
AETNA MEDICAL :PtANS COMPARIS,O CHART

SElJECT OPEN ACCESS CHOICE POS II 

BENEFIT IN-NETWORK ONLY IN-NETWORK OUT-OF-NElWORK 1 

Service Areas/Networks AA'] provider in the Aetna S.ele Any pro -de-r in the Choice POS II Any Provider 
Open kces<s na -onal network Ne fOfk (national network) 

Health Reimbursement Account (HRA) 
- ndividual/Family HRS funds ran only NIA NI. NIA be used for medical plan and prescrip-
tion drug expenses. 
Deductibles I ndividuaVFamj ly NIA £50 in1f idual; S1,000fa i�1 (combined in- and ou -of-neh\'Orl) 

Medical Ol!lt*of-Pmket Maximum- $5,000 in lvidual; $10,000 family SS,000 ind" 1idual; Sl0,000 fami�(co bined in- and out-of-
lndud.es Rx co-pays and deductib e network} 

Rx out-of..:Pocket Maximum-lndudes $2,000 indiYidual; ,ooo family s2,ooo ind" idu ; S4,000 fa ily(combined in- and out-of-networl} Rx co-pays and deductible 

LHetime Maximum Unli, ite Unlimited 

PHYSICIAN OFFICE VISITS YOU PAY YOU PAY YOU PAY 
Primary care Physidan (PCP) $35co-pay OIJIJ after deduch'b e 40 afteJ deducifble 

Specialist (SP() $60co-pay OIJIJ after ded "be 40 after deductible 

Teladoc: Doctor S25co-pay $25 co-pay N/A 

leladoc: Behavioral Health. 25 co-pay OIJIJ after dedudib e NIA 

Preventative, Adult Physical .Exams No co-pay Ol6 40 after deduciible 

Preventative GYN Care {rncluding Pap test) OC01) ay OlfJ 40 after deduciible (direct access to parf cipating provi rs) 
Mammography Preventive Screening No co-pay OlfJ 40 afte.rdedu -hie 

Immunizations No co-pay 40 after deductible 

Allergy Injections Co-pay 1N - ed for allergy i jections OIJIJ after dedu "b e 40 after deductible bllle separa ly 

Allergy Tests S50co-pay 
lab S25 co-pay x.:Ray Ou .patient 20IJIJ after ded e 40 after dedu ible 
Advanced Outpatient Radiology Se-rvices S50 co-pay 
(MRI, CAT scan� PET .sc:an, etc.) S250 co-pay 

Colonoscopy Screenings-Preventive and o co-pay 4�afteJdedu 'hie Diagnostic 

Chiropradi" c Services (limits apply) S60 co-pay, 20 visits per calendar 20IJIJ after dedu e 40 afteJ deductible 
(direc t access to participating providers) )'€<If 20 -sias p calendar year combined· - orou -of-networt 

Hearing Exam $25co-pay OIJb after dedu · e 4D after deductible 

This mt:Nt pr<Nities a briejo!J!Jmtof the mediOJlro•-emge op.!inris mYJi/rtbfe w tMotlg/lAE1tia (Mlfl,'ett tittDis 0/P in r ofjdal p,'r;n mmentr. m (J!JJCINljfiltb,.,rweentl/e plauloo1m (I!)dtllis lJ!tSic 
compllisOO cbm., dJe p'oo darllfl'.P!J!J will crNll!ol. 

PfNse notr.: The dollar c1moonl5 are co-pa� deductibles, aoo IMlimums, whicla yoo ar. the perrent11ges c1re coin9.Jraoce c1mou1M5, wn· yo ay after )ti meet appirable deduclibles._ The 
c1moontthe -, SM/ be ba5ed oo usua� reasonable, c11'ld customary (U C) es r oot eiWcd sel'\'ires onty_ 

1 Usual, wstorna,y, re.asoo (UCR) fee>_ Out-0f-nfM'<Jrk charges that meed UGR ees may be biled to tile mber. 

AETNA MED; CAL PANS COMPARISON CHART 

CDHP t HRA BASIC ESSENTIAL 

BENEFIT IN-NETWORK ONLY IN-NElWORK ONlY 

Service Areas/Networks 

Uealth Reimbursem.ent Account (HRA) 
-Individual/family HRS funds can only 
be used for medical plan andl prescri p-
tion d �  expenses. 

Deductibles-I ndivid11al/Fami ly 

Medical Out-of-Pocket Max'mum 
lndudes Rx co-pays and deductible 

Rx Out-of 'Pocket Maximum-Includes 
Rx co-pays and dedu:dible 

Lifetime Maximum 

Arry provide in the Aftna Sele 
Open Access na ·onal etwork 

$500indi -dual 
$750 employee + child(ren) 

$750 e p oyee poose 
$1,000 amfly 

HRA contrib ions are prorated 
based on your oote hire 

S1,SOO indi ·dual; 53, 00 family 

$5,000 in ·dual; $10,000 mily 

,000 indi ·ctual; , DO family 

Unli i 

Arry pro . der in the Choice POS II 
etwork (national network) 

NIA 

S2,30 individual, S6,900 family 

$8,5.50 indi ·dual; $17,100 family 

Combined \lilh medical 

Unlimited 

PHYSICIAN OFFICE VISITS YOU PAY YOU PAY 

Primary Care Physician (PCP) 

Specialist (SPC) 

leladoc: Doctor 

Teladoc: Behavioral HMlth 

Prevenrative Adult Physical Exams. 

Preventative GYN  re (including Pap test) 
(direct access to participating provide-rs) 

Mammography Preventive Screening 

Immunizations 

Allergy Injections 

AIJergy Tests 
lab 
X-sRay Outpatient 
Advanced Outpatient Radiology Services 
(MRI, CAT scan_. PET scan, etc.) 

Cofonoscopy Screenings-Preventive and 
Diagnostic 

Chiropractic Services (limits appty)t 
(direct access to part'cipati  provide.rs) 

Uearing Exam 

20'llia r 

eductible 

i25 co-pay 

20'lli a r ed ctible 

O , o dedu "be 

O , no dedu ib e 

20l!IJ after deductible 

20l!IJ after eductible 

o nodedu e

20% a er deductible; 20 vis.its per 
calendar year 

20l!IJ a r deductible 

s50co�pay 

30 · afterdeductible 

S40co�pay 

CJll6 o deducti e 

OlJb, no ductible 

OIJ!i, no ed ible 

30 after deductibl,e 

30. after dedudfble

30% a er .d ctible; 20 ·sits per 
ca endar year 

30 afterdedudfble 

Understanding How 
Much You Have to  Pay 

Health 
Reimbursement 
Account .(HRA) (CDHP 
only)_ Use your HR/Ho pay 
your deductib e, 
coinsurance, and Rx co-
pays, reducing your out-0f-
podet costs. The amount 
de�ited in your HRA is 
prorated based on your 
benefis effedJive date_ 
Note the lRS rl'G -es lhat
1 of disbursements 
made rrom your HRI\ be 
sub51anliated or 't'aified. 

Medical Plan 
Deductible (Choice POS 
II, CDH p + RA, B:lsic 
Essmti )_ The amount you 
pay for me ca expenses 
be .ore the plan begins 
paying benefits. 

Coinsura11ce (Choice 
POS H, CD 4 HRA, llasic 
Essootial)_ The percentage 
of eligible medical 
expenses you pa}r after 
paying lhe deductible for 
most services.. 

(�pays. The moo 
amount you payfor 
medical ca e and 
presaiptions. 

Aetna P escription 
Drug Program. You pay 
co-pays for generic and 
preferred brand drugs_ fi>r 
noll-preferred brand aoo 
specially drugs, yoo pay the 
Rx dedudl1Jle before yo11 
pay co-pays. In the Basic 
Es.5fflti plan, the 
decmctible does not ply 
to the non-pre erred brand 
drug,. ore inlorma -on 
can �found on page 17_ 



AETNA MEDICAL PLANS COMPARISON CHART 
SELECT OPEN ACCESS CHOICE POS II 

HOSPITAL IN-NETWORK ONLY IN-NETWORK OUT-OF-NETWORK' 
Inpatient (Includes matemity and 
ne bom services) 
Outpatient surgery {induding facility 
charges) 
Emergency Room Services 
Ambu ance 
l!lrgent (a:re Facil1ty 
Maternity Care/OB Visits 

MENTAL HEALTH SERVICES 
Outpatient Mental Health Services 

Inpatient Mental Health Services 

MISCELLANEOUS 

Home Health care (limits apply) 

Uospice-l111patient (ITmits apply) 

Skilled Nurstng fanlity (limits. apply)

Short-Term Rehabilita ·on/Outpatient 
Therapy (sp-eech, physical, occupational) 

lfabetic Supplies (syringes, tes t strips) 

Up to 30-d y supply: 

Generic 
Pref erred Br nd 
Non 'Preferred Brand 
Specialty-PrudentRx* 
90 day ·supply (maintenance medica-
tions} at CVS retail or mail erder (mail
order must be dlrough (VS Carernarllc 
mail order delivery.) 
Generic 
Pref erred Brand 
Non.Preferred Brand 
Specialty-PrudentRx* 

S500 co-,pay per day; up to s-day 
aximum 

5500 co-pey 

ssoo co-pay 

Noco11ay 
$60 co-pay 

S50 C01)ay for initial -si on� 

$25 co-pay 

S500 co-,pay per day; up to 5-day 
maximum 

$25 co-pay 

S500 co-pay per day; up to 5-day 
maxi um2 

$500 ctrpay p a  day; Ltp to 5--day 
maximum; up to 120-llisi Ji i per 

calendar year 

525 co�pai/ per vis1 60-visil Ii it per 
Ccllendar year foe a era ie:s com-

bined 

See prescription drugs below 

$50 co-pay 

MtmdatOJ}' Genefics Unless 
Dispensed As wm en 

$1 S co-pay, no Rx d eo ctible 
soo co-pay, no Rx doouctible 
$90 co-pay, r Rx deducti le 
3MfJ coinsurance, if enrolled 

Mandatory Ger,efics Unless 
{)ispensed As Written 

$ 3 0  co-pay, no Rx deductible 
n20 co-pay, no R>: eductible 
$100 co-pay, aftef Rx deductfble 
30% coinsurance, - enrolled 

$500 co-pay per day; up o 5-day 
maximum 

201Jb after dedu e 

201Jb after dedu e 

OIJb after dedu e 

maximum 

201Jb after dedu ib e 

$500 co-pay per day after dedu 
hie; up to S-day maximum2 

40 after deductible 

40 after deductible 

after deductible 

afterdedudible 

after deductible 

after deductible 

40 after dedudfble 

40 after deductible 

40 after deductible 

0% after dedu - e; 30--day 
lifet i me ma:G um 

$'500 co-pay per day after dedu -
40IJb after dedu .. e, 120-visit b ; up lo 120<-vi - percale dar 

year 

20'lb a er dedt.Ktible; 60-visit limit 
per cal en ar year for all the a ·es 

combined 

See prescrip-on drugs below 

MOlldoJDly Generia lJr,fffl 
OispeasedAs Wn1re!J 

$15 co-pay, no Rx deductible 
$60 co-pay, no Rx deductible 
$90 co-pay, after Rx dedu ·ble 
30 coinsurance, so·· enrollt>d 

Mandat{J{J Generics Unfffl 
Dispensed As Wn1ten 

$30 co-pay, no Rx deductible 
S120 co-pay, no Rx dedudible 
$180 co-pay, after Rx dedu ·tite 
30 coinsurance, so if rolltd 

limit per ca ndar year 

. after deductible, fiO-llisi 
er calendar year for all thera-

pies combined 

MOlldo10fJ Genelirs Uflless 
Dispensed As . Vrtten 

OT COVERED 

Mondot(){J' Genelia Uflfess 
/)/"'spensed As Wr/Iten 

NOHOVEREO 

1 lfs wsmmary, reaSIO -ble ( CR) fees. Out etwod: c c:s t - e;u:eed UCR fees may be billed to the member. 
2 W - 1 tr. 5lferm! nxnh�pit.al 
3 See page 17 for Aetna Prescrip!io rug rogfom aoo step-therapy ilf-Ormation 
*M.r/ be ""Ille for SO co-pay ur. er Prude MRI prn om, see page 18 !of dftllils. 

15 

AETNA MEDIICA PLANS COMPARISON CHART 
CDHP t HRA BASIC ESSENTIAL 

HOSPITAL IN-NETWORK ONLY IN-NffiVORK ONlY 
Inpatient (Includes matemity and 2(1q6 a er ded ruble 30 after deductible newborn services) 

Outpatient surgery (indudmg facility 2(1q6 a ter ed ctible 30" after deductible charges) 
Emergency Room Services after deductible 

Ambulance after deductible 

Urgent care FadJity after deductible 

Maternity Care/OB Visits after deductible 

MENTAL HEALTH SERVICES YOU PAY YOU PAY 
Outpatient Mental Health Services 

Inpatient Mental Health Services 

MISCELLANEOUS 

Horne Health care (limiits applly) 

H'ospice-lnpatient (limits apply) 

Skilled. Nursing Facility (limlts apply) 

Short. Tenn Rehabilitati:on/Outpatient 
Therapy (speem, physical, occupational) 

Diabetic Supplie-s (syringes, test strips) 

Durable Medica Equipment (DME) 

20% after doou - e; 120-visit limit 
per calendar "j'ear 

204lb a mr edurnble 

2011b after dedu · e; 120-visit limit 
per Ccl lendar year 

per en arye a rap1es 
combined 

s �  prescription drugs below 

2(1q6 a r ed ruble 

(lq6 o dedu ·ble 

30 after dedudfble 

30 after dedu le; 120-visit 
limi per ca nclar year 

30 after deductible 

30 ; 120-visit 
1m1 per r year 

30 after deductible 

N/A 

30 after deductible 

AETNA PRESCRIPTION DRUG PROGRAM-SOME DRUGS M A Y  BE SUBJECT TO STEP-THERAPY 
OR PRECERTIFICATION 3 

Up to 30-day supply: 

Generic 
Pref erred Brand 
Non-Preferred Brand 
Specialty-PmdentRI* 

90-day Supp ::, (maintenance medica-
tions} at CVS retail or mail order ( nail
order mtt5-t be through M Caremark 
majf order delivery.)
Generic 
Preferred Brand 
Non Preferred Brand 
Specialty-PrndentRx* 

M(]fJdolCJty Genedcs Unless 
{)ispensed As Written 

$1S co-pey, no Rx ded ctible 
S60 co-pay, oo Rx ded ctible 
S90 co-pay, i i  ler Rx deducbble 
30116 coinsurance, $ 0  if el'lfolled 

MandatCJty Ge,reiffs Unless 
Dispensed As Written 

$30 co-pey·, no Rx ded ctlble 
$110 co-pay, no Rx eductible 
$100 co-pey, after Rx deductible 
30% rninsurance, ffl if enrolled 

3 See page 17forAetna Presuip(io rug r�amand ste .rapyinf-Ormation. 

Mando!O!J Genelia Unless 
Dispensed M Wriltl'n 

$25 co-pay, no Rx deductible 
$60 co-pw,t. no Rx deductible 
$90 co-pay, no Rx deductible 
30 coins ance, SO if enrolled 

Mandotot] Genelia Unless 
Dispensed M Wfl'Iwl 

$50 co-pay no Rx deductible 
$120 coi)ay, no deductible 
$180 co-pay, no Rx dedudfble 
30 coins ance, $0 · enrolled 

Aetna Concierge 
tGroupi109718) 
Customer Sfflice 

866-253-0599 

Please note: The ollar 
a ounts are co-pays, 
deducli b s, and 
maxi urns, which you 
pay; the percentages are 
coi urance amoun , 
which )OU pey after you 

eet applicable 
deductibles. ea ount 
the plan pil)1S may be 
based on usual, 
reasonable, and 
rustomary (U RC) ees for 
ou -of-netwo services 
onfy. 

This dlort prol'ides a brief 
CJutline of tile medical 
romage CJpli(Jns amiJub!e 
to you through etno. 
Complete details are ill the 
CJ/Jidaf pion documents.. In 
any conflict between the 
pfar, dooJmenJs ood Ibis 
basic comparison dwJf, the 
plan dowments wtJ/ 
con ro!. 

See lhe Djabetes CARE 
Program information for 
detafls about free 
diabetic testing ,;up ies. 

*MiY be � tor $0 co-!)af uooer l'Mieoo« prr,gam, see page 18 d ails. Some en:lusioos apply. Any speciilll'f prescriptions not eljble under rude Rx will !all to applicable lier for !hat 
drug. 
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