx

Recovery of overpayments

If a benefit paymentis made by the Plan, to or on your behalf, which exceeds the benefit amount that you are
entitled to receive, the Plan has the right to require the return of the overpayment. One of the ways Aetna
recovers overpayments is by reducing future payments tothe provider by the amount of the overpayment.
These future payments may involve this Plan or other health plans that are administered by Aetna. Aetna would
then credit the recovered amount to the plan that overpaid the provider. Payments to providers under this Plan
may be subject to this same process when Aetna recovers overpayments for other plans administered by Aetna.

This right does not affect any other right of recovery the Plan may have with respect to overpayments.
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SUBROGATION AND RIGHT OF RECOVERY

The provisions of this sectionapply to all current or former plan participants andalso to the parents, guardian,
or other representative of a dependent child who incurs claims and is or has been covered by the plan. The
plan’s right to recover (whether by subrogation or reimbursement) shall apply to the personal representative of
your estate, your decedents, minors, and incompetent or disabled persons. “You” or “your” includes anyone on
whose behalf the plan pays benefits. No adult Covered Person hereunder may assignany rights that it may have
to recover medical expenses from any tortfeasor or other person or entity to any minor child or children of said
adult covered person without the prior express written consent of the Plan.

The plan’s right of subrogation or reimbursement, as set forth below, extend to all insurance coverage available
to you due to an injury, illness or condition for which the plan has paid medical claims (including, but not limited
to, liability coverage, uninsured motorist coverage, underinsured motorist coverage, personalumbrella
coverage, medical payments coverage, workers compensation coverage, no fault automobile coverage or any
first party insurance coverage).

Your health planis always secondary to automobile no-fault coverage, personalinjury protection coverage, or
medical payments coverage.

No disbursement of any settlement proceeds or other recoveryfunds from any insurance coverage or other
source will be made until the health plan’s subrogation and reimbursement interest are fully satisfied.

Subrogation

The right of subrogation means the plan is entitled to pursue any claims that you may have in order to recover
the benefits paid by the plan. Immediately upon paying or providing any benefit under the plan, the plan shall
be subrogatedto (standin the place of) all of your rights of recovery with respect to any claim or potential claim
against any party, due to an injury, iliness or condition tothe full extent of benefits provided or to be provided
by the Plan. The Plan may asserta claim or file suit in your name and take appropriate action to assertits
subrogation claim, with or without your consent. The plan is not required to pay you part of any recovery it may
obtain, even if it files suitin your name.

Reimbursement

If you receive any payment as a result of aninjury, illness or condition, you agree toreimburse the plan first
from such payment for all amounts the plan has paid and will pay as a result of that injury, illness or condition,
up to and including the full amount of your recovery.

Constructive Trust

By accepting benefits (whether the payment of such benefits is made to you or made on your behalf to any
provider) you agree that if you receive any payment as a result of an injury, illness or condition, you will serve as
a constructive trustee over those funds. Failure to hold such funds in trust will be deemed a breach of your
fiduciary duty to the plan. No disbursement of any settlement proceeds or other recovery funds from any
insurance coverage or other source will be made until the health plan’s subrogationand reimbursement interest
are fully satisfied.
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Lien Rights

Further, the plan will automatically have a lien to the extent of benefits paid by the plan for the treatment of the
iliness, injury or condition upon any recovery whether by settlement, judgment or otherwise, related to
treatment for any illness, injury or condition for which the plan paid benefits. The lien may be enforced against
any party who possesses funds or proceeds representing the amount of benefits paid by the plan including, but
not limited to, you, your representative oragent, and/or any other source that possessed or will possess funds
representing the amount of benefits paid by the plan.

Assignment

In order to secure the plan’s recovery rights, you agree toassigntothe plan any benefits or claims or rights of
recovery you have under any automobile policy or other coverage, tothe full extent of the plan’s subrogation
and reimbursement claims. This assignment allows the plan to pursue any claim you may have, whether or not
you choose to pursue the claim.

First-Priority Claim

By accepting benefits from the plan, you acknowledge that the plan’s recovery rights are a first priority claim
and are to be repaid to the plan before you receive any recovery for your damages. The plan shall be entitled to
full reimbursement on a first-dollar basis from any payments, even if such payment to the plan will resultin a
recovery which is insufficient to make you whole or to compensate you in part or in whole for the damages
sustained. The plan is not required to participatein or pay your court costs or attorneyfees to any attorneyyou
hire to pursue your damage claim.

Applicability to All Settlements and Judgments

The terms of this entire subrogation and right of recovery provision shall apply and the plan is entitled to full
recovery regardless of whether any liability for payment is admitted and regardless of whether the settlement
or judgment identifies the medical benefits the plan provided or purports to allocate any portion of such
settlement or judgment to payment of expenses other than medical expenses. The plan is entitled to recover
from any and all settlements or judgments, even those designated as pain and suffering, non-economic
damages and/or general damages only. The plan’s claim will not be reduced due to your own negligence.

Cooperation

You agree to cooperate fully with the plan’s efforts to recover benefits paid. Itis your duty to notify the plan
within 30 days of the date when any notice is given to any party, including an insurance company or attorney, of
your intention to pursue or investigate a claim to recover damages or obtain compensation due to your injury,
iliness or condition. You and your agents agree to provide the plan or its representatives notice of any recovery
you or your agents obtain prior to receipt of such recovery funds or within 5 days if no notice was given prior to
receipt. Further, you and your agents agree to provide notice prior to any disbursement of settlement or any
other recovery funds obtained. You and your agents shall provide all information requested by the plan, the
Claims Administrator or its representative including, but not limited to, completing and submitting any
applications or other forms or statements as the plan may reasonably request and all documents relatedto or
filed in personal injury litigation. Failure to provide this information, failure to assist the plan in pursuit of its
subrogationrights or failure to reimburse the plan from any settlement or recovery you receive may result in the
denial of any future benefit payments or claim until the planis reimbursedin full, termination of your health
benefits or the institution of court proceedings against you.

You shall do nothing to prejudice the plan’s subrogation or recoveryinterest or prejudice the plan’s ability to
enforce the terms of this plan provision. This includes, but is not limited to, refraining from making any
settlement or recovery that attempts toreduce or exclude the full cost of all benefits provided by the plan or
disbursement of any settlement proceeds or other recovery prior tofully satisfying the health plan’s subrogation
and reimbursement interest.
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You acknowledge that the plan has the right toconduct an investigation regarding the injury, illness or condition
to identify potential sources of recovery. The plan reserves the right to notify all parties and his/her agents of its
lien. Agentsinclude, but are not limited to, insurance companies and attorneys.

You acknowledge that the plan has notified you that it has the right pursuant to the Health Insurance Portability
& Accountability Act (“HIPAA”), 42 U.S.C. Section 1301 et seq, to share your personal healthinformation in
exercising its subrogation and reimbursement rights.

Interpretation

In the event that any claimis made that any part of this subrogation and right of recovery provision is
ambiguous or questions arise concerning the meaning or intent of any of its terms, the Claims Administrator for
the plan shall have the sole authority and discretion to resolve all disputes regarding the interpretation of this
provision.

Jurisdiction

By accepting benefits from the Plan, you agree that any court proceeding with respect to this provision may be
brought in any court of competent jurisdiction as the plan may elect. By accepting such benefits, you hereby
submit to each such jurisdiction, waiving whatever rights may correspond by reason of your present or future
domicile. By accepting such benefits, you also agree to pay all attorneys’ fees the plan incurs in successful
attempts torecover amounts the plan is entitled to under this section.

Your health information
We will protect your health information. We will only use or share it with others as needed for your care and
treatment. We will also use and share it to help us process your claims and manage your plan.

You can get a free copy of our Notice of Privacy Practices. Just contact us.

When you accept coverage under this plan, you agreetolet your providers share information with us. We need
information about your physical and mental condition and care.

Sutter Health and Affiliates Services

Sutter Health and Affiliates, the dominant health systemin much of northern California, uses its bargaining
power to insist on unique requirements to participate in the Aetna network. Aetna’s contract with Sutter
requires payment of claims that would otherwise be denied, such as those not medically necessaryor
experimental or investigational (but does not require payment for services the Plan expressly excludes from
coverage, such as for cosmetic surgery). Aetna will charge the Plan for these claims in order tobe able to
continue providing Plan Participants with access toSutter’s services onan in-network basis.
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Glossary

Behavioral health provider
A health professional whois licensed or certified to provide covered services for mental healthand substance
related disorders inthe state where the person practices.

Brand-name prescription drug

An FDA-approved drug marketed with a specific name or trademark name by the company that manufactures it;
often the same company that developed and patentsiit.

Copay, copayment
This is the dollar amount you pay for covered services.|n most plans, you pay this after you meet your
deductible limit. In prescription drug plans, it is the amount you pay for covered drugs.

Covered service
The benefits, subject to varying cost shares, covered under the plan. These are:
e Describedin the Providing covered services section
e Not listedas an exclusion in the Coverage and exclusions — Providing covered services section or the
General plan exclusions section
¢ Not beyond any limits in the schedule of benefits
e Maedically necessary.See the How your plan works — Medical necessity and precertification requirements
sectionand the Glossary for more information

Deductible

A deductible is the amount you pay out-of-pocket for covered services per year before we start to pay.

Detoxification
The process of getting alcohol or other drugs out of an addicted person’s system and getting them physically
stable.

Emergency medical condition
An acute, severe medical condition that:
e Needsimmediate medical care
e Leads a personwith average knowledge of healthand medicine to believe that, without immediate
medical care, it could result in:
- Dangertolife or health
— Loss of a bodily function
— Loss of function to a body part or organ
- Dangertothe health of anunborn baby

Emergencyservices

Treatment givenin a hospital’s emergency room or an independent freestanding emergency department. This
includes evaluation of and treatment tostabilize the emergency medical condition. Anindependent
freestanding emergency department means a health care facility that is geographically separate, dis tinct, and
licensed separatelyfrom a hospitaland provides emergency services.
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Experimental orinvestigational
Drugs, treatments or tests not yet accepted by physicians or by insurance plans as standardtreatment. They
may not be proven as effective or safe for most people.

A drug, device, procedure, or treatment is experimental or investigational if:

e There is not enough outcome data available from controlled clinical trials published in the peer-
reviewed literature to validate its safety and effectiveness for the illness or injury involved.

e The needed approval by the FDA has not been given for marketing.

e A national medical or dental society or regulatoryagency has statedin writing that it is experimentalor
investigational or suitable mainly for research purposes.

e Itis the subject of a Phase |, Phase Il or the experimental or researcharm of a Phase Ill clinical trial.
These terms have the meanings given by regulations and other official actions and publications of the
FDA and Department of Healthand Human Services.

e Written protocols or a written consent form used by a facility provider state that it is experimental or
investigational.

Generic prescription drug
An FDA-approved drug withthe same intended use as the brand-name product, thatis considered to be as
effective as the brand-name product. It offers the same:

e Dosage
e Safety

e Strength
e Quality

e Performance

Health professional
A person who is authorized by law to provide health care services to the public; for example, physicians, nurses
and physical therapists.

Home health care agency
An agency authorized by law to provide home health services, such as skilled nursing and other therapeutic
services.

Hospital

An institution licensed as a hospital by applicable law and accredited by The Joint Commission (TJC). Thisis a
place that offers medical care. Patients can stay overnight for care. Or they can be treated and leave the same
day. All hospitals must meet set standards of care. They can offer general or acute care. They canalso offer
service in one area, like rehabilitation.
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Infertility
A disease defined by the failure to become pregnant:
e For a female with a male partner, after:
- 1year of frequent, unprotected heterosexual sexualintercourse if under the age of 35
- 6 months of frequent, unprotected heterosexual sexualintercourse if age 35 or older
e For a female without a male partner, after:
— Atleast 12 cycles of donor insemination if under the age of 35
— 6 cycles of donor insemination if age 35 or older
e For a male without a female partner, after:
- At least 2abnormal semen analyses obtained at least 2 weeks apart

e For anindividual or their partner who has been clinically diagnosed with gender dysphoria

Jaw joint disorder
This is:
e Atemporomandibular joint (TMJ)dysfunction or any similar disorder of the jaw joint
¢ A myofascial pain dysfunction (MPD) of the jaw
e Any similar disorder in the relationship between the jaw joint and the related muscles and nerves

Mail order pharmacy
A pharmacy where prescription drugs are legally dispensed by mail or other carrier.

Maximum out-of-pocket limit
The maximum out-of-pocket limit is the most a covered person will pay per year in copayments, contribution
and deductible, if any, for covered services.

Medically necessary, medical necessity
Health care services or supplies that prevent, evaluate, diagnose, or treat aniillness, injury, disease or its
symptoms, and that are all of the following, as determined by us within our discretion:
e Inaccordance with “generally accepted standards of medical practice”
e Clinically appropriate, in terms of type, frequency, extent, place of service and duration, and considered
effective for your illness, injury or disease
e Not primarily for your convenience, the convenience of your physician or other health care provider
¢ Not more costlythan an alternative service, place of service or sequence of services at least as likely to
produce equivalent therapeutic or diagnostic results as tothe diagnosis or treatment of your illness,
injury or disease.

Generally accepted standards of medical practice means:
e Standards that are based on credible scientific evidence published in peer-reviewed medical literature
generally recognized by the relevant medical community, and
e Following the standards set forthin our clinical policies and applying clinical judgment.

Important note:

We develop and maintain clinical policy bulletins that describe the generally accepted standards of medical
practice, credible scientific evidence, and prevailing clinical guidelines that support our decisions regarding
specific services. We use these bulletins and other resources to help guide individualized coverage decisions
under our plans and to determine whether an intervention is experimental orinvestigational. They are subject
to change. You can find these bulletins and other information at https://www.aetna.com/health-care-
professionals/clinical-policy-bulletins.html. You canalso contact us. See the Contact us section for how.
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Mental health disorder

A mental health disorder is in general, a set of symptoms or behavior associated with distress and interference
with personal function. A complete definition of mental health disorder is in the most recent edition of
Diagnostic and Statistical Manual of Mental Disorders (DSM) of the American Psychiatric Association.

Negotiated charge
See How your plan works — What the plan pays and what you pay.

Network provider
A provider listed in the directory for your plan. A NAP provider listed in the NAP directory is not a network
provider.

Out-of-network provider
A provider whois not a network provider.

Payment Percentage
The specific percentage the plan pays for a health care service listedin the schedule of benefits.

Physician

A health professional trained and licensed to practice and prescribe medicine under the laws of the state where
they practice; specifically, doctors of medicine or osteopathy. Under some plans, a physician canalsobe a
primary care physician (PCP).

Precertification, precertify
Pre-approval that you or your provider receives from us before you receive certain covered services. This may
include a determination by us as to whether the service is medically necessary and eligible for coverage.

Prescription
This is an instruction written by a physician or other provider that authorizes a patient toreceive a service,
supply, medicine or treatment.

Primary care physician (PCP)

A physician who:

The directory lists as a PCP

Is selected by a person from the list of PCPs in the directory

Supervises, coordinates and provides initial care and basic medical services to a covered person
Shows in our records as your PCP

A PCP can be any of the following providers:
e General practitioner
e Family physician
e Internist
e Pediatrician
e OB, GYN, and OB/GYN
e Medical group (primary care office)

60



Provider

A physician, pharmacist, health professional, person, or facility, licensed or certified by law to provide health
care services to you. If state law does not specifically provide for licensure or certification, they must meet all
Medicare approval standards even if they don’t participate in Medicare.

Psychiatric hospital

An institution licensed or certified as a psychiatric hospital by applicable laws to provide a program for the
diagnosis, evaluation, and treatment of alcoholism, drug abuse or mental health disorders (including substance
related disorders).

Recognized charge
See How your plan works — What the plan pays and what you pay.

Residential treatment facility

An institution specifically licensed as a residential treatment facility by applicable laws to provide for mental
health or substance related disorder residential treatment programs. It is credentialed by us or is accredited by
one of the following agencies, commissions or committees for the services being provided:

e The Joint Commission (TJC)

e The Committee on Accreditation of Rehabilitation Facilities (CARF)

e The American Osteopathic Association’s Healthcare Facilities Accreditation Program (HFAP)
e The Council on Accreditation (COA)

In addition to the above requirements, an institution must meet the following:
For residential treatment programs treating mental health disorders:
e Abehavioralhealth provider must be actively on duty 24 hours/day for 7 days/week
e The patient must be treated by a psychiatrist at least once per week
e The medical director must be a psychiatrist
e Itis not a wilderness treatment program (whether or not the programis part of alicensed residential
treatment facility or otherwise licensed institution)

For substance related residential treatment programs:
¢ Abehavioralhealth provider or an appropriately state certified professional (CADC, CAC, etc.) must be
actively on duty during the day and evening therapeutic programming
e The medical director must be a physician
e Itis not a wilderness treatment program (whether or not the programis part of alicensed residential
treatment facility or otherwise licensed institution)

For detoxification programs within a residential setting:

e AnR.N. mustbe onsite 24 hours/day for 7 days/week within a residential setting
e Residential care must be provided under the direct supervision of a physician

Retail pharmacy
A community pharmacythat dispenses outpatient prescription drugs.

Room and board
A facility’s charge for your overnight stay and other services and supplies expressed as a daily or weekly rate.
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Semi-private roomrate

An institution’s roomand board charge for most beds in rooms with 2 or more beds. If there are no such rooms,
we will calculate the rate based on the rate most commonly charged by similar institutions in the same
geographic area.

Skilled nursing facility
A facility specifically licensed as a skilled nursing facility by applicable laws to provide skilled nursing care.
Skilled nursing facilities alsoinclude:

e Rehabilitation hospitals

e Portions of a rehabilitation hospital

e Ahospitaldesignatedfor skilled or rehabilitation services

Skilled nursing facility does not include institutions that provide only:
e Minimal care
e (Custodialcare
e Ambulatory care
e Part-timecare

It does not include institutions that primarily provide for the care and treatment of mental health disorders or
substance related disorders.

Specialist
A physician who practices in any generally accepted medical or surgical sub-specialty.

Stay

A full-time inpatient confinement for which a roomand board charge is made.

Substance related disorder

A substance related disorder, addictive disorder, or both, as defined in the Diagnostic and Statistical Manual of
Mental Disorders (DSM) published by the American Psychiatric Association.

Surgery, surgical procedure
The diagnosis and treatment of injury, deformity and disease by manual and instrumental means, such as:

e Cutting

e Abrading

e Suturing

e Destruction

e Ablation

e Removal

e Llasering

e Introduction of a catheter (e.g., heart or bladder catheterization) or scope (e.g., colonoscopy or other
types of endoscopy)

e Correctionof fracture

e Reduction of dislocation

e Application of plaster casts

e |njectioninto a joint

e Injection of sclerosing solution

e Otherwise physically changing body tissues and organs
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Telemedicine
A consultation betweenyou and a physician, specialist, behavioral health provider, or telemedicine provider
who is performing a clinical medical or behavioral health service by means of electronic communication.

Terminalillness
A medical prognosis that you are not likely tolive more than 12 months.

Walk-in clinic
A health care facility that provides limited medical care on a scheduled and unscheduled basis. A walk-in clinic
may be located in, near or within a:

e Drugstore

e Pharmacy

e Retailstore

e Supermarket

The following are not considered a walk-in clinic:
e Ambulatory surgical center
e Emergencyroom
e Hospital
e Qutpatient department of a hospital
e Physician’s office
e Urgent care facility
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Additional Information Provided by

Lazer Spot, Inc.

The following information is provided to you in accordance with the Employee Retirement Income Security Act
of 1974 (ERISA).

Name of Plan:
The Lazer Spot, Inc. Welfare Benefit Plan

Employer Identification Number:
58-2253369

Plan Number:
501

Type of Plan:
Welfare

Type of Administration:
Administrative Services Contract with:

Aetna Life Insurance Company
151 Farmington Avenue
Hartford, CT 06156

Plan Administrator:

Lazer Spot, Inc.

6526 Shiloh Road Suite 900
Alpharetta, GA 30005

Telephone Number: (678) 771-2921

Agent For Service of Legal Process:

Lazer Spot, Inc.
6526 Shiloh Road Suite 900

Alpharetta, GA 30005

Service of legal process may also be made upon the Plan Administrator

End of Plan Year:
December 31

Source of Contributions:
Employer and Employee

Procedure for Amending the Plan:
The Employer may amend the Plan from time to time by a writteninstrument signed by the Benefits Manager.



ERISA Rights
As a participant in the group benefit plan you are entitled to certainrights and protections under the Employee
Retirement Income Security Act of 1974. ERISA provides that all plan participants shall be entitled to:

Receive Information about Your Plan and Benefits

Examine, without charge, at the Plan Administrator’s office and at other specified locations, such as worksites
and union halls, all documents governing the Plan, including insurance contracts, collective bargaining
agreements, and a copy of the latest annual report (Form 5500 Series) that is filed by the Plan with the U.S.
Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security
Administration.

Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of the
Plan, including insurance contracts, collective bargaining agreements, and copies of the latest annual report
(Form 5500 Series), and an updated Summary Plan Description. The Administrator may make a reasonable
charge for the copies.

Receive a summary of the Plan’s annual financial report. The Plan Administrator is required by law to furnish
each participant with a copy of this summaryannual report.

Receive a copy of the procedures used by the Plan for determining a qualified domestic relations order (QDRO)
or a qualified medical child support order (QMCSO).

Continue Group Health Plan Coverage

Continue health care coverage for yourself, your spouse, or your dependents if there is a loss of coverage under
the Plan as a result of a qualifying event. You or your dependents may have to pay for such coverage. Review
this summary plan description and the documents governing the Plan for the rules governing your COBRA
continuation coveragerights.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants, ERISAimposes duties upon the people who are responsible
for the operation of the employee benefit plan. The people who operate your Plan, called “fiduciaries” of the
Plan, have a duty to do so prudently and in your interest and that of other plan participants and beneficiaries.
No one, including your employer, your union, or any other person, may fire you or otherwise discriminate
against you in any wayto prevent you from obtaining a welfare benefit or exercising your rights under ERISA.



Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this
was done, to obtain documents relating to the decision without charge, andto appeal any denial, all within
certaintime schedules.

Under ERISAthere are steps you can take to enforce the above rights. For instance, if you request materials
from the Plan and do not receive them within 30 days you may file suit in a federal court. In such a case, the
court may require the Plan Administrator to provide the materials and pay up to S 110 a day until you receive
the materials, unless the materials were not sent because of reasons beyond the control of the Administrator.

If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suitin a stateor
federal court. In addition, if you disagree withthe Plan’s decision or lack thereof concerning the status ofa
domestic relations order or a medical child support order, you may file suit in a federal court.

If it should happen that plan fiduciaries misuse the Plan's money or if you are discriminated against for asserting
your rights, you may seek assistance from the U.S. Department of Labor or you may file suit in a federal court.
The court will decide who should pay court costs and legal fees. If you are successful, the court may order the
person you have suedto pay these costs and fees. If you lose, the court may order you to pay these costs and
fees, for example, if it finds your claim is frivolous.

Assistance with Your Questions
If you have any questions about your Plan, you should contact the Plan Administrator.

If you have any questions about this statement or about your rights under ERISA, you should contact:

= the nearest office of the Employee Benefits Security Administration, U.S. Department of Labor, listed in your
telephone directory; or

= the Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S.
Department of Labor, 200 Constitution Avenue, N.W., Washington D.C. 20210.

You may also obtain certain publications about your rights and responsibilities under ERISA by calling the
publications hotline of the Employee Benefits Security Administration.



Statement of Rights under the Newborns' and Mothers' Health Protection Act

Under federal law, group health plans and healthinsurance issuers offering group health insurance coverage
generally may not restrict benefits for any hospital length of stayin connection with childbirth for the mother or
newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours following a delivery by
cesareansection. However, the plan or issuer may pay for a shorter stay if the attending provider (e.g., your
physician, nurse midwife, or physician assistant), after consultation with the mother, discharges the mother or
newborn earlier.

Also, under federallaw, plans and issuers may not set the level of benefits or out-of-pocket costs sothatany
later portion of the 48-hour (or 96-hour) stayis treatedin a manner less favorable to the mother or newborn
than any earlier portion of the stay.

In addition, a plan or issuer may not, under federallaw, require that you, your physician, or other health care
provider obtain authorization for prescribing a length of stay of up to 48 hours (or 96 hours). However, you may
be required to obtain precertification for any days of confinement that exceed 48 hours (or 96 hours). For
information on precertification, contact your plan administrator.

Notice Regarding Women's Health and Cancer Rights Act

Under this health plan, as required by the Women's Health and Cancer Rights Act of 1998, coverage will be
provided to a person who is receiving benefits in connection with a mastectomyand who elects breast
reconstructionin connection with the mastectomy for:

(1) all stages of reconstruction of the breast on which a mastectomy has been performed;
(2) surgeryand reconstruction of the other breast to produce a symmetrical appearance;
(3) prostheses;and

(4) treatment of physical complications of all stages of mastectomy, including lymphedemas.

This coverage will be provided in consultation with the attending physician and the patient, and will be provided
in accordance withthe plan design, limitations, copays, deductibles, and referral requirements, if any, as
outlined in your plan documents.

If you have any questions about our coverage of mastectomies andreconstructive surgery, please contact the
Member Services number on your ID card.

For more information, you can visit this U.S. Department of Healthand Human Services website,
http://www.cms.gov/home/regsguidance.asp, andthis U.S. Department of Labor website,
https://www.dol.gov/agencies/ebsa/employers-and-advisers/plan-administration-and-compliance/health-plans.



http://www.cms.gov/home/regsguidance.asp
https://www.dol.gov/agencies/ebsa/employers-and-advisers/plan-administration-and-compliance/health-plans

IMPORTANT HEALTH CARE REFORM NOTICES
CHOICE OF PROVIDER

If your Aetna plan generally requires or allows the designation of a primary care provider, you have the right to
designate any primarycare provider who participates inour networkand who is available to accept you or your
family members. If the plan or health insurance coverage designates a primary care provider automatically,
then until you make this designation, Aetna designates one for you. For information on how to select a primary
care provider, and for alist of the participating primary care providers, contact your Employer or, if you are a
current member, your Aetna contact number on the back of your ID card.

If your Aetna plan allows for the designation of a primary care provider for a child, you may designate a
pediatrician as the primary care provider.

If your Aetna plan provides coverage for obstetric or gynecological care and requires the designation of a
primary care provider then you do not need prior authorization from Aetna or from any other person (including
a primary care provider) in order to obtain access toobstetrical or gynecological care from a health care
professional in our network who specializes in obstetrics or gynecology. The health care professional, however,
may be required to comply with certain procedures, including obtaining prior authorization for certainservices,
following a pre-approved treatment plan, or procedures for making referrals. Fora list of participating health
care professionals who specialize in obstetrics or gynecology, contact your Employer or, if you are a current
member, your Aetna contact number on the back of your ID card.



Continuation of Coverage During an Approved Leave of Absence Granted to Comply With Federal
Law

This continuation of coverage section applies only for the period of any approved family or medical leave
(approved FMLA leave) required by Family and Medical Leave Act of 1993 (FMLA). If your Employer grants you
an approved FMLA leave for a period in excess of the period required by FMLA, any continuation of coverage
during that excess period will be subject to prior written agreement between Aetna and your Employer.

If your Employer grants you an approved FMLA leave in accordance with FMLA, you may, during the continuance
of suchapproved FMLA leave, continue Health Expense Benefits for you and your eligible dependents.

At the time you request the leave, you must agree to make any contributions required by your Employer to
continue coverage. Your Employer must continue to make premium payments.

If Health Expense Benefits has reduction rules applicable by reason of age or retirement, Health Expense
Benefits will be subject to such rules while you are on FMLA leave.

Coverage will not be continued beyond the first to occur of:

= The dateyou arerequired to make any contribution and you fail to do so.

= The date your Employer determines your approved FMLA leave is terminated.

= The datethe coverageinvolved discontinues as to your eligible class. However, coverage for health expenses
may be available to you under another plan sponsored by your Employer.

Any coverage being continued for a dependent will not be continued beyond the date it would otherwise
terminate.

If Health Expense Benefits terminate because your approved FMLA leave is deemed terminated by your
Employer, you may, on the date of such termination, be eligible for Continuation Under Federal Law on the
same terms as though your employment terminated, other than for gross misconduct, on such date. If the group
contract provides any other continuation of coverage (for example, upon termination of employment, death,
divorce or ceasing tobe a defined dependent), you (or your eligible dependents) may be eligible for such
continuation on the date your Employer determines your approved FMLA leave is terminated or the date of the
event for which the continuation is available.

If you acquire a new dependent while your coverage is continued during an approved FMLA leave, the
dependent will be eligible for the continued coverage on the same terms as would be applicable if you were
actively at work, not on an approved FMLA leave.

If you returnto work for your Employer following the date your Employer determines the approved FMLA leave
is terminated, your coverage under the group contract will be in force as though you had continued in active
employment rather than going on an approved FMLA leave provided you make request for such coverage within
31 days of the date your Employer determines the approved FMLA leave to be terminated. If you do not make
such request within 31 days, coverage will again be effective under the group contract only if and when Aetna
gives its written consent.

If any coverage being continued terminates because your Employer determines the approved FMLA leave is
terminated, any Conversion Privilege will be available on the same terms as though your employment had
terminated on the date your Employer determines the approved FMLA leave is terminated.



Schedule of benefits

If this is an ERISA plan, you may have certain rights under this plan. ERISA may not apply
to a church or government group. Please contact the policyholder for additional

information.

Prepared for:

Employer: Lazer Spot, Inc.
Contract number: MSA-0192493
Plan name: Choice POS Il Premier Option Benefit Plan

Schedule of benefits: 1A
Plan effective date: January 1, 2023
Plan issue date: June 14, 2023

Third Party Administrative Services provided by Aetna Life Insurance Company



Schedule of benefits

This schedule of benefits (schedule) lists the deductibles, copayments or payment percentage, ifany apply to
the covered services you receive under the plan. You should review this schedule to become aware of these and
any limits that apply to these services.

How your cost share works

The deductibles and copayments, if any, listed in the schedule below are the amounts that you pay for

covered services.

— For the covered services under your medical plan, you will be responsible for the dollar amount

— For pharmacy benefits where a percentage cost share acts like a copayment, you will be responsible
for the percentage amount

Payment percentage amounts, ifany, listed in the schedule below are what the plan will pay for

covered services.

Sometimes your cost share shows a combination of your dollar amount copayment that you will be

responsible for and the payment percentage that your plan will pay.

You are responsible to pay any deductibles, copayments and remaining payment percentage, if they

apply and before the plan will pay for any covered services.

This plan doesn’t cover every health care service. You pay the full amount of any health care service you

get thatis not a covered service.

This plan has limits for some covered services. For example, these could be visit, day or dollar limits.

They may be:

— Combined limits betweenin-network and out-of-network providers

- Separate limits for in-network and out-of-network providers

- Basedona rolling, 12 month period starting with the date of your most recent visit under this plan

See the schedule for more information about limits.

Your cost share may vary if the covered service is preventive or not. Askyour physician or contact us if

you have a question about what your cost share will be.

For examples of how cost share and deductible work, goto the Using your Aetna benefits section under
Individuals & Families at https://www.aetna.com/

Important note:

Covered services are subject to the deductible, maximum out-of-pocket, limits, copayment or payment
percentage unless otherwise statedinthis schedule. The Surprise bill sectionin the booklet explains your
protections from a surprise bill.

Under this plan, you will:

1.
2.
3.

Pay your copayment
Then pay any remaining deductible
Then pay your payment percentage

Your copayment does not apply to any deductible.


https://www.aetna.com/

How your deductible works

The deductible is the amount you pay for covered services each year before the plan starts topay. This is in
addition to any copayment or payment percentage you pay when you get covered services from an in-network,
out-of-network provider. This schedule shows the deductible amounts that apply to your plan. Once you have
met your deductible, we will start sharing the cost when you get covered services. You will continue to pay
copayments or payment percentage, if any, for covered services after you meet your deductible.

How your PCP or physician office visit cost share works
You will pay the PCP cost share when you get covered services from any PCP.

How your maximum out-of-pocket works
This schedule shows the maximum out-of-pocketlimits that apply to your plan. Once you reach your maximum
out-of-pocket limit, your plan will pay for covered services for the remainder of that year.

Contact us
We are here to answer questions. See the Contact us sectionin your booklet.

This schedule replaces any schedule of benefits previously in use. Keep it with your booklet.

Plan features

Precertification covered services reduction

This only applies to out-of-network coveredservices:

Your booklet contains a complete description of the precertification process. You will find details in the Medical
necessity and precertification section.

If precertification for covered services isn’t completed, whenrequired, it results in the following benefit
reduction:

e A S400 benefit reduction applied separately toeach type of covered service

You may have to pay an additional portion of the recognized charge because you didn’t get precertification. This
portion is not a covered service and doesn’t apply to your deductible or maximum out-of-pocket limit, if you
have one.

Deductible
You have to meet your deductible before this plan pays for benefits.
Deductible type In-network Out-of-network
Individual $2,000 per year $3,500 per year
Family $4,000 per year $7,000 per year

Deductible waiver

There is no in-network deductible for the following covered services:
e Preventive care
e Family planning services —female contraceptives

Maximum out-of-pocket limit
Includes the deductible.



Maximum In-network Out-of-network
out-of-

pocket type
Individual $5,500 per year $10,000 per year
Family $9,000 per year $18,000 per year

General coverage provisions
This section explains the deductible, maximum out-of-pocket limit and limitations listed in this schedule.

Deductible provisions
Covered services apply to the in-network and out-of-network deductibles

The deductible may not apply to some covered services. Youstill pay the copayment or payment percentage, if
any, for these covered services.

Individual deductible

You pay for covered services eachyear before the plan begins to pay. This individual deductible applies
separatelytoyou and each covered dependent. After the amount paid reaches the individual deductible, this
plan starts to pay for covered services for the rest of the year.

Family deductible

You pay for covered services eachyear before the plan begins to pay. After the amount paid for covered
services reaches this family deductible, this planstarts to pay for covered services for the rest of the year. To
satisfy this family deductible for the rest of the year, the combined covered services that you and each of your
covered dependents incur toward the individual deductible must reach this family deductible ina year. When
this happens in ayear, the individual deductibles for you and your covered dependents are met for the rest of

the year.

Copayment
This is the dollar amount you pay for covered services.|n most plans, you pay this after you meet your
deductible limit.

Payment Percentage
This is the percentage of the bill you pay after you meet your deductible.

Maximum out-of-pocket limit
The maximum out-of-pocket limit is the most you will pay per year in copayments, paymentpercentage and
deductible, if any, for covered services.

Covered services apply to the in-network and out-of-network maximum out-of-pocket limit.

Individual maximum out-of-pocket limit
e This plan may have an individual and family maximum out-of-pocket limit. As to the individual
maximum out-of-pocket limit, each of you must meet your maximum out-of-pocket limit separately.
e After you or your covered dependents meet the individual maximum out-of-pocket limit, this plan will
pay 100% of the eligible charge for covered services that would apply toward the limit for the rest of the
year for that person.




Family maximum out-of-pocket limit

After you or your covered dependents meet the family maximum out-of-pocket limit, this plan will pay 100% of
the eligible charge for covered services that would apply towardthe limit for the remainder of the year for all
covered family members. The family maximum out-of-pocket limit is a cumulative maximum out-of-pocket
limit for all family members.

To satisfy this maximum out-of-pocket limit for the rest of the year, the following must happen:
e The family maximum out-of-pocketlimit is met by a combination of family members
e No one personwithin a family will contribute more than the individual maximum out-of-pocket limit
amount in a year

If the maximum out-of-pocket limit does not apply to a covered service, your cost share for that service will not
count toward satisfying the maximum out-of-pocket limit amount.

Certain costs that you have do not apply toward the maximum out-of-pocket limit. These include:
e All costs for non-covered services which are identified in the booklet and the schedule
e Charges, expenses or costs in excess of the recognized charge
e Costs for non-emergency use of the emergency room
e Costs for non-urgent use of an urgent care provider

Limit provisions
Covered services will apply to the in-network and out-of-network limits.

Your financial responsibility and decisions regarding benefits

We base your financial responsibility for the cost of covered services onwhen the service or supply is provided,
not when payment is made. Benefits will be pro-rated to account for treatment or portions of stays that occurin
more than one year. Decisions regarding when benefits are covered are subject to the terms and conditions of
the booklet.



Covered services

Acupuncture
Description In-network Out-of-network
Acupuncture Covered based on type of service and Covered based on type of service and

where it is received

where it is received

Ambulance services

Description In-network Out-of-network
Emergency services 80% per trip after deductible Paid same as in-network
Description In-network Out-of-network

Non-emergency services

60% per trip after deductible

60% per trip after deductible

Applied behavior analysis

Description

In-network

Out-of-network

Applied behavior analysis

Covered based on type of service and
where it is received

Covered based on type of service and
where it is received

Autism spectrum disorder

Description

In-network

Out-of-network

Diagnosis andtesting

Covered basedon type of service and
where it is received

Covered based on type of service and
where it is received

Treatment

Covered based on type of service and
where it is received

Covered based on type of service and
where it is received

Occupational (OT),
physical (PT) and speech
(ST) therapy for autism
spectrum disorder

Covered based on type of service and
where it is received

Covered based on type of service and
where it is received




Behavioral health

Mental health treatment
Coverage provided is the same as for any other illness

Description

In-network

Out-of-network

Inpatient services-room
and board including
residential treatment
facility

80% per admission after deductible

60% per admission after deductible

Description

In-network

Out-of-network

Outpatient office visit to
a physician or
behavioralhealth
provider

$30 then the plan pays 100% per visit,
no deductible applies

60% per visit after deductible

Physician or behavioral
health provider
telemedicine
consultation

$30 then the plan pays 100% per visit,
no deductible applies

60% per visit after deductible

Outpatient mental
health disorders
telemedicine cognitive
therapy consultations by
a physician or
behavioral health
provider

Covered basedon type of service and
provider from which it is received

Covered based on type of service and
provider from which itis received

Description

In-network

Out-of-network

Other outpatient

services including:

e Behavioral health
services in the
home

e Partial
hospitalization
treatment

e |ntensive
outpatient
program

The cost share doesn’t
apply toin-network peer
counseling support
services

100% per visit, no deductible applies

60% per visit after deductible

Description

In-network

Out-of-network

Telemedicine provider
mental health disorders
consultation

Covered based on type of service and
provider from which it is received

Not covered




Substance related disorders treatment
Includes detoxification, rehabilitation and residential treatment facility
Coverage provided is the same as for any other illness

Description

In-network

Out-of-network

Inpatient services-room
and board during a
hospital stay

80% per admission after deductible

60% per admission after deductible

Description

In-network

Out-of-network

Outpatient office visit to
a physician or
behavioral health
provider

$30 then the plan pays 100% per visit,
no deductible applies

60% per visit after deductible

Physician or behavioral
health provider
telemedicine
consultation

$30 then the plan pays 100% per visit,
no deductible applies

60% per visit after deductible

Outpatient telemedicine
cognitive therapy
consultations by a
physician or behavioral
health provider

Covered based on type of service and
provider from which itis received

Covered based on type of service and
provider from which itis received

Description

In-network

Out-of-network

Other outpatient

services including:

e Behavioral health
services in the
home

e Partial
hospitalization
treatment

e Intensive
outpatient
program

The cost share doesn’t
apply toin-network peer
counseling support
services

100% per visit, no deductible applies

60% per visit after deductible

Description

In-network

Out-of-network

Telemedicine provider
substancerelated
disorders consultation

Covered based on type of service and
provider from which itis received

Not covered




Clinical trials

Description

In-network

Out-of-network

Experimentalor
investigational
therapies

Covered basedon type of service and
where it is received

Covered basedon type of service and
where it is received

Routine patient costs

Covered based on type of service and
where it is received

Covered basedon type of service and
where it is received

Diabetic services, supplies, equipment, and self-care programs

Description

In-network

Out-of-network

Diabetic services

Covered based on type of service and
where it is received

Covered basedon type of serviceand
where it is received

Diabetic supplies

Covered based on type of service and
where it is received

Covered based on type of service and
where it is received

Diabetic equipment

Covered based on type of service and
where it is received

Covered based on type of service and
where it is received

Diabetic self-care
programs

Covered based on type of service and
where it is received

Covered based on type of service and
where it is received

Durable medical equipment (DME)

Description

In-network

Out-of-network

DME

80% per item after deductible

60% per item after deductible

Emergency services

Description

In-network

Out-of-network

Emergencyroom

$200 then the plan pays 100% per visit,

no deductible applies

Paid same as in-network

Non-emergency carein

a hospitalemergency
room

Not covered

Not covered

Emergency services important note: Out-of-network providers do not have a contract with us. However, for
out of network emergencies the federal No Surprises Act applies. Ifthe provider bills you for an amount above
your cost share, you are not responsible for payment of that amount. You should send the bill tothe address
on your ID card and we will resolve any payment issue with the provider. Make sure the member ID is on the
bill. If you are admitted tothe hospital for an inpatient stay right after you visit the emergency room, you will
not pay your emergency room cost share if you have one. You will pay the inpatient hospital cost share, ifany.

Habilitation therapy services
Physical (PT), occupational (OT) therapies

Description In-network Out-of-network
PT, OT therapies Covered basedon type of service and Covered based on type of service and
where it is received where it is received
Speech therapy (ST)
Description In-network Out-of-network




ST

Covered based on type of service and
where it is received

Covered based on type of serviceand
where it is received

Hearing aids

Description In-network Out-of-network
Hearing aids 80% per item after deductible 60% per item after deductible
Limit One per ear every 36 months One per ear every 36 months
Limit $2,500 $2,500

Home health care

A visit is a period of 4 hours or less

Description

In-network

Out-of-network

Home healthcare

80% per visit after deductible

60% per visit after deductible

Visit limit per year |

60

| 60

Home health careimportant note:
Intermittent visits are periodic and recurring visits that skilled nurses make to ensure your proper care. The
intermittent requirement may be waived to allow for coverage for up to 12 hours with a daily maximum of 3

visits.

Hospice care

Description In-network Out-of-network
Inpatient services - 80% after deductible 60% after deductible
roomand board

Description In-network Out-of-network

Outpatient services

80% per visit after deductible

60% per visit after deductible

Limit per lifetime

unlimited

unlimited

Hospice important note:

This includes part-time or infrequent nursing care by an R.N. or L.P.N. to care for you up to 8 hours a day. It
alsoincludes part-time or infrequent home health aide services to care for you up to 8 hours a day.

Hospital care

Description

In-network

Out-of-network

Inpatient services —
roomand board

80% after deductible

60% after deductible
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Infertility services
Basic infertility

Description

In-network

Out-of-network

Treatment of basic
infertility

Covered basedon type of service and
where it is received

Covered basedon type of service and
where it is received

Maternity and related newborn care

Includes complications

Description

In-network

Out-of-network

Inpatient services —
roomand board

80% per admission after deductible

60% per admission after deductible

Services performed in
physician or specialist
office or afacility

80% per visit after deductible

60% per visit after deductible

Other services and
supplies

80% after deductible

60% after deductible

Maternity and related newborn careimportant note:
Any cost share collected applies only to the delivery and postpartum care services provided by an OB, GYN or
OB/GYN. Review the Maternity section of the booklet. It will give you more information about coverage for

maternity care under this plan.

Oral and maxillofacial treatment (mouth, jaws and teeth)

Description

In-network

Out-of-network

Treatment of mouth,
jaws and teeth

Covered basedon type of service and
where it is received

Covered basedon type of service and
where it is received

Outpatient surgery

Description In-network Out-of-network
At hospital outpatient 80% per visit after deductible 60% per visit after deductible
department
At facility thatis not a 80% per visit after deductible 60% per visit after deductible
hospital
At the physician office Covered based on type of service and Covered basedon type of service and

where it is received

where it is received

Physician and specialist services
Physician services-general or family practitioner

Description

In-network

Out-of-network

Physician office hours
(not-surgical, not

$30 then the plan pays 100% per visit,
no deductible applies

60% per visit after deductible

preventive)
Physician surgical $30 then the plan pays 100% per visit, 60% per visit after deductible
services no deductible applies

Description In-network Out-of-network

Physician telemedicine

then the plan pays o per visit,
$30th he pl 100% isi

60% per visit after deductible
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consultation

| no deductible applies

Description

In-network

Out-of-network

Telemedicine provider
consultation

Basic medical services

Covered basedon type of service and
provider from which it is received

Not covered

Description

In-network

Out-of-network

Physician visit during
inpatient stay

80% per visit after deductible

60% per visit after deductible

Specialist

Description

In-network

Out-of-network

Specialist office hours
(not-surgical, not
preventive)

$60 then the plan pays 100% per visit,
no deductible applies

60% per visit after deductible

Specialist surgical
services

$60 then the plan pays 100% per visit,
no deductible applies

60% per visit after deductible

Description

In-network

Out-of-network

Specialist telemedicine
consultation

$60 then the plan pays 100% per visit,
no deductible applies

60% per visit after deductible

Description

In-network

Out-of-network

Telemedicine provider
consultation

Specialist services

Covered based on type of service and
provider from which it is received

Not covered

All other services not

shown above

Description

In-network

Out-of-network

All other services

80% per visit after deductible

60% per visit after deductible
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Preventive care

Description

In-network

Out-of-network

Preventive care services

100% per visit, no deductible applies

60% per visit after deductible

Breast feeding
counseling and support

100% per visit, no deductible applies

60% per visit after deductible

Breast feeding
counseling and support
limit

6 visits in a group or individual setting

Visits that exceed the limit are covered
under the physician services office visit

6 visits in a group or individual setting

Visits that exceed the limit are covered
under the physician services office visit

Breast pump,
accessories and supplies
limit

Electricpump: 1 every 1 year
Manual pump: 1 per pregnancy
Pump supplies and accessories: 1

purchase per pregnancy if not eligible to
purchase a new pump

Electric pump: 1 every 1 year
Manual pump: 1 per pregnancy
Pump supplies and accessories: 1

purchase per pregnancy if not eligible to
purchase a new pump

Breast pump waiting
period

Electricpump: 1 yeartoreplacean
existing electric pump

Electric pump: 1 yeartoreplacean
existing electric pump

Counseling for alcohol or
drug misuse

100% per visit, no deductible applies

60% per visit after deductible

Counseling for alcohol or
drug misuse visit limit

5 visits/12 months

5 visits/12 months

Counseling for obesity,
healthy diet

100% per visit, no deductible applies

60% per visit after deductible

Counseling for obesity,
healthy diet visit limit

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

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

Counseling for sexually
transmitted infection

100% per visit, no deductible applies

60% per visit after deductible

Counseling for sexually
transmitted infection
visit limit

2 visits/12 months

2 visits/12 months

Counseling for tobacco
cessation

100% per visit, no deductible applies

60% per visit after deductible

Counseling for tobacco
cessation visit limit

8 visits/12 months

8 visits/12 months

Family planning services
(female contraception
counseling)

100% per visit, no deductible applies

60% per visit after deductible

Family planning services
(female contraception
counseling) limit

Contraceptive counseling limited to 2
visits/12 months in a group or individual
setting

Contraceptive counseling limited to 2
visits/12 months in a group or individual
setting
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Immunizations

100%, no deductible applies

60% after deductible

Immunizations limit

Subject to any age limits provided for in
the comprehensive guidelines
supported by the Advisory Committee
on Immunization Practices of the
Centers for Disease Controland
Prevention

For details, contact your physician

Subject to any age limits provided for in
the comprehensive guidelines
supported by the Advisory Committee
on Immunization Practices of the
Centers for Disease Controland
Prevention

For details, contact your physician

Routine cancer
screenings

100% per visit, no deductible applies

60% per visit after deductible

Routine cancer
screening limits

Subject to any age, family history and
frequency guidelines as set forth in the
most current:

Evidence-based items that have a rating
of A or Bin the current
recommendations of the USPSTF

The comprehensive guidelines
supported by the Health Resources and
Services Administration

For more information contact your
physician or see the Contact us section

Subject to any age, family history and
frequency guidelines as set forth in the
most current:

Evidence-based items that have a rating
of Aor Bin the current
recommendations of the USPSTF

The comprehensive guidelines
supported by the Health Resources and
Services Administration

For more information contact your
physician or see the Contact us section

Generic preventive care
contraceptives (birth
control)

100%

100%

Preventive care drugs
and supplements

100%

100%

Preventive care drugs
and supplements limit

Subject to any sex, age, medical
condition, family history and frequency
guidelines as recommended by the
USPSTF

Subject to any sex, age, medical
condition, family history and frequency
guidelines as recommended by the
USPSTF

Preventive carerisk
reducing breast cancer
prescription drugs

100%

100%
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Preventive care risk
reducing breast cancer
prescription drugs limit

Subject to any sex, age, medical
condition, family history and frequency
guidelines as recommended by the
USPSTF

Subject to any sex, age, medical
condition, family history and frequency
guidelines as recommended by the
USPSTF

Preventive care tobacco
cessation prescription
drug

100%

100%

Routine lung cancer
screening

100% per visit, no deductible applies

60% per visit after deductible

Routine lung cancer
screening limit

1 screening every 12 months

Screenings that exceed this limit
covered as outpatient diagnostic testing

1 screening every 12 months

Screenings that exceed this limit
covered as outpatient diagnostic testing

Routine physical exam

100% per visit, no deductible applies

60% per visit after deductible

Routine physical exam
limits

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
Administrationfor children and
adolescents

Limited to 7 exams from age 0-1 year; 3
exams every 12 months age 1-2; 3
exams every 12 months age 2-3; and 1
exam every 12 months after that age,
up to age 22; 1 exam every 12 months
afterage 22

High risk Human Papillomavirus (HPV)
DNAtesting for woman age 30 and
older limited to 1 every 36 months

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
Administrationfor children and
adolescents

Limited to 7 exams from age 0-1 year; 3
exams every 12 months age 1-2; 3
exams every 12 months age 2-3; and 1
exam every 12 months after that age,
up to age 22; 1 exam every 12 months
afterage 22

High risk Human Papillomavirus (HPV)
DNAtesting for woman age 30 and
older limited to 1 every 36 months

Well woman GYN exam

100% per visit, no deductible applies

60% per visit after deductible

Well woman GYN exam
limit

Subject to any age and visit limits
provided for in the comprehensive
guidelines supported by the Health
Resources and Services Administration

Subject to any age and visit limits
provided for in the comprehensive
guidelines supported by the Health
Resources and Services Administration

Prosthetic Devices

Description

In-network

Out-of-network

Prosthetic devices

Covered based on type of service and
where it is received

Covered based on type of service and
where it is received

Reconstructive surgery and supplies

Including breast surgery

Description

In-network

Out-of-network

Surgery andsupplies

Covered based on type of service and
where it is received

Covered based on type of service and
where it is received
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Short-term rehabilitation services
A visit is equal to no more than 1 hour of therapy.

Cardiac rehabilitation

Description

In-network

Out-of-network

Cardiacrehabilitation

Covered basedon type of service and
where it is received

Covered basedon type of service and
where it is received

Pulmonary rehabilitation

Description

In-network

Out-of-network

Pulmonary rehabilitation

Covered based on type of serviceand
where it is received

Covered based on type of serviceand
where it is received

Cognitive rehabilitation

Description

In-network

Out-of-network

Cognitive rehabilitation

Covered based on type of serviceand
where it is received

Covered based on type of serviceand
where it is received

Physical, occupational and speech therapies

Description

In-network

Out-of-network

$30 then the plan pays 100% per visit,
no deductible applies

60% per visit after deductible

Physical, occupational and speech therapies

Description

In-network

Out-of-network

Visit limit per year

All therapies combined
In-network and out-of-
network combined

25

25

Spinal manipulation

Description

In-network

Out-of-network

$30 then the plan pays 100% per visit,
no deductible applies

60% per visit after deductible

Visit limit per year

In-network and out-of-
network combined

25

25

Skilled nursing facility

Description

In-network

Out-of-network

Inpatient services -
roomand board

80% per admission after deductible

60% per admission after deductible

Other inpatient services
and supplies

80% per admission after deductible

60% per admission after deductible
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Day limit per year 60

60

Tests, images and labs — outpatient
Diagnostic complex imaging services

Description

In-network

Out-of-network

80% per visit after deductible

60% per visit after deductible

Diagnostic lab work

Description

In-network

Out-of-network

100% per visit, no deductible applies

60% per visit after deductible

Diagnostic x-ray and other radiological services

Description In-network Out-of-network
100% per visit, no deductible applies 60% per visit after deductible
Therapies
Chemotherapy
Description In-network Out-of-network
Chemotherapyservices | Covered based on type of serviceand Covered based on type of service and

where it is received

where it is received

Gene-based, cellular and other innovative therapies (GCIT)

Description

In-network (GCIT-designated
facility/provider)

Out-of-network
(Including providers who are otherwise
part of Aetna’s network but are not
GCIT-designated facilities/providers)

Services and supplies

Covered based on type of service and
where it is received

Not covered

Gene therapy products,
prescription drugs

S60 then the plan pays 100% per visit,
no deductible applies

Not covered

Infusion therapy
Outpatient services

Description

In-network

Out-of-network

In physician office

$60 then the plan pays 100% per visit,
no deductible applies

60% per visit after deductible

At an infusion location

Covered based on type of service and
where it is received

Covered basedon type of service and
where it is received

In the home

$60 then the plan pays 100% per visit,
no deductible applies

60% per visit after deductible

At hospital outpatient
department

80% per visit after deductible

60% per visit after deductible

At facility thatis not a
hospital

80% per visit after deductible

60% per visit after deductible
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Radiation therapy

Description

In-network

Out-of-network

Radiationtherapy

Covered based on type of service and

where it is received

Covered based on type of service and
where it is received

Respiratory therapy

Description

In-network

Out-of-network

Respiratorytherapy

Covered based on type of serviceand

where it is received

Covered based on type of service and
where it is received

Transplant services

Description

In-network (1OE facility)

Out-of-network
(Includes providers who are otherwise
part of Aetna’s network but are non-10E
providers)

Inpatient services and
supplies

80% per transplant after deductible

60% per transplant after deductible

Physician services

Covered basedon type of service and

where it is received

Covered based on type of service and
where it is received

Urgent care services

At a freestanding facility or provider that is not a hospital
A separate urgent care cost share will apply for eachvisit to an urgent care facility or provider

Description

In-network

Out-of- network

Urgent care facility

then the plan pays 6 per visit,
$75 then the pl 100% isi

no deductible applies

60% per visit after deductible

Non-urgent use of an
urgent care facility or
provider

Not covered

Not covered

Walk-in clinic

Not all preventive care services are available at a walk-in clinic. All services are available from a network

physician.

Description

Designated network

Non-designated
network

Out-of-network

Non-emergency services

100% per visit, no
deductible applies

$30 then the plan pays
100% per visit, no
deductible applies

60% per visit after
deductible

Preventive care
immunizations

100% per visit, no
deductible applies

100% per visit, no
deductible applies

60% per visit after
deductible

Immunization limits

Subject to any ageand
frequency limits provided
for in the comprehensive
guidelines supported by
the Advisory Committee
on Immunization
Practices of the Centers

Subject to any ageand
frequency limits provided
for in the comprehensive
guidelines supported by
the Advisory Committee
on Immunization Practices
of the Centers for Disease

Subject to any ageand
frequency limits provided
for in the comprehensive
guidelines supported by
the Advisory Committee
on Immunization
Practices of the Centers
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for Disease Controland
Prevention

For details, contact your
physician

Control and Prevention

For details, contact your
physician

for Disease Controland
Prevention

For details, contact your
physician

Preventive screening
and counseling services

100% per visit, no
deductible applies

100% per visit, no
deductible applies

60% per visit after
deductible

Preventive screening
and counseling limits

See the Preventive care
services section of the
schedule

See the Preventive care
services section of the
schedule

See the Preventive care
services section of the
schedule

Telemedicine
consultation for non-
emergency services
through a walk-in clinic

100% per visit, no
deductible applies

Covered basedon type of
service and where it is
received

Not covered

Telemedicine
consultation for
preventive screening
and counseling services
through a walk-in clinic

100% per visit, no
deductible applies

Covered based on type of
service and where it is
received

Not covered

Important Note:
Key terms

Designated network provider
A network provider listed inthe directory under Best Results for your plan as a provider for your plan.

Non-designated network provider
A providerlistedin the directory under the All other results tab as a provider for your plan.
See the Contact us sectionif you have questions.

You will pay less cost share when you use a designated network walk-in clinic provider. Non-designated
network walk-in clinic providers are available toyou, but the cost share will be at a higher level when these

providers are used.

19




LAZER SPOT, INC. PRESCRIPTION DRUG ADDENDUM

YOUR COVERAGE FOR OUTPATIENT PRESCRIPTION DRUGS

What this section includes:
m  Benefits available for Prescription Drug Products.

m  How to utilize the retail and mail order service for obtaining Prescription Drug
Products.

m  Any Benefit limitations and exclusions that exist for Prescription Drug Products.

m  Definitions of terms used throughout this section related to the Prescription Drug
Product Plan.

Schedule of Benefits

Prescription Drug Product Coverage Highlights

The table below provides an overview of the Plan's Prescription Drug Product coverage. It
includes Copay amounts that apply when you have a prescription filled at a Network or non-
Network Pharmacy after you meet the Annual Prescription Drug Deductible. For detailed
descriptions of your Benefits, refer to Rezai/ and Mail Order in this section.

Note: An Annual Prescription Drug Deductible of $200 for Individual and $600 for Family
applies to your Network Benefits and Non-Network Benefits combined, which is separate
from the Annual Deductible for your medical coverage. Copays do not apply toward the
Annual Prescription Drug Deductible.

Note: An Annual Out-of-Pocket Maximum applies to your Network Benefits and Non-
Network Benefits combined, which is combined with the Out-of-Pocket Maximum for your
medical coverage. Copays apply toward the Annual Out-of-Pocket Maximum. The Annual
Prescription Drug Deductible is included with the Annual Out-of-Pocket Maximum.

Coupons: The plan administered by Navitus may not permit certain coupons or offers from
pharmaceutical manufacturers to reduce your Copayment and/or Coinsurance or apply to
your Annual Drug Deductible. You may access information on which coupons or offers are
not permitted through the Internet at www.navitus.com or by calling the number on your
ID card.

Ifa Brand-name Drug Becomes Available as a Genetic

If a Brand-name Prescription Drug Product becomes available as a Generic drug, the tier
placement of the Brand-name Prescription Drug Product may change. As a result, your
coverage and/or Copay may change.

Network Pharmacy Notification

When Prescription Drug Products are dispensed at a Network Pharmacy, the prescribing
provider, the pharmacist, or you are responsible for notifying Navitus.
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Non-Network Pharmacy Notification

When Prescription Drug Products are dispensed at a non-Network Pharmacy, you or your
Physician are responsible for notifying Navitus as required.

If the plan is not notified before the Prescription Drug Product is dispensed, you may pay
more for that Prescription Drug Product order or refill. You will be required to pay for the
Prescription Drug Product at the time of purchase. The Prescription Drug Products
requiring prior authorization are subject to Navitus's periodic review and modification. You
may determine whether a particular Prescription Drug Product requires prior authorization
through the Internet at www.navitus.com or by calling the telephone number on your ID
card.

If the plan is not notified before the Prescription Drug Product is dispensed, you can ask to
consider reimbursement after you receive the Prescription Drug Product. You will be
required to pay for the Prescription Drug Product at the pharmacy. The contracted
pharmacy reimbursement rates (our Prescription Drug Charge) will not be available to you at
a non-Network Pharmacy. You may seek reimbursement from the Plan by submitting a
claim to: Navitus, Attn: Claims, P.O. Box 999, Appleton, W1 54912.

When you submit a claim on this basis, you may pay more because you did not notify us
before the Prescription Drug Product was dispensed. The amount you are reimbursed will
be based on the Prescription Drug Charge (for Prescription Drug Products from a Network
Pharmacy), less the required Copayment and/or Coinsurance and any Deductible that
applies.

To determine if a Prescription Drug Product requires notification, either visit
www.navitus.com or call the number on your ID card. Prescription Drug Products
requiring notification are subject to periodic review and modification.

Benefits may not be available for the Prescription Drug Product after Navitus reviews the
documentation provided and determines that the Prescription Drug Product is not a
Covered Health Service, or it is an Experimental or Investigational or Unproven Service.

The plan may also require notification for certain programs which may have specific
requitements for patticipation and/or activation of an enhanced level of Benefits associated
with such programs. You may access information on available programs and any applicable
notification, participation or activation requirements associated with such programs through
the Internet at www.navitus.com or by calling the number on your ID card.
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Premier POS Plan and Standard POS Plan Coverage Highlights

Predominant
Covered Health | Prescription Drug Charge Payable by the Plan: Reimbursement Rate
Services Payable by the Plan:
Level 1 Network Level 2 Network Non-Network

Retail - up to a 100% after you meet the $200 Individual or $600 Family Prescription Drug

30-day supply Deductible and pay a:

m  Generic Drug | ¢10 Copay, no deductible | $20 Copay, no deductible | $10 Copay, no deductible

m Preferred $35 Copay $45 Copay $35 Copay
Brand Drug

m  Non-Preferred $60 Copay $70 Copay $60 Copay
Brand Drug

m  Specialty $110 Copay Not Covered Not Covered
Drugs

Mail order - up 100% after you meet the

to a 90-day supply Prescription Drug Not Covered Not Covered

Deductible and pay a:

m  Generic Drug | ¢25 Copay, no deductible Not Covered Not Covered

m  Preferred $87 Copay Not Covered Not Covered
Brand Drug

m  Non-Preferred $150 Copay Not Covered Not Covered
Brand Drug

You, your Physician or your pharmacist must notify Navitus to receive full Benefits for certain
Prescription Drug Products. Otherwise, you may pay more out-of-pocket. See Notification Requirements
in this section for details.

ZYou are not responsible for paying a Copayment and/or Coinsurance for Preventive Care
Medications. Benefits for Preventive Care Medications are not subject to payment of the Annual
Prescription Drug Products Deductible.

3Note: When a generic is available, but the pharmacy dispenses the brand-name medication for any
reason, you will pay the difference between the brand-name medication and the generic plus the
brand copayment.

‘Note: The Coordination of Benefits provision (COB) applies to covered Prescription Drug
Products as described in this section. Benefits for Prescription Drug Products will be
coordinated with those of any other health plan in the same manner as Benefits for Covered
Health Services described in this SPD.
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Identification Card (ID Card) - Network Pharmacy

You must either show your ID card at the time you obtain your Prescription Drug Product
at a Network Pharmacy or you must provide the Network Pharmacy with identifying
information that can be verified by Navitus during regular business hours.

If you don't show your ID card or provide verifiable information at a Network Pharmacy,
you will be required to pay the Usual and Customary Charge for the Prescription Drug at the
pharmacy.

You may seck reimbursement from the Plan. When you submit a claim on this basis, you
may pay more because you failed to verify your eligibility when the Prescription Drug
Product was dispensed. The amount you are reimbursed will be based on the Prescription
Drug Charge, less the required Copayment and/or Coinsurance, and any deductible that
applies.

Submit your prescription drug claim to:

Navitus
P.O. Box 999
Appleton, WI 54912

Benefit Levels

Benefits are available for outpatient Prescription Drug Products that are considered Covered
Health Services.

The Plan pays Benefits at different levels for tier-1, tier-2 and tier-3 Prescription Drug
Products. All Prescription Drug Products covered by the Plan are categorized into these
three tiers on the Prescription Drug List (PDL). Specialty Prescription Drug Products are
included in their own category. The tier status of a Prescription Drug Product can change
periodically, generally quarterly, based on the Prescription Drug List Management
Committee's periodic tiering decisions. When that occurs, you may pay more or less for a
Prescription Drug Product, depending on its tier assignment. You may also be responsible
for the full cost of the non-formulary, non-covered products that are removed from
coverage Since the PDL may change periodically, you can visit www.navitus.com or call
the number on your ID card for the most current information.

Each tier is assigned a Copay, which is the amount you pay after you have met the Annual
Prescription Drug Deductible, if applicable, when you visit the pharmacy or order your
medications through mail order. Your Copay will also depend on whether or not you visit
the pharmacy or use the mail order service - see the table shown at the beginning of this
section for further details. Here's how the tier system works:

m  Tier-1 is your lowest Copay option. For the lowest out-of-pocket expense, you should
consider tier-1 drugs if you and your Physician decide they are appropriate for your
treatment.

m Tier-2 is your middle Copay option. Consider a tier-2 drug if no tier-1 drug is available to
treat your condition.

4 OUTPATIENT PRESCRIPTION DRUGS



LAZER SPOT, INC. PRESCRIPTION DRUG ADDENDUM

m  Tier-3 is your highest Copay option. The drugs in tier-3 are usually more costly.
Sometimes there are alternatives available in tier-1 or tier-2.

For Prescription Drug Products at a retail Network Pharmacy, you are responsible for
paying the lower of:

m The applicable Copay.
m  The Network Pharmacy's Usual and Customary Charge for the Prescription Drug.
m  The Prescription Drug Charge that Navitus agreed to pay the Network Pharmacy.

For Prescription Drug Products from a mail order Network Pharmacy, you are responsible
for paying the lower of:

m  The applicable Copay.

m  The Prescription Drug Charge for that particular Prescription Drug.

Copay Max Plus Program for Specialty Medications

In order to provide a comprehensive and cost-effective prescription drug program for you
and your family, The plan includes the Copay Max Plus Program for certain specialty
medications. The Copay Max Plus Program assists members by helping them enroll in
manufacturer copay assistance programs.

Copay assistance is a process in which drug manufacturers provide financial support to
patients by covering all or most of the patient cost share for select medications - in
particular, specialty medications. The Copay Max Plus Program will assist members in
obtaining copay assistance from drug manufacturers to reduce a member’s cost share for
eligible medications thereby reducing out-of-pocket expenses. Participation in the program
requires certain data to be shared with the administrators of these copay assistance
programs, but this is done in compliance with HIPAA.

If you take one or more medications included in the Copay Max Plus Program Drug List,
you will be contacted with specific information about the program as it pertains to your
medication.

All eligible members will be automatically enrolled in the Copay Max Plus program..

Some manufacturers require you to sign up to take advantage of the copay assistance that
they provide for their medications — in that case, you must speak to someone at Navitus at
1-866-333-2757 to provide any additional information needed to enroll in the copay
program. Navitus will also contact you if you are required to enroll in the copay assistance
for any medication that you take.

If you or a covered family member start a new medication covered under the Copay Max
Plus Program, you can reach out to Navitus or they will proactively contact you so that you
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can take full advantage of the Copay Max Plus program. Navitus can be reached at 1-866-
333-2757 to address any questions regarding the Copay Max Plus Program.

The Copay Max Plus Program Drug List may be updated periodically by the Plan.

Copayments for these medications, whether made by you, your plan, or a manufacturer’s
copay assistance program, will not count toward your plan deductible.

Because certain specialty medications do not qualify as “essential health benefits” under the
Affordable Care Act, member cost share payments for these medications, whether made by
you or a manufacturer copayment assistance program, do not count towards the Plan’s out-
of-pocket maximum. A list of specialty medications that are not considered to be “essential
health benefits” is available. An exception process is available for determining whether a
medication that is not an essential health benefit is medically necessary for a particular
individual.

Retail

The Plan has a Network of participating retail pharmacies, which includes many large drug
store chains. You can obtain information about Network Pharmacies by contacting the
number on your ID card or by logging onto www.navitus.com.

To obtain your prescription from a retail pharmacy, simply present your ID card and pay the
Copay, after meeting the Annual Prescription Drug Deductible. The Plan pays Benefits for
certain covered Prescription Drug Products:

m  As written by a Physician.

m  Up to a consecutive 30-day supply, unless adjusted based on the drug manufacturer's
packaging size or based on supply limits.

m  When a Prescription Drug is packaged or designed to deliver in a manner that provides
more than a consecutive 30-day supply, the Copay that applies will reflect the number of
days dispensed.

m A one-cycle supply of an oral contraceptive. You may obtain up to three cycles at one
time if you pay the Copay for each cycle supplied.

If you purchase a Prescription Drug from a non-Network Pharmacy, you will be required to
pay full price and will need to request reimbursement under the Plan.

Note: Pharmacy Benefits apply only if your prescription is for a Covered Health Service,
and not for Experimental or Investigational, or Unproven Services. Otherwise, you are
responsible for paying 100% of the cost.

Mail Order

The mail order service may allow you to purchase up to a 90-day supply of a covered
maintenance drug through the mail. Maintenance drugs help in the treatment of chronic
illnesses, such as heart conditions, allergies, high blood pressure, and arthritis.
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To use the mail order service, all you need to do is complete a patient profile and enclose
your Prescription Order or Refill. Your medication, plus instructions for obtaining refills,
will arrive by mail about 14 days after your order is received. If you need a patient profile
form, or if you have any questions, you can call the number on your ID card.

The Plan pays mail order Benefits for certain covered Prescription Drug Products:

m  As written by a Physician.

m  Up to a consecutive 90-day supply, unless adjusted based on the drug manufacturer's
packaging size or based on supply limits.

You may be required to fill an initial Prescription Drug Product order and obtain one refill
through a retail pharmacy prior to using a mail order Network Pharmacy.

Note: To maximize your Benefit, ask your Physician to write your Prescription Order or
Refill for a 90-day supply, with refills when appropriate. You will be charged a mail order
Copay for any Prescription Order or Refill if you use the mail order service, regardless of the
number of days' supply that is written on the order or refill. Be sure your Physician writes
your mail order or refill for a 90-day supply, not a 30-day supply with three refills.

Benefits for Preventive Care Medications

Benefits under the Prescription Drug Plan include those for Preventive Care Medications.
You may determine whether a drug is a Preventive Care Medication through the internet at
www.navitus.com or by calling the number on your ID card.

Want to lower your out-of-pocket Prescription Drug costs?
Consider tier-1 Prescription Drug Products, if you and your Physician decide they are
appropriate.

Assigning Prescription Drug Products to the PDL

Navitus's Prescription Drug List (PDL) Management Committee is authorized to make tier
placement changes on the plan's behalf. The PDL Management Committee makes the final
classification of an FDA-approved Prescription Drug Product to a certain tier by considering
a number of factors including, but not limited to clinical and economic factors. Clinical
factors may include, but are not limited to, evaluations of the place in therapy, relative safety
or relative efficacy of the Prescription Drug Product, as well as whether certain supply limits
or notification requirements should apply. Economic factors may include, but are not limited
to, the Prescription Drug Product's acquisition cost including, but not limited to, available
rebates and assessments on the cost effectiveness of the Prescription Drug Product.

Some Prescription Drug Products are most cost effective for specific indications as
compared to others, therefore, a Prescription Drug Product may be listed on multiple tiers
according to the indication for which the Prescription Drug Product was prescribed, or
according to whether it was prescribed by a Specialist Physician.
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The PDL Management Committee may periodically change the placement of a Prescription
Drug Product among the tiers. These changes generally will occur quarterly. These changes
may occur without prior notice to you.

When considering a Prescription Drug Product for tier placement, the PDL Management
Committee reviews clinical and economic factors regarding Covered Persons as a general
population. Whether a particular Prescription Drug Product is appropriate for an individual
Covered Person is a determination that is made by the Covered Person and the prescribing
Physician.

Note: The tier status of a Prescription Drug Product may change periodically based on the
process described above. As a result of such changes, you may be required to pay more or
less for that Prescription Drug Product. Please access www.navitus.com through the
Internet or call the number on your ID card for the most up-to-date tier status.

Prescription Drug, Prescription Drug List (PDL), and Prescription Drug List (PDL)
Management Committee are defined at the end of this section.

Prescription Drug List (PDL)

The Prescription Drug List (PDL) is a tool that helps guide you and your Physician in
choosing the medications that allow the most effective and affordable use of your
Prescription Drug Benefit.

Prescription Drug Benefit Claims

For Prescription Drug Product claims procedures, please submit to Navitus, Attn: Claims,
P.O. Box 999, Appleton, W1 54912.

Limitation on Selection of Pharmacies

If the plan determines that you may be using Prescription Drug Products in a harmful or
abusive manner, or with harmful frequency, your selection of Network Pharmacies may be
limited. If this happens, the plan may require you to select a single Network Pharmacy that
will provide and coordinate all future pharmacy services. Benefits will be paid only if you use
the designated single Network Pharmacy. If you don't make a selection within 31 days of the
date the Plan Administrator notifies you, Navitus will select a single Network Pharmacy for
you.

Supply Limits

Benefits for Prescription Drug Products are subject to supply limits as stated in the table
under the heading Prescription Drug Product Coverage Highlights. For a single Copayment and/or
Coinsurance, you may receive a Prescription Drug Product up to the stated supply limit.
Whether or not a Prescription Drug Products has a supply limit is subject to Navitus's
periodic review and modification.

Note: Some products are subject to additional supply limits based on criteria that the Plan
Administrator and Navitus have developed, subject to periodic review and modification. The
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limit may restrict the amount dispensed per Prescription Order or Refill and/or the amount
dispensed per month's supply.

Special Programs
Exclusive Specialty Network

You must use a Navitus Specialty Pharmacy, i.e., Lumicera or Walgreens Specialty for all
specialty pharmacy medication needs. These drugs are subject to the standard retail
copayments listed at the beginning of this Owutpatient Prescription Drug section.

Diabetic Supplies and Medications

You will receive diabetic supplies and medications once the annual deductible has been met
for the calendar year.

Rebates and Other Discounts

Navitus and Lazer Spot, Inc. may, at times, receive rebates for certain drugs on the PDL,
including those drugs that you purchase prior to meeting your Annual Drug Deductible. The
Plan does not pass these rebates on to you, nor are they applied to the Annual Drug
Deductible or Annual Drug Out-of-Pocket Maximum or taken into account in determining
your Copays.

Coupons, Incentives and Other Communications

Navitus may send mailings to you or your Physician that communicate a variety of messages,
including information about Prescription Drug Products. These mailings may contain
coupons or offers from pharmaceutical manufacturers that allow you to purchase the
described Prescription Drug at a discount or to obtain it at no charge. Pharmaceutical
manufacturers may pay for and/or provide the content for these mailings. Only your
Physician can determine whether a change in your Prescription Order or Refill is appropriate
for your medical condition.

How to Apply for an Exception

If an excluded drug is prescribed for a specific medical condition, you may qualify for an
exception. To request an exception, submit a letter to Navitus from your doctor stating the
medical condition that requires the non-covered drug and the length of projected use. The
maximum time for which a letter can justify an exception is 12 months. If your exception is
approved, you will be able to purchase your prescription at your local Network pharmacy or
by mail order by paying the applicable Copay or Coinsurance amount.

Exclusions - What the Prescription Drug Plan Will Not Cover
Exclusions from coverage listed in the Medical plan also apply to this section. In addition,

the exclusions listed below apply.

When an exclusion applies to only certain Prescription Drug Products, you can access
www.navitus.com through the Internet or by calling the number on your ID card for
information on which Prescription Drug Products are excluded.
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Medications that are:

1.

10.

11.

12.

For any condition, Injury, Sickness or mental illness arising out of, or in the course of,
employment for which benefits are available under any workers' compensation law or
other similar laws, whether or not a claim for such benefits is made or payment or
benefits are received.

Any Prescription Drug Product for which payment or benefits are provided or available
from the local, state or federal government (for example Medicare) whether or not
payment or benefits are received, except as otherwise provided by law.

Available over-the-counter that do not require a Prescription Order or Refill by federal
or state law before being dispensed, unless the Plan Administrator has designated over-
the-counter medication as eligible for coverage as if it were a Prescription Drug Product
and it is obtained with a Prescription Order or Refill from a Physician. Prescription Drug
Products that are available in over-the-counter form or comprised of components that
are available in over-the-counter form or equivalent. Certain Prescription Drug Products
that the Plan Administrator has determined are Therapeutically Equivalent to an over-
the-counter drug. Such determinations may be made up to six times during a calendar
year, and the Plan Administrator may decide at any time to reinstate Benefits for a
Prescription Drug Product that was previously excluded under this provision.

Compounded drugs that do not contain at least one ingredient that has been approved
by the U.S. Food and Drug Administration (FD.A) and requires a Prescription Order or
Refill. Compounded drugs that contain a non-FD.A approved bulk chemical.
Compounded drugs that are available as a similar commercially available Prescription
Drug Product. (Compounded drugs that contain at least one ingredient that requires a
Prescription Order or Refill are assigned to Tier-3.)

Dispensed outside of the United States, except in an Emergency.

Durable Medical Equipment (prescribed and non-prescribed outpatient supplies, other
than the diabetic supplies and inhaler spacers specifically stated as covered).

Growth hormone (for children with familial short stature short stature based upon
heredity and not caused by a diagnosed medical condition).

The amount dispensed (days' supply or quantity limit) which exceeds the supply limit.)

The amount dispensed (days' supply or quantity limit) which is less than the minimum
supply limit.)

Certain new drugs and/or new dosages, until they are reviewed and assigned to a tier by
the PDL Management Committee.

Prescribed, dispensed or intended for use during an Inpatient Stay.

Prescribed for appetite suppression, and other weight loss products.
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13. Prescribed to treat infertility.

14. Prescription Drug Products, including new Prescription Drug Products or new dosage
forms, that Navitus and Lazer Spot, Inc. determines do not meet the definition of a
Covered Health Service.

85. Prescription Drug Products that contain (an) active ingredient(s) available in and
Therapeutically Equivalent to another covered Prescription Drug Product.

16. Prescription Drug Products that contain (an) active ingredient(s) which is (are) a
modified version of and Therapeutically Equivalent to another covered Prescription
Drug Product.

97. Typically administered by a qualified provider or licensed health professional in an
outpatient setting. (This exclusion does not apply to Depo Provera and other injectable
drugs used for contraception.)

18. Unit dose packaging of Prescription Drug Products.

19. Used for conditions and/or at dosages determined to be Experimental or
Investigational, or Unproven, unless Navitus and Lazer Spot, Inc. have agreed to cover.

100.  Used for cosmetic purposes.

111.  Prescription Drug Product as a replacement for a previously dispensed Prescription
Drug that was lost, stolen, broken or destroyed.

122, General vitamins, except for the following which require a prescription:

- Prenatal vitamins.
- Vitamins with fluoride.
- Single entity vitamins.

23. Any product for which the primary use is a source of nutrition, nutritional supplements,
or dietary management of disease, and prescription medical food products even when
used for the treatment of Sickness or Injury.

24. Dental products, including but not limited to prescription fluoride topicals.

Glossary - Outpatient Prescription Drugs

Annual Drug Deductible (or Prescription Drug Deductible) - the amount that you are
required to pay for covered Prescription Drug Products in a calendar year before the Plan
begins paying for Prescription Drug Products. The Annual Prescription Drug Deductible is
shown in the table at the beginning of this section.

Brand-name - a Prescription Drug Product: (1) which is manufactured and marketed under
a trademark or name by a specific drug manufacturer; or (2) that Navitus identifies as a
Brand-name product, based on available data resources including, but not limited to, Medi-
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Span, that classify drugs as either brand or generic based on a number of factors. You should
know that all products identified as a "brand name" by the manufacturer, pharmacy, or your
Physician may not be classified as Brand-name by Navitus.

Chemically Equivalent - when Prescription Drug Products contain the same active
ingredient.

Generic - a Prescription Drug Product: (1) that is Chemically Equivalent to a Brand-name
drug; or (2) that Navitus identifies as a Generic product based on available data resources
including, but not limited to, Medi-Span, that classify drugs as either brand or generic based
on a number of factors. You should know that all products identified as a "generic" by the
manufacturer, pharmacy or your Physician may not be classified as a Generic by Navitus.

Network Pharmacy - a pharmacy that has:

m Entered into an agreement with Navitus or an organization contracting on its behalf to
provide Prescription Drug Products to Covered Persons.

m  Agreed to accept specified reimbursement rates for dispensing Prescription Drug
Products.

m  Been designated by Navitus as a Network Pharmacy.

New Prescription Drug Product - a Prescription Drug Product or new dosage form of a
previously approved Prescription Drug Product, for the period of time starting on the date
the Prescription Drug Product or new dosage form is approved by the U.S. Food and Drug
Adpinistration (FDA) and ending on the date it is assigned to a tier by Navitus's PDL
Management Committee.

Out-of-Pocket Drug Maximum - the maximum amount you are required to pay for
covered Prescription Drug Products in a single year. Refer to the Outpatient Prescription
Drug Benefit Information table for details about how the Out-of-Pocket Drug Maximum
applies.

PDL - see Prescription Drug List (PDL).

PDL Management Committee - see Prescription Drug List (PDL) Management
Committee.

Predominant Reimbursement Rate - the amount the Plan will pay to reimburse you for a
Prescription Drug Product that is dispensed at a non-Network Pharmacy. The Predominant
Reimbursement Rate for a particular Prescription Drug Product dispensed at a non-Network
Pharmacy includes a dispensing fee and any applicable sales tax. Navitus calculates the
Predominant Reimbursement Rate using its Prescription Drug Charge that applies for that
particular Prescription Drug Product at most Network Pharmacies.

Prescription Drug Charge - the rate Navitus has agreed to pay its Network Pharmacies,
including the applicable dispensing fee and any applicable sales tax, for a Prescription Drug
dispensed at a Network Pharmacy.
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Prescription Drug List (PDL) - a list that categorizes into tiers medications, products or
devices that have been approved by the U.S. Food and Drug Administration. This list is subject
to Navitus's periodic review and modification (generally quarterly. You may determine to
which tier a particular Prescription Drug Product has been assigned by contacting Navitus at
the number on your ID card or by logging onto www.navitus.com.

Prescription Drug List (PDL) Management Committee - the committee that Navitus
designates for, among other responsibilities, classifying Prescription Drug Products into
specific tiers.

Prescription Drug Product - a medication, product or device that has been approved by
the U.S. Food and Drug Administration (FD.A) and that can, under federal or state law, only be
dispensed only pursuant to a Prescription Order or Refill. A Prescription Drug Product
includes a medication that, due to its characteristics, is appropriate for self-administration or
administration by a non-skilled caregiver. For purposes of Benefits under this Plan, this
definition includes:

m Inhalers (with spacers).
m Insulin.
m  The following diabetic supplies:

- Insulin syringes with needles.

- Blood-testing strips - glucose.

- Urine-testing strips - glucose.

- Ketone-testing strips and tablets.

- Lancets and lancet devices.

- Insulin pump supplies, including infusion sets, reservoirs, glass cartridges, and
insertion sets.

- Glucose monitors.

Prescription Order or Refill - the directive to dispense a Prescription Drug Product issued
by a duly licensed health care provider whose scope of practice permits issuing such a
directive.

Preventive Care Medications - the medications that are obtained at a Network Pharmacy
with a Prescription Order or Refill from a Physician and that are payable at 100% of the
Prescription Drug Charge (without application of any Copayment, Coinsurance, Annual
Deductible, Annual Drug Deductible or Specialty Prescription Drug Product Annual
Deductible) as required by applicable law under any of the following:

m Evidence-based items or services that have in effect a rating of "A" or "B" in the current
recommendations of the United States Preventive Services Task Force.

m  With respect to infants, children and adolescents, evidence-informed preventive care and
screenings provided for in the comprehensive guidelines supported by the Health
Resources and Services Administration.
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m  With respect to women, such additional preventive care and screenings as provided for
in comprehensive guidelines supported by the Health Resources and Services Administration.

You may determine whether a drug is a Preventive Care Medication through the internet at
www.navitus.com or by calling the number on your ID card.

Therapeutically Equivalent - when Prescription Drug Products have essentially the same
efficacy and adverse effect profile.

Usual and Customary Charge - the usual fee that a pharmacy charges individuals for a
Prescription Drug Product without reference to reimbursement to the pharmacy by third
parties. The Usual and Customary Charge includes a dispensing fee and any applicable sales

tax.
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Assistive Technology

Persons using assistive technology may not be able to fully access the following information. For assistance,
please call 1-888-982-3862.

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, or disability.

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 1-888-
982-3862.

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

Civil Rights Coordinator,

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA 93779),
1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 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.hhs.gov/ocr/portal/lobby.jsf, or at: U.S. Department of
Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
or at 1-800-368-1019, 800-537-7697 (TDD).

Aetna is the brand name used for products and services provided by one or more of the Aetna group of subsidiary

companies, including Aetna Life Insurance Company, Coventry Health Care plans and their affiliates (Aetna).


http://epubdms.aetna.com/otcsdav/nodes/347011804/CRCoordinator%40aetna.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Language Assistance

TTY: 711

To access language services at no cost to you, call 1-888-982-3862.

Para acceder a los servicios de idiomas sin costo, llame al 1-888-982-3862. (Spanish)
IMERREEER. 5EE 1-888-982-3862, (Chinese)

Afin d'accéder aux services langagiers sans frais, composez le 1-888-982-3862. (French)

Para ma-access ang mga serbisyo sa wika nang wala kayong babayaran, tumawag sa 1-888-982-3862.
(Tagalog)

T'aa ni nizaad k'ehji bee nikd a‘doowot doo baah ilinigdd koijj’ hm”gll-888—982—3862 (Navajo)

Um auf fur Sie kostenlose Sprachdienstleistungen zuzugreifen, rufen Sie 1-888-982-3862 an. (German)
Pér shérbime pérkthimi falas pér ju, telefononi 1-888-982-3862. (Albanian)
PR7E A1APTT PANEL ATITTHE (1 1-888-982-3862 LLM+X:: (Amharic)

(Arabic) .1-888-982-3862 ai il e Juai¥) ela Hl) (AdlSH (ol ¢ 50 4y galll ool e () guaall

Utddun (Ekquljut swnwjnipniuibphg oqgunybint hwdwnp quuquhwpkp 1-888-982-3862
htnwinuwhwdwnpny: (Armenian)

Kugira uronke serivisi z’'indimi atakiguzi, hamagara 1-888-982-3862 (Bantu)

SR IAP[EIC ST FHAET A T A3 THIABENR( T F9: 1-888-982-3862 | (Bengali)

Ngadto maakses ang mga serbisyo sa pinulongan alang libre, tawagan sa 1-888-982-3862. (Bisayan-
Visayan)

sobmeshhd meclrpes veoed smasneosniaoond &

o9, 9dieol <ol (Burmese)

Per accedir a serveis lingtistics sense cap cost per voste, telefoni al 1-888-982-3862. (Catalan)
Para un hago' i setbision lengguahi ni dibatde para hagu, agang 1-888-982-3862. (Chamorro)

GYo0d SOhADJ]I GOL6°/] L ATo0d JGEGWU AbY, OQPADWGED 1-888-982-3862.
(Cherokee)

Anumpa tohsholi | toksvli ya peh pilla ho ish | paya hinla, | paya 1-888-982-3862. (Choctaw)
Tajaajiiloota afaanii garuu bilisaa ati argaachuuf,bilbili 1-888-982-3862. (Cushite-Oromo)
Voor gratis toegang tot taaldiensten, bell 1-888-982-3862. (Dutch)

Pou jwenn sévis lang gratis, rele 1-888-982-3862. (French Creole-Haitian)



o VOl ETILKOLVWVNOETE XWPIC XPEWON LE TO KEVTPO UTOOTNPLENG TTEAATWY OTh YAWOOoO 0,
tAsdwvnote otov aplBud 1-888-982-3862. (Greek)

dHR 518 %ldell WY dlell dNLefl Aaidlefl usly Ui, sld $20 1-888-982-3862. (Gujarati)

No ka wala‘au ‘ana me ka lawelawe ‘Olelo e kahea aku i kéia helu kelepona 1-888-982-3862. Kaki ‘ole
‘ia kéia kokua nei. (Hawaiian)

31T ATT SToIT HIAT PIHAT b HTST FATHT T START A B 1T, 1-888-982-3862 T dhlel i | (Hindi)
Xav tau kev pab txhais lus tsis muaj ngi them rau koj, hu 1-888-982-3862. (Hmong)
lji nwetadhere na oru gasj asusu n'efu, kpoo 1-888-982-3862. (Ibo)

Tapno maaksesyo dagiti serbisio maipapan iti pagsasao nga awan ti bayadanyo, tawagan ti 1-888-982-
3862. (llocano)

Untuk mengakses layanan bahasa tanpa dikenakan biaya, hubungi 1-888-982-3862. (Indonesian)

Per accedere ai servizi linguistici, senza alcun costo per lei, chiami il numero 1-888-982-3862 (Italian)

cnosfmpegiaffmonicienmord d:oof oneSoo ooB58: myrom o osdupdFimBioniel o 1-888-982-3862

enogf. (Karen)

L2 H MEBIAZE 01256t H 1-888-982-3862 2 2 H 5ol =4I Al 2. (Korean)

M dyi wudu-du ka ko do bé dyi maun ni Pidyi ni, nii, da ndba nia ke: 1-888-982-3862. (Kru-Bassa)
(Kurdish) .1-888-982-3862 (so_le 5 a2 s (5300 53 ¢ 51 32 (159355 (5o T 5 3580w 33 o3 i€l ygansed 33

CWBC2I{QNIVVANIVWITNOBVCIVNIONNVMI, oltmacy 1-888-982-3862. (Laotian)

HIUTTATET TPTRATATI HTST HAT WY HIUTATHTST, 1-888-982-3862 G il &I, (Marathi)

Nan etal nan jikin jiban ikijen Kajin ilo an ejelok onen nan kwe, kirlok 1-888-982-3862. (Marshallese)

Pwehn alehdi sawas en lokaia kan ni sohte pweipwei, koahlih 1-888-982-3862. (Micronesian-
Pohnpeian)

Z0yUsgsuuSuinmAgEmMMRIUSSSSSUlognUUnNsHSS
HNIOISIUN S SI0IMSIUIE 1-888-982-3862 (Mon-Khmer, Cambodian)

STT:3[efeh HTST HaT WY IR 1-888-982-3862HT SelThlsT IRIEI | (Nepali)



Té koor yin wégr de thokic ke cin wéu kor keek ténan yin. Ke cal kac ye kac kuony ne nomba 1-888-982-
3862. (Nilotic-Dinka)

For tilgang til kostnadsfri spraktjenester, ring 1-888-982-3862. (Norwegian)
Um Schprooch Services zu griege mitaus Koscht, ruff 1-888-982-3862. (Pennsylvania Dutch)

(Persian-Farsi) .2 & 0si1-888-982-3862 s jladi L ¢80l Jsh 4n ) Cladd 4y syl 51
Aby uzyskac¢ dostep do bezptatnych ustug jezykowych prosze zadzwono¢ 1-888-982-3862 (Polish)

Para acessar os servi¢os de idiomas sem custo para vocé, ligue para 1-888-982-3862. (Portuguese)
3J3 B st SR HI TS ITH A< T @93 II6 B, 1-888-982-3862 ‘3 @& A1 (Punjabi)

Pentru a accesa gratuit serviciile de limb3, apelati 1-888-982-3862. (Romanian)

[Ona Toro 4to6bI HECNNAaTHO NOJTYYUTb NOMOLLb NEPeBOAYMKa, NO3BOHUTE Mo TesnedoHy 1-888-982-
3862. (Russian)

Mo le mauaina o auaunaga tau gagana e aunoa ma se totogi, vala’au le 1-888-982-3862. (Samoan)
Za besplatne prevodilacke usluge pozovite 1-888-982-3862. (Serbo-Croatian)
Heeba a nasta jangirde djey wolde wola chede bo apelou lamba 1-888-982-3862. (Sudanic-Fulfulde)
Kupata huduma za lugha bila malipo kwako, piga 1-888-982-3862. (Swabhili)
ot ¢ e N iy B el Ao e oo

(Syriac-Assyrian) 1-888-982-3862
Boc0 77y Do edchore e90cEOBoL, 1-888-982-3862 £ ¢S Soo. (Telugu)

mnviudaaniadnfianistinimiednunieinglifianldane TUsning 1-888-982-3862 (Thai)

Kapau ‘oku ke fiema’u ta’etotongi ‘a e ngaahi sévesi kotoa pé he ngaahi lea kotoa, telefoni ki he 1-888-
982-3862. (Tongan)

Ren omw kopwe angei aninisin eman chon awewei (ese kamo), kopwe kori 1-888-982-3862. (Trukese)
Sizin icin Ucretsiz dil hizmetlerine erisebilmek igin, 1-888-982-3862 numarayi arayin. (Turkish)

o6 oTpumaTh 6e3KOLWTOBHUI AOCTYN A0 MOBHUX NOCAYT, 3343BOHITb 32 HOMmepom 1-888-982-3862.
(Ukrainian)

(Urdu) -0:8 <l .1-888-982-3862 ¢ i S i S Juals ciledd adlaia s ) Caaidly
N&u quy vi mudn s dung mién phi cac dich vu ngdn ngit, hdy goi t&i s6 1-888-982-3862. (Vietnamese)
(Yiddish) .1-888-982-3862 1917 ,7°K 1¥ 1" TP PR JWANDTRI TRIDW 10N 8

Lati wonu awon ise ede I'ofe fun o, pe 1-888-982-3862. (Yoruba)
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