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This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan document
at www.HealthReformPlanSBC.com or by calling 1-888-982-3862.
Important Questions

Answers
Network: Individual $500 / Family $1,000.
Out–of–Network: Individual $1,000 / Family
$2,000. Does not apply to office visits,
prescription drugs, emergency care, and
preventive care in-network.

Are there other deductibles
No.
for specific services?

Why this Matters:
You must pay all the costs up to the deductible amount before this plan begins
to pay for covered services you use. Check your policy or plan document to see
when the deductible starts over (usually, but not always, January 1st). See the
chart starting on page 2 for how much you pay for covered services after you
meet the deductible.
You don't have to meet deductibles for specific services, but see the chart
starting on page 2 for other costs for services this plan covers.

Is there an
out-of-pocket limit
on my expenses?

The out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit
helps you plan for health care expenses.

What is the overall
deductible?

What is not included in
the out-of-pocket limit?
Is there an overall
annual limit on what
the plan pays?

Yes. Network: Individual $1,500 / Family
$3,000. Out–of–Network: Individual $3,000 /
Family $6,000.
Premiums, balance-billed charges, penalties
for failure to obtain pre-authorization for
service, and health care this plan does not
cover.

Even though you pay these expenses, they don't count toward the out-of
pocket limit.

No.

The chart starting on page 2 describes any limits on what the plan will pay for
specific covered services, such as office visits.

Does this plan use a
network of providers?

Yes. See www.aetna.com or call
1-888-982-3862 for a list of network
providers.

If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor or
hospital may use an out-of-network provider for some services. Plans use the
term in-network, preferred, or participating for providers in their network. See
the chart starting on page 2 for how this plan pays different kinds of providers.

Do I need a referral to
see a specialist?

No.

You can see the specialist you choose without permission from this plan.

Are there services this
plan doesn't cover?

Yes.

Some of the services this plan doesn't cover are listed on page 5. See your
policy or plan document for additional information about excluded services.

Questions: Call 1-888-982-3862 or visit us at www.HealthReformPlanSBC.com. If you aren't clear about any of the underlined terms
used in this form, see the Glossary. You can view the Glossary at www.HealthReformPlanSBC.com or call 1-888-982-3862 to request a
copy.
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Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the
plan's allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you
haven't met your deductible.
The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)
This plan may encourage you to use network providers by charging you lower deductibles, copayments, and coinsurance amounts.

Common
Medical Event

Services You May Need
Primary care visit to treat an injury or
illness
Specialist visit

If you visit a health
care provider's office
Other practitioner office visit
or clinic
Preventive care /screening
/immunization

Diagnostic test (x-ray, blood work)
If you have a test
Imaging (CT/PET scans, MRIs)

Your Cost If
You Use a
Network Provider

Your Cost If
You Use an
Out–of–Network
Provider

$30 copay/visit

20% coinsurance

$45 copay/visit

20% coinsurance
20% coinsurance,
except Chiropractic
care not covered

$45 copay/visit
No charge
10% coinsurance for
hospital & free
standing facility; $30
copay/visit performed
in physician's office
10% coinsurance for
hospital & free
standing facility; $30
copay/visit performed
in physician's office

Not covered

Limitations & Exceptions
Includes Internist, General Physician,
Family Practitioner or Pediatrician.
–––––––––––none–––––––––––
Coverage is limited to 12 visits per calendar
year for in-network Chiropractic care.
Age and frequency schedules may apply.
–––––––––––none–––––––––––

20% coinsurance
–––––––––––none–––––––––––
20% coinsurance

Questions: Call 1-888-982-3862 or visit us at www.HealthReformPlanSBC.com. If you aren't clear about any of the underlined terms
used in this form, see the Glossary. You can view the Glossary at www.HealthReformPlanSBC.com or call 1-888-982-3862 to request a
copy.
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Common
Medical Event

If you need drugs to
treat your illness or
condition.

Services You May Need

Generic drugs

More information
Preferred brand drugs
about prescription
drug coverage is
available at
www.aetnapharmacy.co
Non-preferred brand drugs
m/premier
Premier Formulary
Specialty drugs
If you have
outpatient surgery
If you need
immediate medical
attention

Facility fee (e.g., ambulatory surgery
center)
Physician/surgeon fees
Emergency room services
Emergency medical transportation
Urgent care

If you have a hospital Facility fee (e.g., hospital room)
stay
Physician/surgeon fee

Your Cost If
You Use a
Network Provider
Copay/prescription:
$10 for 30 day supply
(retail), $20 for 31-90
day supply (retail &
mail order)
Copay/prescription:
$45 for 30 day supply
(retail), $90 for 31-90
day supply (retail &
mail order)
Copay/prescription:
$60 for 30 day supply
(retail), $120 for 31-90
day supply (retail &
mail order)
Applicable cost as
noted above for
generic or brand drugs.

Coverage Period: 01/01/2017 - 12/31/2017
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Your Cost If
You Use an
Out–of–Network
Provider
Copay/prescription:
$10 (retail)

Copay/prescription:
$45 (retail)

Copay/prescription:
$60(retail)

Not covered

10% coinsurance

20% coinsurance

10% coinsurance
$75 copay/visit
No charge
$50 copay/visit

20% coinsurance
$75 copay/visit
No charge
$50 copay/visit

10% coinsurance

20% coinsurance

10% coinsurance

20% coinsurance

Limitations & Exceptions
Covers 30 day supply (retail), 31-90 day
supply (retail at CVS Pharmacy & mail
order). Includes contraceptive drugs &
devices obtainable from a pharmacy. No
charge for formulary generic
FDA-approved women's contraceptives
in-network. Review your formulary for
prescriptions requiring precertification or
step therapy for coverage. Maintenance
drugs - no refill restrictions or penalties
apply. Members save with lower copays at
Aetna Rx Home Delivery or CVS
Pharmacy.

All prescriptions must be filled through
Aetna Specialty Pharmacy Networks.
–––––––––––none–––––––––––
–––––––––––none–––––––––––
No coverage for non-emergency use.
No coverage for non-emergency transport.
No coverage for non-urgent use.
Pre-authorization required for
out-of-network care.
–––––––––––none–––––––––––

Questions: Call 1-888-982-3862 or visit us at www.HealthReformPlanSBC.com. If you aren't clear about any of the underlined terms
used in this form, see the Glossary. You can view the Glossary at www.HealthReformPlanSBC.com or call 1-888-982-3862 to request a
copy.
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Common
Medical Event

If you have mental
health, behavioral
health, or substance
abuse needs

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Services You May Need

Your Cost If
You Use a
Network Provider

Coverage Period: 01/01/2017 - 12/31/2017
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Your Cost If
You Use an
Out–of–Network
Provider

Mental/Behavioral health outpatient
services
Mental/Behavioral health inpatient
services
Substance use disorder outpatient
services
Substance use disorder inpatient
services
Prenatal and postnatal care

$45 copay/visit

20% coinsurance

10% coinsurance

20% coinsurance

$45 copay/visit

20% coinsurance

10% coinsurance

20% coinsurance

No charge

20% coinsurance

Delivery and all inpatient services

10% coinsurance

20% coinsurance

Home health care

No charge

20% coinsurance

Rehabilitation services

$45 copay/visit

20% coinsurance

Habilitation services

Not covered

Not covered

Skilled nursing care

10% coinsurance

20% coinsurance

Durable medical equipment

10% coinsurance

20% coinsurance

Hospice service

No charge

20% coinsurance

Eye exam

No charge

Not covered

Glasses

Not covered

Not covered

Limitations & Exceptions
–––––––––––none–––––––––––
Pre-authorization required for
out-of-network care.
–––––––––––none–––––––––––
Pre-authorization required for
out-of-network care.
–––––––––––none–––––––––––
Includes outpatient postnatal care.
Pre-authorization may be required for
out-of-network care.
Coverage is limited to 120 visits per
calendar year. Pre-authorization required for
out-of-network care.
Coverage is limited to 60 visits per calendar
year for Physical, Occupational & Speech
Therapy combined.
Not covered.
Coverage is limited to 120 days per calendar
year. Pre-authorization required for
out-of-network care.
–––––––––––none–––––––––––
Coverage is limited to 3 visits within 12
months for bereavement counseling.
Pre-authorization required for
out-of-network care.
Coverage is limited to 1 routine eye exam
per 12 months.
Not covered.

Questions: Call 1-888-982-3862 or visit us at www.HealthReformPlanSBC.com. If you aren't clear about any of the underlined terms
used in this form, see the Glossary. You can view the Glossary at www.HealthReformPlanSBC.com or call 1-888-982-3862 to request a
copy.
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Common
Medical Event

Your Cost If
You Use a
Network Provider

Services You May Need
Dental check-up

Not covered

Coverage Period: 01/01/2017 - 12/31/2017
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Your Cost If
You Use an
Out–of–Network
Provider
Not covered

Limitations & Exceptions
Not covered.

Excluded Services & Other Covered Services:
Services Your Plan Does NOT Cover (This isn't a complete list. Check your policy or plan document for other excluded services.)
Acupuncture
Bariatric surgery
Cosmetic surgery
Dental care (Adult & Child)

Glasses (Child)
Habilitation services
Hearing aids
Long-term care

Non-emergency care when traveling outside the
U.S.
Routine foot care
Weight loss programs - Except for required
preventive services.

Other Covered Services (This isn't a complete list. Check your policy or plan document for other covered services and your costs for these services.)
Chiropractic care - Coverage is limited to 12 visits
per calendar year for in-network only.

Private-duty nursing - Coverage is limited to 70 - 8
hour shifts per calendar year.

Infertility treatment - Coverage is limited to the
diagnosis and treatment of underlying medical
condition.

Routine eye care (Adult) - Coverage is limited to 1
routine eye exam per 12 months for in-network
only.

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while
covered under the plan. Other limitations on your rights to continue coverage may also apply.
For more information on your rights to continue coverage, contact the plan at 1-888-982-3862. You may also contact your state insurance department, the U.S.
Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa , or the U.S. Department of Health and Human
Services at 1-877-267-2323 x61565 or www.cciio.cms.gov .

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions about
your rights, this notice, or assistance, you can contact us by calling the toll free number on your Medical ID Card. If your group health plan is subject to ERISA,
you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.
Questions: Call 1-888-982-3862 or visit us at www.HealthReformPlanSBC.com. If you aren't clear about any of the underlined terms
used in this form, see the Glossary. You can view the Glossary at www.HealthReformPlanSBC.com or call 1-888-982-3862 to request a
copy.
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Additionally, a consumer assistance program can help you file your appeal. Contact information is at
http://www.aetna.com/individuals-families-health-insurance/rights-resources/complaints-grievances-appeals/index.html

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage". This plan or policy does provide
minimum essential coverage.

Does this Coverage Meet Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides.
-------------------To see examples of how this plan might cover costs for a sample medical situation, see the next page.-------------------

Questions: Call 1-888-982-3862 or visit us at www.HealthReformPlanSBC.com. If you aren't clear about any of the underlined terms
used in this form, see the Glossary. You can view the Glossary at www.HealthReformPlanSBC.com or call 1-888-982-3862 to request a
copy.
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About these Coverage
Examples:
These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

This is not
a cost
estimator.
Don't use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care also will be
different.
See the next page for
important information about
these examples.

Coverage Period: 01/01/2017 - 12/31/2017
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+DYLQJDEDE\

0DQDJLQJW\SHGLDEHWHV

QRUPDOGHOLYHU\

(routine maintenance of
a well-controlled condition)

Amount owed to providers: $7,540
3ODQSD\V
3DWLHQWSD\V
Sample care costs:
Hospital charges (mother)
Routine obstetric care
Hospital charges (baby)
Anesthesia
Laboratory tests
Prescriptions
Radiology
Vaccines, other preventive
Total

$2,700
$2,100
$900
$900
$500
$200
$200
$40
$7,540

Patient pays:
Deductibles
Copays
Coinsurance
Limits or exclusions
Total

$500
$20
$500
$200
$1,220

Amount owed to providers: $5,400
3ODQSD\V
3DWLHQWSD\V
Sample care costs:
Prescriptions
Medical Equipment and Supplies
Office Visits and Procedures
Education
Laboratory tests
Vaccines, other preventive
Total

$2,900
$1,300
$700
$300
$100
$100
$5,400

Patient pays:
Deductibles
Copays
Coinsurance
Limits or exclusions
Total

Questions: Call 1-888-982-3862 or visit us at www.HealthReformPlanSBC.com. If you aren't clear about any of the underlined terms
used in this form, see the Glossary. You can view the Glossary at www.HealthReformPlanSBC.com or call 1-888-982-3862 to request a
copy.
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$600
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Questions and answers about the Coverage Examples:
What are some of the assumptions
behind the Coverage Examples?
Costs don't include premiums.
Sample care costs are based on national
averages supplied by the U.S. Department
of Health and Human Services, and aren't
specific to a particular geographic area or
health plan.
The patient's condition was not an
excluded or preexisting condition.
All services and treatments started and
ended in the same coverage period.
There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only on
treating the condition in the example.
The patient received all care from
in-network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage
Example show?
For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn't covered or payment is limited.

Does the Coverage Example
predict my own care needs?
No. Treatments shown are just examples.
N
The care you would receive for this
condition could be different, based on your
doctor's advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?
No. Coverage Examples are not cost
N
estimators. You can't use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Can I use Coverage Examples to
compare plans?
Yes. When you look at the Summary of
Y
Benefits and Coverage for other plans,
you'll find the same Coverage Examples.
When you compare plans, check the "Patient
Pays" box in each example. The smaller that
number, the more coverage the plan
provides.

Are there other costs I should
consider when comparing plans?
Yes. An important cost is the premium
Y
you pay. Generally, the lower your
premium, the more you'll pay in
out-of-pocket costs, such as copayments,
deductibles, and coinsurance. You should
also consider contributions to accounts such
as health savings accounts (HSAs), flexible
spending arrangements (FSAs) or health
reimbursement accounts (HRAs) that help
you pay out-of-pocket expenses.

Questions: Call 1-888-982-3862 or visit us at www.HealthReformPlanSBC.com. If you aren't clear about any of the underlined terms
used in this form, see the Glossary. You can view the Glossary at www.HealthReformPlanSBC.com or call 1-888-982-3862 to request a
copy.
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$VVLVWLYH7HFKQRORJ\
3HUVRQVXVLQJDVVLVWLYHWHFKQRORJ\PD\QRWEHDEOHWRIXOO\DFFHVVWKHIROORZLQJLQIRUPDWLRQ)RUDVVLVWDQFHSOHDVHFDOO
6PDUWSKRQHRU7DEOHW
7RYLHZGRFXPHQWVIURP\RXUVPDUWSKRQHRUWDEOHWWKHIUHH:LQ=LSDSSLVUHTXLUHG,WPD\EHDYDLODEOHIURP\RXU$SS6WRUH
1RQ'LVFULPLQDWLRQ
$HWQDFRPSOLHVZLWKDSSOLFDEOH)HGHUDOFLYLOULJKWVODZVDQGGRHVQRWGLVFULPLQDWHRQWKHEDVLVRIUDFHFRORUQDWLRQDORULJLQDJHGLVDELOLW\RUVH[$HWQDGRHVQRW
H[FOXGHSHRSOHRUWUHDWWKHPGLIIHUHQWO\EHFDXVHRIUDFHFRORUQDWLRQDORULJLQDJHGLVDELOLW\RUVH[
$HWQD
3URYLGHVIUHHDLGVDQGVHUYLFHVWRSHRSOHZLWKGLVDELOLWLHVWRFRPPXQLFDWHHIIHFWLYHO\ZLWKXVVXFKDV
ż4XDOLILHGVLJQODQJXDJHLQWHUSUHWHUV
ż:ULWWHQLQIRUPDWLRQLQRWKHUIRUPDWV ODUJHSULQWDXGLRDFFHVVLEOHHOHFWURQLFIRUPDWVRWKHUIRUPDWV
3URYLGHVIUHHODQJXDJHVHUYLFHVWRSHRSOHZKRVHSULPDU\ODQJXDJHLVQRW(QJOLVKVXFKDV
ż4XDOLILHGLQWHUSUHWHUV
ż,QIRUPDWLRQZULWWHQLQRWKHUODQJXDJHV
,I\RXQHHGWKHVHVHUYLFHVFRQWDFWRXU&LYLO5LJKWV&RRUGLQDWRU
,I\RXEHOLHYHWKDW$HWQDKDVIDLOHGWRSURYLGHWKHVHVHUYLFHVRUGLVFULPLQDWHGLQDQRWKHUZD\RQWKHEDVLVRIUDFHFRORUQDWLRQDORULJLQDJHGLVDELOLW\RUVH[\RXFDQILOH
DJULHYDQFHZLWK&LYLO5LJKWV&RRUGLQDWRU32%R[/H[LQJWRQ.<77<)D[&5&RRUGLQDWRU#DHWQDFRP
&DOLIRUQLD+02+120HPEHUV&LYLO5LJKWV&RRUGLQDWRU32%R[)UHVQR&$77<)D[&5&RRUGLQDWRU#DHWQDFRP
<RXFDQILOHDJULHYDQFHLQSHUVRQRUE\PDLOID[RUHPDLO,I\RXQHHGKHOSILOLQJDJULHYDQFHRXU&LYLO5LJKWV&RRUGLQDWRULVDYDLODEOHWRKHOS\RX<RXFDQDOVRILOHDFLYLO
ULJKWVFRPSODLQWZLWKWKH86'HSDUWPHQWRI+HDOWKDQG+XPDQ6HUYLFHV2IILFHIRU&LYLO5LJKWVHOHFWURQLFDOO\WKURXJKWKH2IILFHIRU&LYLO5LJKWV&RPSODLQW3RUWDO
DYDLODEOHDWKWWSVRFUSRUWDOKKVJRYRFUSRUWDOOREE\MVIRUE\PDLORUSKRQHDW86'HSDUWPHQWRI+HDOWKDQG+XPDQ6HUYLFHV,QGHSHQGHQFH$YHQXH6:5RRP
)+++%XLOGLQJ:DVKLQJWRQ'& 7'' 
&RPSODLQWIRUPVDUHDYDLODEOHDWKWWSZZZKKVJRYRFURIILFHILOHLQGH[KWPO
$HWQDLVWKHEUDQGQDPHXVHGIRUSURGXFWVDQGVHUYLFHVSURYLGHGE\RQHRUPRUHRIWKH$HWQDJURXSRIVXEVLGLDU\FRPSDQLHVLQFOXGLQJ$HWQD/LIH,QVXUDQFH&RPSDQ\&RYHQWU\+HDOWK
&DUHSODQVDQGWKHLUDIILOLDWHV

77<
/DQJXDJH$VVLVWDQFH
)RUODQJXDJHDVVLVWDQFHLQ\RXUODQJXDJHFDOODWQRFRVW
$OEDQLDQ

WģƌĂƐŝƐƚĞŶĐģŶģŐũƵŚģŶƐŚƋŝƉĞƚĞůĞĨŽŶŽŶŝĨĂůĂƐŶģϭͲϴϴϴͲϵϴϮͲϯϴϲϮ͘

$PKDULF

ለቋንቋ እገዛ በ አማርኛ በ 18889823862 በነጻ ይደውሉ

$UDELF

1-888-982-3862

$UPHQLDQ

ɕɼɽʕʂʘʏʙʘɸɹɼʗɸʅɸʒɸʆʘʏʙʀʌɸʍ ʇɸʌɼʗɼʍ ɽɸʍɺʂɸʓɸʍʘɺʍʏʕ

%DKDVD,QGRQHVLD

hŶƚƵŬďĂŶƚƵĂŶĚĂůĂŵďĂŚĂƐĂ/ŶĚŽŶĞƐŝĂ͕ƐŝůĂŬĂŶŚƵďƵŶŐŝϭͲϴϴϴͲϵϴϮͲϯϴϲϮƚĂŶƉĂĚŝŬĞŶĂŬĂŶďŝĂǇĂ͘

%DQWX.LUXQGL

Niba urondera uwugufasha mu Kirundi, twakure kuri iyi nomero 1-888-982-3862 ku busa

%HQJDOL%DQJDOD

বাংলায় ভাষা সহায়তার জন্য বিনামুল্যে 1-888-982-3862-তে কল করুন।

%LVD\DQ9LVD\DQ

ůĂŶŐƐĂƉĂŐͲĂďĂŐƐĂƉŝŶƵůŽŶŐĂŶƐĂ;ŝŶŝƐĂǇĂŶŐ^ŝŶƵŐďŽĂŶŽŶͿƚĂǁĂŐƐĂϭͲϴϴϴͲϵϴϮͲϯϴϲϮŶŐĂǁĂůĂǇďĂǇĂĚ͘

%XUPHVH

ࠩ߾࠳ߺࠧࠎ࠰ߺ࠱࠭߿ࠕࠤࠓࠖࠥࠧࠒࠪ ࠲ࠓࠎ࠰ࠓࠤࠒࠤ࠘ࠤ߿ߺࠤ ࠲ࠐ߾࠰ࠒࠤ࠘ࠤ߿ߺࠤࠛߺࠨࠛࠄࠦࠕࠔࠨࠕࠎ࠰ 1-888-982-3862 ߺࠥࠧࠩࡅࠀࠥࠧࠏࠣࡀ

&DWDODQ

WĞƌƌĞďƌĞĂƐƐŝƐƚğŶĐŝĂĞŶ;ĐĂƚĂůăͿ͕ƚƌƵƋƵŝĂůŶƷŵĞƌŽŐƌĂƚƵŢƚϭͲϴϴϴͲϵϴϮͲϯϴϲϮ͘

&KDPRUUR

WĂƌĂĂǇƵĚĂŐŝĨŝŶŽΖ;ŚĂŵŽƌƵͿ͕ĊŐĂŶŐϭͲϴϴϴͲϵϴϮͲϯϴϲϮƐŝŶŐĊƐƚƵ͘

&KHURNHH

ÞíÉÞÆČâÏí÷÷âíõÕíÉÞßÂ ăÓÉ ċïÓûÅÆÄÞÂýÊÑí÷ćÌĉÕ÷âÈòÞ

&KLQHVH

欲取得繁體中文語言協助，請撥打1-888-982-3862，無需付費。

&KRFWDZ

;ŚĂŚƚĂͿĂŶƵŵƉĂǇĂĂƉĞůĂĂĐŚŝ/ƉĂǇĂŚŝŶůĂϭͲϴϴϴͲϵϴϮͲϯϴϲϮ͘

&XVKLWH

Gargaarsa afaan Oromiffa hiikuu argachuuf lakkokkofsa bilbilaa 1-888-982-3862 irratti bilisaan bilbilaa.

'XWFK

Bel voor tolk- en vertaaldiensten in het Nederlands gratis naar 1-888-982-3862.

)UHQFK

Pour une assistance linguistique en français appeler le 1-888-982-3862 sans frais.

)UHQFK&UHROH

Pou jwenn asistans nan lang Kreyòl Ayisyen, rele nimewo 1-888-982-3862 gratis.

*HUPDQ

Benötigen Sie Hilfe oder Informationen in deutscher Sprache? Rufen Sie uns kostenlos unter der Nummer 1-888-982-3862 an.

*UHHN

Για γλωσσική βοήθεια στα Ελληνικά καλέστε το 1-888-982-3862 χωρίς χρέωση.

*XMDUDWL

ҳӚҸӋӕӀәӉӕҡӈӕӐӕӉӕҡӑӒӕӊӉӕһӟұӢҦӅҿҲӋӤҶӎҳӋ 1-888-982-3862 ӅӋұӡӌұӋӢ

+DZDLLDQ

1RNHNǀNXDPDNDދǀOHOR+DZDLދLHNDKHDDNXLNDKHOXNHOHSRQD.ƗNLދROHދLDNƝLDNǀNXDQHL

+LQGL

हिन्दी में भाषा सहायता के लिए, 1-888-982-3862 पर मुफ्त कॉल करें।

+PRQJ

Yog xav tau kev pab txhais lus Hmoob hu dawb tau rau 1-888-982-3862.

,ER

0DNDHQ\HPDNDDV˿V˿QD,JERNS˧˧QDDNZ˿JK˥˿JZ˧˧E˿OD

,ORFDQR

WĂƌĂŝƚŝƚƵůŽŶŐƚŝƉĂŐƐĂƐĂŽŝƚŝƉĂŐƐĂƐĂŽƚĂǁĂŐĂŶƚŝϭͲϴϴϴͲϵϴϮͲϯϴϲϮŶŐĂĂǁĂŶƚŝďĂǇĂĚĂŶǇŽ͘

,WDOLDQ

Per ricevere assistenza linguistica in italiano, può chiamare gratuitamente 1-888-982-3862.

-DSDQHVH

日本語で援助をご希望の方は、1-888-982-3862まで無料でお電話ください。

.DUHQ

Y!Z!IU5S!5Z!IXZG5XVGIW '!IXVGIXG 1-888-982-3862 Y!ZWGI 'Z!IY!PIEOIY!PISK5EI

.RUHDQ

한국어로 언어 지원을 받고 싶으시면 무료 통화번호인 1-888-982-3862번으로 전화해 주십시오.

.UX%DVVD

ʪPʩNpJERNSiNSiG\pSLʪG\LpDںVʪʩZXʩXʩXںQZۭi

.XUGLVK

1-888-982-3862

/DRWLDQ

ĬœŁĭŒŁĮīœļĦģŁĮĥĹŁĵĨŒĹĩŌĻŊņļŏĮģŁĮōİĳŁĺŁĸŁĹģĿĸŇĮŁŎĭĻŁ1-888-982-3862 ŎĪĩįŗŒŌĺĩĥŒŁŎĭ

0DUDWKL

तीलभाषा;मराठीͿसहाय्यासाठीϭͲϴϴϴͲϵϴϮͲϯϴϲϮक्रमांकावरकोणत्याहीखर्चाशिवायकॉलकरा͘

0DUVKDOOHVH
0LFURQHVLDQ
3RKQSH\DQ
0RQ.KPHU
&DPERGLDQ
1DYDMR

Ñan bōk jipañ ilo Kajin Majol, kallok 1-888-982-3862 ilo ejjelok wōnān.
2KQJSDOLHQVDZDVHQVRXQNDZHZHQLRPZORNDLD3RQDSHNRDKOQLVRKWHLVDLV
ɑɊʄɌɨɆɽȹɸɅɯɋɉɨɑɨȹɨɉɨɑɨȳʄɊɴɌɑɮɊɃɮɌɑʂɈʄɃɃɷȲɨɅɽɍɳȳ 1-888-982-3862 ȼɶɋɗɁȴɩɁɂʄɍɵʆ
dΖĄĄƐŚŝƐŚŝǌĂĂĚŬΖĞŚũşďĞĞƐŚşŬĄĂΖĚŽŽǁŽůŶşŶşǌŝŶŐŽŝŶĠŬΖĞŚũşŬŽũŝΖƚΖĄĄũşşŬΖĞŚſůŶĞΖϭͲϴϴϴͲϵϴϮͲϯϴϲϮ

1HSDOL

(नेपाली) मा निःशुल्क भाषा सहायता पाउनका लागि 1-888-982-3862 मा फोन गर्नुहोस् ।

1LORWLF'LQND

7sQNXQ\sWKRNs7KXŬMlŬFO 1-888-982-3862 NHFwQD߅|F

1RUZHJLDQ

For språkassistanse på norsk, ring 1-888-982-3862 kostnadsfritt.

3DQMDEL

ଯଡ଼ଢୂୄସୃଠଲୂହୂଔୂଓପୂଶଔ~ 1-888-982-3862 ପେଳୀପଛୂଶଛଵୋ͡

3HQQV\OYDQLD'XWFK Fer Helfe in Deitsch, ruf: 1-888-982-3862 aa. Es Aaruf koschtet nix.
3HUVLDQ
3ROLVK

1-888-982-3862
Aby uzyskać pomoc w języku polskim, zadzwoń bezpłatnie pod numer 1-888-982-3862.

3RUWXJXHVH

Para obter assistência linguística em português ligue para o 1-888-982-3862 gratuitamente.

5RPDQLDQ

Pentru asistenţă lingvistică în româneşte telefonaţi la numărul gratuit 1-888-982-3862

5XVVLDQ

Чтобы получить помощь русскоязычного переводчика, позвоните по бесплатному номеру 1-888-982-3862.

6DPRDQ

DŽĨĞƐŽĂƐŽĂŶŝƚĂƵŐĂŐĂŶĂ/ůĞ'ĂŐĂŶĂ^ĂŵŽĂǀĂůĂΖĂƵůĞϭͲϴϴϴͲϵϴϮͲϯϴϲϮĞĂƵŶŽĂŵĂƐĞƚŽƚŽŐŝ͘

6HUER&URDWLDQ

Za jezičnu pomoć na hrvatskom jeziku pozovite besplatan broj 1-888-982-3862.

6SDQLVK

Para obtener asistencia lingüística en español, llame sin cargo al 1-888-982-3862.

6XGDQLF)XOIXGH

)LL\RRQKHXEDODOHNR\RZLWLLHKDDOD3XODUQRGGHHHRRQXPHURRR1MRGLZRRIDZDDNLRQ

6ZDKLOL

Ukihitaji usaidizi katika lugha ya Kiswahili piga simu kwa 1-888-982-3862 bila malipo.

6\ULDF

ܢܘܦܝܠܬܕ ܐܳܡܩܰܪ ܟܳܠ ܐܳܗ ܐܳܿܝܳܝܪܽܘܣ ܐܳܢܫܶܠܒ ܐܬܽܘܢܪܕܰܥܡ ܬ̱ܢܰܐ ܐܶܥܳܒ ܢܶܐ1-888-982-3862 ܢܳܓܰܡܘ.

7DJDORJ

Para sa tulong sa wika na nasa Tagalog, tawagan ang 1-888-982-3862 nang walang bayad.

7HOXJX

࠘ࣥࢱࣨڳࣨ࣬ސࣦݝٿ࠺࣮ۦࣵࣥڑࣨڑ  ࣥݝٿࣨڑ࣮ࣨۦࣵࡋڢࣦܻٿࣥډࣨڑࡋࣰڑٿ࠺ࣥࣂࣲސ

7KDL

όϕύυϓμΦωϔσάΕωτϟύχϙϏιϔΩζΖϔλςϔϋϔϟνϦλςϔϋϔϣιτϡιυ 1-888-982-3862 ρυϗϣσΕσϗΦΕϔϢάΖΪΕϔτ

7RQJDQ

.DSDXµRNXILHPD XKƗWRNRQLµLKHOHDIDND7RQJDWHOHIRQLµRµLNDLKƗWǀWǀQJL

7UXNHVH

5HQiQLQQLVLQFKLDN~UHQ .DSDVHQ&KXXN NRSZHNpNNppULQJHHVDSZNDPpQJRQXN

7XUNLVK

'LO oD÷UÕVÕGLO\DUGÕPLoLQ+LoELUFUHW|GHPHGHQ

8NUDLQLDQ

Щоб отримати допомогу перекладача української мови, зателефонуйте за безкоштовним номером 1-888-982-3862.

8UGX
9LHWQDPHVH
<LGGLVK
<RUXED

1-888-982-3862
ĈrʧÿʦʤʨFK{ۭWUʤʨQJ{QQJʦۭEăʩQJ QJ{QQJʦۭ KDۭ\JRʨLPLrۭQSKLʪÿrʪQV{ʪ
1-888-982-3862
)~QuUjQOӑZӑQtSDqGq <RUEi SHOiLVDQRZyNDQNDQUiUi

BURGESS & NIPLE, INC.
&RYHUDJHIRU,QGLYLGXDO)DPLO\_3ODQ7\SH326

Supplemental Information
How is the overall deductible or
out-of-pocket limit met?

Individual deductible and
out-of-pocket limit
payments apply to the
family deductible and
out-of-pocket limit.

The family deductible and family out-of-pocket limit are cumulative for all family
members. The family deductible and out-of-pocket limit can be met by a combination
of family members; however no single individual within the family will be subject to
more than the individual deductible or out-of-pocket limit amount.

How your out-of-network care is reimbursed:
We cover the cost of services based on whether doctors are “in-network” or “out-of-network.” We want to help you understand how much Aetna pays for
your out-of-network care. At the same time, we want to make it clear how much more you will need to pay for this "out-of-network" care.
You may choose a provider (doctor or hospital) in our network. You may choose to visit an out-of-network provider. If you choose a doctor who is
out-of-network, your Aetna health plan may pay some of that doctor's bill. Most of the time, you will pay a lot more money out of your own pocket if you
choose to use an out-of-network doctor or hospital.
When you choose out-of-network care, Aetna limits the amount it will pay. This limit is called the "recognized" or "allowed" amount.

Professional Services: Prevailing Charges

Facility Services: Prevailing Charges

Your doctor sets his or her own rate to charge you. It may be higher -- sometimes much higher -- than what your Aetna plan "recognizes." Your doctor
may bill you for the dollar amount that your plan doesn't "recognize." You must also pay any copayments, coinsurance and deductibles under your
plan. No dollar amount above the "recognized charge" counts toward your deductible or out-of-pocket limit. To learn more about how we pay
out-of-network benefits, visit www.aetna.com. Type “how Aetna pays” in the search box.
You can avoid these extra costs by getting your care from Aetna's network of health care providers. Go to www.aetna.com and click on “Find a Doctor”
on the left side of the page. If you are already a member, sign on to your Aetna Navigator® member site.

Questions: Call the toll free number on your ID card (1-888-982-3862 for prospective members), TDD 1-800-628-3323 (hearing impaired only),
or visit us at www.HealthReformPlanSBC.com.
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This applies when you choose to get care out-of-network. When you have no choice (for example: emergency room visit after a car accident or for other
emergency services), we will pay the bill as if you got care in-network. You pay cost sharing and deductibles for your in-network level of benefits.
Contact Aetna if your health care provider asks you to pay more. You are not responsible for any outstanding balance billed by your providers for
emergency services beyond your cost sharing and deductibles.

Other important information about your plan:
This plan does not cover all health care expenses and includes exclusions and limitations. Members should refer to their plan documents to determine
which health care services are covered and to what extent.
Additional information regarding your plan is available in the Disclosure Document on www.aetna.com.
Information includes:
“Knowing what is covered” which describes how we review a request for coverage for a service or supply
“Prescription drug benefit” which describes procedures we use to manage prescription drug benefits. These procedures include how to obtain a list of
covered drugs and the exception policy for receiving coverage of a drug that is not on a closed formulary
Plans are provided by: Aetna Life Insurance Company. While this material is believed to be accurate as of the production date, it is subject to change.
Health benefits and health insurance plans contain exclusions and limitations. Not all health services are covered.
See plan documents for a complete description of benefits, exclusions, limitations and conditions of coverage. Plan features and availability may vary by
location and are subject to change. You may be responsible for the health care provider's full charges for any non-covered services, including
circumstances where you have exceeded a benefit limit contained in the plan. Providers are independent contractors and are not agents of Aetna.
Provider participation may change without notice. We do not provide care or guarantee access to health services.
The following is a partial list of services and supplies that are generally not covered. However, your plan documents may contain exceptions to this list
based on state mandates or the plan design or rider(s) purchased by you or your employer.

Questions: Call the toll free number on your ID card (1-888-982-3862 for prospective members), TDD 1-800-628-3323 (hearing impaired only),
or visit us at www.HealthReformPlanSBC.com.
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All medical and hospital services not specifically covered in, or which are
limited or excluded by your plan documents
Donor egg retrieval
Experimental and investigational procedures, except for coverage for
medically necessary routine patient care costs for members participating in
a cancer clinical trial with respect to the treatment of cancer or other
life-threatening disease or condition.
Home births

&RYHUDJHIRU,QGLYLGXDO)DPLO\_3ODQ7\SH326
Non-medically necessary services or supplies
Orthotics except diabetic orthotics
Outpatient prescription drugs (except for treatment of diabetes),
unless covered by a prescription plan rider and over-the-counter
medications (except as provided in a hospital) and supplies
Radial keratotomy or related procedures

Immunizations for travel or work except where medically necessary or
indicated
Implantable drugs and certain injectable drugs including injectable infertility
drugs

Reversal of sterilization

Long-term rehabilitation therapy

Therapy or rehabilitation other than those listed as covered

Services for the treatment of sexual dysfunction or inadequacies,
including therapy, supplies, counseling or prescription drugs

Aetna receives rebates from drug manufacturers that may be taken into account in determining Aetna's Preferred Drug List. Rebates do not reduce the
amount a member pays the pharmacy for covered prescriptions. Aetna Rx Home Delivery refers to Aetna Rx Home Delivery, LLC, a licensed pharmacy
subsidiary of Aetna Inc., that operates through mail order. The charges that Aetna negotiates with Aetna Rx Home Delivery may be higher than the cost
they pay for the drugs and the cost of the mail order pharmacy services they provide. For these purposes, the pharmacy's cost of purchasing drugs takes
into account discounts, credits and other amounts that they may receive from wholesalers, manufacturers, suppliers and distributors.
In case of emergency, call 911 or your local emergency hotline, or go directly to an emergency care facility.
We consider your personal information to be private. We have policies and procedures in place to protect your personal information from unlawful use
and disclosure. For a summary of our policy, go to www.aetna.com. You'll find the Privacy Notices link at the bottom of the page.
Plan features and availability may vary by location and group size.
© 2014 Aetna Inc.

Questions: Call the toll free number on your ID card (1-888-982-3862 for prospective members), TDD 1-800-628-3323 (hearing impaired only),
or visit us at www.HealthReformPlanSBC.com.
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