AETNA MEDICAL .pang COMPARIS,ON CHART

AETNA MED;|CAL PANS COMPARISON CHART

BENEFIT

Service Areas/Networks

CDHP t HRA

IN-NETWORK ONLY
Any provider in the Aftna Select

BASIC ESSENTIAL

IN-NEIWORK ONIY
Any prowader in the Choice POS |l

SEIJECT OPEN ACCESS CHOICE POS i
BENEFIT IN-NETWORK ONLY IN-NETWORK OUT-OF-NEIWORK !
. AA] provider in the Aetna Selet | Any prowrdein the Choice POS | .
Sekico T ek Open kees<s natronal network NetwfOfk (national network) i o
Health Reimbursement Account (HRA)
- Individual/Family HRS funds ran only
be used for medical plan and prescrip- i e Rk
tion drug expenses.
Deductibles—IndividuaVFamjly NIA £500 in1fvidual; S1,000fami¢ (combined in- and oui-of-neh\'Orl)

Medical Olllt*of-Pmket Maximum-
Indud.es Rx co-pays and deductible

$5,000 indlvidual; $10,000 family

S§S,000 ind",tidual; S10,000 famié(combined in- and out-of-

network}

Open Acoess national network Network (national network)
$500indiv:
Uealth Reimbursem.ent Account (HRA) $750 employee + child(ren)
-Individual/family HRS funds can only $750 employee + tpoose NI
be used for medical plan and| prescrip- $1,000 famfly
tion d¢ expenses. HRA contribuions are prorated
based on your oote of hire

Rx out-of..:Pocket Maximum-Indudes
Rx co-pays and deductible

$2,000 indiYidual; $4,000 family

s2,000 ind"jidual; S4,000 family(combined in- and out-of-networl}

Deductibles-I ndivid11al/Family

$100indivtdual; 53,000 family

$2,300 individual, S6,900 family

Medical Out-of-Pocket Maximum—
Indudes Rx co-pays and deductible

$5,000 indivrdual; $10,000 family

$85.50indiwcual; $17,100 family

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

$2,000 indivectual; $4,0D0family

Combined \lilh medical

Lifetime Maximum Unlimited Unlimited
PHYSICIAN OFFICE VISITS YOU PAY YOU PAY
Primary Care Physician (PCP) 20'liafter deductible s50coépay
Specialist (SPC) 20% after deductible 30% afterdeductible
leladoc: Doctor i25 copay S40co@pay
Teladoc: Behavioral HMith 20'li after deductible cx no deductible
Prevenrative Adult Physical Exams. O, no deductits Qb no geductible

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

O%, no deduible

Ol no deductible

Mammography Preventive Screening

0%, no deductible

0%, no deductible

Immunizations

0%, no deductible

0%, no deductible

Allergy Injections

20IJ after deductible

30% after deductibl,e

LHetime Maximum Unlipited Unlimited
PHYSICIAN OFFICE VISITS YOU PAY YOU PAY YOU PAY
Primary care Physidan (PCP) $35c0-pay 20Wafter deduchble 40% afte deducifble
Specialist (SP() $60co-pay 20Wafter deductibe 40% after deductible
Teladoc: Doctor S25co-pay $25 co-pay N/A
leladoc: Behavioral Health. $25 co-pay 20Uifter dedudible NIA
Preventative, Adult Physical .Exams No co-pay ab 40% after deduciible
Preventative GYN Care {rncluding Pap test) :
(direct access to parfcipating provirs) NE% ey P 40% after deducible
Mammography Preventive Screening No co-pay Ok 40% afte.rdeductrhie
Immunizations No co-pay 0% 40% after deductible
Allergy Injections Copay naed for alergyimections | 53 degutibie 40% after deductible
bllled separately

Allergy Tests $50c0-pay

Lab S5 co-pay

X..Ray Out.patient 50 Wl after deductible 40% after deducible
Advanced Outpatient Radiology Se-rvices ooy

(MRI, CAT scané PET scan, etc.) S250 co-pay

Cc_:lonoscppy Screenings-Preventive and No co-pay 0% Aoafteldedu ctihie
Diagnostic

Chiropradi'c Services (limits apply) S80 co-pay, 20 visits per calendar 20 after deduible 40% afteJ deductible
(dirt t access to participating providers) = 20 wisias per calendar year combinedm- orout-of-networt
Hearing Exam $25c0-pay 20lbafter dedutmle 4D% after deductible

Allergy Tests

lab

X-Ray Outpatient

Advanced Outpatient Radiology Services
(MRI, CAT scan . PET scan, etc.)

201 after deductible

30% after dedudfble

ThsmitNtpr<Nitiesa briejo!J!mtothe mediOJro~emgep inismY ittblew yew t(MOIGIAE Ttia 271, er: tittDis o/ in rie ofjdalp,snmmentr. mdJJCINGfith,.weentiplauloomenss (I!)dtlisUiSic

compllis00 com, dlep'00 Py ill NIl lol

PfNse notr.: The dollar cImoonbare co-pa¢ deductibles,aco IMlimums, whidayoo sar: the perrent! 1gesciiecoind. JraocecTmoutVBwnich you pay after )tiu meet appirable dedudibles. The
cImoontheptan pegs SW be bebed oo usua@ reasonable,c1ccustomary(URC) fres far oot-of-nei\Ved seiresonly

1 Usud, wstoma,y, reasocstie (UCR) s> Out-OfnfVi<Jrkchargesthat meed UGRiees mey be biled o tile member.

Cofonoscopy Screenings-Preventive and
Diagnostic

0%, nodedurtible

0%

Chiropractic Services (limits appty)t
(direct access to participati provide.rs)

20% after deductible; 20 visiits per
calendar year

30% after d~ductible; 20 wsits per
alendar year

Uearing Exam

20lJ after deductible

30% afterdedudfble

Understanding How
‘Much You Have to Pay |

i Health
Reimbursement

' Account (HRA) (CDHP

| only)_Use your HRHo pay
your deductible,
coinsurance, and Rxco-
pays, reducingyour out-0f-
podet costs. The amount

‘ de@ited inyour HRAB

| prorated based on your

| benefis effedJivedate
Note the RS fGusies |hat

| 100% of disbursements

| made rrom your HRI\be

‘ sub51anliated or 't'aified.

|

Medical Plan
Deductible (Choice POS

| 1I, CDHp +HRA Bisic

' Essmtial) The amountyou
pay for medical expenses
belore the plan begins

| paying benefits.

| Coinsurallce (Choice
POS H CDHP 4 HRA llasic

| Essootial)_The percentage

| of eligible medical

‘ expensesyou pajr after
paying lhe deductible for

| o
| MOSt Services..

| (¢pays. TheINOO
| amountyou payfor

| medical care and

i presaiptions.

' Aetna Piescription
Drug Program. You pay

| co-pays for genericand

| preferred brand drugs_ fi>r

| noll-preferred brand aco

| specially drugs, yoo paythe

" Rxdedudi1Jle before yol1

' pay co-pays. In the Basic
Es.5ffttal plan, the

| decmctible does not apply

' o the non-preferred brand

| drug,. More inlormation

| can @found on page 17

|




AETNA MEDICAL PLANS COMPARISON CHART

HOSPITAL

Inpatient (Includes matemity and

SELECT OPEN ACCESS

IN-NETWORK ONLY
S500 co-pay per day; up to s-day

CHOICE POS II
IN-NETWORK

$500 co-pay per day; up fo 5-day

OUT-OF-NETWORK'

newbom services) maximum i e 40% after deductible
Outpatient surgery {induding facility 5500 co-pey D bafter dedutible 408 after deductble
charges)

Emergency Room Services $S00 Co-pay Dlbafter dedutible 20% after deductible
Ambulance Noco "1ay 20% after deductible 20% afterdedudible
Ilrgent (a:re Facility $60 co-pay 20% after deductible 40% after deductible
Maternity Care/OB Visits S0 oot)ay for initial i bné 20bafter dedutible 40% after deductible
MENTAL HEALTH SERVICES

Outpatient Mental Health Services $25 co-pay 20% after deductible 40% after dedudfble

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

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

Inpatient Mental Health Services R e

40% after deductible

Home Health care (limits apply) $25 copay Dibafter dedufible 40% after deductible
. . . S500 co-pay per day; up to 5-da $500 co-pay per day after dedudti- | 40% after deduztsble; 30-da
Uospice-l111patient (Wmits apply) p }rlrgximu};lup y i upp édeayymaximumZ L ko e n y

Skilled Nurstng fanlity (limits. apply)

$500 ctrpay pa day; Lipto 5-day
maximum; up to 120-llisit dmit per
calendaryear

$500 co-pay per day after deducti-
ble; up lo 120<&it percalendar

year

40Wb after deduchible, 120-visit
limit per cakendar year

Short-Term Rehabilitatron/Outpatient
Therapy (sp-eech, physical, occupational)

525 codpail per vsTt, 60-visil limit per
Ccllendaryear foe all therapies com-

20'b dter dedt Kiible; 60-visit limit
per clentar year for all thea s

40 after deductible, fiO-lisit
per calendaryear for all thera-

Non.Preferred Brand
Specialty-PrudentRx*

$100 co-pay, aftef Rxdeductfble
30% coinsurance, $0 if enrolled

$180 co-pay, after Rededuztitite
J0% coinsurance, so if enrolltd

bined combined pies combined
Ifabetic Supplies (syringes, ts t strips) See prescription drugs below See prescripzon drugs below See prescription drugs below
Durable Medical Equipment (DME) $50 co-pay 20% after deductible 40% after deductible
AETNA PRESCRIPTION DRUG PROGRAM—SOME DRUGS MAY BE SUBJECT TO STEP-THERAPY OR PRECERTIFICATION?

Up to 30-dy supply: MtmdatOJ}'GeneficsUnless MOlidoJDlyGeneria 1Jr fffl MOlldo10f)Genelirs Uflless

DispensedAs wm'en OispeasedAs\WhrelJ DispensedAs iVrtten
it $1Sco-pay, no Rxd©ctible $15 co-pay, no R deductible
Preferred Brand S0@o-pay, no Rxdoouctible $60 co-pay, no R deductible NOT COVERED
Non-'Preferrd Brand $90 co-pay, after Rxdeductible $90 co-pay, after Rxdeducttble
Specialty-PrudentRx* 3ViEJ coinsurance, $2 if enrolled J0% coinsurance, sot enrolit>d
?i‘c)) :;Va-tslg/glut"a‘iali::er:: ir;c:r(rir:(?r;aa-il Mandatory Ger,eficsUnless Mandat{J{J GenericsUnfffl Mondot(}JGenelia Uffiess
order must be dirough (vs Caremarll {ispensedAs Written DispensedAs Wi'ien /)"spenseds Willten
énei" order delivery.) $30 co-pay, no Rxdeductible $30 co-pay, no Rxdeductible

eric ; ; i

Preferred Brand n20 co-pay, no R>deductible S120 co-pay, no Rxdedudible NOHOVEREO

1 lfsuat, wsmmary, eeSiable (UCR)fees. Outat-netwod: Crarncs et eieed UCRees may e billed to the member.

2 Wiied if tr mnSiferml fnxnhe@pit.al

3 See page 17for Aeina Prescriplias Brug Progfom aoo step-therapyif-Ormation
*M.r/ te efg*llefor Soo-payurder PrudeMR! prnjom, see peage 18101 dftllils.

AETNA MEDICAL PLANS COMPARISON CHART

MISCELLANEOUS

Horne Health care (limiits applly)

CDHP « HRA BASIC ESSENTIAL
HOSPITAL IN-NETWORK ONLY IN-NffiVORK ONIY
Inpatient (Includ temity and . .
nl:ee;blc?r':\ g enrf/ilc‘e:)s e e \pafier deduruble 30% after deductible
E)hu:&a:etsit)ent surgery {incuding faciliey lpater deductible 30 after deductible
Emergency Room Services 20% after deductible 30% after deductible
Ambulance 20% after deductible 30% after deductible
Urgent care Fadlity 20% after deductible 30% after deductible
Maternity Care/OB Visits 20% after deductible 30% after deductible
MENTAL HEALTH SERVICES YOU PAY YOU PAY
Outpatient Mental Health Services 20% after deductible (o N0 deductible
Inpatient Mental Health Services 20% after deductible 30% after dedudfble

20% after doouctible; 120-visit limit

0% after deductible; 120-visit

per calendar'jear limit per calenclar year

H'ospice-Inpatient (limits apply) 24bamr dedumble 0% after deductible
. . B Dibafter deductible; 120-visitlimit | 0% after deductibl; 120-visit
Skilled. Nursing Facility (limlts apply) oer Glendaryeer Iit per calendar year
habiltati: . 20% after deductible; 60-visit limit
Short.Tenn Rehabilitati:on/Outpatient per @lendaryear for all theraples 30% after deductible
Therapy (speem, physical, occupational) :
combined

Diabetic Supplie-s (syringes, test strips) S ¢ prescription drugs below N/A
Durable Medical Equipment (DME) Alcpafter deduruble 30% after deductible

AETNA PRESCRIPTION DRUG PROGRAM-SOME DRUGS MAY BE SUBJECT TO STEP-THERAPY

OR PRECERTIFICATION®
Up to 30-day supply:

Generic

Preferred Brand
Non-Preferrd Brand
Specialty-PmdentRI*

M(fJdolCtyGenedcsUnless
{ispensedAs Written

$1S co-pey, no Rxdeductible
S60 co-pay, 0o Rxdeductible
S90 co-pay, iiler Rxdeduchble
J011ecoinsurance, s o if elfolled

MandolOlJGenelia Unless
DispensedVl Wriltin

$25 co-pay, no Rx deductible
$60 co-pwit. no Rxdeductible
$90 co-pay, no Rxdeductible
30% coinsurance, if enrolled

90-day Supp::, (maintenance medica-
tions} at OS retail or mail order (inail
order mti5t be through M Caremark
maijf order delivery.)

Generic

Preferred Brand

Non-Preferred Brand
Specialty-PrndentRx*

MandatCltyGe reiffs Unless
DispensedAs Written

$30 copey:, no Rxdeductlble
$110 co-pay, no Rxdeductible
$100 co-pey, after Rxdeductible
3% minsurance, ffl if enrolled

Mandotot] Genelia Unless
DispensedVl Wit'lw

$50 co-pay, no Rxdeductible
$120 coi)ay, no Rx deductible
$180 co-pay, no Rxdedudtble
30% coinsrance, 90 if enrolled

3 Seepage 17forAetnaPresuip(ion Drug Préamand siep-tkrapyinf-Omation.

MY = &
drug.

Aetna Conderge

tGroupi109718)

Customer Sfflice
866-253-0599

Please note: The dollar
amounts are co-pays,
deduclibles, and
maximums, which you
pay; the percentagesare
coinsUrance amounts,
which JOU pey afteryou
meet applicable
deductibles. Theamount
the plan pil)s may be
based on usual,
reasonable, and
rustomary (URC)fees for
out-of-network services

onfy.

Thisdlortprolidesa brief
Clutineoftile medical
romage CJplidnsamiJuble
toyou through4etno.
Completedetailsare ll the
CJlidapion documents..in
any conflictbetweenthe
pfar, dooJmendsood Ibis
basiccomparisondwdJf, the
plan dowments wtJ
confrol,

See lhe Djahetes CARE
Program information for

detafls about free
diabetic testing ,;upplies.

tor $0co-)af uooer 'Mieoo« pir,gam, see page 181or desails. Soveeniusioosapply. Ary spegilllfprescriptionsnot eljble under?rudent Ruwill all o applicablelier for vet
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