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Notice to Employees of 


Sarah Lawrence College 
(the "Customer") 


Interpreter and Translation Services 
You may contact Member Services at the toll-free telephone number listed on your I.D. card to receive information on 
interpreter and translation services related to administrative procedures. A TDD# for the hearing impaired is also available. 


French 


Services d'interpretation et de traduction 
Vous pouvez contacter les services aux membres au numero de telephone sans frais indique sur votre carte d'identification 
pour recevoir de !'information sur les services d'interpretation et de traduction se rapportant aux procedures administratives. 
Les professionnels du service a Ia clientele Aetna ont acces a des services de traduction par le biais des services linguistiques 
telephoniques de AT&T. Un numero de telephone ATME est aussi disponible pour les malentendants. 


Greek 


Y 1t11 pscns~ Ms'ta~pacrsro~ 
rw: va A.apE'tE 7tAT)po$optEc; ocmv a$opa 'tCOV U7tTJpE<HCOV flUe; 
flE'ta$pacr~:coc; crx~:nKa f!E 'tTJY Ota8tKacrta 8tolKTJ'tlKTJ, fl1tOpEnE va 
Epxocracr't£ cr~: ~:na$TJ f!E 'tTJV YnTJpEma yta 1:a MEATJ cr1:ov apt9f!o 
(xpcotc; 8to8ta) 7tOU pptcrKf:'tat E7tUVCO <r'tTJV E~aKptpcocrT) crac; 
'taUW'tTJ'tac;. Ot ~:nayy~:A.f!a'tlKOl unaAATJAOL (1:ou 'tflTJflU'toc; 'tTJc; 
AE'tYa 'tO 07t010 avacrxoA.~:nat f!E 'touc; 7tEAU'tEc;) fl1tOpouv va 
XPTJ<rlfl07totouv 'tTJV f!E'ta$pacrnKTJ U7tTJpEma 'tTJc; E'tatpEtac; AT&T. 


Italian 


Servizi di traduzione e di interpretariato 
Per ottenere informazioni sui servizi di traduzione e interpretariato connessi a procedure amministrative, potete rivolgervi al 
Servizio Membri chiamando il numero di linea verde indicato sulla vostra carta di ID. I professionisti del servizio clientela 
della Aetna hanno accesso ai servizio di traduzione della linea linguistica della AT&T. E anche disponibile un No TDD per 
deboli di udito. 


Portuguese 
Servi.;os de Interprete e de Tradu.;ao 
Voce podera entrar em contato com os Servi<;os dos Associados ao telefone livre de tarifa indicado no seu cartao de 
identifica<;ao para obter informa<;oes sobre servi<;os de interprete e de tradu<;ao com rela<;ao aos procedimentos 
administrativos. Os profissionais dos servi<;os aos clientes tern acesso aos servi<;os de tradu<;ao atraves da Jinha de idiomas da 
AT&T. Existe tambem uma linha TDD para quem tern dilficuldades com a audi<;ao. 


Russian 


M -::K! re- c:C pa.m :a r -:,: ,! ·s. :c .r :t. f:Jl :eSc: rr;t:scu =ra H: n .a: 'rJ n~ s: ,.c-o:r:s: 


yna.c:s::aH:f.t'·CM:} .. e:a :a-·a:mt:':il ·q_n-e:H:c!:-~Joii s:aprc,-qK-5. 
n n:: :nH 


n:n:u ,: 


Spanish 


Servicio de Interprete y Traduccion 


~)5- ;;:· .:"!~,.-:&:~ n ·:;:a :a: :tt-:rz Knit e:_H rr;; s· 11 J\1 ·E: r.:·-:r 
e :.:· r -: .]:- -·'I :a .K:<E: <t yc -r p c !1 c r ·a, c- : B _Jf-511 


Usted puede ponerse en contacto con Servicios a Miembros, a! numero de telefono gratis que aparece en su tarjeta de 
identificaci6n para recibir informacion sobre servicios de interprete y traducci6n relativo a los procedimientos 
administrativos. Los profesionales de servicio a clientes de Aetna tienen acceso a los servicios de traducci6n por medio de la 
linea de idiomas de AT&T. Ademas hay un numero de TDD para las personas con impedimento de audici6n. 







Haitian-Creole 
Sevis intepret ak tradikte 
Ou kapab pran kontak avek Sevis pou manm-yo si ou rele nimewo telefon gratis ki sou kat I.D.-ou-a (idantifikasyon) pou ou 
jwenn ranseyman sou sevis intepret ak tradikte konsenan pwosedi administratif. Pwofesyonnel nan sevis kliyan "Aetna" gen 
mwaydenjwenn sevis tradiksyon nan "AT&T language line" (sevis lang AT&T). Yon nimewo TDD disponnib tou pou 
moun ki pa tande byen. 


Lao 
l'1uUW:11'1UlJ'1UW"1lii'1CCQ~:n'1UCCtlW'1l:l!'1 


Cambodian 


'Mtl R!! &~nun &t,t5 m nn 


ifnmtHn l'i9 .e&Mtl nt!MY'lan mt!frumus il ii fiii&a tarur;mrl &rum ii nhmlimfJ 
Cit "'"'t C"v I 


fin &flf!t!f!frlHlmY'IS uti &Mfrfit!GtifiUFiG1JUfllft51 G8ru!rlfi9.es.e1amiitr;.emf '1 
Clli f.J ... -. Gli 


~nrlSl!] filfG~fi &Mtl fi!!GSfffigdsm fJ Aetna Y1 St!&tt]lYI rum &6Utr fiJ!Ufi &tu 


Chinese 


=I~&¥~n!Uj§ 


~~~a~•rr~~~-fi~~~~••~••••a•R•a 
~ • J.-YJ~ 1~.fEI)Cf;i. 1m 'flml!Rff; (:J·~ D ~ & ifF~ ff~$J~ J:l§R o AetnaA"J~ 


~fflp}j~:f9tAffii{JefflAT&Tililf~f:Wf.* (AT&T Language Line) 8'1lfm§! 
!~t;fi o ~~ fl -111 ~ F~j ~~ }J tif!~@E 89 ffl p :!:tE#tft'JTDD~ftli!j o 


Arabic 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Extraterritorial Certificate Rider (GR-9N-CR1) 


Policyholder: Sarah Lawrence College 
Group Policy No.: GP-875727 
Rider: California ET Medical 
Issue Date: January 11,2011 
Effective Date: November 1, 2010 


This certificate rider forms a part of the booklet certificate issued to you by Aetna describing the benefits provided 
under the policy specified above. This extraterritorial certificate-rider takes the place of any other medical 
extraterritorial certificate-rider issued to you on a prior date. 


Note: The provisions identified herein are specifically applicable ONLY for: 


• Benefit plans which have been made available to you and/ or your dependents by your Employer; 
• Benefit plans for which you and/ or your dependents are eligible; 
• Benefit plans which you have elected for you and /or your dependents; 
• The benefits in this rider are specific to residents of California. These benefits supersede any provision in 


your booklet certificate to the contrary unless the provisions in your certificate result in greater benefits. 
You are only entitled to these benefits, if you are a resident of California, and if the benefit value exceeds those 
benefits covered under the group policy and booklet certificate. 


(GR-9N 08..()20 01 C4) 


YOUR BOOKLET-CERTIFICATE CONTAINS IMPORTANT INFORMATION REGARDING 
NETWORK AND OUT -OF-NETWORK HEALTH CARE. PLEASE READ THIS INFORMATION SO 
YOU WILL KNOW FROM WHOM OR WHAT GROUP OF PROVIDERS HEALTH CARE MAY BE 
OBTAINED. 


Routine Cancer Screenings (GR-9N 11..()05 o1 C4) 


Covered expenses include charges incurred for routine cancer screening as follows: 


• 1 annual cervical cancer screening test, including the conventional Pap test, and any cervical cancer screening test 
approved by the federal Food and Drug Administration upon referral of the insured's health care provider. 


Osteoporosis Services (GR-9N 11..()05 o1 C4J 


Covered expenses include charges for services related to the diagnosis, treatment, and appropriate management of 
osteoporosis. The services include all Food and Drug Administration approved technologies, including bone mass 
measurement technologies as deemed medically appropriate. 
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Treatment of Infertility rcR-9N11-135-ot CAJ 


Comprehensive Infertility Expenses 
To be an eligible covered female for benefits you must be covered under this Booklet-Certificate as an employee, or be a 
covered dependent who is the employee's spouse. 


Even though not incurred for treatment of an illness or injury, covered expenses will include expenses incurred by 
an eligible covered female for infertility if all of the following tests are met: 


• 


• 
• 
• 


• 


A condition that is a demonstrated cause of infertility which has been recognized by a gynecologist, or an 
infertility specialist, and your physician who diagnosed you as infertile, and it has been documented in your 
medical records. 
The procedures are done while not confined in a hospital or any other facility as an inpatient . 
Your FSH levels are less than, 19 miU on day 3 of the menstrual cycle . 
The infertility is not caused by voluntary sterilization of either one of the partners (with or without surgical 
reversal); or a hysterectomy. 
A successful pregnancy cannot be attained through less costly treatment for which coverage is available under this 
Booklet-Certificate. 


Comprehensive Infertility Services Benefits (GR-9N 11-135.()1 CAJ 


If you meet the eligibility requirements above, the following comprehensive infertility services expenses are payable 
when provided by an infertility specialist upon pre-authorization by Aetna, subject to all the exclusions and limitations 
of this Booklet-Certificate: 


• 


• 


Ovulation induction with menotropins is subject to the maximum benefit, if any, shown in the Schedule of Benefits 
section of this Booklet-Certificate and has a maximum of 6 cycles per lifetime; (in figuring the lifetime maximum, 
Aetna will take into consideration services received while you are covered under a group health plan as defined 
under the federal law known as ERISA that is offered by your employer through Aetna or one of its affiliated 
companies, or any other insured medical coverage); and 
Intrauterine insemination is subject to the maximum benefit, if any, shown in the Schedule of Benefits section of this 
Booklet-Certificate and has a maximum of 6 cycles per lifetime; (in figuring the lifetime maximum, Aetna will take 
into consideration services received while you are covered under a group health plan as defined under the federal 
law known as ERISA that is offered by your employer through Aetna or one of its affiliated companies, or any 
other insured medical coverage). 


Exclusions and Limitations 
Unless otherwise specified above, the following charges will not be payable as covered expenses under this Booklet
Certificate: 


• 


• 


• 
• 
• 


ART services for a female attempting to become pregnant who has not had at least 1 year or more of timed, 
unprotected coitus, or 12 cycles of artificial insemination (for covered persons under 35 years of age), or 6 
months or more of timed, unprotected coitus, or 6 cycles of artificial insemination (for covered persons 35 years 
of age or older) prior to enrolling in the infertility program; 
ART services for couples in which 1 of the partners has had a previous sterilization procedure, with or without 
surgical reversal; 
Reversal of sterilization surgery; 
Infertility services for females with FSH levels 19 or greater miU / ml on day 3 of the menstrual cycle; 
The purchase of donor sperm and any charges for the storage of sperm; the purchase of donor eggs and any 
charges associated with care of the donor required for donor egg retrievals or transfers or gestational carriers (or 
surr?gacy); all charges associated with a gestational carrier program for the covered person or the gestational 
earner; 
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• 


• 
• 
• 
• 
• 
• 
• 


• 


Charges associated with cryopreservation or storage of cryopreserved eggs and embryos (e.g., office,"'"'"'"'''""' 
ultrasounds, laboratory tests, etc.); 
Home ovulation prediction kits; 
Drugs related to the treatment of non-covered benefits; 
Injectable infertility medications, including but not limited to, menotropins, hCG, GnRH agonists, and 
Any services or supplies provided -w--ithout pre-authorization from Aetna's infertility case management 
Infertility Services that are not reasonably likely to result in success; 
Ovulation induction and intrauterine insemination services if you are not infertile; 
Any ART procedure or services related to such procedures, including but not limited to in vitro fertilization 
("IVF"), gamete intra-fallopian transfer ("GIFT"), zygote intra-fallopian transfer ("ZIFT"), and 111tra-,cvtoPJlasJruc 
sperm injection ("ICSI"); or 
Any charges associated with care required to obtain ART services (e.g., office, hospital, ultrasounds, lat>or·at<)ry 
tests, etc.); and any charges associated with obtaining sperm for any ART procedures. 


Impod:;int l'J"()te. , '"'•',, , / > ,. , ,''•'·,, , , , , < ,.,, •• , , •••• ,. 


TreatiD.e1ltofl~f~rtilitymm;tbepre-arith6~ed.by Aetn~·.TrA~ttitent,receivedWith()Utpre7authorizationwill 
coveredc.Y()u v,rPl.be .responsible.for fullpayrp.ent0f thr srrvicrs: 


Refer t().the Schedule ofBefifits for det~s about th~ m~xirp.urus, ~at ~pply tO infertility services> Tb.~ lifetime 
maximums that apply to infertility seryicesapply differently than o.therlifetillle maximUillS under the plan, 


Coverage for Lifestyle/Performance drugs is limited to the supply limits as described below. 


Lifestyle/Performance Drugs 
The following lifestyle/performance drugs: 


• 


• 


Sildenafil Citrate, phentolamine, apomorphine and alprostadil in oral, injectable and topical (including but not 
limited to gels, creams, ointments and patches) forms or any other form used internally or externally. Expenses 
include any prescription drug in oral or topical from that is similar or identical class, has a similar or identical 
mode of action or exhibits similar or identical outcomes. 
Coverage is limited to 4 pills or other form, determined cumulatively among all forms, for unit amounts as 
determined by Aetna to be similar in cost to oral forms, per 30 day supply. Mail order and 60 to 90 day 
are not covered. 


Continuation of Coverage Under California Law Mter COBRA 
Coverage is Exhausted (GR-9N 31-{)2501 c4; 


In accordance with California law, if you continued Health Expense Coverage under this Plan in accordance with 
federal law (PL 99-272-COBRA) for the maximum period for which such continuation is available to you, and if such 
maximum period is less than 36 months, you may, prior to the date coverage continuation under COBRA terminates, 
elect to further continue the same Health Expense Coverage for up to 36 months from the date your COBRA 
continuation of coverage began. 


The election must include an agreement to pay premiums. The premiums may be up to 110% of the cost of the Plan 
(up to 150% if you are disabled pursuant to Title II or Title XVI of the Social Security Act). Premium payments must 
be continued. 


You must elect to continue coverage within 60 days of the later to occur of the date coverage would terminate and the 
date Aetna informs you of any rights under this section. Within 45 days of such election, you must send to Aetna L~e 
amount required by Aetna as the first premium payment. 
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Coverage will terminate on whichever of the following is the earliest to occur: 


• 


• 


• 
• 


• 


• 


36 months after your COBRA continuation period began. However, if you have been determined to have been 
disabled under Title II or Title XVI of the Social Security Act at any time during the first 60 days of continuation 
coverage, you must provide notice to your Employer within 60 days of such determination and prior to the end of 
the 36 month continuation period. Coverage may only be continued if you are determined to be disabled. 
The date that the group contract discontinues in its entirety as to health expense coverage. However, continued 
coverage will be available to you under another plan sponsored by your Employer. 
The date any required contributions are not made . 
The first day after the date of the election that you are covered under another group health plan. However, 
continued coverage will not terminate under such time that you are no longer affected by a preexisting condition 
exclusion or limitation under such other group health plan. 
The date you become entitled to benefits under Medicare. This will not apply if contrary to the provisions of the 
Medicare Secondary Payer Rules or other federal law. 
The month that begins more than 31 days after the date of the final determination under Title II or Title XVI of 
the Social Security Act that you are no longer disabled. 


The Conversion Privilege will be available when coverage is no longer available under this section. 


~~41~~ 
Ronald A. Williams 
Chairman, Chief Executive Officer, and President 


Aetna Life Insurance Company 
(A Stock Company) 
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Additional Information Provided by 
Aetna Life Insurance Company 


Inquiry Procedure 
The plan of benefits described in the Booklet-Certificate is underwritten by: 


Aetna Life Insurance Company (Aetna) 
151 Farmington Avenue 
Hartford, Connecticut 06156 


Telephone: (860) 273-0123 


If you have questions about benefits or coverage under this plan, call Member Services at the number shown 
on your Identification Card. You may also call Aetna at the number shown above. 


If you have a problem that you have been unable to resolve to your satisfaction after contacting Aetna, you 
should contact the Consumer Service Division of the Department of Insurance at: 


300 South Spring Street 
Los Angeles, CA 90013 


Telephone: 1-800-927-4357 or 213-897-8921 


You should contact the Bureau only after contacting Aetna at the numbers or address shown above. 


Participating Providers 
We want you to know more about the relationship between Aetna Life Insurance Company and its affiliates (Aetna) 
and the participating, independent providers in our network. Participating physicians are independent doctors who 
practice at their own offices and are neither employees nor agents of Aetna. Similarly, participating hospitals are 
neither owned nor controlled by Aetna. Likewise, other participating health care providers are neither employees nor 
agents of Aetna. 


Participating Providers are paid on a 'Discounted Fee For Service' arrangement. Discounted fee for service means that 
participating providers are paid a predetermined amount for each service they provide. Both the participating provider 
and Aetna agree on this amount each year. This amount may be different than the amount the participating provider 
usually receives from other payers. 







Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Extraterritorial Certificate Rider (GR-9N-CR1J 


Policyholder: Sarah Lawrence College 
Group Policy No.: GP-875727 
Rider: Connecticut ET Medical 
Issue Date: January 11, 2011 
Effective Date: November 1, 2010 


This certificate rider forms a part of the booklet certificate issued to you by Aetna describing the benefits provided 
under the policy specified above. This extraterritorial certificate-rider takes the place of any other medical 
extraterritorial certificate-rider issued to you on a prior date. 


Note: The provisions identified herein are specifically applicable ONLY for: 


• Benefit plans which have been made available to you and/ or your dependents by your Employer; 
• Benefit plans for which you and/ or your dependents are eligible; 
• Benefit plans which you have elected for you and /or your dependents; 
• The benefits in this rider are specific to residents of Connecticut. These benefits supersede any provision in 


your booklet certificate to the contrary unless the provisions in your certificate result in greater benefits. 
You are only en tided to these benefits, if you are a resident of Connecticut, and if the benefit value exceeds those 
benefits covered under the group policy and booklet certificate. 


Pregnancy Related Expenses (GR9N11-toootCTJ 


Covered expenses include charges made by a physician for pregnancy and childbirth services and supplies at the 
same level as any illness or injury. This includes prenatal visits, delivery and postnatal visits. 


Covered expenses include charges for pregnancy and childbirth expenses at the same level of any other applicable 
illness or injury. For inpatient care of the mother and newborn child, the plan will pay for a minimum of: 


• 
• 


48 hours after a vaginal delivery; and 
96 hours after a cesarean section . 


Any decision to shorten such minimum coverages shall be made by the attending physician; in consultation with the 
mother. In such cases; covered services shall include: home visits; parent education; and assistance and training in 
breast or botde-feeding. 


Covered expenses also include charges made by a birthing center as described under Alternatives to Hospital 
Care. 


Note: Covered expenses also include services and supplies provided for circumcision of the newborn during the 
stay. 
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Understanding Precertification (GR-9Nos-a6o-Ot-CTJ 


Precertification 
Certain services, such as inpatient stays, certain tests, procedures and outpatient surgery require precertification by 
Aetna. Precertification is a process that helps you and your physician determine whether the services being 
recommended are covered expenses under the plan. It also allows Aetna to help your provider coordinate your 
transition from an inpatient setting to an outpatient setting (called discharge planning), and to register you for 
specialized programs or case management when appropriate. 


You do not need to precertify services provided by a network provider. Network providers will be responsible for 
obtaining necessary precertification for you. Since precertification is the provider's responsibility, there is no 
additional out-of-pocket cost to you as a result of a network provider's failure to precertify services. 


When you go to an out-of-network provider, it is your responsibility to obtain precertification from Aetna for any 
services or supplies on the precertification list below. If you do not precertify, your benefits will be reduced by $500 
or 50% of the cost of the expense whichever is less, or the plan may not pay any of the expenses if the service or 
supply is not medically necessary. The list of services requiring precertification follows on the next page. 


The Precertification Process 
Prior to being hospitalized or receiving certain other medical services or supplies there are certain precertification 
procedures that must be followed. 


You are responsible for obtaining precertification. You or a member of your family, a hospital staff member, or the 
attending physician, must notify Aetna to precertify the admission or medical services and expenses prior to 
receiving any of the services or supplies that require precertification pursuant to this Booklet-Certificate in 
accordance with the following timelines: 


Precertification should be secured within the timeframes specified below. To obtain precertification, call Aetna at 
the telephone number listed on your ID card. This call must be made: 


For non-emergency admissions: You, your physician or the facility will need to call and 
request precertification at least 14 days before the date 
you are scheduled to be admitted. 


For an emergency outpatient medical condition: You or your physician should call prior to the 
outpatient care, treatment or procedure if possible; or as 
soon as reasonably possible. 


For an emergency admission: You, your physician or the facility must call within 48 
hours or as soon as reasonably possible after you have 
been admitted. 


For an urgent admission: You, your physician or the facility will need to call 
before you are scheduled to be admitted. An urgent 
admission is a hospital admission by a physician due 
to the onset of or change in an illness; the diagnosis of 
an illness; or an injury. 
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For outpatient non-emergency medical services You or your physician must call at least 14 days before 
requiring precertification: the outpatient care is provided, or the treatment or 


procedure is scheduled. 
For prenatal care and delivery: As soon as possible after the attending physician 


confirms pregnancy and again ·within 48 hours of the 
birth or as soon thereafter as possible. No benefit 
reduction will be applied for the first 48 hours after 
delivery for a routine delivery and 96 hours for a 
cesarean delivery. 


Aetna will provide a written notification to you and your physician of the precertification decision. If your 
precertified expenses are approved the approval is good for 60 days as long as you remain enrolled in the plan. 


When you have an inpatient admission to a facility, Aetna will notify you, your physician and the facility about your 
precertified length of stay. If your physician recommends that your stay be extended, additional days will need to 
be certified. You, your physician, or the facility will need to call Aetna at the number on your ID card as soon as 
reasonably possible, but no later than the final authorized day. Aetna will review and process the request for an 
extended stay. You and your physician will receive a notification of an approval or denial. 


If precertification determines that the stay or services and supplies are not covered expenses, the notification will 
explain why and how Aetna's decision can be appealed. You or your provider may request a review of the 
precertification decision pursuant to the Appeals Amendment included with this Booklet-Certificate. 


How Failure to Precertify Mfects Your Benefits (GR-9N08-070-0t-CT) 


A precertification benefit reduction will be applied to the benefits paid if you fail to obtain a required 
precertification prior to incurring medical expenses. This means Aetna will reduce the amount paid towards your 
coverage, or your expenses may not be covered. You will be responsible for the unpaid balance of the bills. 


You are responsible for obtaining the necessary precertification from Aetna prior to receiving services from an out
of-network provider. Your provider may precertify your treatment for you; however you should verify with Aetna 
prior to the procedure, that the provider has obtained precertification from Aetna. If your treatment is not 
precertified by you or your provider, the benefit payable may be significantly reduced or your expenses may not be 
covered. If your treatment is not precertified by you or your provider, the benefit payable will be reduced by $500 or 
50% of the expense whichever is less, or your expenses may not be covered if the service or supply is not medically 
necessary. 


The Booklet-Certificate contains a complete description of the precertification program. Refer to the 
"Understanding Precertification" section for a list of services and supplies that require precertification. 


Failure to precertify your covered expenses when required will result in a benefits reduction as follows: 


• The benefit payable will be reduced by $500 or 50% of the expense whichever is less, or your expenses may not 
be covered if the service or supply is not medically necessary. 
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Subrogation and Right of Reimbursement 
The sub-section entitled "Subrogation and Right of Reimbursement", if included in the General Provisions part of 
your Booklet-Certificate, has been removed and does not apply to your plan of benefits. 


Coordination of Benefits 
Getting Started - Important Terms 


When used in this provision, the following words and phrases have the meaning explained herein. 


Allowable Expense means a health care service or expense, including, coinsurance and copayments and without 
reduction of any applicable deductible, that is covered at least in part by any of the Plans covering the person. When 
a Plan provides benefits in the form of services (for example an HMO), the reasonable cash value of each service will 
be considered an allowable expense and a benefit paid. An expense or service that is not covered by any of the Plans 
is not an allowable expense. Any expense that a health care provider by law or in accordance with a contractual 
agreement is prohibited from charging a covered person is not an allowable expense. The following are examples of 
expenses and services that are not allowable expenses: 


1. If a covered person is confined in a private hospital room, the difference between the cost of a semi-private 
room in the hospital and the private room is not an allowable expense. This does not apply if one of the Plans 
provides coverage for a private room. 


2. If a person is covered by 2 or more Plans that compute their benefit payments on the basis of reasonable or 
recognized charges, any amount in excess of the highest of the reasonable or recognized charges for a specific 
benefit is not an allowable expense. 


3. If a person is covered by 2 or more Plans that provide benefits or services on the basis of negotiated charges, an 
amount in excess of the highest of the negotiated charges is not an allowable expense. 


4. The amount a benefit is reduced or not reimbursed by the primary Plan because a covered person does not 
comply with the Plan provisions is not an allowable expense. Examples of these provisions are second surgical 
opinions, precertification of admissions, and preferred provider arrangements. 


5. If all Plans covering a person are high deductible Plans and the person intends to contribute to a health savings 
account established in accordance with section 223 of the Internal Revenue Code of 1986, the primary high 
deductible Plan's deductible is not an allowable expense, except as to any health expense that may not be subject 
to the deductible as described in section 223(c)(2)(C) of the Internal Revenue Code of 1986. 


If a person is covered by one Plan that computes its benefit payments on the basis of reasonable or recognized 
charges and another Plan that provides its benefits or services on the basis of negotiated charges, the primary plan's 
payment arrangements shall be the allowable expense for all the Plans. However, if the secondary plan has a 
negotiated fee or payment amount different from the primary plan and if the provider contract permits, that 
negotiated fee will be the allowable expense used by the secondary plan to determine benefits. 


When a plan provides benefits in the form of services, the reasonable cash value of each service rendered shall be 
deemed an allowable expense and a benefit paid. 


Closed Panel Plan(s). A plan that provides health benefits to covered persons primarily in the form of services 
through a panel of providers that have contracted with or are employed by the plan, and that limits or excludes 
benefits for services provided by other providers, except in cases of emergency or referral by a panel member. 


Custodial Parent. A parent awarded custody by a court decree. In the absence of a court decree, it is the parent with 
whom the child resides more than one half of the calendar year without regard to any temporary visitation. 
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Plan. Any Plan providing benefits or services by reason of health care or treatment, which benefits or services are 
provided by one of the following: 


• 


• 
• 
• 


• 


• 
• 


Group or nongroup, blanket, or franchise health insurance policies issued by insurers, including health care 
service contractors; 
Other prepaid coverage under service Plan contracts, or under group or individual practice; 
Uninsured arrangements of group or group-type coverage; 
Labor-management trustee Plans, labor organization plans, employer organization Plans, or employee benefit 
organization Plans; 
Medical benefits coverage in a group, group-type, and individual automobile "no-fault" and traditional automobile 
"fault" type contracts; 
Medicare or other governmental benefits; 
Other group-type contracts. Group type contracts are those which are not available to the general public and can 
be obtained and maintained only because membership in or connection with a particular organization or group. 


If the Plan includes medica~ prescription drug, dent~ vision and hearing coverage, those coverages will be considered 
separate plans. For example, Medical coverage will be coordinated' with other Medical plans, and dental coverage will 
be coordinated with other dental plans. 


This Plan is any part of the policy that provides benefits for health care expenses. 


Primary Plan/Secondary Plan. The order of benefit determination rules state whether This Plan is a Primary Plan 
or Secondary Plan as to another Plan covering the person. 


When This Plan is a primary Plan, its benefits are determined before those of the other Plan and without considering 
the other Plan's benefits. 


When This Plan is a Secondary Plan, its benefits are determined after those of the other Plan and may be reduced 
because of the other Plan's benefits. 


When there are more than two Plans covering the person, this Plan may be a Primary Plan as to one or more other 
Plans, and may be a Secondary Plan as to a different Plan or Plans. 


Ronald A. Williams 
Chairman, Chief Executive Officer, and President 


Aetna Life Insurance Company 
(A Stock Company) 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Extraterritorial Certificate Rider (GR-9N-CRtJ 


Policyholder: Sarah Lawrence College 
Group Policy No.: GP-875727 
Rider: Florida ET Medical 
Issue Date: January 11,2011 
Effective Date: November 1, 2010 


This certificate rider forms a part of the booklet certificate issued to you by Aetna describing the benefits provided 
under the policy specified above. This extraterritorial certificate-rider takes the place of any other medical 
extraterritorial certificate-rider issued to you on a prior date. 


Note: The provisions identified herein are specifically applicable ONLY for: 


• 
• 
• 
• 


Benefit plans which have been made available to you and/ or your dependents by your Employer; 
Benefit plans for which you and/ or your dependents are eligible; 
Benefit plans which you have elected for you and /or your dependents; 
The benefits in this rider are specific to residents of Florida. These benefits supersede any provision in your 
booklet certificate to the contrary unless the provisions in your certificate result in greater benefits. You 
are only entitled to these benefits, if you are a resident of Florida, and if the benefit value exceeds those benefits 
covered under the group policy and booklet certificate. 


Coverage for Dependent Children 
To be eligible, a dependent child must be: 


• 
• 


Under 19 years of age; or 
Under age 25, as long as he or she solely depends on your support*; and 


is living in your household, or 
is a full-time or part-time student. 


*Note: Dependent child eligibility ends at the end of the calendar year in which the child reaches the age of 25. Proof 
of student status is required each year. 


An eligible dependent child includes: 


• 
• 
• 
• 
• 
• 
• 
• 


Your biological children; 
Your stepchildren; 
Your legally adopted children; 
Your foster children, including any children placed with you for adoption; 
Any children for whom you are responsible under court order; 
Your grandchildren in your court-ordered custody; and 
Any child whose parent is your child and your child is covered as a dependent under this Plan . 
Any other child with whom you have a parent-child relationship . 


Coverage for a handicapped child may be continued past the age limits shown above. See Handicapped Dependent 
Children for more information. 
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How and When to EnroiLcR-9N29-ot5o1-FLJ 


Initial Enrollment in the Plan 
You will be provided with plan benefit and enrollment information when you first become eligible to enroll. To 
complete the enrollment process, you will need to provide all requested information for yourself and your eligible 
dependents. You will also need to agree to make required contributions for any contributory coverage. Your employer 
will determine the amount of your plan contributions, which you will need to agree to before you can enroll. 
Remember plan contributions are subject to change. 


You will need to enroll within 31 days of your eligibility date. Otherwise, you may be considered a Late Enrollee. If 
you miss the enrollment period, you will not be able to participate in the plan until the next annual enrollment period, 
unless you qualify under a Special Enrollment Period, as described below. 


Newborns are automatically covered for 60 days after birth. To continue coverage after 60 days, you will need to 
complete a change form and return it to your employer within the 60-day enrollment period. 


Routine Physical Exams 
Covered expenses include charges made by your primary care physician for routine physical exams. A routine 
exam is a medical exam given by a physician for a reason other than to diagnose or treat a suspected or identified 
illness or injury, and also includes: 


• 
• 


• 


Radiological services, X-rays, lab and other tests given in connection with the exam; and 
Immunizations for infectious diseases and the materials for administration of immunizations as recommended by 
the Advisory Committee on Immunization Practices of the Department of Health and Human Services, Center 
for Disease Control; and 
Testing for Tuberculosis . 


Covered expenses for children for child health supervision services from birth through age 16 also include: 


• 
• 


An initial hospital check up; and 
Well child visits in accordance with the prevailing clinical standards of the American Academy of Pediatric 
Physicians. Included are: 


A review and written record of the child's complete medical history. 


Physical Examination. 


Developmental and behavioral assessment. 


Anticipatory Guidance. 


Appropriate Immunization. 


Laboratory Test. 


Unless specified above, not covered under this benefit are charges for: 


• 
• 
• 
• 
• 


Services which are covered to any extent under any other part of this plan; 
Services which are for diagnosis or treatment of a suspected or identified illness or injury; 
Exams given during your stay for medical care; 
Services not given by a physician or under his or her direction; 
Psychiatric, psychologica~ personality or emotional testing or exams . 
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Routine Mammograms 
Covered expenses include charges incurred for routine mammograms as follows: 


Routine Mammogram for women 


Pregnancy Related Expenses rcR-9N s- 11-10o 01 FLJ 


Covered expenses include charges made by a physician, nurse midwives and midwives for pregnancy and childbirth 
services and supplies at the same level as any illness or injury. This includes prenatal visits, delivery and postnatal 
visits. 


For inpatient care of the mother and newborn child, covered expenses include charges made by a Hospital for a 
minimum of: 


• 
• 
• 


48 hours after a vaginal delivery; and 
96 hours after a cesarean section . 
A shorter stay, if the attending physician, with the consent of the mother, discharges the mother or newborn 
earlier. 


Covered expenses also include charges made by a birthing center as described under Alternatives to Hospital 
Care. 


Note: Covered expenses also include services and supplies provided for circumcision of the newborn during the 
stay. 


Cleft Lip or Palate Treatment rcR-9N 11-155-01) 


(Dependent Children Under Age 18 only) 
Covered expenses include charges made for the treatment of a congenital cleft lip or cleft palate, or of a condition 
related to the cleft lip or palate, including: 


• 
• 
• 
• 


Oral surgery and facial surgery, including pre and post-operative care provided by a physician; 
Oral prosthesis treatment, including obturators and orthotic devices, speech and feeding appliances; 
Initial installation of dentures, whether fixed or removable, partial or full; 
Replacement of dentures by dentures or fixed partial dentures when needed because of structural changes in the 
mouth or jaw due to growth; 
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• 
• 
• 
• 


• 


• 


• 
• 
• 
• 
• 


Cleft orthodontic therapy; 
Orthodontic, otolaryngology or prosthetic treatment and management; 
Installation of crowns; 
Diagnostic services provided by a physician to determine the extent of loss or impainnent in your speaking or 
hearing ability; 
Speech therapy to treat delays in speech development given by a physician. Such therapy is expected to 
overcome congenital or early acquired handicaps; 
Speech therapy provided by a physician, if the therapy is expected to restore or improve your ability to speak. 
Coverage includes speech aids and training to use the speech aids; 
Psychological assessment and counseling; 
Genetic assessment and counseling; 
Hearing aids; 
Audiological assessment, treatment and management, including surgically implanted amplification devices; and 
Physical therapy assessment and treatment . 


A legally qualified audiologist or speech therapist will be deemed a physician for purposes of this coverage. 


Unless specified above, not covered under this benefit are: 


• 


• 


Oral prostheses, dentures or fixed partial dentures that were ordered before your coverage became effective or 
ordered while you were covered, but installed or delivered more than 60 days after your coverage ended; 
Augmentative (assistive) communication systems and usage training. (These aids are used in the special education 
of a person whose ability to speak or hear has been impaired, including lessons in sign language.) 


In no event will the covered amount for Out -Of-Network charges be less than 50% of the covered amount for In
Network charges. 


In no event will any Out-Of Network Deductible be more than four times any In-Network Deductible. If there is no 
Individual In-Network Deductible, any Out-Of-Network Individual Deductible cannot exceed $500 per individual. 


Extension of Benefits rcR-9N 31-a2oo1J 


Medical Bmifits (other than Basic medical benifits): Coverage will be available while you are totally disabled, for up to 12 
months. 


In the case of maternity expense coverage, coverage will continue to be available to you for medical expenses directly 
relating to a pregnancy that began before coverage under this Policy ceased. Such benefits will be covered only for the 
period of that pregnancy. 


Converting to an Individual Medical Insurance PolicyrcR-9N31-04oo1FLJ 


Eligi hili ty 


• You and your covered dependents may apply for an individual Medical insurance policy if you lose coverage 
under the group medical plan for any reason: except ceasing to contribute; or discontinued group health coverage 
is replaced by similar group health coverage within 31 days. 


At the time of application, you will be offered a choice of at least two plans; the Standard Conversion Plan and 
another plan in which benefits are substantially similar to the level of benefits in a standard health benefit plan, as 
established pursuant to s. 627.6699(12). 


13 







You can only use the conversion option once. If your group plan allows retirees to continue medical coverage, and 
you wish to continue your plan, then the conversion privilege will not be available to you again. 


The individual conversion policy may cover: 


• 
• 
• 


You only; or 
You and all dependents who are covered under the group plan at the time your coverage ended; or 
Your covered dependents, if you should die before you retire . 


Features of the Conversion Policy 
The individual policy and its terms will be the type: 


• 
• 


Required by law or regulation for group conversion purposes in your or your dependent's states of residence; and 
Offered by Aetna when you or your dependents apply under your employer's conversion plan . 


However, coverage will not be the same as your group plan coverage. Generally, the coverage level may be less, and 
there is an applicable overall lifetime maximum benefit. 


The individual policy may also: 


• 


• 


Reduce its benefits by any like benefits payable under your group plan after coverage ends (for example: if 
benefits are paid after coverage ends because of a disability extension of benefits); 
Not guarantee renewal under selected conditions described in the policy . 


Limitations 
You or your dependents do not have a right to convert if: 


• 


• 
• 


• 
• 


You or your dependents are eligible for Medicare. Covered dependents not eligible for Medicare may apply for 
individual coverage even if you are eligible for Medicare. 
Coverage under the plan has been in effect for less than three months . 
A lifetime maximum benefit under this plan has been reached. For example: 


If a covered dependent reaches the group plan's lifetime maximum benefit, the covered dependent will not 
have the right to convert. If you or your dependents have remaining benefits, you are eligible to convert. 
If you have reached your lifetime maximum, you will not be able to convert. However, if a dependent has a 
remaining benefit, he or she is eligible to convert. 


You or your covered dependents become eligible for any other medical coverage under this plan . 
You apply for individual coverage in a jurisdiction where Aetna cannot issue or deliver an individual conversion 
policy. 


Electing an Individual Conversion Policy 
You or your covered dependents have to apply for the individual policy within 31 days after your coverage ends. You 
do not need to provide proof of good health if you apply within the 31 day period. 


If coverage ends because of retirement, the 31 day application period begins on the date coverage under the group 
plan actually ends. This applies even if you or your dependents are eligible for benefits based on a disability 
continuation provision because you or they are totally disabled. 


To apply for an individual medical insurance policy: 


• 
• 


Get a copy of the "Notice of Conversion Privilege and Request" form from your employer . 
Complete and send the form to Aetna at the specified address . 
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Your Premiums and Payments 
Your first premium payment will be due at the time you submit the conversion application to Aetna. 


The amount of the premium will be Aetna's normal rate for the policy that is approved for issuance in your or your 
dependent's state of residence. 


When an Individual Policy Becomes Effective 
The individual policy will begin on the day after coverage ends under your group plan. Your policy will be issued once 
Aetna receives and processes your completed application and premium payment. 


';t/~ 
Ronald A. Williams 
Chairman, Chief Executive Officer, and President 


Aetna Life Insurance Company 
(A Stock Company) 
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The benefits of the policy providing your coverage are governed primarily by the law of a state 
other than Florida. 







Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Extraterritorial Certificate Rider (GR-9N-CRIJ 


Policyholder: Sarah Lawrence College 
Group Policy No.: GP-875727 
Rider: New Hampshire ET Medical 
Issue Date: January 11, 2011 
Effective Date: November 1, 2010 


This certificate rider forms a part of the booklet certificate issued to you by Aetna describing the benefits provided 
under the policy specified above. This extraterritorial certificate-rider takes the place of any other medical 
extraterritorial certificate-rider issued to you on a prior date. 


Note: The provisions identified herein are specifically applicable ONLY for: 


• 
• 
• 
• 


Benefit plans which have been made available to you and/ or your dependents by your Employer; 
Benefit plans for which you and/ or your dependents are eligible; 
Benefit plans which you have elected for you and /or your dependents; 
The benefits in this rider are specific to residents of New Hampshire. These benefits supersede any provision 
in your booklet certificate to the contrary unless the provisions in your certificate result in greater 
benefits. You are only entitled to these benefits, if you are a resident of New Hampshire, and if the benefit value 
exceeds those benefits covered under the group policy and booklet certificate. 


Coverage for Dependent Children 
To be eligible, a dependent child must be: 


• 
• 


Unmarried; and 
Under 26 years of age . 


Routine Mammogram 


Even though not incurred in connection with an illness or injury, covered expenses include charges incurred by a 
female age 35 or over for a routine mammogram as follows: 


• 
• 
• 


One baseline mammogram for a person 35 to 39 years of age . 
One mammogram every 1 to 2 years, even if no symptoms are present, for women 40 to 49 years of age . 
An annual mammogram for a person 50 years of age or older . 


Diabetic Equipment And Outpatient Self-Management Training 
And Education Expenses rcR-9NII-135oi-NHJ 


Covered expenses include charges for the following services, supplies, equipment and training for the treatment of 
insulin and non-insulin dependent diabetes and for elevated blood glucose levels during pregnancy: 


• 
• 
• 
• 


Insulin preparations; 
External insulin pumps; 
Syringes; 
Injection aids for the blind; 
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• 
• 
• 
• 
• 
• 
• 
• 


• 


Test strips and tablets; 
Blood glucose monitors without special features unless required due to blindness; 
Lancets; 
Prescribed oral medications whose primary purpose is to influence blood sugar; 
Alcohol swabs; 
Injectable glucagons; 
Glucagon emergency kits; 
Self-management training provided by a licensed health care provider certified in diabetes self-management 
training; and 
Foot care to minimize the risk of infection . 


Certain expenses incurred in connection with the treatment of diabetes are covered expenses. Benefits for these 
expenses are provided to the same extent as benefits for any other illness. 


Charges incurred in a hospital, convalescent or skilled nursing facility, or home health care will be paid at the 
applicable payment percentage. 


If a physician, nurse practitioner, or clinical nurse specialist: 


• 
• 


• 


diagnoses diabetes; or 
diagnoses a significant change in the person's diabetic symptoms or condition that requires a 
person's self-management of the disease; or 
determines that a person who is a diabetic needs reeducation or refresher education; 


change in the 


charges for the following for the treatment of diabetes will be included as Other Medical Expenses; to the extent 
are not already covered under any part of this Plan: 


• 
• 
• 


insulin; 
oral agents; 
and medically appropriate or necessary equipment; 


Also included as Other Medical Expenses are charges incurred for Diabetic Self-Management Education. "Diabetic 
self-management education" is training designed to instruct a person in self-management of diabetes, including 
medical nutrition therapy. It may include training in self care or diet. Such charges must be made by: 


• a physician, nurse practitioner, clinical nurse specialist; or 
• a pharmacist or dietitian who is legally qualified to provide diabetic management education . 


Charges incurred for the follmving are not included as covered expenses: 


• 


• 
• 


a diabetic education program whose only purpose is weight control; or which is available to the public at no 
cost; or 
a general program not just for diabetics; or 
a program made up of services not generally accepted as necessary for the management of diabetes . 


Prosthetic Devices ccR-9N u-uoot-NHj 


Covered expenses include charges made for internal and external prosthetic devices and special appliances, if the 
device or appliance improves or restores body part function that has been lost or damaged by illness, injury or 
congenital defect. Covered expenses also include instruction and incidental supplies needed to use a covered 
prosthetic device. 
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The plan covers the first prosthesis you need that temporarily or permanendy replaces all or part of a body part lost or 
impaired as a result of disease or injury or congenital defects as described in the list of covered devices below for an 


• Internal body part or organ; or 
• External body part. 


Covered expenses also include replacement of a prosthetic device if: 


• 
• 
• 


The replacement is needed because of a change in your physical condition; or normal growth or wear and tear; or 
It is likely to cost less to buy a new one than to repair the existing one; or 
The existing one cannot be made serviceable . 


The list of covered devices includes but is not limited to: 


• 
• 
• 
• 
• 
• 


• 
• 
• 


An artificial arm, leg, hip, knee or eye; 
Eye lens; 
An external breast prosthesis and the first bra made solely for use with it after a mastectomy; 
A breast implant after a mastectomy; 
Ostomy supplies, urinary catheters and external urinary collection devices; 
Scalp hair prosthesis worn for hair loss suffered as a result of alopecia areata, alopecia medicamentosa, alopecia 
totalis resulting from the treatment from any form of cancer or leukemia, or permanent hair loss of scalp hair due 
to injury. The treating physician must certify that the prosthesis is medically necessary. A benefit of no more than 
$350 per calendar year will be covered for scalp hair prosthesis worn suffered as a result of alopecia 
medicamentosa. 
Speech generating device; 
A cardiac pacemaker and pacemaker defibrillators; and 
A durable brace that is custom made for and fitted for you . 


The plan will not cover expenses and charges for, or expenses related to: 


• 


• 
• 


Orthopedic shoes, therapeutic shoes, foot orthotics, or other devices to support the feet, unless required for the 
treatment of or to prevent complications of diabetes; or if the orthopedic shoe is an integral part of a covered leg 
brace; or 
Trusses, corsets, and other support items or 
any item listed in d1e Exclusions section . 


Treatment of Obesity and Morbid Obesity (GR-9N11-165-o!J 


If you are at least 18 years of age, covered expenses include charges for the diseases and ailments caused by obesity 
and morbid obesity and treatment for such, including bariatric surgery, when the prescribing physician has issued a 
written order stating that treatment is medically necessary and in accordance with the patient qualifications and 
treatment standards set forth by the American Society for Metabolic and Bariatric Surgery or the American College of 
Surgeons. Such treatment standards may include, but not be limited to, pre-operative psychological screening and 
counseling, beha·vior modification, weight loss, exercise regimens, nutritional counseling, and post-operative follow
up, overview, and counseling of dietary, exercise, and lifestyle changes. Covered expenses will be payable the same as 
any other illness. 
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Understanding Precertification (cR-9Nos-oGoot-NHJ 
Precertification 
If this plan is determined to be the primary plan for purposes of the Coordination of Benefits provision of this 
Booklet-Certificate, precertificarion may be required as herein described. If this plan is determined to be the 
secondary plan for purposes of the Coordination of Benefits provision of this Booklet-Certificate, precertificarion 
shall not be required for benefits under this plan, however if the services do not meet Aetna's criteria for medical 
necessity, payment of secondary benefits may be denied. 


Certain services, such as inpatient stays, certain tests, procedures and outpatient surgery require precertification 
Aetna. Precertification is a process that helps you and your physician determine whether the services being 
recommended are covered expenses under the plan. It also allows Aetna to help your provider coordinate your 
transition from an inpatient setting to an outpatient setting (called discharge planning), and to register you for 
specialized programs or case management when appropriate. 


You do not need to precertify services provided by a network provider. Network providers will be responsible for 
obtaining necessary precertification for you. Since precertification is the provider's responsibility, there is no 
additional out-of-pocket cost to you as a result of a network provider's failure to precertify services. 


When you go to an out-of-network provider, it is your responsibility to obtain precertification from Aetna for any 
services or supplies on the precertification list below. If you do not precertify, your benefits may be reduced. The 
list of services requiring precertification follows on the next page. 


I1Ilport~rit Note 


Ple~~e rea~ th~,foll?~~; s 
itnpactit may !lave onyq 


The Precertification Process 
Prior to being hospitalized or receiving certain other medical services or supplies there are certain precertificarion 
procedures that must be followed. 


You are responsible for obtaining precertification. You or a member of your family, a hospital staff member, or the 
attending physician, must notify Aetna to precertify the admission or medical services and expenses prior to 
receiving any of the services or supplies that require precertification pursuant to this Booklet-Certificate in 
accordance with the following timelines: 


Precertification should be secured \\i.thin the timeframes specified below. To obtain precertification, call Aetna at 
the telephone number listed on your ID card. This call must be made: 


For non-emergency admissions: You, your physician or the facility will need to call and 
request precertification at least 14 days before the 
date you are scheduled to be admitted. 


For an emergency outpatient medical condition: You or your physician should call prior to the 
outpatient care, treatment or procedure if possible; or 
as soon as reasonably possible. 


For an emergency admission: You, your physician or the facility must call within 48 
hours after you have been admitted. 


For an urgent admission: You, your physician or the facility will need to call 
before you are scheduled to be admitted. An urgent 
admission is a hospital admission by a physician due 
to the onset of or change in an illness; the diagnosis of 
an illness; or an injury. 


For outpatient non-emergency medical services You or your physician must call at least 14 days before 
requiring precertification: the outpatient care is provided, or the treatment or 


I 


I 


I 
I 


i 
I 
I 


procedure is scheduled. _j 
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Aetna will provide a written notification to you and your physician of the precertification decision. If your 
precertified expenses are approved the approval is good for 60 days as long as you remain enrolled in the plan. 


When you have an inpatient admission to a facility, Aetna will notify you, your physician and the facility about your 
precertified length of stay. If your physician recommends that your stay be extended, additional days ·will need to 
be certified. You, your physician, or the facility will need to call Aetna at the number on your ID card as soon as 
reasonably possible, but no later than the final authorized day. Aetna will review and process the request for an 
extended stay. You and your physician will receive a notification of an approval or denial. 


If precertification determines that the stay or services and supplies are not covered expenses, the notification will 
explain why and how Aetna's decision can be appealed. You or your provider may request a review of the 
precertification decision pursuant to the Appeals Amendment included with this Booklet-Certificate. 


• Certain types of medical care require precertification. It is your responsibility to obtain the necessary 
precertification from Aetna. If your medical expenses are not precertified by Aetna, If your medical expenses 
are not precertified by Aetna, the benefit payable will be reduced by $1,000 or 50% of the cost of the expense 
whichever is less, or the expense may not be covered if the service or supply is not medically necessary. This 
means you will be responsible to pay the unpaid balance of the bill. If precertification is denied, Aetna will 
notify you how the decision may be appealed. You must call the precertification toll-free number on your ID 
card to precertify services. Refer to the Understanding ?recertification section for more information on the 
precertification process and what to do if your request for precertification is denied. 


Autologous Bone Marrow Transplants (GR-9N 11-191 01-NHJ 


Covered expenses include charges made for the treatment of breast cancer by autologous bone marrow transplants 
according to protocols reviewed and approved by the National Cancer Institute. 


Pregnancy Related Expenses ccR-9N11-1ooo1-NHJ 


Covered expenses include charges made by a physician for pregnancy and childbirth services and supplies at the 
same level as any illness or injury. This includes prenatal visits, delivery and postnatal visits. 


For inpatient care of the mother and newborn child, covered expenses include charges made by a Hospital for a 
minimum of: 


• 
• 
• 


48 hours after a vaginal delivery; and 
96 hours after a cesarean section . 
A shorter stay, if the attending physician, with the consent of the mother, discharges the mother or newborn 
earlier. 


Covered expenses also include charges made by a birthing center as described under Alternatives to Hospital 
Care. 


Note: Covered expenses also include services and supplies provided for circumcision of the newborn during the 
stay. 
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Child Early Intervention Services (GR-9N tt-005 02-NHJ 


Covered expenses also include coverage for Child Early Intervention Services. Child Early Intervention Services 
include services rendered to your covered dependent child from birth to 3 years of age, who has an identified 
developmental disability. Such service will be covered when provided by: 


• 
• 
• 


A speech-language pathologist; 
an occupational or physical therapist; and 
a clinical social worker . 


Treatment of a Biologically Based Mental Disorder (GR-9Ntt-t7oot-NHo 


Covered medical expenses for the effective treatment of biologically based mental disorder include those incurred: 


• 
• 
• 


During a stay in a hospital or residential treatment facility; 
For partial confinement treatment; and 
For outpatient treatment . 


Benefits are payable in the same way as those for any other disease. Coverage under this benefit does not include 
treatment of other mental disorders. 


• 


• 


You will be responsible for the copayment for each prescription or refill as specified in the Schedule if Benefits . 
The copayment will be the lesser of the copayment and the pharmacy's usual and customary price of filling the 
prescription. The copayment is payable directly to the network pharmacy at the time the prescription is 
dispensed. 


After you pay the applicable copayment, you will be responsible for any applicable coinsurance for covered 
expenses that you incur. Your coinsurance is based on the lesser of the negotiated charge and the pharmacy's 
usual and customary price of filling the prescription. You will not have to pay any balance bills above the 
negotiated charge for the covered expense. 


Continuing Health Care Benefits 
If Health Expense Coverage would terminate because: 


• 
• 


you terminate employment, except because of gross misconduct; or 
you cease to be in an Eligible Class; 


coverage may be continued for you and your eligible dependents. 


You must request continuation within 31 days of the later of the date your Employer notifies you of the right to 
continue and the date coverage would otherwise terminate. The request must include an agreement to pay up to 102% 
of the cost to this Plan. Premium payments must be continued. 
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Coverage will not be continued beyond the ftrst to occur of: 


• 


• 
• 


The end of an 18 month period which starts on the date coverage would otherwise terminate; except that if you 
or your dependent provide notice to your Employer that you or your dependent has been determined to be 
disabled under Title II or XVI of the Social Security Act on the date coverage would have otherwise terminated, 
except for this section, coverage for that disabled person only will be continued, unless terminated for another 
reason, until the end of a 29 month period which starts on the date coverage would have otherwise terminated, 
except for this section. 
The date you become eligible for like group beneftts . 
The end of the period for which any required contributions have been made . 


Coverage for a dependent will not be continued beyond the date it would otherwise terminate. 


Part II 
If Health Expense Coverage would terminate because of discontinuance of the coverage involved as to employees of 
the Eligible Class of which you were a member, coverage, except Comprehensive Dental Expense Coverage, may be 
continued for you and your eligible dependents. You must request continuation within 31 days of the later of the date 
your Employer notiftes you of the right to continue and the date coverage would otherwise terminate. The request 
must include an agreement to pay up to 102% of the cost to this Plan. Premium payments must be continued. 


Coverage will cease on the first to occur of: 


• 
• 
• 


The date you are eligible for like group beneftts . 
The end of the period for which any contributions have been made . 
The end of a period equal to 39 weeks, less the number of weeks your coverage was continued under this Plan 
during a strike, lockout or labor dispute. However, if coverage is being continued in accordance with Part I at the 
time coverage terminates as to your Eligible Class, coverage will be continued for up to the remainder of the 18 or 
29 month period specifted in Part I. 


Part III 
If any coverage being continued under Part I or Part II ceases because coverage has been continued for the maximum 
period, a personal policy may be applied for under the Conversion Privilege. This must be done within 31 days of the 
date coverage ceases. 


A spouse from whom you are divorced may continue coverage in accordance with Part I or Part II; but not both. A 
spouse from whom you are legally separated and whose coverage would terminate because you failed to make the 
required contributions may continue coverage in accordance with Part II. 


Continuation of Coverage For Your Spouse 
Part I 
If Health Expense Coverage for your dependent spouse would terminate due to divorce, the former spouse may 
continue to be covered. Your former spouse has to request continuation within 31 days after the later of the date your 
Employer notiftes the spouse of the right to continue and the date he or she ceases to be eligible as a dependent. 


Premium payments must be continued. Coverage will not continue beyond the ftrst to occur of: 


• 
• 


• 
• 


The date the former spouse is eligible for like group beneftts . 
The end of a 39 week period after: 


the date dependent coverage ceases under this Plan for your Eligible Class; or if earlier, 
the date you or your former spouse remarries. 


The end of the period for which any required contribution was made . 
The date your former spouse becomes eligible for Medicare if your former spouse was age 55 or over on the date 
coverage is ftrst continued under this section. 
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Part II 
If Health Expense Coverage for your dependent spouse would terminate because of divorce or because you ceased 
make contributions for a spouse from whom you are legally separated, the spouse may continue the coverage then h'"! 
force. 


\Vritten request for such continuation must be made within 31 days of the later of the date the Employer notifies t.he 
spouse of the right to continue and the date coverage would otherwise terminate. The request must include an 
agreement to pay up to 102% of the cost to this Plan. Premium payments must be continued. 


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


• 
• 


• 


The date the spouse becomes eligible for like group benefits . 
The end of a 36 month period which starts on the date of the divorce or the date contributions cease for a spouse 
from whom you are legally separated; except that if the coverage involved discontinues during such 36 month 
period as to employees of the Eligible Class of which you are a member, coverage will be continued, unless 
terminated for another reason, until the later of: 


39 weeks from the date of such discontinuance; and 


the remainder of the 36 month period on the date of such discontinuance. 
The end of the period for which required contributions have been made . 


Part III 
If any coverage being continued under Part I or Part II ceases because coverage has been continued for the maximum 
period, a personal policy may be applied for under the Conversion Privilege. This must be done within 31 days of the 
date coverage ceases. 


Continuation of Coverage For Your Dependents After Your Death 
If you should die while covered under any part of this Plan, any Health Expense Coverage then in force for your 
dependents may be continued. 


Written request for such continuation must be made within 31 days of the later of the date your employer notifies 
your dependents of the right to continue and the date coverage would otherwise terminate. The request must include 
an agreement to pay up to 102% of the cost to this Plan. Premium payments must be continued. 


Any dependent's coverage will not continue beyond the first to occur of: 


• 


• 
• 
• 


• 


The end of a 36 month period which starts on the date of your death; except that if the coverage involved 
discontinues during such 36 month period as to employees of the Eligible Class of which you were a member, 
coverage will be continued, unless terminated for another reason, until the later of: 


39 weeks from the date of such discontinuance; and 


the remainder of the 36 month period on the date of such discontinuance. 
The date the dependent becomes eligible for like group benefits . 
The end of the period for which any required contributions have been made . 
Coverage may also be provided under this Plan for your child, born after your death, as long as coverage for your 
other dependents is being continued. 
If any coverage being continued ceases because coverage has been continued for the maximUJ.JJ. period, a pers<)n:al 
policy may be applied for under the Conversion Privilege. This must be done within 31 days of the date coverage 
ceases. 







Continuation of Coverage For Your Child 
If Health Expense Coverage for your child would terminate because the child ceases to meet this Plan's definition of 
dependent, such child may continue the coveragethen in force. 


Written request for such continuation must be made within 31 days of the later of the date your Employer notifies the 
child of the right to continue and the date coverage would otherwise terminate. The request must include an 
agreement to pay up to 102% of the cost to this Plan. Premium payments must be continued. 


Coverage will not continue beyond the first to occur of: 


• The end of a 36 month period which starts on the date the child ceases to meet this Plan's definition of 
dependent; except that if the coverage involved discontinues during such 36 month period as to employees of the 
Eligible Class of which you are a member, coverage will be continued, unless terminated for another reason, until 
the later of: 


39 weeks from the date of such discontinuance; and 
the remainder of the 36 month period on the date of such discontinuance. 


• The date the child becomes eligible for like group benefits. 
• The end of the period for which any required contributions have been made. 
• If any coverage being continued ceases because coverage has been continued for the maximum period, a personal 


policy may be applied for under the Conversion Privilege. This must be done within 31 days of the date the 
coverage ceases. 


Continuation of Coverage Due to a Labor Dispute 
If your coverage under this Plan would cease because you cease work due to a strike, lockout or a labor dispute, and if 
the New Hampshire Insurance Code applies, you can arrange to continue your coverage (except Accidental Death and 
Dismemberment, Short Term Disability, Long Term Disability and Comprehensive Dental Expense Coverages) 
during your absence from work. Coverage may continue for up to 6 months after the date your compensation is 
suspended or terminated because of a strike, lockout or labor dispute. 


Continuation will cease when the first of these events occurs: 


• 
• 
• 
• 
• 


• 


You fail to make the required contributions to your Employer . 
Your Employer fails to make the required contributions to Aetna . 
You go to work full time for another employer . 
The strike, lockout or labor dispute ends . 
The 6 month continuation period ends. However, after this 6-month period, you shall have the right to continue 
the benefits being continued under this paragraph for an additional12 months as if you originally had elected the 
extension period provided under the Continuing Health Care Benefit section subject to the same conditions. At 
the end of the additional 12 months, you shall have the right, if the group insurance is no longer available, to 
convert to an individual policy. Please see the section, Converting to an Individual Health Insurance Poliry for more 
information. 
The monthly premium required by Aetna for each person's coverage will be the applicable rate in effect on the 
date you cease work. Aetna has the right to change premium rates under the terms of this Plan at any time during 
any continuation of coverage. 
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Handicapped Dependent Children (GR-9N31-()t5o2-NHJ 


Health Expense Coverage for your fully handicapped dependent child may be continued past the maximum age for a 
dependent child. However, such coverage may not be continued if the child has been issued an individual medical 
conversion policy. 


Your child is fully handicapped if: 


• 


• 


he or she is not able to earn his or her own living because of a mental retardation or a physical handicap which 
started prior to the date he or she reaches the maximum age for dependent children under your plan; and 
he or she depends chiefly on you for support and maintenance; or you or your estate is chargeable for the child's 
care. 


Proof that your child is fully handicapped must be submitted to Aetna no later than 31 days after the date your child 
reaches the maximum age under your plan. 


Coverage will cease on the first to occur of: 


• 
• 


• 


If: 


• 
• 


Cessation of the handicap . 
Your child ceases to be financially dependent on you; or you or your estate is no longer chargeable for your 
dependent's care. 
Premiums cease to be paid for your child's coverage. Termination of Dependent Coverage as to your child for any 
reason other than reaching the maximum age under your plan. 


any health coverage for dependents under this plan replaces health coverage under any group or blanket plan; and 
the prior plan contained a handicapped dependent children provision; 


then any child to whom that provision applied who was covered under the prior plan on the day before the effective 
date of this Plan will be en tided to coverage under this Plan subject to terms of this provision. 


Any child whose coverage is continued under this section will be entided to any Medical Conversion Privilege 
contained in this Plan if the incapacity ceases. 


Continuation of Coverage on a Loss of Coverage Due to a Bankruptcy Proceeding 
If your health coverage as a retired employee would terminate or be substantially eliminated due to your former 
Employer commencing a bankruptcy proceeding under Tide 11, United States Code, or within the 12 month period 
prior to or following such a proceeding, you may be eligible to elect to continue coverage for yourself and your 
dependents or your dependents may each be eligible to elect to continue his or her own coverage. 


Written request for such continuation must be made within 31 days of the later of the date your Employer notifies 
you or your dependents of the right to continue and the date bankruptcy proceedings begin. The request must include 
an agreement to pay up to 102% of the cost to this Plan. Premium payments must be continued. 


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


• 
• 
• 
• 


The end of a 36 month period which starts on the date coverage would otherwise terminate . 
The date you or your dependent becomes eligible for like coverage under this Plan . 
The end of the period for which any required contribution was made . 
The date of the first Medicare open enrollment period following the date you or your dependent became ineligible 
for the group plan. 
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Continuation of Coverage For Your Dependents After You Become Eligible For Medicare 
If coverage for your dependents would terminate because you become eligible for Medicare, any Health Expense 
Coverage, then in force for your dependents may be continued. 


Written request for such continuation must be made within 31 days of the later of the date your Employer notifies 
your dependents of the right to continue and the date coverage would otherwise terminate. The request must include 
an agreement to pay up to 102% of the cost to this Plan. Premium payments must be continued. 


Coverage for a dependent will not continue beyond the first to occur of: 


• 


• 
• 
• 


The end of a 36 month period which starts on the date you become eligible for Medicare; except that if the 
coverage involved discontinues during such 36 month period as to employees of the Eligible Class of which you 
were a member, coverage will be continued, unless terminated for another reason, until the later of: 


39 weeks from the date of such discontinuance; and 


the remainder of the 36 month period on the date of such discontinuance. 
The date the dependent becomes eligible for like group benefits . 
The end of the period for which any required contributions have been made . 
If any coverage being continued ceases because coverage has been continued for the maximum period, a personal 
policy may be applied for under the Conversion Privilege. This must be done within 31 days of the date coverage 
ceases 


Converting to an Individual Medical Insurance Policy (GR-9N31.o4oot-NHJ 


Eligibility 
You and your covered dependents may apply for an individual Medical insurance policy if you lose coverage under the 
group medical plan because: 


• 
• 
• 
• 
• 


You terminate your employment; 
You are no longer in an eligible class; 
Your dependent no longer qualifies as an eligible dependent; 
Any continuation coverage required under federal or state law has ended; or 
You retire and there is no medical coverage available . 


You can only use the conversion option once. If your group plan allows retirees to continue medical coverage, and 
you wish to continue your plan, then the conversion privilege will not be available to you again. 


The individual conversion policy may cover: 


• 
• 
• 


You only; or 
You and all dependents who are covered under the group plan at the time your coverage ended; or 
Your covered dependents, if you should die before you retire . 


Features of the Conversion Policy 
The individual policy and its terms will be the type: 


• 
• 


Required by law or regulation for group conversion purposes in your or your dependent's states of residence; and 
Offered by Aetna when you or your dependents apply under your employer's conversion plan . 


However, coverage will not be the same as your group plan coverage. Generally, the coverage level may be less, and 
there is an applicable overall lifetime maximum benefit. 
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The individual policy may also: 


• Reduce its benefits by any like benefits payable under your group plan after coverage ends (for example: if 
benefits are paid after coverage ends because of a disability extension of benefits); 


• Not guarantee renewal under selected conditions described in the policy. 


Limitations 
You or your dependents do not have a right to convert if: 


• Medical coverage under the group contract has been discontinued. 
• You or your dependents are eligible for Medicare (fide XVIII of the Social Security Act, as amended). Covered 


dependents not eligible for Medicare may apply for individual coverage even if you are eligible for Medicare. 
• Coverage under the plan has been in effect for less than 60 days. 
• A lifetime maximum benefit under this plan has been reached. For example: 


If a covered dependent reaches the group plan's lifetime maximum benefit, the covered dependent will not 
have the right to convert. If you or your dependents have remaining benefits, you are eligible to convert. 
If you have reached your lifetime maximum, you will not be able to convert. However, if a dependent has a 
remaining benefit, he or she is eligible to convert. 


• You or your covered dependents become eligible for any other medical coverage under this plan. 
• You apply for individual coverage in a jurisdiction where Aetna cannot issue or deliver an individual conversion 


policy. 
• You or your covered dependents are eligible for, or have benefits available under, another plan that, in addition to 


the converted policy, would either match benefits or result in over insurance. Examples include: 
Any other hospital or surgical expense insurance policy; 
Any hospital service or medical expense indemnity corporation subscriber contract; 
Any other group contract; or 


Any statute, welfare plan or program. 


Electing an Individual Conversion Policy 
You or your covered dependents have to apply for the individual policy within 31 days after your coverage ends. You 
do not need to provide proof of good health if you apply within the 31 day period. 


If coverage ends because of retirement, the 31 day application period begins on the date coverage under the group 
plan actually ends. This applies even if you or your dependents are eligible for benefits based on a disability 
continuation provision because you or they are totally disabled. 


To apply for an individual medical insurance policy: 


• Get a copy of the "Notice of Conversion Privilege and Request" form from your employer. 
• Complete and send the form to Aetna at the specified address. 


Your Premiums and Payments 
Your first premium payment will be due at the time you submit the conversion application to Aetna. 


The amount of the premium will be Aetna's normal rate for the policy that is approved for issuance in your or your 
dependent's state of residence. 


When an Individual Policy Becomes Effective 
The individual policy will begin on the day after coverage ends under your group plan. Your policy will be issued once 
Aetna receives and processes your completed application and premium payment. 
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Payment of Benefits rcR-9N 32-025 o2-NHJ 


All covered health benefits are payable to you. However, Aetna has the right to pay any health benefits to the service 
provider. This will be done unless you have told Aetna otherwise by the time you file the claim. 


Medical or hospital benefits will be paid within 30 calendar days upon receipt of a clean non-electronic claim or 15 
calendar days upon receipt of a clean electronic claim. A "clean claim" means a claim for payment of covered health 
care expenses that is submitted to an insurer on the insurer's standard claim form using the most current published 
procedural codes, with all the required fields completed with correct and complete information in accordance with the 
insurer's published filing requirements. An "electronic claim" means the transmission of data for purposes of payment 
of covered health care services in an electronic data format specified by the insurer and, if covered by the Health 
Insurance Portability and Accountability Act (HIP AA), is in such form and substance to be in compliance with such 
act. 


Aetna will notify you in writing, at the time it receives a claim, when an assignment of benefits to a health care 
provider or facility will not be accepted. 


Physician (GR-9N 34.o8o 04J 


A duly licensed member of a medical profession who: 


• 
• 


• 


Has an M.D. or D.O. degree; 
Is properly licensed or certified to provide medical care under the laws of the jurisdiction where the individual 
practices; and 
Provides medical services which are within the scope of his or her license or certificate . 


This also includes a health professional who: 


• 


• 
• 


• 
• 


• 


Is properly licensed or certified to provide medical care under the laws of the jurisdiction where he or she 
practices; 
Provides medical services which are within the scope of his or her license or certificate; 
Under applicable insurance law is considered a "physician" for purposes of this coverage; this includes a midwife 
certified under New Hampshire law, contingent upon services being provided in a licensed health care facility or 
at home and within the scope of practice of a certified midwife. 
Has the medical training and clinical expertise suitable to treat your condition; 
Specializes in psychiatry, if your illness or injury is caused, to any extent, by alcohol abuse, substance abuse or a 
mental disorder; and 
A physician is not you or related to you . 


f 11' /1./;/. 
~}~(Yv'v4-/ /ll jf/r{l;tu.~{)_. 
Ronald A. Williams 
Chairman, Chief Executive Officer, and President 


Aetna Life Insurance Company 
(A Stock Company) 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Extraterritorial Certificate Rider (GR-9N-CRi J 


Policyholder: Sarah Lawrence College 
Group Policy No.: GP-875727 
Rider: New Jersey ET Medical 
Issue Date: 
Effective Date: 


January 11, 2011 
November 1, 2010 


This certificate rider forms a part of the booklet certificate issued to you by Aetna describing the benefits provided 
under the policy specified above. This extraterritorial certificate-rider takes the place of any other medical 
extraterritorial certificate-rider issued to you on a prior date. 


Note: The provisions identified herein are specifically applicable ONLY for: 


• 
• 


Benefit plans which have been made available to you and/ or your dependents by your Employer; 
Benefit plans for which you and/ or your dependents are eligible; 


• Benefit plans which you have elected for you and /or your dependents; 
• The benefits in this rider are specific to residents of New Jersey. These benefits supersede any provision in 


your booklet certificate to the contrary unless the provisions in your certificate result in greater benefits. 
You are only entitled to these benefits, if you are a resident of New Jersey, and if the benefit value exceeds those 
benefits covered under the group policy and booklet certificate. 


Dependents 
The term "spouse" shall include a Civil Union partner as defined by New Jersey State Law. In addition, if applicable, 
any references under this Booklet-Certificate made to "marriage", "husband", "wife", "family", "immediate family", 
"dependent", "next of kin", '\vidow", "widower'', "widowed" or another word which in a specific context denotes 
marital or spousal relationship, the same shall include a Civil Union. In addition, a same sex relationship entered into 
outside of New Jersey which is valid under the law of another state or foreign nation that provides substantially all of 
the rights and benefits of marriage, shall be valid in New Jersey. 


If you are a civil union partner, who is eligible for COBRA continuation of coverage you may elect COBRA 
continuation of coverage for you and your eligible dependents, including a civil union partner. However, an eligible 
dependent who is a civil union partner, may not make a COBRA continuation of coverage election for themselves and 
their eligible dependents after any event that would otherwise give rise to COBRA rights, as they do not meet the 
federal definition of a "qualified beneficiary" under COBRA rules. 


/1/ .tl /1/f/' 
?1{7tt#J&Jt .if jl/tf/lJPJV./1~ 
Ronald A. Williams 
Chairman, Chief Executive Officer, and President 


Aetna Life Insurance Company 
(A Stock Company) 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Extraterritorial Certificate Rider (GR-9N-CRt) 


Policyholder: Sarah Lawrence College 
Group Policy No.: GP-875727 
Rider: Oregon ET Medical 
Issue Date: January 11, 2011 
Effective Date: November 1, 2010 


This certificate rider forms a part of the booklet certificate issued to you by Aetna describing the benefits provided 
under the policy specified above. This extraterritorial certificate-rider takes the place of any other medical 
extraterritorial certificate-rider issued to you on a prior date. 


Note: The provisions identified herein are specifically applicable ONLY for: 


• 
• 
• 
• 


Benefit plans which have been made available to you and/ or your dependents by your Employer; 
Benefit plans for which you and/ or your dependents are eligible; 
Benefit plans which you have elected for you and /or your dependents; 
The benefits in this rider are specific to residents of Oregon. These benefits supersede any provision in your 
booklet certificate to the contrary unless the provisions in your certificate result in greater benefits. You 
are only entitled to these benefits, if you are a resident of Oregon, and if the benefit value exceeds those benefits 
covered under the group policy and booklet certificate. 


Obtaining Coverage for Dependents (GR-9N o29-01o o2 oR; 
Your dependents can be covered under your plan. You may enroll the following dependents: 


• 
• 
• 


Your legal spouse; or 
Your domestic partner who meets the rules outlined in the Coverage for Domestic Partner section below; and 
Your dependent children . 


Aetna will rely upon your employer to determine whether or not a person meets the definition of a dependent for 
coverage under the plan. This determination will be conclusive and binding upon all persons for the purposes of this 
plan. 


Coverage for Domestic Partner (GR-9N 29-010 01-J'.iY) 


To be eligible for coverage, you and your domestic partner will need to: 


• 
• 
• 


meet the requirements under Oregon law for entering into a domestic partnership; and 
jointly execute and register a Declaration of Domestic Partnership with the county clerk; or 
complete and sign a "Declaration of Domestic Partnership" which is acceptable to your Employer . 
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Prosthetic Devices rcR-9N-11-110-020RJ 


Covered expenses include charges made for internal and external prosthetic devices and special appliances, if the 
device or appliance improves or restores body part function that has been lost or damaged by illness, injury or 
congenital defect Covered expenses also include instruction and incidental supplies needed to use a covered 
prosthetic device_ 


The plan covers the first prosthesis you need that temporarily or permanently replaces all or part of a body part lost or 
impaired as a result of disease or injury or congenital defects as described in the list of covered devices below for an 


• 
• 


Internal body part or organ; or 
External body part . 


Covered expenses also include replacement of a prosthetic device if: 


• 
• 
• 


The replacement is needed because of a change in your physical condition; or normal growth or wear and tear; or 
It is likely to cost less to buy a new one than to repair the existing one; or 
The existing one cannot be made serviceable . 


The list of covered devices includes but is not limited to: 


• 
• 
• 
• 
• 
• 
• 
• 
• 


An artificial arm, leg, hip, knee or eye; 
Eye lens; 
An external breast prosthesis and the first bra made solely for use with it after a mastectomy; 
A breast implant after a mastectomy; 
Ostomy supplies, urinary catheters and external urinary collection devices; 
Speech generating device; 
Cochlear implants, including bilateral implantation; 
A cardiac pacemaker and pacemaker defibrillators; and 
A durable brace that is custom made for and fitted for you . 


The plan will not cover expenses and charges for, or expenses related to: 


• any item listed in the Exclusions section. 


Chemotherapy 
Covered expenses include charges for chemotherapy treatment. Coverage levels depend on where treatment is 
received. In most cases, chemotherapy is covered as outpatient care. Inpatient hospitalization for chemotherapy is 
limited to the initial dose while hospitalized for the diagnosis of cancer and when a hospital stay is otherwise 
medically necessary based on your health status. 


Radiation Therapy Benefits 
Covered expenses include charges for the treatment of illness by x-ray, gamma ray, accelerated particles, mesons, 
neutrons, radium or radioactive isotopes. 


Outpatient Infusion Therapy Benefits 
Covered expenses include charges made on an outpatient basis for infusion therapy by: 


• A free-standing facility; 
• The outpatient department of a hospital; or 
• A physician in his/her office or in your home . 
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Infusion therapy is the intravenous or continuous administration of medications or solutions that are a part of your 
course of treatment. Charges for the following outpatient Infusion Therapy services and supplies are covered 
expenses: 


• 


• 
• 
• 
• 
• 
• 


The pharmaceutical when administered in connection with infusion therapy and any medical supplies, equipment 
and nursing services required to support the infusion therapy; 
Professional services; 
Total parenteral nutrition (fPN); 
Chemotherapy; 
Drug therapy (includes antibiotic and antivirals); 
Pain management (narcotics); and 
Hydration therapy (includes fluids, electrolytes and other additives) . 


Not included under this infusion therapy benefit are charges incurred for: 


• 
• 
• 
• 


Enteral nutrition; 
Blood transfusions and blood products; 
Dialysis; and 
Insulin . 


Coverage is subject to the maximums, if any, shown in the Schedule if Benefits. 


Coverage for inpatient infusion therapy is provided under the Inpatient Hospital and Skilled Nursing Facility Benefits 
sections of this Booklet-Certificate. 


Benefits payable for infusion therapy will not count toward any applicable Home Health Care maximums. 


ffu.pottaJit.lt~inind~i 
Refe:i:',~tithe'S.ck¢dule rfBenefits. f<)r 


Educational services: 


• 


• 


• 


Any services or supplies related to education, training or retraining services or testing, including: special education, 
remedial education, job training and job hardening programs; 
Evaluation or treatment of learning disabilities, minimal brain dysfunction, developmenta~ learning and 
communication disorders, behavioral disorders, training or cognitive rehabilitation, regardless of the underlying 
cause; and 
Services, treatment, and educational testing and training related to behavioral (conduct) problems, learning 
disabilities and delays in developing skills. 


Health Insurance PortabilityrcR-9N-31-04o-at oR) 


Eligibility 
You and your covered dependents may apply for an individual health insurance portability policy if you lose coverage 
under the group health plan because: 


• 


• 
• 


You were continuously covered under this group health plan or any other group health plan issued in Oregon for 
a period of 180 days or more prior to loss of coverage; or 
You have aggregate creditable coverage of 18 months or more prior to loss of coverage; and 
Your and your covered dependents are Oregon residents at the time of application for an individual health 
insurance portability policy. 


The individual conversion policy may cover: 


• You only; or 
• You and all dependents who are covered under the group plan at the time your coverage ended . 
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Features of the Portability Policy 
You have a choice of either a low cost benefit plan or a prevailing benefit plan: 


• 
• 


The prevailing benefit plan reflects the benefit coverage that is prevalent in the group health insurance market. 
The low cost benefit plan emphasizes affordability . 


However, coverage will not be the same as your group plan coverage. Generally, the coverage level may be less, and 
there is an applicable overall lifetime maximum benefit. 


The individual policy may also: 


• Reduce its benefits by any like benefits payable under your group plan after coverage ends (for example: if 
benefits are paid after coverage ends because of a disability extension of benefits); 


• Not guarantee renewal under selected conditions described in the policy. 


Limitations 
You or your dependents do not have a right to an individual health insurance portability policy if at the time you 
for this coverage: 


• 


• 
• 
• 
• 


• 
• 


• 


You or your dependents are eligible for Medicare. Covered dependents not eligible for Medicare may apply for 
individual coverage even if you are eligible for Medicare; 
Coverage under the plan has been in effect for less than three months; 
You or your covered dependents are covered under another health benefit plan; 
You or your covered dependents are covered under COBRA continuation of coverage; or 
A lifetime maximum benefit under this plan has been reached. For example: 


If a covered dependent reaches the group plan's lifetime maximum benefit, the covered dependent will not 
have the right to elect individual portability coverage. If you or your dependents have remaining benefits, you 
are eligible to elect individual portability coverage. 


If you have reached your lifetime maximum, you will not be able to elect an individual portability policy. 
However, if a dependent has a remaining benefit, he or she is eligible to elect an individual portability 


You or your covered dependents become eligible for any other medical coverage under this plan . 
You apply for individual coverage in a jurisdiction where Aetna cannot issue or deliver an individual portability 
policy. 
You or your covered dependents are eligible for, or have benefits available under, another plan that, in addition to 
the individual portability policy, would either match benefits or result in over insurance. Examples include: 


Any other hospital or surgical expense insurance policy; 


Any hospital service or medical expense indemnity corporation subscriber contract; 


Any other group contract; or 


Any statute, welfare plan or program. 


Electing an Individual Portability Policy 
You or your covered dependents have to apply for the individual health insurance policy within 63 days after your 
coverage ends. 


If coverage ends because of retirement, the 63 day application period begins on the date coverage under the group 
plan actually ends. This applies even if you or your dependents are eligible for benefits based on a disability 
continuation provision because you or they are totally disabled. 


To apply for an individual health insurance policy: 


• 
• 


Get a copy of the "Notice of Conversion Privilege and Request" form from your employer . 
Complete and send the form to Aetna at the specified address . 
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Your Premiums and Payments 
Your first premium payment will be due at the time you submit the conversion application to Aetna. 


The amount of the premium will be Aetna's normal rate for the policy that is approved for issuance in your or your 
dependent's state of residence. 


When an Individual Policy Becomes Effective 
The individual policy will begin on the day after coverage ends under your group plan. Your policy will be issued once 
Aetna receives and processes your completed application and premium payment. 


Ronald A. Williams 
Chairman, Chief Executive Officer, and President 


Aetna Life Insurance Company 
(A Stock Company) 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Extraterritorial Certificate Rider (GR-9N-CR1J 


Policyholder: Sarah Lawrence College 
Group Policy No.: GP-87 5727 
Rider: Pennsylvania ET Medical 
Issue Date: January 11, 2011 


November 1, 2010 Effective Date: 


This certificate rider forms a part of the booklet certificate issued to you by Aetna describing the benefits provided 
under the policy specified above. This extraterritorial certificate-rider takes the place of any other medical 
extraterritorial certificate-rider issued to you on a prior date. 


Note: The provisions identified herein are specifically applicable ONLY for: 


• 
• 
• 
• 


Benefit plans which have been made available to you and/ or your dependents by your Employer; 
Benefit plans for which you and/ or your dependents are eligible; 
Benefit plans which you have elected for you and /or your dependents; 
The benefits in this rider are specific to residents of Pennsylvania. These benefits supersede any provision in 
your booklet certificate to the contrary unless the provisions in your certificate result in greater benefits. 
You are only entitled to these benefits, if you are a resident of Pennsylvania, and if the benefit value exceeds those 
benefits covered under the group policy and booklet certificate. 


Nutritional Supplements 
Covered Expenses include charges incurred for nutritional supplements (formulas) as Medically Necessary for the 
therapeutic treatment of phenylketonuria, branched-chain ketonuria, galactosemia and homocystinuria as administered 
under the direction of a Physician. 


Nutritional Supplement Services shall be exempt from any deductible provision. 


Routine Cancer Screenings rcR-9N 11.oo5o1 NYJ 


Covered expenses include charges incurred for routine cancer screening as follows: 


• 


• 


Routine Pap smears in accordance with the recommendations of the American College of Obstetricians and 
Gynecologist; and 
1 annual gynecological exam including pelvic examination and clinical breast exam . 


Routine Pap smears and routine gynecological exams shall be exempt from any Network deductible provision. 
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Wellness (GR-9N 11-0o5 o1 NYJ 


Covered expenses include Child Immunizations for infectious diseases and the materials for administration of 
immunizations as recommended by the Advisory Committee on Immunization Practices of the Department of Health 
and Human Services, Center for Disease Control. 


Child immunizations shall be exempt from any deductible provision. 


Ronald A. Williams 
Chairman, Chief Executive Officer, and President 


Aetna Life Insurance Company 
(A Stock Company) 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Certificate Rider (GR9000-R CTRJ 


Policyholder: 
Group Policy No. 
Rider 
Issue Date 
Effective Date 


Sarah Lawrence College 
GP-875727 
New York Contraceptive Rider 
January 11, 2011· 


-- November 1, 2010 


The following summarizes changes made in your Certificate of Insurance. This Rider is effective on the date shown 
above. 


Contraception Expenses 
Covered Medical Expenses include: 


• 


• 


Charges incurred for contraceptive drugs and contraceptive devices that by law need a physician's prescription 
and that have been approved by d1e FDA. 
Related outpatient contraceptive services, such as: 


Consultations; 


Exams; 


Procedures; and 


Other medical services and supplies. 


Not Covered are: 


• 


• 


Charges for services which are covered to any extent under any other part of this Plan or other group plan 
sponsored by your Employer; and 
Charges incurred for contraceptive services willie confined as an inpatient . 


President and Chief Executive Officer 











Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Amendment (GR-9N-Appea!r01-01 03) 


Policyholder: 
Group Policy No.: 
Rider: 
Issue Date: 
Effective Date: 


Sarah Lawrence College 
GP-875727 
New York Complaint and Appeals Health Rider 
January 11, 2011 
November 1, 2011 


Complaint and Appeals - Health Coverage 
The group policy specified above has been amended. The following summarizes the changes in the group policy, and 
the Certificate of Insurance describing the policy terms is amended accordingly. This amendment is effective on the 
date shown above. 


The following Appeals Procedure provisions replace the same provisions in your Certificate of Insurance, or any 
amendments previously issued to you. 


Appeals Procedure 


Definitions 


Adverse benefit determination: A denial; reduction; termination of; or failure to provide or make payment (in whole 
or in part) for a service, supply or benefit because it is determined to be experimental or investigational or not 
medically necessary or appropriate. 


Such adverse benefit determination may be based on, among other things: 


• 
• 


Your eligibility for coverage; 
The results of any Utilization Review activities (determination as to whether or not an admission, extension of 
stay, ~r other health care service or supply is medically necessary, based on the information provided). 


If applicable, denials of out-of-network claims on the basis that an out-of-network service is not materially different 
than an in-network service shall not constitute an adverse benefit determination. 


Appeal: An oral or written request to Aetna to reconsider an adverse benefit determination. 


Health care provider: A health care professional or facility licensed pursuant to New York law or licensed, registered 
or certified by another state. 


Complaint: Any oral or written expression of dissatisfaction about quality of care or the operation of the Plan. 


Concurrent Care Claim Extension: A request to extend a previously approved course of treatment or provide 
additional services or home health care services following discharge from an inpatient hospital admission. 


Expedited Appeal: Appeal of an adverse benefit determination involving (1) continued or extended health care 
services, procedures and treatments or additional services for a covered person undergoing a course of continued 
treatment prescribed by a health care provider or home health care or rehabilitation facility services following 
discharge from an inpatient hospital admission, or (2) an adverse benefit determination in which the health care 
provider believes an immediate appeal is warranted, except any retrospective determination, and (3) for an adverse 
benefit determination involving an urgent care claim. 







Grievance: A request for review of a determination, other than a determination meeting the definition of adverse 
benefit determination. 


Pre-service Claim: Any claim for medical care or treatment that requires approval before the medical care or 
treatment is received. 


Post-Service Claim: Any claim that is not a "Concurrent Care Claim Extension," an "Urgent Care Claim" or a "Pre
Service Claim." 


Urgent Care Claim: Any claim for medical care or treatment with respect to which a delay: (a) could seriously 
jeopardize the life or health of the person or the ability of the person to regain maximum function; or (b) in the 
opinion of a physician with knowledge of the person's medical condition would subject the person to severe pain that 
cannot be adequately managed without the requested treatment. 


Out-of-Network Denial: A denial of a request for preauthorization to receive a health service from an out-of
network provider on the basis that such service is not materially different from a health service available in-network. 
The Notice of denial of such out-of-network service shall include information explaining what information must be 
submitted to appeal the denial. 


Rare Disease: A life threatening or disabling condition or disease that: (1)(a) is currently or has been subject to a 
research study by the National Institutes of Health Rare Diseases Clinical Research Network; or (b) affects fewer than 
200,000 United States residents per year; and (2) for which there does not exist a standard health service or procedure 
covered by the plan that is more clinically beneficial than the requested health service or treatment. 


Claim Determinations- Group Health Coverage 


Pre-Service Claims 
Aetna will make notification of a claim determination as soon as possible but not later than 3 business days after 
receipt of the necessary information. In the event you fail to provide all of the necessary information for Aetna to 
make a claim determination, Aetna will request such information within 3 days of receipt of the claim. Aetna will 
allow you 45 days to submit the necessary information, and will make a claim determination within 3 business days 
after receipt of such information. If the information requested is not received by Aetna after 45 days, Aetna will make 
a determination based on information available and will notify you of the decision within 15 days. Aetna will notify 
you or your designee and your Health Care Provider of the determination by telephone and in writing. Notification 
will include the total of approved services, the date of the onset of services and the next review date. 


With respect to Pre-Service Urgent Care Claims, Aetna will make a notification by telephone and in writing within 24 
hours after receipt of the claim. If more information is needed, Aetna will request it within 24 hours. You or your 
designee and your Health Care Provider will have 48 hours to submit the needed information. Aetna will make a 
determination and provide notice to you or your designee and your Health Care Provider by telephone and in 
writing within 48 hours of the earlier of Aetna's receipt of the information or the end of the 48 hour period after 
Aetna's request of the information. 


Concurrent Care Claim Extension 
Following a request for a concurrent care claim extension, Aetna will make notification of a claim determination by 
telephone and in writing to you, your designee and your health care provider as soon as possible, but no later than 
one day after receipt of the necessary information, or 15 days from receipt of the claim. With respect to home health 
care services following an inpatient hospital admission, Aetna \NW make the notification no later than 72 hours after 
receipt of the necessary information when the day subsequent to the request falls on a weekend or a holiday. But, 
coverage shall not be denied on the basis of medical necessity or lack of authorization while the decision is pending. 







With respect to Concurrent Claims that involve urgent matters, Aetna will make a determination and will notify you or 
your designee and your Health Care Provider by tdephone and in writing within 24 hours after receipt of the 
request, if the request for additional information is made at least 24 hours prior to the end of the period for which 
benefits have been approved. Requests that are not made within this time will be determined within the timeframes 
for Pre Service Urgent Care Claims. It Aetna has approved a course of treatment, Aetna will not reduce or terminate 
the approved services before giving you enough prior notice of the reduction or termination so that you can complete 
the appeal process before the services are reduced or terminated. 


Post-service Claims 
Aetna will make notification of a claim determination in writing as soon as possible but not later than 30 calendar days 
after receipt of the claim. In the event you fail to provide all of the necessary information for Aetna to make a claim 
determination, Aetna will allow you 45 days to submit the necessary information, and will make a claim determination 
within 15 days after receipt of such information. If the information requested is not received by Aetna after 45 days, 
Aetna will make a determination based on information available and will notify you of the decision within 15 days. 


The Notice of adverse benefit determination will include: 


• 


• 
• 
• 


• 


The reasons for the adverse benefit determination, including reference to specific plan provisions upon which 
the determination is based and the clinical rationale, if any; 
A description of the plan's review procedures, including a statement of claimants' rights to bring a civil action 
Instructions on how to start the appeals, expedited appeals and external appeals process; 
Notice of the availability, upon request, of the clinical review criteria used to make the adverse benefit 
determination. This notice will also specify what necessary additional information, if any, must be provided to, 
or obtained by, Aetna in order to render a decision on appeal. 
The Notice will be sent to you, your designee and your Health Care Provider . 


In the event that Aetna renders an adverse benefit determination without first attempting to discuss the matter with 
the insured's health care provider who specifically recommended the service, procedure or treatment, the health 
care provider will have the opportunity to request a reconsideration of the adverse benefit determination. Except for 
post-service claims, such reconsideration will occur within one business day of receipt by Aetna of the request. If the 
adverse benefit determination is upheld, Aetna will provide notice, as described above. 


If Aetna does not render a decision within the period set forth above, you may consider this to be an adverse benefit 
determination, subject to appeal. 


Complaints 


If you are dissatisfied with the service you receive from the Plan or want to complain about an in-network provider 
(if applicable) you must call or write Aetna Customer Service. You must include a detailed description of the matter 
and include copies of any records or documents that you think are relevant to the matter. Aetna will review the 
information and provide you with a written response within 15 calendar days of the receipt of the complaint, unless 
additional information is needed and it cannot be obtained within this period. The notice of the decision will tell you 
what you need to do to seek an additional review. 


By calling Customer Service. Aetna's Customer Service telephone number is on your ID card. If you are required to 
leave a recorded message, your message will be acknowledged within one business day after the call was recorded. 


For written complaints, an acknowledgement letter will be sent to you within 15 days of Aetna's receipt of the 
complaint. This letter may request additional information. If so, the additional information must be submitted to 
Aetna within 15 days of the date of the letter. 







Appeals of Out-of-Network Denials (if applicable) 


You may appeal an out-of-network denial based on the fact that an alternate service is available in-network by 
submitting: 


• a written statement from your physician that the service is materially different from the health service the plan 
approved to treat your medical needs. 


• two documents from available medical and scientific evidence, stating that such service is likely to be more 
clinically beneficial than the alternate in-network service and the adverse risk would not be substantially increased. 


Appeals of Adverse Benefit Determinations 
You may submit an appeal if Aetna gives notice of an adverse benefit determination. This Plan provides for two 
levels of appeal. It will also provide an option to request an external review of the adverse benefit determination. 


You have 180 calendar days following the receipt of notice of an adverse benefit determination to request your 
level one appeal. Your appeal may be submitted orally or in writing. The request should include: 


Your name; 
Your employer's name; 
A statement from your physician; 
A copy of Aetna's notice of an adverse benefit determination; 
Your reasons for making the appeal; and 
Any other information you would like to have considered. 


Send in your appeal to Customer Service at the address shown on your ID Card, or call in your appeal to Customer 
Service using the toll-free telephone number shown on your ID Card. 


You may also choose to have an authorized designee make the appeal on your behalf by providing written consent to 
Aetna. Your health care provider may make the appeal in connection with the adverse benefit determination for a 
post service claim. 


Level One Appeal 
A level one appeal of an adverse benefit determination shall be decided by Aetna personnel not involved in 
making the adverse benefit determination. 


Expedited Appeals 
Aetna has established an expedited appeals process for adverse benefit determinations involving urgent care 
claims, concurrent care claim extensions and pre-service claims. Aetna will render a decision involving urgent 
care, concurrent claim extension and pre-service claims within the earlier of 72 hours of receipt of the appeal, or 
2 business days from the receipt of the necessary information to conduct the appeal. 


Pre-Service Claims (other than those subject to an Expedited Appeal) 
Aetna shall issue a decision within 15 days of receipt of the appeal. 


Post-Service Claims 
Aetna shall issue a decision within the earlier of 15 days of receipt of the necessary information to conduct the appeal 
or 30 days of receipt of the request for an appeal. 


The notice of the appeal determination will include: 


• 


• 


If the adverse benefit determination is upheld, the reason for the determination, including the clinical rationale 
for it; and 
A notice of your right to an external appea~ together with information and a description of the external appeals 
process. You also have the option to request a Level 2 appeal from Aetna. 







If Aetna does not render an appeals determination for a Standard or Expedited appeal within the timeframes set 
forth above, the adverse benefit determination will be reversed. 


Level Two Appeal 


If Aetna upholds an adverse benefit determination at the flrst level of appeal, you or your authorized 
representative have the option to @e a level two appeal or request an External Appeal. The Level Two_appeal, if 
requested, must be submitted within 60 calendar days following the receipt of notice of a level one appeal 
determination. Please note that that if you decide to pursue a Level Two appeal and wait for a decision from 
you may miss the deadline to request an External Appeal from the New York State Insurance Department. Also, you 
may w-ish to end your Level Two appeal once you receive notice from the New York State Insurance Department 
that your request for an External Appeal has been received and is being sent out for re·view. 


A level two appeal of an adverse benefit determination of an expedited appeal shall be decided by Aetna 
personnel not involved in making the adverse benefit determination. A level two appeal of an adverse benefit 
determination of a pre-service claim or a post-service claim will be reviewed by the Aetna Appeals Committee. 


Expedited Appeals (Urgent Care Claims, Concurrent Care Claims Extensions and Pre-Service 
Claims) 
Aetna shall issue a decision within 24 hours of receipt of the request for a level two appeal for these claims. 


Pre-Service Claims (other than those subject to an Expedited Appeal) 
Aetna shall issue a decision within 15 calendar days of receipt of the request for level two appeal. 


Post-Service Claims 
Aetna shall issue a decision within 30 calendar days of receipt of the request for a level two appeal. 


Grievances 


You may submit a grievance to Aetna with respect to review of any determination other than an adverse benefit 
determination. The grievance must be submitted not less than 60 business days after receipt of the notice of the 
determination. 


Aetna will acknowledge receipt of the grievance within 15 calendar days after its receipt by Aetna. 


Grievance Determinations 
Expedited Grievances 
Aetna will resolve an expedited grievance within the lesser of 48 hours from receipt of the necessary information or 
72 hours from receipt of the grievance when delay would signiflcantly increase the risk to a person's health. 


Standard Grievances 
For other grievances, Aetna will resolve the grievance within the lesser of 30 days from receipt of the necessary 
information or 15 days from receipt of the grievance for pre-service claims grievances, or 30 days after receipt of a 
post service claims grievance. 


Grievance Appeals 
Expedited Grievances 
Aetna will render a decision witllin 36 hours after receipt of the appeal. 


Standard Grievances 
For other grievances, Aetna will resolve the grievance within 15 days from receipt of the grievance appeal for pre
service claims grievances and 30 days from receipt of grievance appeal for post service claims grievances. 







External Review 


Your Right to an External Appeal 


Under certain circumstances, you have a right to an external appeal of a denial of coverage. Specifically, if Aetna has 
denied coverage on the basis that the a) service is not medically necessary or is an experimental or investigational 
treatment or (b) if applicable, such service is out-of network and an alternate is available in-network, you may appeal 
that decision to an External Appeal Agent, an independent entity certified by the State to conduct such appeals. 


Your Right to Appeal a Determination that a Service is not Medically Necessary 


If Aetna has denied coverage on the basis that the service is not medically necessary, you may appeal to an External 
Appeal Agent if you satisfy the following criteria listed below: 


• 
• 


The service, procedure or treatment must otherwise be a Covered Medical Expense under this plan; and 
You must have received a fmal adverse benefit determination through the first level of Aetna's internal review 
process and Aetna must have upheld the denial or you and Aetna must agree in writing to waive any internal 
appeal. 


Your Right to Appeal a Determination that a Service is Experimental or Investigational 


If you have been denied coverage on the basis that the service is an experimental or investigational treatment, you 
must satisfy the following criteria: 


• 
• 


The service must otherwise be a Covered Medical Expense under this plan; and 
You must have received a fmal adverse benefit determination through the first level of Aetna's internal appeal 
process and Aetna must have upheld the denial or you and Aetna must agree in writing to waive any internal 
appeal. 


In addition, your attending physician must certify that you have a life-threatening or disabling condition or disease. 
A "life-threatening condition or disease" is one which, according to the current diagnosis of the attending physician, 
has a high probability of death. A "disabling condition or disease" is any medically determinable physical or medical 
impairment that can be expected to result in death, or that has lasted or can be expected to last for a continuous 
period of not less than 12 months, which renders you unable t? engage in any substantial gainful activities. In the case 
of a dependent child under the age of 18, a "disabling condition or disease" is any medically determinable physical or 
mental impairment of comparable severity. 


Your attending physician must also certify that the life-threatening or disabling condition or disease is one for which 
standard health services are ineffective or medically inappropriate or one for which there does not exist a more 
beneficial standard service or procedure covered under this plan or one for which there exists a clinical trial (as 
defined by law) or rare disease. In the case of a rare disease, the attending physician may not be the treating 
physician. 


In addition, your attending physician must have recommended at least one of the following: 


• 


• 


A service, procedure or treatment that two (2) documents from available medical and scientific evidence indicate 
is likely to be more beneficial to you than any standard Covered Medical Expense (only certain documents will be 
considered in support of this recommendation- your attending physician should contact the State in order to 
obtain current information as to what documents will be considered acceptable) or in the case of a rare disease, 
based on the physician's certification and such other evidence as you, your designee, or the attending physician 
may present; or 
A clinical trial for which you are eligible (only certain clinical trials can be considered) . 







Your Right to Appeal a Determination that an Alternate Service is available In-Network (if applicable) 


If Aetna has denied coverage on the basis that an alternate service is available in-network (other than a clinical trial, 
which is covered immediately above), you may appeal to an External Appeal Agent if you satisfy the following criteria 
listed below: 


• 
• 


• 


The service, procedure or treatment must otherwise be a Covered Medical Expense under this plan; and 
You must have received a fmal adverse benefit determination through the first level of Aetna's internal review 
process and Aetna must have upheld the denial, or you and Aetna must agree in writing to waive any internal. 
The attending physician certifies that such out-of -network service is (i) materially different than the alternate in
network service; and (ii) based on two documents from available medical and scientific evidence, such service is 
likely to be more clinically beneficial than the alternate in-network service and the adverse risk would not be · 
substantially increased. 


For the purposes of this section, your attending physician must be a licensed, board certified or board eligible 
physician qualified to practice in the area appropriate to treat your life-threatening or disabling condition or disease. 
In the case of a rare disease, the attending physician may not be the treating physician. 


The External Appeal Process 


If, through the first level of Aetna's internal appeal process, you have received a final adverse benefit 
determination upholding a denial of coverage on the basis that the service is not medically necessary or is an 
experimental or investigational treatment, or (if applicable) an alternate service is available in-network, you have 45 
days from receipt of such notice to file a written request for an external appeal. If you and Aetna have agreed to waive 
any internal appeal, you have 45 days from the receipt of such waiver to file a written request for an external appeal 
Aetna will provide an external appeal application with the final adverse benefit determination issued through the 
first level of Aetna's internal appeal process or its written waiver of an internal appeal. 


You may also request an external appeal application from the New York State Department of Insurance at 1-800-
400-8882. The completed application must be submitted to the New York State Department of Insurance at the 
address listed in the application. If you satisfy the criteria for an external appeal, the State will forward the request to 
a certified External Appeal Agent. 


You will have the opportunity to submit additional documentation with the request. If the External Appeal Agent 
determines that the information you submit represents a material change from the information on which Aetna based 
its denial, the External Appeal Agent will share this information with Aetna in order for it to exercise its right to 
reconsider its decision. If Aetna chooses to exercise this right, Aetna will have three (3) business days to amend or 
confirm its decision. Please note that in the case of an expedited appeal (described below), Aetna does not have a 
right to reconsider its decision. 


In general, the External Appeal Agent must make a decision within thirty (30) days of receipt of the completed 
application. The External Appeal Agent may request additional information from you, your physician or Aetna. If 
the External Appeal Agent requests additional information, it will have five (5) additional business days to make its 
decision. The External Appeal Agent must notify you in writing of its decision within two (2) business days. 


If your attending physician certifies that a delay in providing the service that has been denied poses an imminent or 
serious threat to your health, you may request an expedited external appeal. In that case, the External Appeal Agent 
must make a decision within three (3) days of receipt of the completed application. Immediately after reaching a 
decision, the External Appeal Agent must try to notify you and Aetna by telephone or facsimile of that decision. The 
External Appeal Agent must also notify you in writing of its decision. 







If the External Appeal Agent overturns Aetna's decision that a service is not medically necessary or approves 
coverage of an experimental or investigational treatment or determines that the out-of-network service (if applicable) 
should be covered under the Plan, Aetna will provide coverage subject to the other terms and conditions of this Plan. 
If the External Appeal Agent approves coverage of an experimental or investigational treatment that is part of a 
clinical trial, Aetna will only cover the costs of services required to provide treatment to you according to the design 
of the trial. Aetna shall not be responsible for the costs of investigational drugs or devices; the costs of non-health 
care services; the costs of managing research; or costs which would not be covered under this Plan for non
experimental or non-investigational treatments provided in such clinical trial. 


The External Appeal Agent's decision is binding on both you and Aetna. The External Appeal Agent's decision is 
admissible in any court proceeding. 


Your Responsibilities 


It is your responsibility to initiate the external appeals process. You may initiate the external appeal process by filing 
a completed External Appeal application with the New York State Department of Insurance. You or your designee 
may file an external appeal application; but if it's flied by your designee, you must consent to it in writing. The 
Department of Insurance may request from you written confirmation of the appointment of a designee. In addition, 
your attending physician has the right to pursue an external appeal of a retrospective adverse claim 
determination. To do so, the attending physician must complete an External Appeal application for health care 
providers. You must sign an acknowledgment of the request and a consent form to release any medical records. 


Under New York State law, the completed request for appeal must be filed within 45 days of either: the date upon 
which you receive written notification from Aetna that it has upheld a denial of coverage; or the date upon which you 
receive a written waiver of any internal appeal. Aetna has no authority to grant an extension of this deadline. 


Covered Services and Exclusions 


In general, this plan does not cover experimental or investigational treatments. However, this plan shall cover an 
experimental or investigational treatment approved by an External Appeal Agent in accordance with this section. If 
the External Appeal Agent approves coverage of an experimental or investigational treatment that is part of a clinical 
trial, Aetna will only cover the costs of services required to provide treatment to you according to the design of the 
trial. Aetna shall not be responsible for the costs of investigational drugs or devices, the costs of non-health care 
services, the costs of managing research, or costs which would not be covered under this policy for non-experimental 
or non-investigational treatments provided in such clinical trial. 


APPEALS OF ADMISSIONS FOR OR PROVISIONS OR CONTINUATION OF ACCESS TO END OF 
LIFE CARE FOR PERSONS DIAGNOSED WITH ADVANCED CANCER 


The following applies if a person: (i) has been diagnosed with advanced cancer (with no hope of reversal of primary 
disease and fewer than 60 days to live, as certified by the person's participating provider); and (ii) the participating 
provider, in consultation with the medical director of a facility specializing in the treatment of terminally ill patients 
and licensed pursuant to article 28 of the public health law, has determined that the person's care would be 
appropriately provided by such facility. 


In the event Aetna disagrees with the admission of or provision or continuation of care of the person by the facility, 
Aetna must initiate an expedited external appeal as described above. However, until a decision is rendered, such 
admission for, provision of or continuation of the care by the facility will not be denied, and Aetna will continue to 
provide such coverage. The decision of the external appeals agent will be binding on all parties. 


Aetna will keep records of your complaint for 7 years. 







Ronald A. \X'illiams 
Chairman, Chief Executive Officer and President 


Aetna Life Insurance Company 
(A Stock Company) 
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Preface 


Aetna Life Insurance Company (ALIC) is pleased to provide you with this Booklet-Certificate. Read this Booklet-Certificate 
carefully. The plan is underwritten by Aetna Life Insurance Company of Hartford, Connecticut (referred to as Aetna). 


This Booklet-Certificate is part of the Group Insurance Policy between Aetna Life Insurance Company and the Policyholder. 
The Group Insurance Policy determines the terms and conditions of coverage. Aetna agrees with the Policyholder to 
provide coverage in accordance with the conditions, rights, and privileges as set forth in this Booklet-Certificate. The 
Policyholder selects the products and benefit levels under the plan. A person covered under this plan and their 
covered dependents are subject to all the conditions and provisions of the Group Insurance Policy. 


The Booklet-Certificate describes the rights and obligations of you and Aetna, what the plan covers and how benefits are 
paid for that coverage. It is your responsibility to understand the terms and conditions in this Booklet-Certificate. Your 
Booklet-Certificate includes the Schedule ofBenifits and any amendments or riders. 


If you become insured, this Booklet-Certificate becomes your Certificate of Coverage under the Group Insurance Policy, and it 
replaces and supersedes all certificates describing similar coverage that Aetna previously issued to you. 


Group Policyholder: 
Group Policy Number: 
Effective Date: 
Issue Date: 
Booklet -Certificate Number: 


Ronald A. Williams 


Sarah Lawrence College 
GP-875727 
November 1, 2010 
January 11, 2011 
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Chairman, Chief Executive Officer and President 


Aetna Life Insurance Company 
(A Stock Company) 


Important Information Regarding Availability of Coverage (GR-9N02-aoso2J 


No services are covered under this Booklet-Certificate in the absence of payment of current premiums subject to the 
Grace Period and the Premium section of the Group Insurance Policy. 


Unless specifically provided in any applicable termination or continuation of coverage provision described in this 
Booklet-Certificate or under the terms of the Group Insurance Policy, the plan does not pay benefits for a loss or claim for a 
health care, medical or dental care expense incurred before coverage starts under this plan. 


This plan will not pay any benefits for any claims, or expenses incurred after the date this plan terminates. 


This provision applies even if the loss, or expense, was incurred because of an accident, injury or illness that 
occurred, began or existed while coverage was in effect. 


Please refer to the sections, "Termination of Coverage (Extension ofBenifits)" and "Continuation of Coverage" for more details 
about these provisions. 


Benefits may be modified during the term of this plan as specifically provided under the terms of the Group Insurance 
Policy or upon renewal. If benefits are modified, the revised benefits (including any reduction in benefits or elimination 
of benefits) apply to any expenses incurred for services or supplies furnished on or after the effective date of the plan 


1 







modification. There is no vested right to receive any benefits described in the Group Insurance Poliry or in this Booklet
Certificate beyond the date of termination or renewal including if the service or supply is furnished on or after the 
effective date of the plan modification, but prior to your receipt of amended plan documents. 


Coverage for You and Your Dependents 


Health Expense Coverage 


Benefits are payable for covered health care expenses that are incurred by you or your covered dependents while 
coverage is in effect. An expense is "incurred" on the day you receive a health care service or supply. 


Coverage under this plan is non-occupational. Only non-occupational injuries and non-occupational illnesses are 
covered. 


Refer to the What the Plan Covers section of the Booklet-Certificate for more information about your coverage. 


Treatment Outcomes of Covered Services 
Aetna is not a provider of health care services and therefore is not responsible for and does not guarantee any results 
or outcomes of the covered health care services and supplies you receive. Except for Aetna RX Home Delivery LLC, 
providers of health care services, including hospitals, institutions, facilities or agencies, are independent contractors 
and are neither agents nor employees of Aetna or its affiliates. 
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When Your Coverage Begins 
(GR-9N 29-()Qj-(}1-NY) 


Throughout tlus section you will find information on who can be covered under the plan, how to enroll and what to 
do when there is a change in your life that affects coverage. In tllls section, "you" means the employee. 


Who Can Be Covered 


Employees 
To be covered by tllls plan, the following requirements must be met: 


• 
• 


You will need to be in an "eligible class", as defmed below; and 
You will need to meet the "eligibility date criteria" described below . 


Eligible Classes 
You are in an eligible class if: 


• You are a regular part-time or full-time employee, as defmed by your employer. 


Determining When You Become Eligible 
You become eligible for the plan on your eligibility date, which is determined as follows. 


On the Effective Date of the Plan 
If you are in an eligible class on the effective date of tllls plan, your coverage eligibility date is the effective date of the 
plan. 


After the Effective Date of the Plan 
If you are hired after the effective date of tllls plan, your eligibility coverage date is the flrst day of the month 
coinciding with or next following the date you are hired. 


If you enter an eligible class after the effective date of tllls plan, your coverage eligibility date is the date you enter the 
eligible class. 


Obtaining Coverage for Dependents (GR-9N-29-()t0-()2 NYJ 


Your dependents can be covered under your plan. You may enroll the following dependents: 


• 
• 
• 


Your legal spouse; or 
Your domestic partner who meets the rules set by your employer; and 
Your dependent children . 


Aetna will rely upon your employer to determine whether or not a person meets the definition of a dependent for 
coverage under the plan. This determination will be conclusive and binding upon all persons for the purposes of tllls 
plan. 
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Coverage for Domestic Partner (GR-9N 29-01 o 01-NY) 


To be eligible for coverage, you and your domestic partner will need to complete and sign a Declaration of Domestic 
Partnership. 


Coverage for Dependent Children (GR-9N-29--010--02 l'.'Y) 


To be eligible, a dependent child must be: 


• 
• 
• 


Unmarried; and 
Under 19 years of age; or 
Under age 26, as long as he or she is a full-time student at an accredited institution of higher education and solely 
depends on your support*. 


*Note: Proof of full-time student status is required each year. This means that the child is enrolled as an 
undergraduate student with a total course load of at least 12 credits or is enrolled as a graduate student with a total 
course load of at least 9 credits. 


An eligible dependent child includes: 


• 
• 
• 
• 
• 
• 
• 


Your biological children; 
Your stepchildren; 
Your legally adopted children; 
Your foster children, including any children placed with you for adoption; 
Any children for whom you are responsible under court order; 
Your grandchildren in your court -ordered custody; and 
Any other child with whom you have a parent-child relationship . 


Coverage for a handicapped child may be continued past the age limits shown above. See Handicapped Dependent 
Children for more information. 


How and When to EnrollrcR-9N29-o1so3NYJ 


Initial Enrollment in the Plan 
You will be provided with plan benefit and enrollment information when you first become eligible to enroll. To 
complete the enrollment process, you will need to provide all requested information for yourself and your eligible 
dependents. You will also need to agree to make required contributions for any contributory coverage. Your employer 
will determine the amount of your plan contributions, which you will need to agree to before you can enroll. 
Remember plan contributions are subject to change. 


You will need to enroll within 31 days of your eligibility date. Otherwise, you may be considered a Late Enrollee. If 
you miss the enrollment period, you will not be able to participate in the plan until the next annual enrollment period, 
unless you qualify under a Special Enrollment Period, as described below. 


Newborns are automatically covered for 31 days after birth. To continue coverage after 31 days, you will need to 
complete a change form and return it to your employer within the 31-day enrollment period. 
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Late Enrollment 
If you do not enroll during the Initial Enrollment Period, or a subsequent annual enrollment period, you and your 
eligible dependents may be considered Late Enrollees and coverage may be deferred until the next annual enrollment 
period. If, at the time of your initial enrollment, you elect coverage for yourself only and later request coverage for 
your eligible dependents, they may be considered Late Enrollees. 


You must return your completed enrollment form before the end of the next annual enrollment period. 


However, you and your eligible dependents may not be considered Late Enrollees under the circumstances described 
in the "Special Enrollment Periods" section below. 


Annual Enrollment (GR-9N29-015-HRPA.NYJ 


During the annual enrollment period, you will have the opportunity to review your coverage needs for the upcoming 
year. During this period, you have the option to change your coverage. The choices you make during this annual 
enrollment period will become effective the following year. 


If you do not enroll yourself or a dependent for coverage when you first become eligible, but wish to do so later, you 
will need to do so during the next annual enrollment period, unless you qualify under one of the Special Enrollment 
Periods, as described below. 


Special Enrollment Periods (GR-9N-29-0!5.()5.NYJ 


You will not be considered a Late Enrollee if you qualify under a Special Enrollment Period as defmed below. If one 
of these situations applies, you may enroll before the next annual enrollment period. 


Loss of Other Health Care Coverage 
You or your dependents may qualify for a Special Enrollment Period if: 


• 


• 


• 


You did not enroll yourself or your dependent when you first became eligible or during any subsequent annual 
enrollments because, at that time: 


You or your dependents were covered under other creditable coverage; and 


You refused coverage and stated, in writing, at the time you refused coverage that the reason was that you or 
your dependents had other creditable coverage, but such written statement is required only if your employer 
requires the statement and gives you notice of the requirement, and the notice explains the consequences of 
failing to provide such statement; and 


You or your dependents are no longer eligible for other creditable coverage because of one of the following: 
The end of employment; 


A reduction in hours of employment (for example, moving from a full-time to part-time position); 
The ending of the other plan's coverage; 
Death; 


Divorce or legal separation; 


Employer contributions toward that coverage have ended; 
COBRA coverage ends; 


The employer's decision to stop offering the group health plan to the eligible class to which the employee 
belongs; 


Cessation of a dependent's status as an eligible dependent as such is defined under this Plan; or 


With respect to coverage under Medicaid or an S-CHIP Plan, you or your dependents no longer qualify for 
such coverage; 


The operation of another Plan's lifetime maximum on all benefits, if applicable. 
You or your dependents become eligible for State premium assistance, with respect to coverage under the group 
health plan, under Medicaid or an S-CHIP Plan. 
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You will need to enroll yourself or a dependent for coverage within: 


• 31 days of when other creditable coverage ends; 
• within 60 days of when coverage under Medicaid or an S-CHIP Plan ends; or 
• within 60 days of the date you or your dependents become eligible for Medicaid or S-CHIP premium assistance . 


Evidence of termination of creditable coverage must be provided to Aetna. If you do not enroll during this time, 
you will need to wait until the next annual enrollment period. 


New Dependents 
You and your dependents may qualify for a Special Enrollment Period if: 


• 
• 


• 


You did not enroll when you were first eligible for coverage; and 
You later acquire a dependent, as defined under the plan, through marriage, birth, adoption, or placement for 
adoption; and 
You elect coverage for yourself and your dependent within 31 days of acquiring the dependent . 


Your spouse or child who meets the defln.ition of a dependent under the plan may qualify for a Special Enrollment 
Period if: 


• You did not enroll them when they were first eligible; and 
• You later elect coverage for them within 31 days of a court order requiring you to provide coverage . 


You will need to report any new dependents by completing a change form, which is available from your employer. 
The form must be completed and returned to Aetna within 31 days of the change. If you do not return the form 
within 31 days of the change, you will need to make the changes during the next annual enrollment period. However, 
coverage for a newborn child will be provided from the date you give notice to Aetna. 


IfY ou Adopt a Child 
Your plan will cover a child who is placed for adoption. This means you have taken on the legal obligation for total or 
partial support of a child whom you plan to adopt. 


Your plan will provide coverage for a child who is placed with you for adoption if: 


• 
• 
• 
• 


The child meets the plan's defln.ition of an eligible dependent on the date he or she is placed for adoption; and 
You request coverage for the child in writing within 31 days of the placement. 
Proof of placement will need to be presented to Aetna prior to the dependent enrollment . 
Any coverage limitations for a pre-existing condition will not apply to a child placed with you for adoption 
provided that the placement occurs on or after the effective date of your coverage. 


When You Receive a Qualified Child Support Order 
A Qualifled Medical Child Support Order (QMCSO) is a court order requiring a parent to provide health care 
coverage to one or more children. A Qualified Domestic Relations Support Order (QDRSO) is a court order 
requiring a parent to provide dependent's health insurance coverage to one or more children. Your plan will provide 
coverage for a child who is covered under a QMCSO or a QDRSO, if: 


• The child meets the plan's defln.ition of an eligible dependent; and 
• You request coverage for the child in writing within 31 days of the court order . 


Coverage for the dependent will become effective on the date of the court order. Any coverage limitations for a pre
existing condition will not apply, as long as you submit a written request for coverage within the 31-day period. 


If you do not request coverage for the child within the 31-day period, Aetna will nevertheless provide the coverage 
for the child and for you, if necessary, regardless of whether you request coverage within the 31 days or not. 
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Under a QMCSO or QDRSO, if you are the non-custodial parent, the custodial parent may file claims for benefits. 
Benefits for such claims will be paid to the custodial parent. 


When Your Coverage Begins 


Your Effective Date of Coverage 
Your coverage takes effect on the later of: 


• 
• 


The date you are eligible for coverage; or 
The date your enrollment is received; 


• If you are considered a late enrollee, on the first day of the first calendar month following the end of the late 
entrant enrollment period during which you elect coverage. 


If your completed enrollment information is not received within 31 days of your eligibility date, the rules under the 
Special Enrollment Periods section will apply. 


Your Dependent's Effective Date of Coverage 
Your dependent's coverage takes effect on the same day that your coverage becomes effective, if you have enrolled 
them in the plan by then. 


If any dependent is considered a late enrollee, coverage will take effect on the first day of the first calendar month 
following the end of the late entrant period during which you elect coverage for such dependent. 


Note: New dependents need to be reported to Aetna within 31 days because they may affect your contributions. If 
you do not report a new dependent within 31 days of his or her eligibility date, the rules under the Special Enrollment 
Periods section will apply. 
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How Your Medical Plan 
Works 
(GR-9N-08-005-0 1 NI) 


It is important that you have the information and useful resources to help you get the most out of your Aetna medical 
plan. This Booklet-Certificate explains: 


• 
• 
• 
• 
• 
• 


Definitions you need to know; 
How to access care, including procedures you need to follow; 
What expenses for services and supplies are covered and what limits may apply; 
What expenses for services and supplies are not covered by the plan; 
How you share the cost of your covered services and supplies; and 
Other important information such as eligibility, complaints and appeals, termination, continuation of coverage, 
and general administration of the plan. 


Important Notes 


• 


• 


Un1ess otherwiseindi<:ateF,''yo~",referstoyou :?a ~~l1Lc?ye:ec1 dsp~c1ent~ . 
Yo pl;rn pays bensfits pnly for s~J:Vices,and supplies described in this Booklet -Cepificate 


~x. ,, > .· atare'm~~!f~~~nepessary::.. , •.. '·'· 
This Booklet-Certificate applies to coverage only anddoesnot restrict 
tl}at are riot or might not be coverec1 beJ¢efitsung~r. this 9~;rhh plaJ¢, 
St()rethis Bo()l\fet--Certificate i.n ~ safe pl~~e for future reference . 


Common Terms (GR-9N-s-as-01o-ot; rcR-9N-s-as-a5-a1 l'.IJ 


Many terms throughout this Booklet-Certificate are defined in the Glossary section at the back of this document. 
Defined terms appear in bolded print. Understanding these terms will also help you understand how your plan works 
and provide you \vith useful information regarding your coverage. 


About Your Exclusive Provider Organization (EPO) Medical Plan 
(GR-9N 08-029-01) 


This Exclusive Provider Organization (EPO) plan provides coverage of medical expenses for the treatment of illness 
or injury. The plan also provides coverage for certain preventive and wellness benefits. 


\'{lith your EPO plan, you can directly access any network physician, hospital or other health care provider for 
covered services and supplies under the plan. 


The plan will pay for covered expenses up to the maximum benefits shown in tlus Booklet-Certificate. Coverage is 
subject to all the terms, policies, and procedures outlined in this Booklet-Certificate. Not all medical expenses are 
covered under the plan. Exclusions and limitations apply to certain medical services, supplies and expenses. Refer to 
the What the Plan Covers, Exclusions, Limitations, and Scbedttle rfBenqits sections to determine if medical services are 
covered, excluded or limited. 


This EPO plan provides access to covered benefits through a network of health care providers and facilities. These 
network physicians, hospitals and other health care professionals have contracted with Aetna or an affiliate to 
provide health care services and supplies to Aetna plan members at a reduced fee called the negotiated charge. 
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Except for emergency and urgent care services, benefits will only be paid when you utilize network providers and 
facilities. 


Availability of Providers 
Aetna cannot guarantee the availability or continued participation of a particular provider. Either Aetna or any 
network provider may terminate the provider contract or limit the number of patients accepted in a practice. If the 
physician initially selected cannot accept additional patients, you will be notified and given an opportunity to make 
another selection. If the agreement between Aetna and your selected PCP is terminated, Aetna will notify you of the 
termination and request you to select another PCP. 


Ongoing Reviews: 
Aetna conducts ongoing reviews of those services and supplies which are recommended or provided by health 
professionals to determine whether such services and supplies are covered benefits under this Booklet-Certificate. If 
Aetna determines that the recommended services or supplies are not covered benefits, you will be notified. You may 
appeal such determinations by contacting Aetna to seek a review of the determination. Please refer to the Claim 
Procedures/ Complaints and Appeals section of this Booklet -Certificate. 


How Your EPO Medical Plan Works rcR-9N08-{)30-{}IJ 


The Primary Care Physician: (GR-9N 08-{)30-{}IJ 


To access network benefits, you are encouraged to select a Primary Care Physician (PCP) from Aetna's network of 
providers at the time of enrollment. Each covered family member may select his or her own PCP. If your covered 
dependent is a minor, or otherwise incapable of selecting a PCP, you should select a PCP on their behalf. 


You may search online for the most current list of participating providers in your area by using DocFind, Aetna's 
online provider directory at www.aetna.com. You can choose a PCP based on geographic location, group practice, 
medical specialty, language spoken, or hospital affiliation. DocFind is updated several times a week. You may also 
request a printed copy of the provider directory through your policyholder or by contacting Member Services through 
e-mail or by calling the toll free number on your ID card. 


A PCP may be a general practitioner, family physician, internist, or pediatrician. Your PCP provides routine 
preventive care and will treat you for illness or injury. 


A PCP coordinates your medical care, as appropriate either by providing treatment or may direct you to other 
network providers for other covered services and supplies. The PCP can also order lab tests and x-rays, prescribe 
medicines or therapies, and arrange hospitalization. 


Changing Your PCP 
You may change your PCP at any time on Aetna's website, www.aetna.com, or by calling the Member Services toll
free number on your identification card. The change will become effective upon Aetna's receipt and approval of the 
request. 


Specialists and Other Network Providers 
You may directly access specialists and other health care professionals in the network for covered services and 
supplies under this Booklet-Certificate. Refer to the Aetna provider directory to locate network specialists, 
providers and hospitals in your area. Refer to the Schedule ofBenifits section for benefit limitations and out-of-pocket 
costs applicable to your plan. 
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Accessing Network Providers and Benefits (GR-9N 08-040-01) 


• 


• 


• 


You may select a PCP or other direct access network provider from the network provider directory or 
logging on to Aetna's website at You can search Aetna's online directory, DocFind, for names 
and locations of physicians and other health care providers and facilities. You can change your PCP at 
anytime. 
If a service you need is covered under the plan but not available from a network provider or hospital in your 
area, please contact Member Services by email or at the toll-free number on your ID card for assistance. 
You will not have to submit medical claims for treatment received from network health care professionals and 
facilities. Your network provider will take care of claim submission. Aetna will directly pay the network 
provider or facility less any cost sharing required by you. You "';n be responsible for deductibles, coinsurance 
and copayments, if any. 


You will receive notification of what the plan has paid toward your covered expenses. It will indicate any amounts 
you owe towards your deductible, copayments, or coinsurance or other non-covered expenses you have incurred. 
You may elect to receive this notification by e-mail, or through the mail. Call or e-mail Member Services if you have 
questions regarding your statement. 


Cost Sharing For N etworkBel?:.t;fits (~R-9N-~'8-045-pt1VYJ 
Y~u. share in,tpe <::9St of your benefits. Cost Sharing. amou:Uts .,~nd ptoy:iSiQns are ~esctib~din t11e :iClJC•ril.f1re: (i/ 
Benefits. 


• 


• 


• 


• 


• 


For certain types of services and supplies, you will be responsible for any copayments shown in the Schedule 
Ben !fits. 
After you satisfy any applicable deductible, you will be responsible for any applicable coinsurance for covered 
expenses that you incur. Your coinsurance is based on the negotiated charge. You will not have to pay any 
balance bills above the negotiated charge for that covered service or supply. You "';n be responsible for your 
coinsurance up to the coinsurance limit applicable to your plan. 
Once you satisfy any applicable coinsurance limit, the plan will pay 100% of the covered expenses that apply 
toward the limit for the rest of the Calendar Year. Certain designated out-of-pocket expenses may not apply to 
the coinsurance limit. Refer to the Schedule of Benefits section for information on what expenses do not apply. 
Refer to your Schedule of Benefits for the specific coinsurance limit amounts that apply to your plan. 
The plan will pay for covered expenses, up to the maximums shown in the What the Plan Covers or Schedule 
Benrftts sections. You are responsible for any expenses incurred over the maximum limits outlined in the What the 
Plan Covers or Schedule of Benefits sections. 
You may be billed for any deductible, copayment, or coinsurance amounts, or any non-covered expenses that 
you mcur. 


Emergency and Urgent Care (GR-9N-27-005-01J 


You have coverage 24 hours a day, 7 days a week, anywhere inside or outside the plan's service area, for: 


• 
II 


An emergency medical condition; or 
An urgent condition. 
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In Case of a Medical Emergency 
When emergency care is necessary, please follow the guidelines below: 


• Seek the nearest emergency room, or dial 911 or your local emergency response service for medical and 
ambulatory assistance. If possible, call your primary care physician provided a delay would not be detrimental 
to your health. 


• After assessing and stabilizing your condition, the emergency room should contact your PCP to obtain your 
medical history to assist the emergency physician in your treatment. 


• If you are admitted to an inpatient facility, notify your PCP as soon as reasonably possible. 


• If you seek care in an emergency room for a non-emergency condition, the plan will not cover the expenses you 
incur. Please refer to the Schedule of Benefits for specific details about the plan. 


Coverage for Emergency Medical Conditions 
Refer to Coverage for Emergency Medical Conditions in the What the Plan Covers section. 


In Case of an Urgent Condition (GR-9N-27.oto.otJ 


Call your PCP if you think you need urgent care. Network providers are required to provide urgent care coverage 24 
hours a day, including weekends and holidays. You may contact any physician or urgent care provider, in- or out
of-network, for an urgent care condition if you cannot reach your physician. 


If it is not feasible to contact your PCP, please do so as soon as possible after urgent care is provided. If you need 
help finding a network urgent care provider you may call Member Services at the toll-free number on your I.D. 
card, or you may access Aetna's online provider directory at www.aetna.com. 


Coverage for an Urgent Condition 
Refer to Coverage for Urgent Medical Conditions in the What the Plan Covers section. 


Follow-Up Care Mter Treatment of an Emergency or Urgent Medical Condition 
Follow-up care is not considered an emergency or urgent condition and is not covered as part of any emergency or 
urgent care ·visit. Once you have been treated and discharged, you should contact your physician for any necessary 
follow-up care. 


For coverage purposes, follow-up care is treated as any other expense for illness or injury. If you access a hospital 
emergency room for follow-up care, your expenses will not be covered and you will be responsible for the entire cost 
of your treatment. Refer to yourS chedule of Benefits for cost sharing information applicable to your plan. 


To keep your out-of-pocket costs lower, your follow-up care should be accessed through your PCP. 
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Requirements For Coverage (GR-9NS-09-005-0INY) 


To be covered by the plan, services and supplies and prescription drugs must meet all of the following requirements: 


1. The service or supply or prescription drug must be covered by the plan. For a service or supply or prescription 
drug to be covered, it must: 
• Be included as a covered expense in this Booklet-Certificate; 
• Not be an excluded expense under this Booklet-Certificate. Refer to the Exclusions sections of this Booklet


Certificate for a list of services and supplies that are excluded; 
• Not exceed the maximums and limitations outlined in this Booklet-Certificate. Refer to the What the Plan 


Covers section and the Schedule ifBenifits for information about certain expense limits; and 


• Be obtained in accordance with all the terms, policies and procedures outlined in this Booklet-Certificate . 


2. The service or supply or prescription drug must be provided while coverage is in effect. See the Who Can Be 
Covered, How and f.l7hen to Enroll, When Your Coverage Begins, TVhen Coverage Ends and Continuation if Coverage sections 
for details on when coverage begins and ends. 


3. The service or supply or prescription drug must be medically necessary. To meet this requirement, the 
medical services, supply or prescription drug must be provided by a physician, or other health care provider, 
exercising prudent clinical judgment, to a patient for the purpose of preventing, evaluating, diagnosing or treating 
an illness, injury, disease or its symptoms. The provision of the service or supply must be: 


(a) In accordance with generally accepted standards of medical practice; 
(b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and 
(c) Not primarily for the convenience of the patient, physician or other health care provider; 
(d) And not more costly than an alternative service or sequence of services at least as likely to produce equivalent 


therapeutic or diagnostic results as to the diagnosis or treatment of that patient's illness, injury, or disease. 


For these purposes "generally accepted standards of medical practice" means standards that are based on credible 
scientific evidence published in peer-reviewed medical literature generally recognized by the relevant medical 
community, or otherwise consistent with physician specialty society recommendations and the views of physicians 
practicing in relevant clinical areas and any other relevant factors. 


Clinical Review Criteria Requests 
If you or your covered dependent needs additional information on a specific clinical issue, you may request a clinical 
review criteria by submitting written request to Aetna. The written request must contain the follmving information: 


• Person's name; address; and telephone number . 
• A request for the clinical review criteria; which Aetna would utilize in making a coverage determination 


a specific condition, treatment or device. 


The written request should be sent to the following address: 


Aetna 
CRC Requests - Mail Code: F07 4 
3 Independence Way 
Princeton, NJ 08540 


Aetna will take into consideration the person's individual situation in applying the clinical review criteria. 


For questions, or further assistance, the person should call the Customer Services toll-free telephone number shown 
in the Identification Card. 
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What The Plan Covers 
(GR-9N 11-005 01 NY) 


EPO Medical Plan 


Many preventive and routine medical expenses as well as expenses incurred for a serious illness or injury are covered. 
This section describes which expenses are covered expenses. Only expenses incurred for the services and supplies 
shown in this section are covered expenses. Limitations and exclusions apply. 


Wellness 


Routine Physical Exams 
Covered expenses include charges made by your primary care physician for routine physical exams for person's 
age 19 or more. A routine exam is a medical exam given by a physician for a reason other than to diagnose or treat a 
suspected or identified illness or injury, and also includes: 


• 
• 


• 


Radiological services, X-rays, lab and other tests given in connection with the exam; and 
Immunizations for infectious diseases and the materials for administration of immunizations as recommended by 
the Advisory Committee on Immunization Practices of the Department of Health and Human Services, Center 
for Disease Control; and 
Testing for Tuberculosis . 


Covered expenses for children from birth through age 18 also include: 


• An initial hospital check up and well child visits in accordance with the prevailing clinical standards of the 
American Academy of Pediatric Physicians. 


Unless specified above, not covered under this benefit are charges for: 


• 
• 
• 
• 
• 
• 


Services which are covered to any extent under any other part of this plan; 
Services which are for diagnosis or treatment of a suspected or identified illness or injury; 
Exams given during your stay for medical care; 
Services not given by a physician or under his or her direction; 
Psychiatric, psychological, personality or emotional testing or exams; 
Services and supplies furnished by an out-of-network provider . 
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Preventive Health Care Services Expenses (GR9NS 11-0o5o1 NYJ 
This plan will pay for charges for preventive health care services provided in connection with a routine physical exam 
of a dependent child under 19 years of age, as follows. These charges are not subject to deductible or any lifetime 
maximum benefit. These services may be provided in a hospital or physician's office. 


An initial hospital checkup and well-child visits scheduled in accordance with the prevailing standards of a national 
association of pediatric physicians designated by the New York State commissioner of health. 


At each visit, services in accordance with the prevailing clinical standards of the designated association, including: 


• 
• 
• 
• 
• 
• 


A medical history; 
a complete physical examination; 
developmental assessment; 
anticipatory guidance; 
appropriate immunizations; 
laboratory tests . 


All necessary immunizations recommended by the Advisory Committee on Immunizations Practices of the U.S. 
Public Health Service and the Department of Health of The State of New York, and in accordance with the minimum 
benefits mandated by the State of New York. 


Not covered are charges for: 


• 
• 
• 
• 
• 


Services which are covered to any extent under any other part of the plan; 
Services for diagnosis or treatment of a suspected or identified illness or disease; 
Medicines or drugs; 
Appliances, equipment or supplies; 
Premarital exams; dental exams; hearing exams; or exams related in any way to employment . 


Early Intervention Services Expenses 
The plan will pay the following charges even though they may not be incurred in connection with an injury or 
disease. Benefits are payable on the same basis as any other sickness. They are included only for a dependent child: 


• 


• 


Until September 1 of the calendar year in which the child attains the age of 3 years; if the child is born between 
January 1 and August 31 of that calendar year. 
Until January 2 of the calendar year following the calendar year the child attains the age of 3 years; if the child is 
born between September 1 and December 31 of the preceding calendar year. 


The dependent child must be certified by the New York Department of Health as eligible to participate in the Early 
Intervention Program. You must submit proof of such qualification with the initial claim. 


Early Intervention Services Expenses 
These are the charges incurred for Early Intervention Services. 


Early Intervention Services: These are services, designed to offer a comprehensive array of educational, 
developmentaL health and social services to eligible infants, children and their families as specified in program 
regulations. They include, but are not limited to, the following: 


• 


• 


Speech and language therapy given in connection with a speech impairment resulting from a congenital 
abnormality, disease or injury. 
Occupational or physical therapy expected to result in significant improvement of a body function impaired by a 
congenital abnormality, disease or injury. 
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11 Clinical psychological tests or treatment. 
• Skilled nursing services, on a part-time or intermittent basis, given by an R.N. or by an L.P.N. 


Benefits paid for early intervention services will not be applied against any maximum lifetime or annual limits 
specified in this Booklet-Certificate. However, visit limitations and other terms and conditions of the Booklet
Certificate will continue to apply to early intervention services. Visits used for Early Intervention Services will not 
reduce the number of visits otherwise available under the coverage for such services. 


Routine Cancer Screenings 
The plan will pay for charges incurred for routine cancer screening, as follows: 


Mammograms: 


• 


• 
• 


Upon recommendation of a physician, a mammogram at any age for females having a history of breast cancer 
who have a first degree relative with a prior history of breast cancer; 
A single baseline mammogram for covered females aged 35 through 39; and 
An annual mammogram for covered females aged 40 or older . 


One gynecological exam, including Pap smear, every twelve months. 


The following coverage for diagnostic screening of prostatic cancer: 


• 


• 


Standard diagnostic tests, including but not limited to a digital rectal exam and one prostate specific antigen 
test at any age for males having a prior history of prostate cancer; and 
An annual standard diagnostic examination, including but not limited to a digital rectal examination and a 
specific antigen test for males age 50 or more who are asymptomatic and for males age 40 or more with a 
history of prostate cancer or other prostate cancer risk factors. 


Fecal occult blood test, sigmoidoscopy, colonoscopy, double contrast barium enema. 


Any age limits shown above do not apply to any person who is at high risk for the cancer being screened. 


Family Planning Services (GR-9N 11-oo5 o1m; 


Covered expenses include charges for certain family planning services, even though not provided to treat an illness 
or injury. Refer to the Schedule of Benefits for any frequency limits that apply to these services, if not specified below. 


Covered expenses include charges for family planning services, including: 


• Voluntary sterilization . 
• Voluntary termination of pregnancy . 


The plan does not cover the reversal of voluntary sterilization procedures, including related follow-up care. 


Also see section on pregnancy and infertility related expenses on a later page. 


Bone Mineral Density Measurement or Test, Drug and Devices (GR-9N 11 -1J85-I\rJ 


Covered expenses include charges incurred for bone mineral density measurements or tests, including drugs and 
devices, for individuals(a) meeting the criteria under the federal Medicare program or the National Institutes of 
Health; or (b) previously diagnosed as having osteoporosis or a family history of osteoporosis; or (c) with symptoms 
or conditions indicative of the presence or of significant risk of osteoporosis; or (d) on a prescribed drug regimen 
posing a significant risk of osteoporosis; or (e) with lifestyle factors to such a degree posing a significant risk of 
osteoporosis; or (f) with such age, gender and/ or other physiological characteristics which pose a significant risk for 
osteoporosis. 
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Bone mineral density measurements or tests, drugs and devices include those covered under the federal Medicare 
program as well as those in accordance with the criteria of the National Institutes of Health, including dual energy X
ray absoptiometry. 


Vision Care Services (GR-9N s-11-o1o-o1) 


Covered expenses include charges made by a legally qualified ophthalmologist or optometrist for the following 
semces: 


• Rnutine eye exam: The plan covers expenses for a complete routine eye exam that includes refraction and 
glaucoma testing. A routine eye exam does not include a contact lens exam. The plan covers charges for one 
routine eye exam in any 12 consecutive month period. 


limitations 
Unless specified above, the benefit plan does not cover charges for a service or supply furnished by other than a 
network provider. 


Coverage is subject to any applicable Calendar Year deductibles, co pays and coinsurance percentages shown in 
your S chedu!e of Benefits. 


Primary and Preventive Obstetric and Gynecological Care (GR-9N-11-01MJ1 NY) 


Covered expenses include charges made by any provider of obstetric and gynecological services of the Covered 
Person's choice for primary and preventive obstetric and gynecological care, or any other care, related to a pregnancy 
or to an acute gynecological condition. 


The plan covers charges for 2 examinations for primary and preventive obstetric and gynecological care in any 
Calendar Year. 


Physician Services (GR9N s 11-2oo1 NYJ 


Physician Visits 
Covered medical expenses include charges made by a physician during a visit to treat an illness or injury. The visit 
may be at the physician's office, in your home, in a hospital or other facility during your stay or in an outpatient 
facility. Covered expenses also include: 


• 
• 
• 


Immunizations for infectious disease; 
Allergy testing, treatment and injections; and 
Charges made by a qualified physician for a second surgical opinion on the need for surgery; and a second 
medical opinion by an appropriate specialist (including, but not limited to a specialist affiliated with a specialty 
care center for the treatment of cancer) in the event of a positive or negative diagnosis of cancer; or a recurrence 
or cancer; or a recommendation of a course of treatment for cancer. The opinion may be rendered by either a 
network or a non-network specialist. 


Surgery 
Covered expenses include charges made by a physician for: 


• 
• 
• 


Performing your surgical procedure; 
Pre-operative and post-operative visits; and 
Consultation with another physician to obtain a second opinion prior to the surgery . 
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Anesthetics 
Covered expenses include charges for the administration of anesthetics and oxygen by a physician, other than the 
operating physician, or Certified Registered Nurse Anesthetist (C.R.N.A.) in connection with a covered procedure. 


Hospital Expenses rcR9Nstt-o3oou'""YJ 


Covered medical expenses include services and supplies provided by a hospital during your stay. 


Room and Board 
Covered expenses include charges for room and board provided at a hospital during your stay. Private room 
charges that exceed the hospital's semi-private room rate are not covered unless a private room is required because 
of a contagious illness or immune system problem. 


Room and board charges also include: 


• 
• 
• 
• 


Services of d1e hospital's nursing staff; 
Admission and other fees; 
General and special diets; and 
Sundries and supplies . 


Other Hospital Services and Supplies 
Covered expenses include charges made by a hospital for services and supplies furnished to you in connection with 
your stay. 


Covered expenses include hospital charges for other services and supplies provided, such as: 


• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 


Ambulance services . 
Physicians and surgeons . 
Operating, cytoscopic and recovery rooms . 
Intensive or special care facilities and equipment . 
Administration of blood and blood products, but not the cost of the blood or blood products . 
Radiation therapy, chemotherapy . 
Speech therapy, physical therapy and occupational therapy . 
Oxygen and oxygen therapy . 
Radiological services, electrocardiographs, electroencephalographs, laboratory testing and diagnostic services . 
Medications, sera, biological and vaccines . 
Intravenous (IV) preparations, visualizing dyes . 
Discharge planning . 
Dressings and casts . 


Outpatient Hospital Expenses 
Covered expenses include hospital charges made for: 


• 
• 
• 


Covered services and supplies provided by the outpatient department of a hospital; 
Hospital services rendered \vi.d1in 24 hours after an accidental injury; and 
X-ray and lab test in the outpatient department of the hospita~ to the extent such services would be provided if 
an inpatient. 


I~p~ri~n~ .. ·Itetp-in~~rs 
The glan Will only pay for i1~sing services provided· by'the hos~italas part 
private·dutynursing servic;~~ as part ofan i.tJ.patient hospital·sta,y, 
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Coverage for Emergency Medical Conditions 
Covered expenses include charges made by a hospital or a physician for services provided in an emergency room 
to evaluate and treat an emergency medical condition. 


The emergency care benefit covers: 


• 
• 
• 
• 


Use of emergency room facilities; 
Emergency room physicians services; 
Hospital nursing staff services; and 
Radiologists and pathologists services . 


Please contact your PCP after receiving treatment for an emergency medical condition. 


Coverage for Urgent Conditions 
Covered expenses include charges made by a hospital or urgent care provider to evaluate and treat an urgent 
condition. 


Your coverage includes: 


• 


• 
• 
• 
• 


Use of emergency room facilities when network urgent care facilities are not in the service area and you cannot 
reasonably wait to visit your physician; 
Use of urgent care facilities; 
Physicians services; 
Nursing staff services; and 
Radiologists and pathologists services . 


Please contact your PCP after receiving treatment of an urgent condition. 
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Alternatives to Hospital Stays rcR-9N-S-11-o4o-ot) 


Outpatient Surgery and Physician Surgical Services 
Covered expenses include charges for services and supplies furnished in connection with outpatient surgery made 
by: 


• 
• 
• 


A physician or dentist for professional services; 
A surgery center; or 
The outpatient department of a hospital. 


The surgery must meet the following requirements: 


• 
• 


The surgery can be performed adequately and safely only in a surgery center or hospital and 
The surgery is not normally performed in a physician's or dentist's office . 


Illlportat1fN" ote 
Benefits for .. surgery services performed .~P: a Pt1LYS1£!,3,DL s 
benefits in the previous section. 


The following outpatient surgery expenses are covered: 


• 
• 


• 


Services and supplies provided by the hospital, surgery center on the day of the procedure; 
The operating physician's services for performing the procedure, related pre- and post-operative care, and 
administration of anesthesia; and 
Services of another physician for related post-operative care and administration of anesthesia. This does not 
include a local anesthetic. 


Limitations 
Not covered under this plan are charges made for: 


• 


• 
• 


The services of a physician or other health care provider who renders technical assistance to the operating 
physician. 
A stay in a hospital . 
Facility charges for office based surgery . 


Birthing Center (GR-9N 1t-o+5ot I\YJ 


Covered expenses include charges made by a birthing center for services and supplies related to your care in a 
birthing center for: 


• 


• 


Prenatal care; 
Delivery; and 
Postpartum care within 48 hours after a vaginal delivery and 96 hours after a Cesarean delivery . 


Limitations 
Unless specified above, not covered under this benefit are charges: 


• In connection with a pregnancy for which pregnancy related expenses are not included as a covered expense . 


See Pregnancy Related Expenses for information about other covered expenses related to maternity care. 
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Ambulatory Care 
Covered expenses include charges incurred for ambulatory care in a hospital's outpatient department or in a 
physician's office. Ambulatory care includes: services for diagnostic X-rays; laboratory and pathological 
examinations; physical and radiation therapy; services and medications used for non-experimental cancer 
chemotherapy and cancer hormone therapy. 


The services and supplies must be: 


• 
• 
• 


Related to and necessary for treatment or diagnosis of your illness or injury; 
Ordered by a physician; 
In the case of physical therapy, furnished for the same illness or injury for which you were hospitalized or for 
surgery (care must start no later than 6 months after discharge from the hospital or surgery and is limited to 365 
days following surgery or discharge from the hospital). 


Private Duty Nursing (GR-9N s-11-065-01J 


Covered expenses include private duty nursing provided by a R.N. or L.P.N. if the person's condition requires 
skilled nursing care and visiting nursing care is not adequate. However, covered expenses will not include private 
duty nursing for any shifts during a Calendar Year in excess of the Private Duty Nursing Care Maximum Shifts. Each 
period of private duty nursing of up to 8 hours will be deemed to be one private duty nursing shift. 


The plan also covers skilled observation for up to one four-hour period per day, for up to 10 consecutive days 
following: 


• 
• 
• 
• 
• 


A change in your medication; 
Treatment of an urgent or emergency medical condition by a physician; 
The onset of symptoms indicating a need for emergency treatment; 
Surgery; 
An inpatient stay . 


Limitations 
Unless specified above, not covered under this benefit are charges for: 


• 
• 


• 
• 
• 


Nursing care that does not require the education, training and technical skills of a R.N. or L.P.N . 
Nursing care assistance for daily life activities, such as: 


Transportation; 


Meal preparation; 


Vital sign charting; 


Companionship activities; 
Bathing; 


Feeding; 


Personal grooming; 
Dressing; 


T oileting; and 


Getting in/ out of bed or a chair. 
Nursing care provided for skilled observation . 
Nursing care provided while you are an inpatient in a hospital or health care facility . 
A service provided solely to administer oral medicine, except where law requires a R.N. or L.P.N. to administer 
medicines. 
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Skilled Nursing Facility (GR-9N s-11-()60-()1 NYJ 
Covered expenses include charges made by a skilled nursing facility during your stay for the following services 
and supplies, up to the maximums shown in the Schedule ofBenifits, including: 


• 


• 
• 
• 
• 
• 


• 


Room and board, up to the semi-private room rate. The plan will cover up to the private room rate if it is 
needed due to an infectious illness or a weak or compromised immune system; 
Use of special treatment rooms; 
Radiological services and lab work; 
Physical, occupational, or speech therapy; 
Oxygen and other gas therapy; 
Other medical services and general nursing services usually given by a skilled nursing facility (this does not 
include charges made for private or special nursing, or physician's services); and 
Medical supplies . 


Limitations 
Unless specified above, not covered under this benefit are charges for: 


• 


• 


Charges made for the treatment of: 
Drug addiction; 
Alcoholism; 
Senility; 
Mental retardation; or 


Any other mental illness; and 
Daily room and board charges over the semi private rate . 


Hospice Care (GR9N s 11-o1oo1 NYJ 
Covered expenses include charges made by the following furnished to you for hospice care when given as part of a 
hospice care program. 


Facility Expenses 
The charges made by a hospital, hospice or skilled nursing facility for: 


• 


• 


Room and Board and other services and supplies furnished during a stay for pain control and other acute and 
chronic symptom management; and 
Services and supplies furnished to you on an outpatient basis . 


Outpatient Hospice Expenses 
Covered expenses include charges made on an outpatient basis by a Hospice Care Agency for: 


• 
• 
• 


• 
• 
• 
• 


Part-time or intermittent nursing care by a R.N. or L.P.N. for up to eight hours a day; 
Part-time or intermittent home health aide services to care for you up to eight hours a day . 
Medical social services under the direction of a physician. These include but are not limited to: 


Assessment of your social, emotional and medical needs, and your home and family situation; 
Identification of available community resources; and 
Assistance provided to you to obtain resources to meet your assessed needs. 


Physical and occupational therapy; and 
Consultation or case management services by a physician; 
Medical supplies . 
Prescription drugs; 
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• Dietary counseling; and 
• P~ychological counseling. 


Charges made by the providers below if they are not an employee of a Hospice Care Agency; and such Agency 
retains responsibility for your care: 


• 
• 
• 


A physician for a consultation or case management; 
A physical or occupational therapist; 
A home health care agency for: 


Physical and occupational therapy; 
Part time or intermittent home health aide services for your care up to eight hours a day; 


Medical supplies; 
Prescription drugs; 
Psychological counseling; and 


Dietary counseling. 


Limitations 
Unless specified above, not covered under this benefit are charges for: 


• 
• 
• 
• 
• 
• 


• 


Daily room and board charges over the semi-private room rate . 
More than 5 visits for bereavement counseling . 
Funeral arrangements . 
Pastoral counseling . 
Financial or legal counseling. This includes estate planning and the drafting of a will . 
Homemaker or caretaker services. These are services which are not solely related to your care. These include, but 
are not limited to: sitter or companion services for either you or other family members; transportation; 
maintenance of the house. 
Respite care. This is care furnished during a period of time when your family or usual caretaker cannot attend to 
your needs. 


Illlpo~ant :Re~1nd~~s 
Refer to tJie Scf!eaule qfJJenqztsfo:t detliils about arilf a.Jr>plicable: lll>s 


Other Covered Health Care Expenses rcR-9NS-11.osoo1JVYJ 


Acupuncture 
The plan covers charges made for acupuncture services provided by a physician, if the service is performed: 


• 
• 


As a form of anesthesia in connection with a covered surgical procedure; and 
To treat an illness, injury or to alleviate chronic pain . 


Ambulance Service (GR9NS 11.osoo1 hYJ 


Covered expenses include the following: 
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Emergency Transportation 
Covered expenses include charges made by an ambulance service, issued a certificate to operate under the New York 
Public Health Law, for prehospital emergency medical services. Payment under the Plan will be payment in full 
for the services provided. An ambulance service that is so reimbursed by the Plan will not seek any reimbursement 
from, or have any recourse against you, except for the collection of copays, coinsurance or deductibles for which 
you are responsible under the Plan. 


"Prehospital emergency medical services" means the prompt evaluation and treatment of an emergency medical 
condition, and/ or non-airborne transportation of a covered person from the place where he or she is injured or 
stricken by illness to the hospital where treatment is given. If the person utilizes non-airborne emergency 
transportation, reimbursement will be based on whether a prudent layperson, possessing an average knowledge of 
medicine and health, could reasonably expect the absence of such transportation to result in (1) placing the health of 
the covered person affected \v:ith such condition in serious jeopardy, or in the case of a behavioral condition placing 
the health of such person or others' in serious jeopardy; (2) serious impairment to such covered person's bodily 
functions; (3) serious dysfunction of any bodily organ or part of such covered person; or (4) serious disfigurement 
such covered person. 


Non-Emergency Transportation 
Covered expenses include charges by a professional ambulance service for the necessary non-emergency transfer of a 
covered person via ground ambulance or a medical van. 


Limitations 
Not covered under this benefit are charges incurred to transport you: 


• 
• 
• 


If an ambulance service is not required by your physical condition; or 
If the type of ambulance service provided is not required for your physical condition; or 
By any form of transportation other than a professional ambulance service . 


Diagnostic and Preoperative Testing rcR-9NS-11-08501NYJ 


Outpatient Diagnostic Lab Work and Radiological Services 
Covered expenses include charges for radiological services, lab services, and pathology and other tests provided to 
diagnose an illness or injury. You must have deflllite symptoms that start, maintain or change a plan of treatment 
prescribed by a physician. The charges must be made by a physician, hospital or licensed radiological facility or lab. 


lmportantRemindei 


Refer to t1JeSche~ule qf ..... · ... · · ... for de~s a~~mt any~~.dri£1i~le~ c~insurance andmaxirrmmthat n1ay apply to 
outpatient diagnostic· testing, and hb, amhadiologicalservices. 


Outpatient Preoperative Testing 
Prior to a scheduled covered surgery, covered expenses include charges made for tests performed by a hospital, 
surgery center, physician or licensed diagnostic laboratory provided the charges for the surgery are covered 
expenses and: 


• 
• 


The test are related to your surgery, and the surgery takes place in a hospital or surgery center; 
Reservations for a bed or for an operating room were made prior to the tests: 


The test are completed within 7 days before your surgery; 


The test are performed on an outpatient basis; 


The test would be covered if you were an inpatient in a hospital; 


The test are not repeated in or by the hospital or surgery center where the surgery will be performed; 


Test results appear in your medical record kept by the hospital or surgery center where the surgery is 
performed. 
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Durable Medical and Surgical Equipment (DME) rcR9Ns 11-09oo1 NYJ 


Covered expenses include charges by a DME supplier for the rental of equipment or, in lieu of rental: 


The initial purchase of DME if: 


• Long term care is planned; and 
• The equipment cannot be rented or is likely to cost less to purchase than to rent . 


Repair of purchased equipment Maintenance and repairs needed due to misuse or abuse are not covered. 


Replacement of purchased equipment if: 


• The replacement is needed because of a change in your physical condition; and 
• It is likely to cost less to replace the item than to repair the existing item or rent a similar item . 


The plan limits coverage to one item of equipment, for the same or similar purpose and the accessories 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. 


Covered DME includes equipment, and the accessories needed to operate it, that is: 


• 
• 
• 
• 
• 
• 


Made to withstand prolonged use; 
Made for and mainly used in the treatment of an illness or injury; 
Suited for use in the home; 
Not normally of use to people who do not have an illness or injury; 
Not for use in altering air quality or temperature; and 
Not for exercise or training . 


Durable medical and surgical equipment does not include equipment such as whirlpools, portable whirlpool pumps, 
sauna baths, massage devices, over bed tables, elevators, communication aids, vision aids and telephone alert systems. 


Aetna reserves the right to limit the payment of charges up to the most cost efficient and least restrictive level of 
service or item which can be safely and effectively provided. The decision to rent or purchase is Aetna's. 


Experimental or Investigational Treatment 


Covered expenses include charges made for experimental or investigational drugs, devices, treatments or 
procedures, provided aD of the following conditions are met 


• 
• 
• 


You have been diagnosed with cancer or a condition likely to cause death within one year or less; 
Standard therapies have not been effective or are inappropriate; 
Aetna determines, based on at least two documents of medical and scientific evidence, that you would likely 
benefit from the treatment; 
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• There is an ongoing clinical trial. You are enrolled in a clinical trial that meets these criteria: 
• The drug, device, treatment or procedure to be investigated has been granted investigational new drug 


or Group c/treatment IND status; 
• The clinical trial has passed independent scientific scrutiny and has been approved by an Institutional Review 


Board that will oversee the investigation; 
• The clinical trial is sponsored by the National Cancer Institute (NCI) or similar national organization as 


the Food & Drug Administration or the Department of Defense) and conforms to the NCI standards; 
• The clinical trial is not a single institution or investigator study unless the clinical trial is performed at an NCI


designated cancer center; and 
• You are treated in accordance with protocol. 


Pregnancy Related Expenses rcR9NJ11-1ooo1N1) 


Covered expenses include charges made by a physician for pregnancy and childbirth services and supplies at tne 
same level as any illness or injury. This includes prenatal visits, delivery and postnatal visits. 


For inpatient care of the mother and newborn child, covered expenses include charges made by a Hospital for a 
minimum of: 


• 
• 
• 


48 hours after a vaginal delivery; and 
96 hours after a cesarean section . 
A shorter stay, if the attending physician, \\<i.th the consent of the mother, discharges the mother or newborn 
earlier. 


Covered expenses include parent education, assistance and training in breast or bottle feeding, and the performance of 
any necessary maternal and newborn clinical assessments. 


If the mother is discharged earlier, the plan will pay for two post-delivery home ·visits by a health care provider. This 
will not be subject to any deductible or capay and will not count toward the maximum number of visits under the 
home health care benefit. 


Covered expenses also include charges made by a birthing center as described under Alternatives to Hospital 
Care. 


Note: Covered expenses also include services and supplies provided for circumcision of the newborn during the 
stay. 


Lifestyle/Performance Drugs 
Coverage includes: 


• 


• 


Sildenafil Citrate, phentolamine, apomorphine and alprostadil in oral, and topical (which includes, but is not 
limited to gels, creams, ointments and patches) forms; or any other form, internally or externally, are covered; 
regardless of medical necessity. Coverage includes: any prescription drug in oral or topical form, that is in a 
similar or identical class; has a similar or identical mode of action; or exhibits similar, or identical outcomes. 
Coverage is limited to 4 pills, or other form; determined cumulatively among all forms for unit amounts; 
determined by Aetna to be similar in cost to: oral forms, per 30 day supply. 
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Prosthetic Devices (GR9N s 11-11oo1 NYJ 


Covered expenses include charges made for internal and external prosthetic devices and special appliances, if the 
device or appliance improves or restores body part function that has been lost or damaged by illness, injury or 
congenital defect. Covered expenses also include instruction and incidental supplies needed to use a covered 
prosthetic device. 


The plan covers the first prosthesis you need that temporarily or permanendy replaces all or part of a body part lost or 
impaired as a result of illness or injury or congenital defects as described in the list of covered devices below for an: 


• 
• 


Internal body part or organ; or 
External body part . 


Covered expenses also include replacement of a prosthetic device if: 


• 
• 
• 


The replacement is needed because of a change in your physical condition; or normal growth or wear and tear; or 
It is likely to cost less to buy a new one than to repair the existing one; or 
The existing one cannot be made serviceable . 


The list of covered devices includes but is not limited to: 


• 
• 
• 
• 
• 
• 
• 
• 


An artificial arm, leg, hip, knee or eye; 
Eye lens; 
An external breast prosthesis and the first bra made solely for use with it after a mastectomy; 
A breast implant after a mastectomy; 
Ostomy supplies, urinary catheters and external urinary collection devices; 
Speech generating device; 
A cardiac pacemaker and pacemaker defibrillators; and 
A durable brace that is custom made and fitted for you . 


The plan will not cover expenses and charges for, or expenses related to: 


• 


• 


Orthopedic shoes, therapeutic shoes, foot orthotics, or other devices to support the feet, unless required for the 
treatment of or to prevent complications of diabetes; or if the orthopedic shoe is an integral part of a covered leg 
brace; or 
Trusses, corsets, and other support . 


Short-Term Rehabilitation Therapy Services (GR9N-11-t2oot NYJ 


Covered expenses include charges for short-term therapy services when prescribed by a physician as described 
below up to the benefit maximums listed on the Schedule of Benifits. The services have to be performed by: 


• 
• 
• 


A licensed or certified physical, occupational or speech therapist; 
A hospital, skilled nursing facility, or hospice facility; or 
A physician . 
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Charges for the following short term rehabilitation expenses are covered: 


Cardiac and Pulmonary Rehabilitation Benefits. 


• Cardiac rehabilitation benefits are available as part of an inpatient hospital stay. A limited course of outpatient 
cardiac rehabilitation is covered when following angioplasty, cardiovascular surgery, congestive heart failure or 
myocardial infarction. 


• Pulmonary rehabilitation benefits are available as part of an inpatient hospital stay. A limited course of 
outpatient pulmonary rehabilitation is covered for the treatment of reversible pulmonary disease states. 


Outpatient Cognitive Therapy, Physical Therapy, Occupational Therapy and Speech 
Therapy Rehabilitation Benefits. 
Coverage is subject to the limits, if any, shown on the Schedule rfBenefits. Inpatient rehabilitation benefits for the 
services listed will be paid as part of your Inpatient Hospital and Skilled Nursing Facility benefits provision in this 
Booklet -Certificate: 


• 


• 


• 


• 


Physical therapy is covered for non-chronic conditions and acute illnesses and injuries, provided the therapy 
expects to significantly improve, develop or restore physical functions lost or impaired as a result of an acute 
illness, injury or surgical procedure. Physical therapy does not include educational training or services designed 
to develop physical function. 
Occupational therapy (except for vocational rehabilitation or employment counseling) is covered for non-chronic 
conditions and acute illnesses and injuries, provided the therapy expects to significantly improve, develop or 
restore physical functions lost or impaired as a result of an acute illness, injury or surgical procedure, or to 
relearn skills to significantly improve independence in the activities of daily living. Occupational therapy does not 
include educational training or services designed to develop physical function. 
Speech therapy is covered for non-chronic conditions and acute illnesses and injuries and expected to restore the 
speech function or correct a speech impairment resulting from illness or injury; or for delays in speech function 
development as a result of 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. 
Cognitive therapy associated with physical rehabilitation is covered when the cognitive deficits have been acquired 
as a result of neurologic impairment due to trauma, stroke, or encephalopathy, and when the therapy is part of a 
treatment plan intended to restore previous cognitive function. 


A "visit" consists of no more than one hour of therapy. Refer to the Schedule rfBenefits for the visit maximum that 
applies to the plan. Covered expenses include charges for two therapy visits of no more than one hour in a 24-hour 
period. 


The therapy should follow a specific treatment plan that: 


• Details the treatment, and specifies frequency and duration; and 
• Provides for ongoing reviews and is renewed only if continued therapy is appropriate . 


Unless specifically covered above, not covered under this benefit are charges for: 


• 


• 


• 


Therapies for the treatment of delays in development, unless resulting from acute illness or injury, or congenital 
defects amenable to surgical repair (such as cleft lip/palate), are not covered; 
Any services which are covered expenses in whole or in part under any other group plan sponsored by an 
employer; 
Any services unless provided in accordance with a specific treatment plan; 


28 







• 


• 
• 


• 


• 


Services provided during a stay in a hospital, skilled nursing facility, or hospice facility except as stated 
above; 
Services not performed by a physician or under the direct supervision of a physician; 
Treatment covered as part of the Spinal Manipulation Treatment. This applies whether or not benefits have been 
paid under that section; 
Services provided by a physician or physica~ occupational or speech therapist who resides in your home; or who 
is a member of your family, or a member of your spouse's family; or your domestic partner; 
Special education to instruct a person whose speech has been lost or impaired, to function without that ability . 
This includes lessons in sign language. 


Reconstructive or Cosmetic Surgery and Supplies rcR-9N11-12501 NYJ 


Covered expenses include charges made by a physician, hospital, or surgery center for reconstructive services and 
supplies, including: 


• 


• 
• 


Surgery to correct the result of an accidental injury provided the surgery occurs no more than 24 months after 
the injury. For a covered child, surgery will be covered up to age 18 or up to 24 months after the injury, 
whichever period is longer. Injuries that occur during surgical procedures or medical treatments are not 
considered accidental injuries, even if unplanned or unexpected. 
Surgical implantation or attachment of covered prosthetic devices . 
Surgery to correct a gross anatomical defect present at birth. The surgery will be covered if the defect results in 
severe facial disfigurement or significant functional impairment of a body part; and the purpose of the surgery is 
to improve function. 


Reconstructive surgery which is incidental to or follows surgery for trauma, infection or other diseases of the involved 
part, or necessary due to a congenital disease or anomaly of a covered dependent child which has resulted in a 
functional defect. 


Reconstructive Breast Surgery 
Covered expenses include (i) reconstruction of the breast on which a mastectomy was performed, including an 
implant and areolar reconstruction. (ii) surgery on the other breast to make it symmetrical with the reconstructed 
breast; and (iii) physical therapy to treat complications of mastectomy, including lymph edema, in as manner 
determined by you and your attending physician. 


Specialized Care rcR-9N s-11-13501 I-i"'YJ 


Chemotherapy 
Covered expenses include charges for chemotherapy treatment. Coverage levels depend on where treatment is 
received. In most cases, chemotherapy is covered as outpatient care. Inpatient hospitalization for chemotherapy is 
limited to the initial dose while hospitalized for the diagnosis of cancer and when a hospital stay is otherwise 
medically necessary based on your health status. 


Radiation Therapy Benefits 
Covered expenses include charges for the treatment of illness by x-ray, gamma ray, accelerated particles, mesons, 
neutrons, radium or radioactive isotopes. 


29 







Outpatient Infusion Therapy Benefits 
Covered expenses include charges made on an outpatient basis for infusion therapy by: 


• A free-standing facility; 
• The outpatient department of a hospital; or 
• A physician in his/her office or in your home . 


Infusion therapy is the intravenous or continuous administration of medications or solutions that are a part of your 
course of treatment. Charges for the following outpatient Infusion Therapy services and supplies are covered 
expenses: 


• 


• 
• 
• 
• 
• 
• 


The pharmaceutical when administered in connection with infusion therapy and any medical supplies, equipment 
and nursing services required to support the infusion therapy; 
Professional services; 
Total parenteral nutrition (TPN); 
Chemotherapy; 
Drug therapy (includes antibiotic and antivirals); 
Pain management (narcotics); and 
Hydration therapy (includes fluids, electrolytes and other additives) . 


Not included under this infusion therapy benefit are charges incurred for: 


• Enteral nutrition; 
• Blood transfusions 


Coverage is subject to the maximums, if any, shown in the Schedule rfBenefits. 


Coverage for inpatient infusion therapy is provided under the Inpatient Hospital and Skilled Nursing Facili!J Benefits 
sections of this Booklet-Certificate. 


Benefits payable for infusion therapy will not count toward any applicable Home Health Care maximums. 


Services Provided by a Center for Eating Disorders 
Covered expenses include charges made by a comprehensive care center for eating disorders to provide a 
coordinated, individualized plan of care for individuals with eating disorders, including all necessary non-institutional, 
institutional and practitioner services and treatments, from initial patient screening and evaluation to treatment , 
follow-up care and support. 


Eating disorder includes, but is not limited to: conditions such as anorexia nervosa, bulimia and binge eating disorder, 
identified as such in the ICD-9-CM International Classification of Disease or the most current edition of the 
Diagnostic and Statistical Manual of Mental Disorders, or other medical and mental health diagnostic references 
generally accepted for standard use by the medical and mental health fields. 


Diabetic Equipment, Supplies and Education rcR-9N11-3501NYJ 


Covered expenses include charges for the following services, supplies, equipment and training for the treatment of 
diabetes: 
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Services 
Diabetes self-management education given by a physician (or any other licensed health care provider), including 
information on proper diets. Coverage is limited to visits made upon diagnosis of diabetes, where a physician 
diagnoses a significant change in the patient's symptoms or condition which requires changes in the patient's self
management, or where reeducation or refresher education is necessary. 


Supplies 


• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 


• 
• 


Insulin; 
Insulin pumps and accessories; 
Syringes; 
Injections aids for the visually impaired; 
Test strips for glucose monitoring and visual reading and urine testing strips 
Blood glucose monitors, including those for the visually impaired 
Lancets; 
Insulin infusion devices; 
Oral agents for controlling blood sugar; 
Cartridges for the visually impaired; 
Prescribed oral medications whose primary purpose is to influence blood sugar; 
Alcohol swabs; 
Injectable glucagons; 
Glucagon emergency kits; 
Self-management training provided by a licensed health care provider certified in diabetes self-management 
training; and 
Foot care to minimize the risk of infection . 
Any additional equipment and related supplies as may be medically necessary for the treatment of diabetes . 


End of Life Care 
Covered expenses include charges incurred by a covered person who has been diagnosed with advanced cancer (with 
no hope of reversal of primary disease and fewer than 60 days to live, as certified the patient's attending physician) for 
acute care services at an acute care facility specializing in the treatment of terminally ill patients. The person's 
attending physician, in consultation with the medical director of such facility, must determine that the patient's care 
would be appropriately provided by such facility. The facility must be licensed pursuant to New York State's public 
health law, or by the state in which it is located. 


In the event Aetna disagrees with the admission of or provision or continuation of care of the covered person by the 
facility, and Aetna initiates an expedited external appeal, such admission of, provision of, or continuation of the care 
by the facility will not be denied, and Aetna continue to provide coverage until a decision is rendered. The decision 
will be binding on all parties. 


Treatment of Infertility (GR-9N s-11-13501 NYJ 


Basic Infertility Services 
The plan will include charges made by a physician to diagnose and treat a correctable medical condition where the 
medical condition results in infertility. 
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Comprehensive Infertility Services 
The plan covers charges made for hospital, surgical and medical care which would correct malformation, disease or 
dysfunction resulting in infertility. The infertility must not be caused by voluntary sterilization of either one of the 
partners (with or without surgical reversal); or a hysterectomy. 


Covered expenses will include, but are not limited to, the following services or supplies: 


• Ovulation induction; 
• Artificial insemination; 
• Ultrasound; 
• Post -coital test; 
• Hysterosalpinogram; 
• Laparoscopy; 
• Sono-hysterogram; 
• Blood tests; 
• Endometrial biopsy; 
• Hysteroscopy; 
• Semen analysis; 
• Testis biopsy; and 
• Prescription drugs . 


Limitations 
Not covered are charges for: 


• 
• 


• 


• 
• 
• 
• 
• 


• 
• 


• 
• 


Purchases of donor sperm and any charges for the storage of any sperm; 
The purchase of donor eggs and any charges associated with care of the donor required for donor egg retrieval, 
transfers or gestational carriers; 
Charges associated with cryopreservation, or storage of cryopreserved embryos, including but not limited to office 
visits, hospital charges, ultrasounds and lab tests; 
Reversal of elective sterilization; 
Sex change procedures; 
Cloning; 
Gestational carrier programs (surrogate parenting) for you or the gestational carrier; 
Prescription drugs used for the treatment of an excluded treatment or procedure, including injectable 
medications; 
Home ovulation prediction kits; 
In-vitro fertilization; gamete intrafallopian tube transfers; zygote intrafallopian tube transfers; and 
intracytoplasmic sperm injection; 
Frozen embryo transfers; including thawing; 
Procedures deemed experimental in accordance with the standards of the American Society for Reproductive 
Medicine. 


Enteral Formulas (GR-9Ns-tt-oss-NYJ 


Covered expenses include charges incurred for enteral formulas for home use and modified solid food products that 
are low in protein or which contain protein, which are prescribed by a physician for the treatment of certain diseases 
which include, but are not limited to: 


• 
• 


inherited diseases of amino acid or organic acid metabolism; 
Crohn's disease; 
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• gastroesophageal reflux with failure to thrive; 
• disorders of gastrointestinal motility; 
• multiple, severe food allergies. 


Transplant Services rcR-9N-11-160.()2 NYJ 


Covered expenses include charges incurred during a transplant occurrence. Organ means solid organ; stem cell; bone 
marrow; and tissue. 


Network of Transplant Specialist Facilities 
Benefits may vary if an Institute of Excellence™ (IOE) facility or non-IOE or out of network provider is used. 
Through the JOE network, you will have access to a provider network that specializes in transplants. In addition, 
some expenses listed below are payable only within the JOE network. The JOE facility must be specifically approved 
and designated by Aetna to perform the procedure you require. Each facility in the IOE network has been selected 
to perform only certain types of transplants, based on quality of care and successful clinical outcomes. 


The network level of benefits is paid only for a treatment received at a facility designated by this Plan as an I 0 E for 
the type of transplant being performed. Each JOE facility has been selected to perform only certain types of 
transplants. 


If you are a participant in the JOE program, the program will coordinate all solid organ and bone marrow transplants 
and other specialized care you need. Any covered expenses you incur from an IOE facility will be considered in
network care expenses. 


The plan covers: 


• 
• 


• 


• 
• 


• 


Charges made by a physician or transplant team . 
Charges made by a hospital, outpatient facility or physician for the medical and surgical expenses of a live 
donor, but only to the extent that it is not covered by another plan or program. 
Related supplies and services provided by the facility during the transplant process. These services and supplies 
may include: physical, speech and occupational therapy; bio-medicals and immunosuppressants; home health care 
expenses and home infusion services. 
Charges for activating the donor search process with national registries . 
Compatibility testing of prospective organ donors who are immediate family members. For the purpose of this 
coverage, an "immediate" family member is defined as a first-degree biological relative. These are your biological 
parents, siblings or children. 
Inpatient and outpatient expenses directly related to a transplant. 


Covered transplant expenses are typically incurred during the four phases of transplant care described below. 
Expenses incurred for one transplant during these four phases of care will be considered one transplant occurrence. 


A transplant occurrence is considered to begin at the point of evaluation for a transplant and end upon the date you 
are discharged from the hospital or outpatient facility for the admission or visit(s) related to the transplant. 


The four phases of one transplant occurrence and a summary of covered transplant expenses during each phase are: 


1. Pre-transplant evaluation/ screening: Includes all transplant-related professional and technical components 
required for assessment, evaluation and acceptance into a transplant facility's transplant program. 


2. Pre-transplant/ candidacy screening: Includes HLA typing/ compatibility testing of prospective organ donors who 
are immediate family members. 
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3. Transplant event Includes inpatient and outpatient services for all covered transplant-related health services and 
supplies provided to you and a donor during the one or more surgical procedures or medical therapies for a 
transplant; prescription drugs provided during your inpatient stay or outpatient visit(s), including bio-medical 
and immunosuppressant drugs; physical, speech or occupational therapy provided during your inpatient stay or 
outpatient visit(s); cadaveric and live donor organ procurement 


4. Follow-up care: Includes all covered transplant expenses; home health care services; home infusion services; and 
transplant-related outpatient services rendered in connection with the transplant event. 


For purposes of this section, the following will be considered to be one transplant occurrence: 


• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 


Heart; 
Lung; 
Heart/Lung; 
Simultaneous Pancreas Kidney (SPK); 
Pancreas; 
Kidney; 
Liver; 
Intestine; 
Bone Marrow/Stem Cell; 
Multiple organs replaced during one transplant surgery; 
Tandem transplants (Stem Cell); 
Sequential transplants; 
Re-transplant of same organ type within 180 days of the first transplant; 
Any other single organ transplant, unless otherwise excluded under the plan . 


The following will be considered to be more than one transplant occurrence: 


• 


• 


• 
• 
• 
• 


Autologous blood/bone marrow transplant followed by allogenic blood/bone marrow transplant (when not part 
of a tandem transplant). 
Allogenic blood/bone marrow transplant followed by an autologous blood/bone marrow transplant (when not 
part of a tandem transplant). 
Re-transplant after 180 days of the first transplant . 
Pancreas transplant following a kidney transplant . 
A transplant necessitated by an additional organ failure during the original transplant surgery/process . 
More than one transplant when not performed as part of a planned tandem or sequential transplant, (e.g., a liver 
transplant with subsequent heart transplant). 


Limitations 
Unless specified above, not covered under this benefit are charges incurred for: 


• 


• 
• 
• 
• 
• 


Outpatient drugs including bio-medicals and immunosuppressants not expressly related to an outpatient 
transplant occurrence. 
Services that are covered under any other part of this plan . 
Services and supplies furnished to a donor when the recipient is not a covered person. 
Home infusion therapy after the transplant occurrence . 
Harvesting or storage of organs, without the expectation of immediate transplantation for an existing illness . 
Harvesting and/ or storage of bone marrow, tissue or stem cells, without the expectation of transplantation within 
12 months for an existing illness. 
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Treatment of Mental Disorders and Substance Use rcR-9N11-17201J\!YJ 


(The fmancial requirements and treatment limitations applicable to the mental health or substance use disorder 
benefits are no more restrictive than the predominant financial requirements and treatment limitations applied 
substantially all medical and surgical benefits covered herein.) 


Covered expenses include charges made for the treatment of mental disorders and substance use by behavioral 
health providers. 


Mental Disorders 
Covered expenses include charges made for the treatment of mental disorders and of Children with Serious 
Emotional Disturbances by behavioral health providers. 


Treatment of mental disorders means: the medically necessary care rendered by an eligible practitioner or 
approved facility and which, in the opinion of Aetna, is directed predominantly at treatable behavioral manifestations 
of a condition that Aetna determines (a) is a clinically significant behavioral or psychological syndrome, pattern, illness 
or disorder; and (b) substantially or materially impairs a person's ability to function in one or more life activities; and 
(c) has been classified as a mental disorder in the current American Psychiatric Diagnostic and Statistical Manual of 
Mental Disorders. 


Children with Serious Emotional Disturbances means: Persons under the age of eighteen years who have diagnoses 
of attention deficit disorders, disruptive behavior disorders, or pervasive development disorders, and where there are 
one or more of the following: 


• Serious suicidal symptoms or other life-threatening self-destructive behaviors; 
• Significant psychotic symptoms (hallucinations, delusion, bizarre behaviors); 
• Behavior caused by emotional disturbances that placed the child at risk of causing personal injury or significant 


property damage; or 
• Behav-ior caused by emotional disturbances that placed the child at substantial risk of removal from the 


household. 


Benefits are payable for charges incurred in a hospital, psychiatric hospital, residential treatment facility or 
behavioral health provider's office for the treatment of mental disorders as follows: 


Inpatient Treatment 
Covered expenses include charges for room and board at the semi-private room rate, and other services and 
supplies provided during your stay in a hospital or psychiatric hospital (as defined in the mental hygiene law) or 
non-hospital residential treatment facility appropriately licensed by the Department of Health or equivalent. 
Inpatient benefits are payable only if your condition requires services that are only available in an inpatient setting. 
This Plan also covers partial hospitalization services. One inpatient hospitalization day may be exchanged for two 
partial hospitalization visits. 


Outpatient Treatment 
Covered expenses include charges for treatment received in a facility issued an operating certificate by the 
Commissioner of Mental Health, a facility operated by the Office of Mental Health, a licensed psychiatrist, 
psychologist or clinical social worker, or a professional corporation or university faculty practice corporation. Also 
covered are expenses for crisis intervention services (these are services rendered in connection with an unforeseen 
clinical condition which requires prompt action, since without such action the person may be at risk of injuring him or 
herself or others; or the person is at risk of substantially deterioration). 


Substance Use (GR-9N tt-t720tl'vYJ 


Covered expenses include charges made for the treatment of substance use by behavioral health providers. 
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Inpatient Treatment 
This Plan covers room and board at the semi-private room rate and other services and supplies provided during 
your stay in a hospital or residential treatment facility, appropriately certified by the Office of Alcoholism and 
Substance Abuse services, or its equivalent in states other than New York. 


Coverage includes detoxification and rehabilitation services. 


Outpatient Treatment 
Outpatient treatment includes charges for treatment received for substance use while not confined as a full-time 
inpatient in a hospital or residential treatment facility. 


Oral and Maxillofacial Treatment (Mouth, Jaws and Teeth) (GR-9N11-1so


o1J 


Covered expenses include charges made by a physician, a dentist and hospital for: 


• Non-surgical treatment of infections or diseases of the mouth, jaw joints or supporting tissues. 


Services and supplies for treatment of, or related conditions of, the teeth, mouth, jaws, jaw joints or supporting 
tissues, (this includes bones, muscles, and nerves), for surgery needed to: 


• 
• 


• 


• 


Treat a fracture, dislocation, or wound . 
Cut out teeth that are partly or completely impacted in the bone of the jaw; teeth that will not erupt through the 
gum; other teeth that cannot be removed without cutting into bone; the roots of a tooth without removing the 
entire tooth; cysts, tumors, or other diseased tissues. 
Cut into gums and tissues of the mouth. This is only covered when not done in connection with the removal, 
replacement or repair of teeth. 
Alter the jaw, jaw joints, or bite relationships by a cutting procedure when appliance therapy alone cannot result in 
functional improvement. 


Hospital services and supplies received for a stay required because of your condition. 


Dental work, surgery and orthodontic treatment needed to remove, repair, restore or reposition: 


(a) Natural teeth damaged, lost, or removed; or 
(b) Other body tissues of the mouth fractured or cut 


due to injury. 


Any such teeth must have been free from decay or in good repair, and are firmly attached to the jaw bone at the time 
of the injury. 


The treatment must be completed in the Calendar Year of the accident or in the next Calendar Year. 


If crowns, dentures, bridges, or in-mouth appliances are installed due to injury, covered expenses only include 
charges for: 


• 
• 
• 


The first denture or fixed bridgework to replace lost teeth; 
The first crown needed to repair each damaged tooth; and 
An in-mouth appliance used in the first course of orthodontic treatment after the injury . 
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Medical Plan Exclusions (GR9N s 2s-01501 l'iYJ 


Not every medical service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What The Plan Covers section or by amendment attached to this Booklet-Certificate. 


Charges for a service or supply furnished by a network provider in excess of the negotiated charge. 


• Cosmetic services and plastic surgery: any treatment, surgery (cosmetic or plastic), service or supply to alter, the 
shape or appearance of the body whether or not for psychological or emotional reasons, unless medically 
necessary. But this exclusion will not apply to (i) Reconstructive Services and Specialized Care Services under What the 
Plan Covers section; (ii) removal of bony impacted teeth, bone fractures, removal of tumors and orthodontogentic 
cysts; or covered dental services or supplies to treat congenital defects or anomalies (including cleft lip or cleft 
palate) of covered dependent children. 


Custodial Care 


Non-medically necessary services, including but not limited to, those treatments, services, prescription drugs and 
supplies which are not medically necessary, as determined by Aetna, for the diagnosis and treatment of illness, 
injury, restoration of physiological functions, or covered preventive services. This applies even if they are prescribed, 
recommended or approved by your physician or dentist. 


Services that are not covered under this Booklet-Certificate. 


Services and supplies provided in connection with treatment or care that is not covered under the plan. 


Services and supplies provided by an out-of-network provider. 


Unauthorized services, including any service obtained by or on behalf of a covered person without Precertification by 
Aetna when required. This exclusion does not apply in a Medical Emergency or in an Urgent Care situation. 
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Your Pharmacy BenefitrcR-9N-S-12-fJ05-02) 


How the Pharmacy Plan Works 


It is important that you have the information and useful resources to help you get the most out of your Aetna 
prescription drug plan. This Booklet -Certificate explains: 


• 
• 
• 
• 
• 
• 


Definitions you need to know; 
How to access network pharmacies and procedures you need to follow; 
What prescription drug expenses are covered and what limits may apply; 
What prescription drug expenses are not covered by the plan; 
How you share the cost of your covered prescription drug expenses; and 
Other important information such as eligibility, complaints and appeals, termination, and general administration 
of the plan. 


Getting Started: Common Terms rcR-9N-12.()10.()4NYJ 


You will find the terms below used throughout this Booklet-Certificate. They are described within the sections that 
follow, and you can also refer to the Glossary at the back of this document for helpful definitions. Words in bold print 
throughout the document are defined in the Glossary. 


Brand-Named Prescription Drug is a prescription drug with a proprietary name assigned to it by the 
manufacturer and so indicated by Medispan or any other similar publication designated by Aetna. 


Generic Prescription Drug is a prescription drug, whether identified by its chemical, proprietary, or non
proprietary name, that is accepted by the U.S. Food and Drug Administration as therapeutically equivalent and 
interchangeable with drugs having an identical amount of the same active ingredient and so indicated by Medispan or 
any other publication designated by Aetna. 


Network pharmacy is a description of a retail, mail order or specialty pharmacy that has entered into a 
contractual agreement with Aetna, an affiliate, or a third party vendor, for the provision of covered services to you 
and your covered dependents. The appropriate pharmacy type may also be substituted for the word pharmacy. (E.g. 
network retail pharmacy, network mail order pharmacy or specialty pharmacy network). 
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Non-Preferred Drug (Non-Formulary) is a brand-named prescription drug or generic prescription drug that 
does not appear on the preferred drug guide. 


Out-of-network pharmacy is a description of a pharmacy that has not contracted with Aetna, an affiliate, or a third 
party vendor, and does not participate in the pharmacy network. 


Preferred Drug (Formulary) is a brand-named prescription drug or generic prescription drug that appears on the 
preferred drug guide. 


Preferred Drug Guide is a listing of prescription drugs established by Aetna or an affiliate, which includes both 
brand-named prescription drugs and generic prescription drugs. This list is subject to periodic review and 
modification by Aetna. A copy of the preferred drug guide will be available upon your request or may be accessed 
on the Aetna website at www.aetna.com/formulary. 


Prescription Drug is a drug, biological, or compounded prescription which, by State or Federal Law, may be 
dispensed only by prescription and which is required by Federal Law to be labeled "Caution: Federal Law prohibits 
dispensing without prescription." This includes an injectable drug prescribed to be self-administered or administered 
by any other person except one who is acting within his or her capacity as a paid healthcare professionaL Covered 
injectable drugs include insulin. 


Provider is any recognized health care professionaL pharmacy or facility providing services with the scope of their 
license. 


Self-injectable Drug(s). Prescription drugs that are intended to be self-administered by injection to a specific part of 
the body to treat certain chronic medical conditions. 


Specialty Pharmacy Network Aetna's network of participating pharmacies designated to fill Self-injectable Drug 
prescriptions. 


Accessing Pharmacies and Benefits rcR-9N-s-tz-Ot5-01-NYJ 


This plan provides access to covered benefits through a network of pharmacies, vendors or suppliers. Aetna has 
contracted for these network pharmacies to provide prescription drugs and other supplies to you. 


Obtaining your benefits through network pharmacies has many advantages. Benefits and cost sharing may also vary 
by the type of network pharmacy where you obtain your prescription drug and whether or not you purchase a 
brand-name or generic drug. Network pharmacies include retail, mail order and specialty pharmacies. 


The plan will only pay for outpatient prescription drugs that you obtain from a network pharmacy. 


Read your Schedule rfBenifits carefully to understand the cost sharing charges applicable to you 


To better understand the choices that you have with your plan, please carefully review the following information. 


Accessing Network Pharmacies and Benefits (GR-9N-tz-ot5-ozJ 


You may select a network pharmacy from the Aetna Network Pharmacy Directory or by logging on to Aetna's 
website at www.aetna.com. You can search Aetna's online directory, DocFind, for names and locations of network 
pharmacies. If you cannot locate a network pharmacy in your area call Member Services. 


You must present your ID card to the network pharmacy every time you get a prescription filled to be eligible for 
network benefits. The network pharmacy will calculate your claim online. You will pay any deductible, copayment or 
coinsurance directly to the network pharmacy. 


You do not have to complete or submit claim forms. The network pharmacy will take care of claim submission. 
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Emergency Prescriptions (GR-9N-S-12-m 5-01-NYJ 


"When you need a prescription filled in an emergency or urgent care situation, or when you are traveling, you can 
obtain network benefits by filling your prescription at any network retail pharmacy. The network pharmacy will 
fill your prescription and only charge you your plan's cost sharing amount. Coverage for prescription drugs 
obtained from an out-of-network pharmacy is limited to those obtained in connection with covered emergency and 
out-of-area urgent care services. 


Availability of Providers 
Aetna cannot guarantee the availability or continued network participation of a particular pharmacy. Either Aetna or 
any network pharmacy may terminate the provider contract. 


Cost Sharing for Network Benefits 
You share in the cost of your benefits. Cost Sharing amounts and provisions are described in the Schedule of 
Benefits. 


• 


• 


You will be responsible for the copayment for each prescription or refill as specified in the S chedu!e of Benifits . 
The copayment is payable directly to the network pharmacy at the time the prescription is dispensed. 


After you pay the applicable copayment, you will be responsible for any applicable coinsurance for covered 
expenses that you incur. Your coinsurance is based on the negotiated charge. Your coinsurance amount is 
determined by applying the applicable coinsurance percentage to the negotiated charge if the prescription is 
filled at a network pharmacy. "When you obtain your prescription drugs through a network pharmacy, you 
will not be subject to balance billing. 


Pharmacy Benefit rcR-9N 13-005 01 l\lYJ 


What the Plan Covers 


The plan covers charges for outpatient prescription drugs for the treatment of an illness or injury, subject to the 
Limitations section of this coverage and the Exclusions section of the Booklet-Certificate. Prescriptions must be 
written by a prescriber licensed to prescribe federal legend prescription drugs. 


Your prescription drug benefit coverage is based on Aetna's preferred drug guide. The preferred drug guide 
includes both brand-name prescription drugs and generic prescription drugs. Your out-of-pocket expenses may 
be higher if your physician prescribes a covered prescription drug not appearing on the preferred drug guide. 


Generic prescription drugs may be substituted by your pharmacist for brand-name prescription drugs. You may 
minimize your out-of-pocket expenses by selecting a generic prescription drug when available. 


Coverage of prescription drugs will be subject to, step therapy or other Aetna requirements or limitations. 
Prescription drugs covered by this plan are subject to drug utilization review by Aetna and/ or your provider 
and/ or your network pharmacy. 


Coverage for prescription drugs and supplies is limited to the supply limits as described below. 


Retail Pharmacy Benefits 
Outpatient prescription drugs are covered when dispensed by a network retail pharmacy. Each prescription is 
limited to a maximum 30 day supply when filled at a network retail pharmacy. Prescriptions for more than a 30 day 
supply are not eligible for coverage when dispensed by a network retail pharmacy. 


All prescriptions and refills over a 30 day supply must be filled at a mail order pharmacy. 
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Mail Order Pharmacy Benefits 
Outpatient prescription drugs are covered when dispensed by a network mail order pharmacy. Each prescription 
is limited to a maximum 90 day supply when filled at a network mail order pharmacy. Prescriptions for less than a 
30 day supply or more than a 90 day supply are not eligible for coverage when dispensed by a network mail order 
pharmacy. 


Self-Injectable Drugs- Specialty Pharmacy Network Benefits 
Self-injectable drugs are covered at the network level of benefits only when dispensed through a network retail 
pharmacy or Aetna's specialty pharmacy network Refer to the preferred drug guide for a list of self-injectable 
drugs. You may refer to Aetna's website, www.aetna.com to review the list anytime. The list may be updated from 
time to time. 


The initial prescription for a self-injectable drug must be filled at a network retail pharmacy or at Aetna's 
specialty pharmacy network 


You are required to obtain self-injectable drugs at Aetna's specialty pharmacy network for all prescription drug 
refills after the initial fill. 


Each prescription is limited to a maximum 30 day supply when filled at Aetna's specialty pharmacy network. 


Other Covered Expenses (GR-9N 13.005 011'viJ 


The following prescription drugs, medications and supplies are also covered expenses under this Coverage. 


Off-Label Use (GR-9N 13.005 01 f\lYJ 


FDA approved prescription drugs may be covered when the off-label use of the drug has not been approved by the 
FDA for that indication. The drug must be recognized for treatment of the indication in one of the standard 
compendia (the United States Pharmacopoeia Drug Information, the American Medical Association Drug 
Evaluations, or the American Hospital Formulary Service Drug Information). Or, the safety and effectiveness of use 
for this indication has been adequately demonstrated by at least one study published in a nationally recognized peer 
review journal. Coverage of off label use of these drugs may be subject to step-therapy or other Aetna requirements 
or limitations. 


Diabetic Supplies (GR-9N 13.005 01 l',TY) 


The following diabetic supplies upon prescription by a physician: 


• 
• 
• 
• 
• 


Diabetic needles and syringes . 
Test strips for glucose monitoring and/ or visual reading . 
Diabetic test agents . 
Lancets/lancing devices . 
Alcohol swabs . 


Oral and Self-Injectable Infertility Drugs 
The following prescription drugs used for the purpose of treating infertility including, but not limited to: 


• Urofollitropin, menotropin, human chorionic gonadotropin and progesterone . 
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Lifestyle/Performance Drugs 
Coverage includes: 


II 


• 


Sildena@ Citrate, phentolamine, apomorphine and alprostadil in oral, and topical (which includes, but is not 
limited to gels, creams, ointments and patches) forms; or any other fonn, internally or externally, are covered; 
regardless of medical necessity. Coverage includes: any prescription drug in oral or topical form, that is in 
similar or identical class; has a similar or identical mode of action; or exhibits similar, or identical outcomes. 
Coverage is limited to 4 pills, or other form; determined cumulatively among all forms for unit amounts; 
determined by Aetna to be similar in cost to: oral forms, per 30 day supply. 


Step-Therapy 
With step-therapy: 


• 


• 


• 


The use of one or more prerequisite therapy drugs is required prior to the time a step therapy drug is dispensed 
in order for a step therapy drug to be considered covered. 
No benefit will be payable for a step therapy drug unless the corresponding prerequisite therapy drug are used 
first. 
However, if it is necessary for you to be initially treated with a step therapy drug, the prescriber of the drug may 
request a medical exception by following the procedures described below. 


Lists of the step-therapy drugs and prerequisite drugs are included in the Aetna preferred drug guide available 
upon request or online at www.aetna.com/ formulary. The list of step therapy drugs are subject to change by Aetna. 


Medical Exceptions: 
Your prescriber may seek a medical exception to obtain coverage for drugs for which coverage is denied through 
Step Therapy. The prescriber must submit such exception requests to Aetna. Coverage granted as a result of a 
medical exception shall be based on an individual, case by case medical necessity determination and coverage will 
not apply or extend to other covered persons. 


Pharmacy Benefit Limitations rcR-9N 13-015 o1 f\i1) 


A network pharmacy may refuse to fill a prescription order or refill when in the professional judgment of the 
pharmacist the prescription should not be filled. 


Aetna will not reimburse you for out-of-pocket expenses for prescription drugs purchased from an out-of-network 
pharmacy for non-emergency prescriptions. 


The plan will not cover expenses for any prescription drug for which the actual charge to you is less than the 
required co payment or deductible, or for any prescription drug for which no charge is made to you. 


You will be charged the out-of-network prescription drug cost sharing for prescription drugs recendy approved 
by the FDA, but which have not yet been reviewed by the Aetna Health Pharmacy Management Department and 
Therapeutics Committee. 


The number of co payments/ deductibles you are responsible for per vial of Depo-Pro vera, an injectable 
contraceptive, or similar type contraceptive dispensed for more than a 30 day supply, will be based on the 90 
supply level. Coverage is limited to a maximum of 5 vials per calendar year. 


Pharmacy Benefit Exclusions (GR-9N s-28.()20.()11\'1) 


Not every health care service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What the Plan Covers section or by amendment attached to this Booklet-Certificate. In addition, some services are 
specifically limited or excluded. This section describes expenses that are not covered or subject to special limitations. 
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These prescription drug exclusions are in addition to the exclusions listed under your medical coverage. 


The plan does not cover the following expenses: 


• Administration or injection of any drug . 
• Any charges in excess of the benefit, dollar, day, or supply limits stated in this Booklet-Certificate . 


Any drugs or medications, services and supplies that are not medically necessary, as determined by Aetna, for the 
diagnosis, care or treatment of the illness or injury involved. This applies even if they are prescribed, recommended 
or approved by your physician or dentist. 


Biological sera, blood, blood plasma, blood products or substitutes or any other blood products. 


Cosmetic drugs, medications or preparations used for cosmetic purposes or to promote hair growth, including but not 
limited to health and beauty aids, chemical peels, dermabrasion, treatments, bleaching, creams, ointments or other 
treatments or supplies, to remove tattoos, scars or to alter the appearance or texture of the skin. 


Drugs administered or entirely consumed at the rime and place it is prescribed or dispensed. 


Drugs which do not, by federal or state law, require a prescription order (i.e. over-the-counter (OTC) drugs), even if 
a prescription is written. 


Drugs provided by, or while the person is an inpatient in, any healthcare facility; or for any drugs provided on an 
outpatient basis in any such institution to the extent benefits are payable for it. 


Drugs used primarily for the treatment of infertility, or for or related to artificial insemination, in vitro fertilization, or 
embryo transfer procedures, except as described in the What the Plan Covers section. 


Durable medical equipment, monitors and other equipment. 


Experimental or investigational drugs or devices, except as described in the What the Plan Covers section. 


This exclusion will not apply with respect to drugs that: 


• 
• 
• 


Have been granted treatment investigational new drug (IND); or Group c/treatment IND status; or 
Are being studied at the Phase III level in a national clinical trial sponsored by the National Cancer Institute; and 
Aetna determines, based on available scientific evidence, are effective or show promise of being effective for the 
illness. 


Food items: Any food item, including infant formulas, nutritional supplements, vitamins, medical foods and other 
nutritional items, even if it is the sole source of nutrition. This exclusion will not apply to expenses incurred for 
enteral formulas for home use and modified solid food products that are low in protein or which contain protein, 
which are prescribed by a physician for the treatment of certain diseases which include, but are not limited to: (a) 
inherited diseases of amino acid or organic acid metabolism; (b) Crohn's disease; (c) gastroesophageal reflux with 
failure to thrive; (d) disorders of gastrointestinal motility; (e) multiple, severe food allergies. 


Generics: Any treatment, device, drug, or supply to alter the body's genes, generic make-up, or the expression of the 
body's genes except for the correction of congenital birth defects. 


Immunization or immunological agents. 


Implantable drugs and associated devices. 
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Injectables: 


• Any charges for the administration or injection of prescription drugs or injectable insulin and other injectable 
drugs covered by Aetna; 


• 
• 


Injectable drugs dispensed by out-of-network pharmacies; 
Needles and syringes, except for diabetic needles and syringes; 


• Unless medically necessary, injectable drugs if an alternative oral drug is available; 


Prescription drugs dispensed by an out-of-network pharmacy, except in a medical emergency or urgent care 
situation. 


Prescription drugs for which there is an over-the-counter (OTC) product which has the same active ingredient and 
strength even if a prescription is written. 


Prescription drugs, medications, injectables or supplies provided through a third party vendor contract with the 
policyholder. 


Prescription orders filled prior to the effective date or after the termination date of coverage under this Booklet
Certificate. 


Prophylactic drugs for travel. 


Refills in excess of the amount specified by the prescription order. Before recognizing charges, Aetna may require a 
new prescription or evidence as to need, if a prescription or refill appears excessive under accepted medical practice 
standards. 


Refills dispensed more than one year from the date the latest prescription order was written, or as otherwise 
permitted by applicable law of the jurisdiction in which the drug is dispensed. 


Replacement of lost or stolen prescriptions. 


Drugs, services and supplies provided in connection with treatment of an occupational injury or occupational 
illness. 


Sex change: Any treatment, drug or supply related to changing sex or sexual characteristics, including hormones and 
hormone therapy. 


Supplies, devices or equipment of any type, except as specifically provided in the What the Plan Covers section. 


Test agents except diabetic test agents. 


When Coverage Ends rcR-9N-3o-oos-02 NYJ rcR-9N 3o-Oos-HRPA-I' .. JY) 


Coverage under your plan can end for a variety of reasons. In this section, you will find details on how and why 
coverage ends, and how you may still be able to continue coverage. 


When Coverage Ends for Employees 
Your coverage under the plan will end if: 


• 
• 
" 
• 


The plan is discontinued; 
You voluntarily stop your coverage; 
The group policy ends; 
You are no longer eligible for coverage; 
You do not make any required contributions; 
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• You become covered under another plan offered by your employer; 
• You have exhausted your overall maximum lifetime benefit under your health plan, if your plan contains such a 


maximum benefit; or 
• Your employment stops for any reason, including a job elimination or being placed on severance. This will be 


either the date you stop active work, or the day before the first premium due date that occurs after you stop active 
work. However, if premium payments are made on your behalf, Aetna may deem your employment to continue, 
for purposes of remaining eligible for coverage under this Plan, as described below: 


If you are not actively at work due to illness or injury, your coverage may continue, until stopped by your 
employer, but not beyond 30 months from the start of your absence. 
If you are not actively at work due to temporary lay-off or leave of absence, your coverage will stop on your 
last full day you are actively at work before the start of the lay-off or leave of absence. 


It is your employer's responsibility to let Aetna know when your employment ends. The limits above may be 
extended only if Aetna and your employer agree, in writing, to extend them. 


Your Proof of Prior Medical Coverage (GR-9N ;o.o1o o1-l'v"Y) 


Under the Health Insurance Portability and Accountability Act of 1996, your employer is required to give you a 
certificate of creditable coverage when your employment ends. This certificate proves that you were covered under 
this plan when you were employed. Ask your employer about the certificate of creditable coverage. 


When Coverage Ends for Dependents (GR-9N-3o.o15.02J (GR-9No;o.o;oo1J 


Coverage for your dependents will end if: 


• 
• 
• 


• 


• 


You are no longer eligible for dependents' coverage; 
You do not make the required contribution toward the cost of dependents' coverage; 
Your own coverage ends for any of the reasons listed under When Coverage Ends for Employees (other than 
exhaustion of your overall maximum lifetime benefit, if included); 
Your dependent is no longer eligible for coverage. In this case, coverage ends at the end of the calendar month 
when your dependent no longer meets the plan's definition of a dependent; or 
Your dependent becomes eligible for comparable benefits under this or any other group plan offered by your 
employer. 


In addition, a "domestic partner" will no longer be considered to be a defined dependent on the earlier to occur of: 


• 
• 


The date this plan no longer allows coverage for domestic partners . 
The date of termination of the domestic partnership. In that event, you should provide your Employer with a 
completed and signed Declaration of Termination of Domestic Partnership. 


Coverage for dependents may continue for a period after your death. Coverage for handicapped dependents may 
continue after your dependent reaches any limiting age. See Continuation rf Coverage for more information. 
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Continuation of Coverage rcR-9N31-01oo3J rcR-9N31-01502-J\TYJ 


Continuing Health Care Benefits (GR-9N31-01sot-NYJ (GR-9NDEP30J 


Continuation of Coverage 
If all or a portion of your health expense coverage would terminate because you terminate employment or 
membership in the eligible classes, coverage (other than Dental Expense Coverage) may be continued for you and 
your eligible dependents. Coverage will not be continued for any person who is eligible for a like continuation under 
federal law. 


Within 60 days of the later of: 


• The date coverage would otherwise terminate; and 
• The date you are sent notice by first class mail by your employer of the right to continue; 


You must elect the continuation in writing and pay the first contribution. The contribution required may be up to 
102% of the cost to this plan. Premium payments must be continued. 


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


• 
• 


• 
• 
• 
• 


The end of an 18 month period which starts on the date coverage would otherwise terminate . 
The end of a 29 month period which starts on the date your coverage would otherwise terminate; but only if, 
prior to the end of the above 18 months period, you provide notice to your employer that you have been 
determined to be disabled under Tide II or XVI of the Social Security Act on the date your coverage would have 
otherwise terminated, except for this continuation. If you are no longer determined to be so disabled, you must 
notify your employer within 30 days of such determination. In that case, coverage will cease at the start of the 
month that begins more than 31 days after the date of the final determination that you are no longer so disabled. 
The date you become eligible for like group coverage, including coverage for any preexisting condition . 
The end of the period for which any required contributions have been made . 
Discontinuance of the coverage involved as to employees of the eligible class of which you were a member . 
The date you become enrolled in benefits under Medicare . 


Coverage for a dependent may not be continued beyond the date it would otherwise terminate. 


If any coverage being continued ceases, you may apply for a conversion policy. See Converting to an Individual Health 
Poliry. 


Continuing Coverage for Dependent Students on Medical Leave of Absence (GR-9N 31-0is 
01-NY) 


If your dependent child who is eligible for coverage and enrolled in this plan by reason of his or her status as a full
time student at a postsecondary educational institution ceases to be eligible due to: 


• 
• 


a medically necessary leave of absence from school; or 
a change in his or her status as a full-time student, 


resulting from a serious illness or injury, such child's coverage under this plan may continue. 


Coverage under this continuation provision will end when the first of the following occurs: 


• 


• 


The end of the 12 month period following the first day of your dependent child's leave of absence from school, 
or a change in his or her status as a full-time student; 
Your dependent child's coverage would otherwise end under the terms of this plan; 
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• Dependent coverage is discontinued under this plan; or 
• You fail to make any required contribution toward the cost of this coverage. 


To be eligible for this continuation, the dependent child must have been enrolled in this plan and attending school on 
a full-time basis immediately before the first day of the leave of absence. 


To continue your dependent child's coverage under this provision you should notify your employer as soon as 
possible after your child's leave of absence begins or the change in his or her status as a full-time student. Aetna may 
require a written certification from the treating physician which states that the child is suffering from a serious 
illness or injury and that the resulting leave of absence (or change in full-time student status) is medically 
necessary. 


Handicapped Dependent Children (GR-9N 31..()1501-Iv"YJ 


Health Expense Coverage for your fully handicapped dependent child may be continued past the maximum age for a 
dependent child. However, such coverage may not be continued if the child has been issued an individual medical 
conversion policy. 


Your child is fully handicapped if: 


• 


• 


he or she is not able to earn his or her own living because of mental retardation or a physical handicap which 
started prior to the date he or she reaches the maximum age for dependent children under your plan; and 
he or she depends chiefly on you for support and maintenance . 


Proof that your child is fully handicapped must be submitted to Aetna no later than 31 days after the date your child 
reaches the maximum age under your plan. 


Coverage will cease on the first to occur of: 


• 
• 
• 


Cessation of the handicap . 
Failure to give proof that the handicap continues . 
Failure to have any required exam . 


• Termination of Dependent Coverage as to your child for any reason other than reaching the maximum age under 
your plan. 


Aetna will have the right to require proof of the continuation of the handicap. Aetna also has the right to examine 
your child as often as needed while the handicap continues at its own expense. An exam will not be required more 
often than once each year after 2 years from the date your child reached the maximum age under your plan. 


Extension of Benefits rcR-9N 31..()2001) 


Coverage for Health Benefits 
If your health benefits end while you are totally disabled, your health expenses will be extended as described below, 
but, with respect to medical benefits, only as to expenses incurred in connection with the injury or illness that caused 
the total disability. To find out why and when your coverage may end, please refer to When Coverage Ends. 
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"Totally disabled" means that because of an injury or illness: 


• You are not able to work at your own occupation and you cannot work at any occupation for pay or profit. 
• Your dependent is not able to engage in most normal activities of a healthy person of the same age and gendeL 


Extended Health Coverage (GR-9N 31-020 01) 


(GR-9N 31-020 01) 


Medical Benifits (other than Basic mediccli benifits): Coverage will be available while you are totally disabled, but only for the 
condition that caused the disability, for up to 12 months. 


Prescription Drug Benifits: Coverage will be available while you are totally disabled for up to 12 months. 


When Extended Health Coverage Ends 
Extension of benefits will end on the first to occur of d1e date: 


• You are no longer totally disabled, or become covered under any other group plan with like benefits. 
• Your dependent is no longer totally disabled, or he or she becomes covered under any other group plan wiili like 


benefits. 


(This does not apply if coverage ceased because the benefit section ceased for your eligible class.) 


Im)Jortat1t .. No~~ 
If theEJ(teilsiorfof Benefits wovisi?n 011~ed ~ t1llssectio11 ap~lies t(j. you(}!. your COVC}'~g deperi<ients, see 
Convertittgto.an.IndivjdualHealthfnsura!lre.Poliry.·section··f()r.•important info.tl:Ilation. 


COBRA Continuation of Coverage rcR-9N31-025NYJ 


If your employer is subject to COBRA requirements, the health plan continuation is governed by the Federal 
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requirements. Willi COBRA you and your 
dependents can continue health coverage, subject to certain conditions and your payment of premiums. Continuation 
rights are available following a "qualifying event" that would cause you or fanlily members to otherwise lose coverage. 
Qualifying events are listed in this section. 


Continuing Coverage through COBRA 
\Xlhen you or your covered dependents become eligible, your employer will provide you with detailed information on 
continuing your health coverage through COBRA. 


You or your dependents will need to: 


• 


.. 


• 


Complete and submit an application for continued health coverage, which is an election notice of your intent to 
continue coverage. 
Submit your application within 60 days of the qualifying event, or within 60 days of your employer's notice of this 
COBRA continuation right, if later. 
Agree to pay the required premiums . 


Who Qualifies for COBRA 
You have 60 days from the qualifying event to elect COBRA. If you do not submit an application within 60 days, you 
will forfeit your COBRA continuation rights. 
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Below you will find the qualifying events and a summary of the maximum coverage periods according to COBRA 
requirements. 


Qualifying Event Causing Loss Covered Persons Eligible to Maximum Continuation Periods 
of Health Coverage Elect Continuation 
Your active employment ends for You and your dependents 18 months 
reasons other than gross 
misconduct 
Your working hours are reduced You and your dependents 18 months 
Your marriage is annulled, you Your dependents 36 months 
divorce or legally separate and are 
no longer responsible for 
dependent coverage 
You become entitled to benefits Your dependents 36 months 
under Medicare 
Your covered dependent children Your dependent children 36 months 
no longer qualify as dependents 
under the plan 
You die Your dependents 36 months 
You are a retiree eligible for health You and your dependents 18 months 
coverage and your former employer 
files for bankruptcy 


Disability May Increase Maximum Continuation to 29 Months 
If You or Your Covered Dependents Are Disabled. 


If you or your covered dependent qualify for disability status under Title II or XVI of the Social Security Act during 
the 18 month continuation period, you or your covered dependent: 


• 
• 
• 


• 


• 


Have the right to extend coverage beyond the initial 18 month maximum continuation period . 
Qualify for an additional 11 month period, subject to the overall COBRA conditions . 
Must notify your employer within 60 days of the disability determination status and before the 18 month 
continuation period ends. 
Must notify the employer within 30 days after the date of any final determination that you or a covered dependent 
is no longer disabled. 
Are responsible to pay the premiums after the 18th month, through tl1e 29th month . 


If There Are Multiple Qualifying Events. 


A covered dependent could qualify for an extension of the 18 or 29 month continuation period by meeting the 
requirements of another qualifying event, such as divorce or death. The total continuation period, however, can never 
exceed 36 months. 


Determining Your Premium Payments for Continuation Coverage 
Your premium payments are regulated by law, based on the following: 


• 
• 


For the 18 or 36 month periods, premiums may never exceed 102 percent of the plan costs . 
During the 18 through 29 month period, premiums for coverage during an extended disability period may never 
exceed 150 percent of the plan costs. 
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When You Acquire a Dependent During a Continuation Period 
If through birth, adoption or marriage, you acquire a new dependent during the continuation period, your dependent 
can be added to the health plan for the remainder of the continuation period if: 


• He or she meets the definition of an eligible dependent, 
• Your employer is notified about your dependent within 31 days of eligibility, and 
• Additional premiums for continuation are paid on a timely basis. 


When Your COBRA Continuation Coverage Ends 
Your COBRA coverage will end when the first of the following events occurs: 


• 


• 
• 


• 
• 


• 


You or your covered dependents reach the maximum COBRA continuation period- the end of the 18, 29 or 36 
months. (Coverage for a newly acquired dependent who has been added for the balance of a continuation period 
would end at the same time your continuation period ends, if he or she is not disabled nor eligible for an extended 
maximum). 
You or your covered dependents do not pay required premiums . 
You or your covered dependents become covered under another group plan that does not restrict coverage for 
pre-existing conditions. If your new plan limits pre-existing condition coverage, the continuation coverage under 
this plan may remain in effect until the pre-existing clause ceases to apply or the maximum continuation period is 
reached under this plan. 
The date your employer no longer offers a group health plan . 
The date you or a covered dependent becomes enrolled in benefits under Medicare. This does not apply if it is 
contrary to the Medicare Secondary Payer Rules or other federal law. 
You or your dependent dies . 


Conversion from a Group to an Individual Plan 
You may be eligible to apply for an individual health plan without providing proof of good health: 


• 
• 
• 
• 


At the termination of employment . 
When loss of coverage under the group plan occurs . 
When loss of dependent status occurs . 
At the end of the maximum health coverage continuation period . 


The individual policy will not provide the same coverage as the former group plan offered by your employer. Certain 
benefits may not be available. You will be required to pay the associated premium costs for the coverage. For 
additional conversion information, contact your employer or call the toll-free number on your member ID card. 


Converting to an Individual Medical Insurance Policy 


Eligi hili ty 
You and your covered dependents may apply for an individual Medical insurance policy if you lose coverage under the 
group medical plan because: 


• 
• 
• 
• 
• 


You terminate your employment; 
You are no longer in an eligible class; 
Your dependent no longer qualifies as an eligible dependent; 
Any continuation coverage required under federal or state law has ended; or 
You retire and there is no medical coverage available . 


50 







The individual conversion policy may cover: 


• 
• 
• 


You only; or 
You and all dependents who are covered under the group plan at the time your coverage ended; or 
Your covered dependents, if you should die before you retire . 


Features of the Conversion Policy 
The individual policy and its terms will be the type: 


• 
• 


Required by law or regulation for group conversion purposes in your or your dependent's states of residence; and 
Offered by Aetna when you or your dependents apply under your employer's conversion plan . 


However, coverage will not be the same as your group plan coverage. Generally, the coverage level may be less, and 
there is an applicable overall lifetime maximum benefit. 


If the plan does not include major medical benefits, coverage may be elected under one of the following plans: 


• 


• 


• 


Plan I: Hospital room and board expense benefits of $130 per day. The maximum duration is 30 days . 
Miscellaneous hospital expense benefits to a maximum of $1,300. Surgical operation expense benefits according 
to a $1,400 maximum benefits schedule. 
Plan II: Hospital room and board expense benefits of $230 per day. The maximum duration is 30 days . 
Miscellaneous hospital expense benefits to a maximum of $2,300. Surgical operation expense benefits according 
to a $2,400 maximum benefits schedule. 
Plan III: Hospital room and board expense benefits of $330 per day. The maximum duration is 70 days . 
Miscellaneous hospital expense benefits to a maximum of $3,300. Surgical operation expense benefits according 
to a $3,500 maximum benefits schedule. 


If the plan includes only major medical benefits, coverage may be elected under the following plan only: 


• Plan IV: Major medical expense benefits providing: (a) a $330 per day hospital room and board benefit; (b) 
surgical expense benefits according to a $4,500 maximum benefits schedule; (c) a $200,000 maximum benefit for 
all sicknesses and injuries; (d) a deductible of $1 ,000; (e) an 80% benefit percentage, with a coinsurance limit of 
$2,000; and (f) an annual restoration benefit of $5,000. 


The individual policy may also: 


• 


• 
• 


Reduce its benefits by any like benefits payable under your group plan after coverage ends (for example: if 
benefits are paid after coverage ends because of a disability extension of benefits); 
Not guarantee renewal under selected conditions described in the policy; 
Require a statement that Aetna may ask for data about your coverage under any other plan. This may be asked 
for on any premium due date for the individual policy. If you do not give the data, expenses covered under the 
individual policy may be reduced by expenses which are covered or provided under those plans. 


Limitations 
You or your dependents do not have a right to convert if: 


• 


• 


You or your dependents are eligible for Medicare. Covered dependents not eligible for Medicare may apply for 
individual coverage even if you are eligible for Medicare. 
Coverage under the plan has been in effect for less than three months . 
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• 


• 
• 


• 


A lifetime maximum benefit under this plan has been reached. For example: 


If a covered dependent reaches the group plan's lifetime maximum benefit, the covered dependent will not 
have the right to convert. If you or your dependents have remaining benefits, you are eligible to convert 


If you have reached your lifetime maximum, you '.Vill not be able to convert. However, if a dependent has a 
remaining benefit, he or she is eligible to convert. 


You or your covered dependents become eligible for any other medical coverage under this plan . 
You apply for individual coverage in a jurisdiction where Aetna cannot issue or deliver an individual conversion 
policy. 
You or your covered dependents are eligible for, or have benefits available under, another plan that, in addition to 
the converted policy, would either match benefits or result in over insurance. Examples include: 


Any other hospital or surgical expense insurance policy; 


Any hospital service or medical expense indemnity corporation subscriber contract; 


Any other group contract; or 


Any statute, welfare plan or program. 


Electing an Individual Conversion Policy 
You or your covered dependents have to apply for the individual policy within 45 days after your coverage ends. The 
45 days start on the date group coverage ceases. The application period will be extended for 45 days from the date 
your employer gives you written notice of the conversion privilege, as required by law, but not beyond 90 days from 
the date group coverage ceases. 


If coverage ends because of retirement, the 45 day application period begins on the date coverage under the group 
plan actually ends. This applies even if you or your dependents are eligible for benefits based on a disability 
continuation provision because you or they are totally disabled. 


To apply for an individual medical insurance policy: 


• 
• 


Get a copy of the "Notice of Conversion Privilege and Request" form from your employer . 
Complete and send the form to Aetna at the specified address . 


Your Premiums and Payments 
Your first premium payment will be due at the time you submit the conversion application to Aetna. 


The amount of the premium will be Aetna's normal rate for the policy that is approved for issuance in your or your 
dependent's state of residence. 


When an Individual Policy Becomes Effective 
The individual policy will begin on the day after coverage ends under your group plan. Your policy will be issued once 
Aetna receives and processes your completed application and premium payment. 
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Coordination ofBenefits
What Happens When 
There is More Than One 
Health Plan 


When Coordination of Benefits Applies 


This Coordination of Benefits (COB) provision applies to this plan when you or your covered dependent has health 
coverage under more than one plan. "Plan" and "This plan" are defined herein. The Order of Benefit Determination 
Rules below determines which plan will pay as the primary plan. The primary plan pays first without regard to the 
possibility that another plan may cover some expenses. A secondary plan pays after the primary plan and may reduce 
the benefits it pays so that payments from all group plans do not exceed 100% of the total allowable expense. 


Getting Started- Important Terms 


When used in this provision, the following words and phrases have the meaning explained herein. 


Allowable Expense means a health care service or expense, including, coinsurance and copayments and without 
reduction of any applicable deductible, that is covered at least in part by any of the Plans covering the person. ~!ben 
a Plan provides benefits in the form of services (for example an HMO), the reasonable cash value of each service will 
be considered an allowable expense and a benefit paid. An expense or service that is not covered by any of the Plans 
is not an allowable expense. Any expense that a health care provider by law or in accordance with a contractual 
agreement is prohibited from charging a covered person is not an allowable expense. The following are examples of 
expenses and services that are not allowable expenses: 


• If a covered person is confined in a private hospital room, the difference between the cost of a semi-private 
room in the hospital and the private room (unless the patient's stay in the private room is medically necessary in 
terms of generally accepted medical practices, or one of the Plans routinely provides coverage of hospital private 
rooms) is not an allowable expense. 


If a person is covered by one Plan that computes its benefit payments on the basis of recognized charges and another 
Plan that provides its benefits or services on the basis of negotiated charges, the primary plan's payment arrangements 
shall be the allowable expense for all the Plans. However, if the secondary plan has a negotiated fee or payment 
amount different from the primary plan and if the provider contract permits, that negotiated fee will be the allowable 
expense used by the secondary plan to determine benefits. 


W'hen a plan provides benefits in the form of services, the reasonable cash value of each service rendered shall be 
deemed an allowable expense and a benefit paid. 


Closed Panel Plan(s). A plan that provides health benefits to covered persons primarily in the form of services 
through a panel of providers that have contracted with or are employed by the plan, and that limits or excludes 
benefits for services provided by other providers, except in cases of emergency or referral by a panel member. 


Custodial Parent. A parent awarded custody by a court decree. In the absence of a court decree, it is the parent with 
whom the child resides more than one half of the calendar year without regard to any temporary visitation. 
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Plan. Any Plan providing benefits or services by reason of health care or treatment, which benefits or services are 
provided by one of the following: 


• 


• 
• 
" 


• 


• 
• 


Group or nongroup, blanket, or franchise health insurance policies issued by insurers, including health care 
service contractors; 
Other prepaid coverage under service plan contracts, or under group or individual practice; 
Uninsured arrangements of group or group-type coverage; 
Labor-management trustee plans, labor organization plans, employer organization plans, or employee benefit 
organization plans; 
Medical benefits coverage in a group, group-type, and individual automobile "no-fault" and traditional automobile 
"fault" type contracts; 
Medicare or other governmental benefits; 
Other group-type contracts. Group type contracts are those which are not available to the general public and can 
be obtained and maintained only because membership in or connection with a particular organization or group. 


If the Plan includes medica~ prescription drug, dental, vision and hearing coverage, those coverages \Vill be considered 
separate plans. For example, Medical coverage will be coordinated with other Medical plans, and dental coverage ";n 
be coordinated with other dental plans. 


This Plan is any part of the policy that provides benefits for health care expenses. 


Primary Plan/Secondary Plan. The order of benefit determination rules state whether This Plan is a Primary Plan 
or Secondary Plan as to another Plan covering the person. 


When This Plan is a Primary Plan, its benefits are determined before those of the other Plan and without considering 
the other Plan's benefits. 


When This Plan is a Secondary Plan, its benefits are determined after those of the other Plan and may be reduced 
because of the other Plan's benefits. 


\Vhen there are more than two Plans covering the person, This Plan may be a Primary Plan as to one or more other 
Plans, and may be a Secondary Plan as to a different Plan or Plans. 


Which Plan Pays First rcR-9N33-otoouvYJ 


To find out whether the regular benefits under tlus plan will be reduced, the order in which the various plans wJl pay 
benefits must first be figured. This will be done as follows: 


• 


• 


A plan with no rules for coordination with other benefits will be deemed to pay its benefits before a plan which 
contains such rules. 
A plan which covers a person as other than a dependent will be deemed to pay its benefits before a plan which 
covers the person as a dependent. 


1. Except in the case of a dependent child whose parents are divorced or separated; the plan which covers the 
person as a dependent of a person whose birthday comes first in a calendar year will be primary to the plan 
which covers a person as a dependent of a person whose birthday comes later in the year; however: 
(a) if both parents have the same birthday, the benefits of the plan which covered the parent longer are 


determined before those of the plan which covered the other parent for a shorter period of time; 
(b) if the other plan does not have the rules described above, but instead has a rule based on the gender of 


the parent, and if, as a result, the plans do not agree on the order of benefit, the rule in the other plan will 
determine the order of benefits. 
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2. In the case of a dependent child whose parents are divorces or separated: 
(a) If there is a court decree which makes one parent financially responsible for the health care expenses with 


respect to the child and the entity obligated to pay or provide the benefits of that parent has actual 
knowledge of those terms, the benefits of that plan which covers the child as a dependent of such parent 
shall be determined before the benefits of any other plan which covers the child as a dependent child. 


(b) If there is no such court decree, the order of benefits is: 


The plan of the custodial parent; 


The plan of the spouse of the custodial parent; 
The plan of the noncustodial parent; and then 


3. Active Employee or Retired or Laid off Employee. The plan that covers a person as an employee who is 
neither laid off nor retired or as a dependent of an active employee, is the primary plan. The plan covering 
that same person as a retired or laid off employee or as a dependent of a retired or laid off employee is the 
secondary plan. If the other plan does not have this rule, and if, as a result, the plans do not agree on the 
order of benefits, this rule is ignored. This rule will not apply if the Non-Dependent or Dependent rules 
above determine the order of benefits. 


4. Longer or Shorter Length of Coverage. The plan that covered the person as an employee, member, 
subscriber longer is primary. 


5. If the preceding rules do not determine the primary plan, the allowable expenses shall be shared equally 
between the plans meeting the definition of plan under this provision. In addition, This Plan will not pay 
more than it would have paid had it been primary. 


How Coordination of Benefits Works 


When this plan is secondary, it may reduce its benefits so that total benefits paid or provided by all plans during a 
claim determination period are not more than 100% of total allowable expenses. The difference between the benefit 
payments that this plan would have paid had it been the primary plan, and the benefit payments that it actually paid or 
provided shall be recorded as a benefit reserve for the covered person and used by this plan to pay any allowable 
expenses, not otherwise paid during the claim determination period. 


In addition, a secondary plan will credit to its plan deductible any amounts that would have been credited in the 
absence of other coverage. 


Under the COB provision of This Plan, the amount normally reimbursed for covered benefits or expenses under 
This Plan is reduced to take into account payments made by other plans. The general rule is that the benefits 
otherwise payable under This Plan for all covered benefits or expenses will be reduced by all other plan benefits 
payable for those expenses. When the COB rules of This Plan and another plan both agree that This Plan 
determines its benefits before such other plan, the benefits of the other plan will be ignored in applying the general 
rule above to the claim involved. Such reduced amount will be charged against any applicable benefit limit of this 
coverage. 


If a covered person is enrolled in two or more closed panel plans COB generally does not occur with respect to the 
use of panel providers. However, COB may occur if a person receives emergency services that would have been 
covered by both plans. 


Right To Receive And Release Needed Information 
Certain facts about health care coverage and services are needed to apply these COB rules and to determine benefits 
under this plan and other plans. Aetna has the right to release or obtain any information and make or recover any 
payments it considers necessary in order to administer this provision. 
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Facility of Payment 
Any payment made under another plan may include an amount, which should have been paid under this plan. If so, 
Aetna may pay that amount to the organization, which made that payment. That amount will then be treated as 
though it were a benefit paid under this plan. Aetna will not have to pay that amount again. The term "payment 
made" means reasonable cash value of the benefits provided in the form of services. 


Right of Recovery 
If the amount of the payments made by Aetna is more than it should have paid under this COB provision, it may 
recover the excess from one or more of the persons it has paid or for whom it has paid; or any other person or 
organization that may be responsible for the benefits or services provided for the covered person. The "amount of 
the payments made" includes the reasonable cash value of any benefits provided in the form of services. 
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When You Have Medicare 
Coverage 
(GR-9N 33-020-01) 


This section explains how the benefits under This Plan interact with benefits available under Medicare. 


Medicare, when used in this Booklet-Certificate, means the health insurance provided by Title XVIII of the Social 
Security Act, as amended. It includes Health Maintenance Organization (HMO) or similar coverage that is an 
authorized alternative to Parts A and B of Medicare 


You are eligible for Medicare if you are: 


• 
• 
• 


Covered under it by reason of age, disability, or 
End Stage Renal Disease; or 
Not covered under it because you: 
1. Refused it; 
2. Dropped it; or 
3. Failed to make a proper request for it. 


If you are eligible for Medicare, the plan coordinates the benefits it pays with the benefits that Medicare pays. 
Sometimes, the plan is the primary payor, which means that the plan pays benefits before Medicare pays benefits. 
Under other circumstances, the plan is the secondary payor, and pays benefits after Medicare. 


Which Plan Pays First 


The plan is the primary payor when your coverage for the plan's benefits is based on current employment with your 
employer. The plan will act as the primary payor for the Medicare beneficiary who is eligible for Medicare: 


• 


• 


• 


Solely due to age if the plan is subject to the Social Security Act requirements for Medicare with respect to 
working aged (i.e., generally a plan of an employer with 20 or more employees); 
Due to diagnosis of end stage renal disease, but only during the first 30 months of such eligibility for Medicare 
benefits. This provision does not apply if, at the start of eligibility, you were already eligible for Medicare 
benefits, and the plan's benefits were payable on a secondary basis; 
Solely due to any disability other than end stage renal disease; but only if the plan meets the definition of a large 
group health plan as outlined in the Internal Revenue Code (i.e., generally a plan of an employer with 100 or more 
employees). 


The plan is the secondary payor in all other circumstances. 


How Coordination With Medicare Works 


When the Plan is Primary 
The plan pays benefits first when it is the primary payor. You may then submit your claim to Medicare for 
consideration. 
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When Medicare is Primary 
Your health care expense must be considered for payment by Medicare first. You may then submit the expense to 
Aetna for consideration. 


Aetna will calculate the benefits the plan would pay in the absence of Medicare: 


• 


• 


If the result is more than the benefit paid by Medicare, the plan will pay the difference, up to 100% of plan 
expenses. Plan expenses are any medically necessary health expenses which are covered, in whole or in part, 
under the plan. 
If the result is less than the benefit paid by Medicare, the plan will not pay a benefit, except as required by law . 


This review is done on a claim-by-claim basis. 


Charges used to satisfy your Part B deductible under Medicare will be applied under the plan in the order received 
by Aetna. Aetna will apply the largest charge first when two or more charges are received at the same time. 


Aetna will apply any rule for coordinating health care benefits after determining the benefits payable. 


Right to Receive and Release Required Information (GR-9N-S-33-025-0t) 


Certain facts about health care coverage and services are required to apply coordination of benefits (COB) rules to 
determine benefits under This Plan and other plans. Aetna has the right to obtain or release any information, and 
make or recover any payments it considers necessary, in order to administer this provision. 
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General Provisions 
(GR-9N-32-005-02-J'.JY) 


Type of Coverage 


Coverage under the plan is non-occupational. Only non-occupational accidental injuries and non-occupational 
illnesses are covered. The plan covers charges made for services and supplies only while the person is covered under 
the plan. 


Physical Examinations 


Aetna will have the right and opportunity to examine and evaluate any person who is the basis of any claim at all 
reasonable times while a claim is pending or under review. This will be done at no cost to you. 


Legal Action 


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


Aetna will not try to reduce or deny a benefit payment on the grounds that a condition existed before your coverage 
went into effect, if the loss occurs more than 2 years from the date coverage commenced. This will not apply to 
conditions excluded from coverage on the date of the loss. 


Confidentiality 


Information contained in your medical records and information received from any provider incident to the provider
patient relationship shall be kept confidential in accordance \Nith applicable law. Information may be used or disclosed 
by Aetna when necessary for your care or treatment, the operation of the plan and administration of this Booklet
Certificate, or other activities, as permitted by applicable law. You can obtain a copy of Aetna's Notice of 
Information Practices by calling Aetna's toll-free Member Service telephone. 


Additional Provisions 


The following additional provisions apply to your coverage: 


• 


• 
• 


• 


This Booklet-Certificate applies to coverage only, and does not restrict your ability to receive health care services 
that are not, or might not be, covered. 
You cannot receive multiple coverage under the plan because you are connected with more than one employer . 
This document describes the main features of the plan. Additional provisions are described elsewhere in the group 
poliry. If you have any questions about the terms of the plan or about the proper payment of benefits, contact your 
employer or Aetna. 
Your employer hopes to continue the plan indefinitely but, as with all group plans, the plan may be changed or 
discontinued with respect to your coverage. 
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Assignments 


Coverage may be assigned only with the written consent of Aetna. To the extent allowed by law, Aetna will not 
accept an assignment to an out-of-network provider, including but not limited to, an assignment of: 
• The benefits due under this group insurance policy; 
• The right to receive payments due under this group insurance policy; or 
• Any claim you make for damages resulting from a breach or alleged breach, of the terms of this group insurance 


policy. 


Misstatements 


If any fact as to the Policyholder or you is found to have been misstated, a fair change in premiums may be made. If 
the misstatement affects the existence or amount of coverage, the true facts will be used in determining whether 
coverage is or remains in force and its amount. 


All statements made by the Policyholder or you shall be deemed representations and not warranties. No written 
statement made by you shall be used by Aetna in a contest unless a copy of the statement is or has been furnished to 
you or your beneficiary, or the person making the claim. 


Aetna's failure to implement or insist upon compliance with any provision of this policy at any given time or times, 
shall not constitute a waiver of Aetna's right to implement or insist upon compliance with that provision at any other 
time or times. This includes, but is not limited to, the payment of premiums. This applies whether or not the 
circumstances are the same. 


Incontestability 


As to Accident and Health Benefits: 


Except as to a fraudulent misstatement, or issues concerning Premiums due: 


• 


• 


• 


No statement made by the Policyholder or you or your dependent shall be the basis for voiding coverage or 
denying coverage or be used in defense of a claim unless it is in writing after it has been in force for 2 years from 
its effective date. 
No statement made by the Policyholder shall be the basis for voiding this Policy after it has been in force for 2 
years from its effective date. 
No statement made by you, an eligible employee or your dependent shall be used in defense of a claim for loss 
incurred or starting after coverage as to which claim is made has been in effect for 2 years. 


Subrogation and Right of Reimbursement 


As used herein, the term "Third Party", means any party that is, or may be, or is claimed to be responsible for illness 
or injuries to you. Such illness or injuries are referred to as "Third Party Injuries." "Third Party" includes any 
party responsible for payment of expenses associated with the care of treatment of Third Party Injuries. 


If this plan pays benefits under this Booklet-Certificate to you for expenses incurred due to Third Party Injuries, 
then Aetna retains the right to repayment of the full cost of all benefits provided by this plan on your behalf that are 
(a) associated with the Third Party Injuries; and (b) specifically identified or allocated as payments previously made 
by Aetna for such injuries in any recovery, settlement, judgment or compensation agreement. Aetna's rights of 
recovery apply to any recoveries made by or on your behalf from the following sources, including but not limited to: 


• 
• 


Payments made by a Third Party or any insurance company on behalf of the Third Party; 
Any payments or awards under an uninsured or underinsured motorist coverage policy; 
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• 
• 


• 


Any Workers' Compensation or disability award or settlement; 
Medical payments coverage under any automobile policy, premises or homeowners' medical payments coverage 
or premises or homeowners' insurance coverage; and 
Any other payments from a source intended to compensate you for injuries resulting from an accident or alleged 
negligence. 


By accepting benefits under this plan, you specifically acknowledge Aetna's right of subrogation. In the event you 
suffer injuries for which a Third Party is responsible (such as someone injuring you in an accident), and Aetna pays 
benefits as a result of those injuries, Aetna will be subrogated and succeed to the right of recovery against such Third 
Party to the extent of the benefits Aetna has paid. This means that Aetna has the right, independently of you, to 
proceed against the Third Party responsible for your injuries to recover the benefits Aetna has paid. 


By accepting benefits under this plan, you also specifically acknowledge Aetna's right of reimbursement. This right of 
reimbursement attaches when this plan has paid health care benefits for expenses incurred due to Third Party 
Injuries and you or your representative has recovered any amounts from a Third Party. By providing any benefit 
under this Booklet-Certificate, Aetna is granted an assignment of the proceeds of any settlement, judgment or other 
payment received by you to the extent of the full cost of all benefits provided by this plan, but only to the extent such 
benefits are identified or allocated as payments previously made by Aetna for such injuries in any recovery, 
settlement, judgment or compensation agreement. Aetna's right of reimbursement is cumulative with and not 
exclusive of Aetna's subrogation right and Aetna may choose to exercise either or both rights of recovery. 


By accepting benefits under this plan, you or your representatives further agree to: 


• 


• 


• 


• 


• 


• 


Notify Aetna promptly and in writing when notice is given to any party of the intention to investigate or pursue a 
claim to recover damages or obtain compensation due to Third Party Injuries sustained by you; 
Cooperate with Aetna and do whatever is necessary to secure Aetna's rights of subrogation and reimbursement 
under this Booklet-Certificate; 
Give Aetna a first-priority lien on any recovery, settlement, or judgment or other source of compensation which 
may be had from any party to the extent of the full cost of all benefits associated with Third Party Injuries 
provided by this plan (but only to the extent such benefits are identified or allocated as payments previously made 
by Aetna for such injuries in any recovery, settlement, judgment or compensation agreement); 
Pay, as the first priority, from any recovery, settlement, judgment, or other source of compensation, any and all 
amounts due Aetna as reimbursement for the full cost of all benefits associated with Third Party Injuries paid 
by this plan (but only to the extent such benefits are identified or allocated as payments previously made by 
Aetna for such injuries in any recovery, settlement, judgment, or compensation agreement), unless otherwise 
agreed to by Aetna in writing; and 
Do nothing to prejudice Aetna's rights as set forth above. This includes, but is not limited to, refraining from 
making any settlement or recovery which specifically attempts to reduce or exclude the full cost of all benefits 
paid by the plan. 
Serve as a constructive trustee for the benefits of this plan over any settlement or recovery funds received as a 
result of Third Party Injuries. 


Aetna may recover full cost of all benefits paid by this plan under this Booklet-Certificate without regard to any claim 
of fault on your part, whether by comparative negligence or otherwise. No court costs or attorney fees may be 
deducted from Aetna's recovery, and Aetna is not required to pay or contribute to paying court costs or attorney's 
fees for the attorney hired by you to pursue your claim or lawsuit against any Third Party without the prior express 
written consent of Aetna. 


Worker's Compensation 


If benefits are paid by Aetna and Aetna determines you received \Vorker's Compensation benefits for the same 
incident, Aetna has the right to recover as described under the Subrogation and Right if Reimbursement provision. Aetna 
will exercise its right to recover against you. 
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The Recovery Rights will be applied even though: 


• The \Vorker's Compensation benefits are in dispute or are made by means of settlement or compromise; 
• No final determination is made that bodily injury or illness was sustained in the course of or resulted from your 


employment; 
• The amount of Worker's Compensation due to medical or health care is not agreed upon or defined by you or the 


Worker's Compensation carrier; or 
• The medical or health care benefits are specifically excluded from the Worker's Compensation settlement or 


compromtse. 


You hereby agree that, in consideration for the coverage provided by this policy, you will notify Aetna of any 
Worker's Compensation claim you make, and that you agree to reimburse Aetna as described above. 


If benefits are paid under this policy and you or your covered dependent recover from a responsible party by 
settlement, judgment or otherwise, Aetna has a right to recover from you or your covered dependent an amount 
equal to the amount Aetna paid. 


Recovery of Overpayments rcR-9N.S-3o-ot5-01J 


Health Coverage 
If a benefit payment is made by Aetna, to or on your behalf, which exceeds the benefit amount that you are entitled 
to receive, Aetna has the right: 


• To require the return of the overpayment; or 
• To reduce by the amount of the overpayment, any future benefit payment made to or on behalf of that person or 


another person in his or her family. 


Such right does not affect any other right of recovery Aetna may have with respect to such overpayment. 


Reporting of Claims rcR-9N-s-3a-Ot5-01J 


A claim must be submitted to Aetna in writing. It must give proof of the nature and extent of the loss. Your employer 
has claim forms. 


All claims should be reported promptly. The deadline for filing a claim is 90 days after the date of the loss. 


If, through no fault of your own, you are not able to meet the deadline for filing claim, your claim will still be accepted 
if you file as soon as possible. 


Payment of Benefits rcR-9N32-02502-NYJ 


Benefits will be paid as soon as the necessary proof to support the claim is received, but not later than 45 days after 
receipt of such proof. Written proof must be provided for all benefits. 


All covered health benefits are payable to you. However, Aetna has the right to pay any health benefits to the service 
provider. This will be done unless you have told Aetna otherwise by the time you f:tle the claim. 


Aetna will notify you in writing, at the time it receives a claim, when an assignment of benefits to a health care 
provider or facility will not be accepted. 


Any unpaid balance will be paid within 30 days of receipt by Aetna of the due written proof. 
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Aetna may pay up to $1,000 of any other benefit to any of your relatives whom it believes are fairly entitled to it. This 
can be done if the benefit is payable to you and you are a minor or not able to give a valid release. It can also be done 
if a benefit is payable to your estate. 


When a PCP provides care for you or a covered dependent, or care is provided by a network provider (network 
services or supplies), the network provider will take care of filing claims. 


Records of Expenses rcR-9N-32.{)30.fJ2J 


Keep complete records of the expenses of each person. They will be required when a claim is made. 


Very important are: 


• 
• 
• 


Names of physicians, dentists and others who furnish services . 
Dates expenses are incurred . 
Copies of all bills and receipts . 


Contacting Aetna 


If you have questions, comments or concerns about your benefits or coverage, or if you are required to submit 
information to Aetna, you may contact Aetna's Home Office at: 


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 


You may also use Aetna's toll free Member Services phone number on your ID card or visit Aetna's web site at 


Effect of Benefits Under Other Plans rcR-9N 32.{)35-0IJ 


Effect of An Health Maintenance Organization Plan (HMO Plan) On Coverage 
If you are in an eligible class and have chosen coverage under an HMO Plan offered by your employer, you will be 
excluded from medical expense coverage (except Vision Care), if any, on the date of your coverage under such HMO 
Plan. 


If you are in an eligible class and are covered under an HMO Plan, you can choose to change to coverage for yourself 
and your covered dependents under this plan. If you: 


• 


• 


• 


Live in an HMO Plan enrollment area and choose to change coverage during an open enrollment period, 
coverage will take effect on the group policy anniversary date after the open enrollment period. There will be no 
rules for waiting periods or preexisting conditions. 
Live in an HMO Plan enrollment area and choose to change coverage when there is not an open enrollment 
period, coverage will take effect only if and when Aetna gives its written consent. 
Move from an HMO Plan enrollment area or if the HMO discontinues and you choose to change coverage 
within 31 days of the move or the discontinuance, coverage will take effect on the date you elect such coverage. 
There will be no restrictions for waiting periods or preexisting conditions. If you choose to change coverage after 
31 days, coverage will take effect only if and when Aetna gives its written consent. 
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Any extensions of benefits under this plan for disability or pregnancy will not always apply on and after the date of a 
change to an HMO Plan providing medical coverage. They will apply only if the person is not covered at once under 
the HMO Plan because he or she is in a hospital not affiliated with the HMO. If you give evidence that the HMO 
Plan provides an extension of benefits for disability or pregnancy, coverage under this plan will be extended. The 
extension will be for the same length of time and for the same conditions as the HMO Plan provides. It will not be 
longer than the first to occur of: 


• 
• 


The end of a 90 day period; and 
The date the person is not conftned . 


No benefits will be paid for any charges for services rendered or supplies furnished under an HMO Plan. 


Effect of Prior Coverage- Transferred Business (GR-9N-32-040.()2NYJ 


If your coverage under any part of this plan replaces any prior coverage for you, the rules below apply to that part. 


"Prior coverage" is any plan of group coverage that has been replaced by coverage under part or all of this plan; it 
must have been sponsored by your employer (e.g., transferred business). The replacement can be complete or in part 
for the eligible class to which you belong. Any such plan is prior coverage if provided by another group contract or 
any benefit section of this plan. 


Coverage under any other section of this plan will be in exchange for all privileges and benefits provided under any 
like prior coverage. Any benefits provided under such prior coverage may reduce benefits payable under this plan. 


If: 


• 


• 


• 


A dependent child's eligibility under the prior coverage is a result of his or her status as a full-time student at a 
postsecondary educational institution; and 
Such dependent child is in a period of coverage continuation pursuant to a medically necessary leave of absence 
from school (or change in full-time student status); and 
This plan provides coverage for eligible dependents; 


health coverage under this plan will continue uninterrupted as to such dependent child for the remainder of the 
continuation period as provided under the section, Continuing Coverage for DependentS tudents on Medical Leave if Absence. 
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Glossary 
(GR-9N 34-005 01-NT) 


In this section, you will fmd defmitions for the words and phrases that appear in bold type throughout the text of this 
Booklet -Certificate. 


A (GR-9N 34.()10 01-l'vT) (GR-9N 34.()05 02) 


Accident (GR-9N 34.()05 o1-NYJ 


This means a sudden; unexpected; and unforeseen; identifiable occurrence or event producing, at the time, objective 
symptoms of a bodily injury. The accident must occur while the person is covered under this Policy. The 
occurrence or event must be definite as to time and place. It must not be due to, or contributed by, an illness or 
disease of any kind. 


Aetna 
Aetna Life Insurance Company, an affiliate, or a third party vendor under contract with Aetna. 


Ambulance 
A vehicle that is staffed with medical personnel and equipped to transport an ill or injured person. 


Average Wholesale Price (A WP) 
The current average wholesale price of a prescription drug listed in the Facts and Comparisons weekly price 
updates (or any other similar publication designated by Aetna) on the day that a pharmacy claim is submitted for 
adjudication. 


B (GR-9N 34.()10 01-J:\TY) (GR-9N 34-005 01-NY) 


Behavioral Health Provider 
A licensed facility, organization or other health care provider furnishing diagnostic and therapeutic services for 
treatment of alcoholism, drug abuse, mental disorders acting within the scope of the applicable license. This 
includes: 


• 
• 
• 
• 
• 
• 
• 
• 
• 


Hospitals; 
Psychiatric hospitals; 
Residential treatment facilities; 
Psychiatric physicians; 
Psychologists; 
Social workers; 
Psychiatric nurses; 
Addictionologists; and 
Other alcoholism, drug abuse and mental health providers or groups, involved in the delivery of health care or 
ancillary services. 


Birthing Center 
A freestanding facility that meets all of the following requirements: 


• 
• 
• 
• 


Meets licensing standards . 
Is set up, equipped and run to provide prenatal care, delivery and immediate postpartum care . 
Charges for its services . 
Is directed by at least one physician who is a specialist in obstetrics and gynecology . 
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• 
• 
• 
• 


• 
• 


• 


• 
• 


• 


• 


Has a physician or certified nurse midwife present at all births and during the immediate postpartum period . 
Extends staff privileges to physicians who practice obstetrics and gynecology in an area hospital 
Has at least 2 beds or 2 birthing rooms for use by patients while in labor and during delivery . 
Provides, during labor, delivery and the immediate postpartum period, full-time skilled nursing services directed 
by an R.N. or certified nurse midwife. 
Provides, or arranges with a facility in the area for, diagnostic X-ray and lab services for the mother and child . 
Has the capacity to administer a local anesthetic and to perform minor surgery. This includes episiotomy and 
repair of perineal tear. 
Is equipped and has trained staff to handle emergency medical conditions and provide immediate support 
measures to sustain life if: 


Complications arise during labor; or 
A child is hom with an abnormality which impairs function or threatens life. 


Accepts only patients with low-risk pregnancies . 
Has a written agreement with a hospital in the area for emergency transfer of a patient or a child. Written 
procedures for such a transfer must be displayed and the staff must be aware of them. 
Provides an ongoing quality assurance program. This includes reviews by physicians who do not own or direct 
the facility. 
Keeps a medical record on each patient and child . 


Brand-Name Prescription Drug 
A prescription drug with a proprietary name assigned to it by the manufacturer or distributor and so indicated by 
Medi-Span or any other similar publication designated by Aetna or an affiliate. 


c (GR-9N 34-015 02) 


Coinsurance 
Coinsurance is both the percentage of covered expenses that the plan pays, and the percentage of covered 
expenses that you pay. The percentage that the plan pays is referred to as "plan coinsurance" and varies by the type 
of expense. Please refer to the Schedule rfBenifits for specific information on coinsurance amounts. 


Copay or Copayment 
The specific dollar amount or percentage required to be paid by you or on your behalf. The plan includes various 
copayments, and these copayment amounts or percentages are specified in the Schedule rfBenifits. 


Cosmetic 
Services or supplies that alter, improve or enhance appearance. 


Covered Expenses 
Medical, denta~ vision or hearing services and supplies shown as covered under this Booklet. 


Creditable Coverage 
A person's prior medical coverage as defined in the Health Insurance Portability and Accountability Act of 1996 
(HIPAA). 


Such coverage includes: 


• 
• 
• 
• 
• 
• 


Health coverage issued on a group or individual basis; 
Medicare; 
Medicaid; 
Health care for members of the uniformed services; 
A program of the Indian Health Service or tribal organization; 
A state health benefits risk pool; 
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• The Federal Employees' Health Benefit Plan (FEHBP); 
• A public health plan (any plan established by a State, the government of the United States, or any subdivision of a 


State or of the government of the United States, or a foreign country); 
• Any health benefit plan under Section 5(e) of the Peace Corps Act; and 
• The State Children's Health Insurance Program (S-Chip). 


Custodial Care 
This means services and supplies that are primarily intended to help you meet personal needs, such as transferring, 
eating, dressing, bathing, toileting and such other related activities. This includes board and room and other 
institutional care. You do not have to be disabled. Such services and supplies are custodial care without regard to: 


• 
• 
• 


by whom they are prescribed; 
by whom they are recommended; or 
by whom they are performed . 


D (GR-9N 34-020 01) (GR-9N 34-095 01-]\lY) 


Deductible 
The part of your covered expenses you pay before the plan starts to pay benefits. Additional information regarding 
deductibles and deductible amounts can be found in the Schedule of Benefits. 


Deductible Carryover 
This allows you to apply any covered expense incurred during the last 3 months of a calendar year that is applied 
toward this year's deductible to also apply toward the following year's deductible. 


Dentist 
A legally qualified dentist, or a physician licensed to do the dental work he or she performs. 


Detoxification 
The process by which an alcohol-intoxicated or drug-intoxicated; or an alcohol-dependent or drug-dependent person 
is medically managed through the period of time necessary to eliminate, by metabolic or other means, the: 


• 
• 
• 


Intoxicating alcohol or drug; 
Alcohol or drug-dependent factors; or 
Alcohol in combination with drugs; 


as determined by a physician. The process must keep the physiological risk to the patient at a minimum, and take 
place in a facility that meets any applicable licensing standards established by the jurisdiction in which it is located. 


Directory 
A listing of all network providers serving the class of employees to which you belong. The policyholder will give you 
a copy of this directory. Network provider information is available through Aetna's online provider directory, 
DocFind®. You can also call the Member Services phone number listed on your ID card to request a copy of this 
directory. 


Durable Medical and Surgical Equipment (DME) 
Equipment, and the accessories needed to operate it, that is: 


• 
• 
• 
• 


Made to withstand prolonged use; 
Made for and mainly used in the treatment of a illness or injury; 
Suited for use in the home; 
Not normally of use to people who do not have a illness or injury; 
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.. 


.. 
Not for use in altering air quality or temperature; and 
Not for exercise or training . 


E (GR-9N 34.()25 01 NY} 


Emergency Medical Condition 
A recent and severe medical or behavioral condition, the onset of which is sudden, manifests itself by symptoms of 
sufficient severity, including (but not limited to) severe pain, which would lead a prudent layperson possessing an 
average knowledge of medicine and health, to believe that his or her condition, illness, or injury is of such a nature 
that failure to get immediate medical care could result in: 


• 
• 
.. 
• 
• 
• 


Placing your health in serious jeopardy; or 
In the case of a behavioral condition, placing the health of such person, or others', in serious jeopardy; or 
Serious impairment to bodily function; or 
Serious dysfunction of a body part or organ; or 
Serious disfigurement of such person; or 
In the case of a pregnant woman, serious jeopardy to the health of the fetus . 


Experimental or Investigational 
A drug, a device, a procedure, or treatment will be determined to be experimental or investigational if: 


• 


• 
• 


• 


• 


There are insufficient outcomes data available from controlled clinical trials published in the peer-reviewed 
literature to substantiate its safety and effectiveness for the illness or injury involved; or 
Approval required by the FDA has not been granted for marketing; or 
A recognized national medical or dental society or regulatory agency has determined, in writing, that it is 
experimental or investigational, or for research purposes; or 
It is a type of drug, device or treatment that is the subject of a Phase I or Phase II clinical trial or the experimental 
or research arm of a Phase III clinical trial, using the definition of "phases" indicated in regulations and other 
official actions and publications of the FDA and Department of Health and Human Services; or 
The written protocol or protocols used by the treating facility, or the protocol or protocols of any other facility 
studying substantially the same drug, device, procedure, or treatment, or the written informed consent used the 
treating facility or by another facility studying the same drug, device, procedure, or treatment states that it is 
experimental or investigational, or for research purposes. 


G (GR-9N 34.()35 01) 


Generic Prescription Drug 
A prescription drug, whether identified by its chemical, proprietary, or non-proprietary name, that is accepted the 
U.S. Food and Drug Administration as therapeutically equivalent and interchangeable with drugs having an identical 
amount of the same active ingredient and so indicated by Medispan or any other publication designated by Aetna or 
an affiliate. 


H (GR-9N 34-040 02) 
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Homebound 
This means that you are confined to your place of residence: 


• 
• 


Due to an illness or injury which makes leaving the home medically contraindicated; or 
Because the act of transport would be a serious risk to your life or health . 


Home Health Care Agency 
An agency that meets all of the following requirements. 


• 
• 
• 
• 
• 
• 


Mainly provides skilled nursing and other therapeutic services . 
Is associated with a professional group (of at least one physician and one R.N.) which makes policy . 
Has full-time supervision by a physician or an R.N . 
Keeps complete medical records on each person . 
Has an administrator. 
Meets licensing standards . 


Home Health Care Plan 
This is a plan that provides for continued care and treatment of an illness or injury. The care and treatment must be: 


• Prescribed in writing by the attending physician; and 


• An alternative to a hospital or skilled nursing facility stay . 


Hospice Care 
This is care given to a terminally ill person by or under arrangements with a hospice care agency. The care must be 
part of a hospice care program. 


Hospice Care Agency 
An agency or organization that meets all of the following requirements: 


• 
• 
• 


• 


• 


• 


Has hospice care available 24 hours a day . 
Meets any licensing or certification standards established by the jurisdiction where it is located . 
Provides: 


Skilled nursing services; 
Medical social services; and 


Psychological and dietary counseling. 
Provides, or arranges for, other services which include: 


Physician services; 


Physical and occupational therapy; 


Part-time home health aide services which mainly consist of caring for terminally ill people; and 


Inpatient care in a facility when needed for pain control and acute and chronic symptom management. 
Has at least the following personnel: 


One physician; 
One R.N.; and 


One licensed or certified social worker employed by the agency. 
Establishes policies about how hospice care is provided . 
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• 
• 
• 


• 
• 
• 
• 


Assesses the patient's medical and social needs . 
Develops a hospice care program to meet those needs . 
Provides an ongoing quality assurance program. This includes reviews by physicians, other than those who 
or direct the agency. 
Permits all area medical personnel to utilize its services for their patients . 
Keeps a medical record on each patient . 
Uses volunteers trained in providing services for non-medical needs . 
Has a full-time administrator . 


Hospice Care Program 
This is a written plan of hospice care, which: 


• 


• 


• 


Is established by and reviewed from time to time by a physician attending the person, and appropriate pelcsonrt~el 
of a hospice care agency; 
Is designed to provide palliative and supportive care to terminally ill persons, and supportive care to their 
families; and 
Includes an assessment of the person's medical and social needs; and a description of the care to be given to meet 
those needs. 


Hospice Facility 
A facility, or distinct part of one, that meets all of the following requirements: 


• 
• 
• 
• 
"' 


"' 
• 
• 


Mainly provides inpatient hospice care to terminally ill persons . 
Charges patients for its services . 
Meets any licensing or certification standards established by the jurisdiction where it is located . 
Keeps a medical record on each patient . 
Provides an ongoing quality assurance program including reviews by physicians other than those who own or 
direct the facility. 
Is run by a staff of physicians. At least one staff physician must be on call at all times. 
Provides 24-hour-a-day nursing services under the direction of an R.N . 
Has a full-time administrator . 


Hospital 
This means a short-term, acute, general hospital which: 


• 


.. 


.. 
• 
.. 


• .. 
• 


Is primarily engaged in providing, by or under the continuous supervision of physicians, to inpatients, diagnostic 
services and therapeutic services for diagnostic, treatment and care of injured and sick persons; 
Has organized departments of medicine and major surgery; 
Has a requirement that every patient must be under the care of a physician or dentist; 
Provides 24 hour nursing service by or under the supervision of a registered professional nurse (R.N.); 
If located in New York State, has in effect a hospitalization review plan applicable to all patients which meets at 
least the standards set forth in Section 1861k of U.S. Public Law 89-97 (42 USCA 1395x(k)); 
Is duly licensed by the agency responsible for licensing such hospitals; 
Makes charges; and 
Is not, other than incidentally, a place for rest, a place primarily for the treatment of tuberculosis, a place for the 
aged, a place for drug addicts, alcoholics, or a place for convalescent, custodial, educational or rehabilitative care. 


Hospitalization 
A continuous confmement as an inpatient in a hospital for which a room and board charge is made. 


I (GR-9N 34-()45 02) 
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Illness (GR-9N 34-045 02J 


A pathological condition of the body that presents a group of clinical signs and symptoms and laboratory findings 
peculiar to it and that sets the condition apart as an abnormal entity differing from other normal or pathological body 
states. 


Infertile or Infertility 
The condition of a presumably healthy covered person who is unable to conceive or produce conception after: 


• For a woman who is 21 or more but less than 35 years of age: 1 year or more of timed, unprotected coitus, or 12 cycles 
of artificial insemination; or 


• For a woman who is 3 5 years of age or older, but less than 4 5: 6 months or more of timed, unprotected coitus, or 6 
cycles of artificial insemination. 


Injury 
An accidental bodily injury that is the sole and direct result of: 


• An unexpected or reasonably unforeseen occurrence or event; or 
• 
• 


The reasonable unforeseeable consequences of a voluntary act by the person . 
An act or event must be definite as to time and place . 


Institute ofExcellence (IOE) 
A hospital or other facility that has contracted with Aetna to furnish services or supplies to an IOE patient in 
connection with specific transplants at a negotiated charge. A facility is an IOE facility only for those types of 
transplants for which it has signed a contract. 


J (GR-9N 34-050 01) 


Jaw Joint Disorder (GR-9N 34-05o 01J 


This is: 


• 
• 


A Temporomandibular Joint (TMJ) dysfunction or any similar disorder of the jaw joint; or 
A Myofacial Pain Dysfunction (MPD); or 


• Any similar disorder in the relationship between the jaw joint and the related muscles and nerves . 


L (GR-9N 34-055 01) 


Late Enrollee 
This is an employee in an Eligible Class who requests enrollment under this Plan after the Initial Enrollment Period. 
In addition, this is an eligible dependent for whom the employee did not elect coverage within the Initial Enrollment 
Period, but for whom coverage is elected at a later time. 


However, an eligible employee or dependent may not be considered a Late Enrollee under certain circumstances. See 
the Special Enrollment Periods section of the Booklet-Certificate. 


Lifetime Maximum 
This is the most the plan will pay for covered expenses incurred by any one covered person during their lifetime. 


L.P.N. 
A licensed practical or vocational nurse. 
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M (GR-9N-34.f)65-04 NY) 


Mail Order Pharmacy 
An establishment where prescription drugs are legally dispensed by mail or other carrier. 


Maintenance Care 
Care made up of services and supplies that: 


• 
• 


Are furnished mainly to maintain, rather than to improve, a level of physical, or mental function; and 
Provide a surrounding free from exposures that can worsen the person's physical or mental condition . 


Medically Necessary or Medical Necessity 
Health care or dental services, and supplies or prescription drugs that a physician, other health care provider or 
dental provider, exercising prudent clinical judgment, would provide to a patient for the purpose of preventing, 
evaluating, diagnosing or treating an illness, injury, disease or its symptoms, and that provision of the service, 
or prescription drug is: 


a) In accordance with generally accepted standards of medical or dental practice; 
b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and 
c) Not primarily for the convenience of the patient, physician, other health care or dental provider; and 
d) Not more cosdy than an alternative service or sequence of services at least as likely to produce equivalent 


therapeutic or diagnostic results as to the diagnosis or treatment of that patient's illness, injury, or disease. 


For these purposes "generally accepted standards of medical or dental practice" means standards that are based on 
credible scientific evidence published in peer-reviewed literature generally recognized by the relevant medical or dental 
community, or otherwise consistent with physician or dental specialty society recommendations and the views of 
physicians or dentists practicing in relevant clinical areas and any other relevant factors. 


Mental Disorder 
An illness commonly understood to be a mental disorder, whether or not it has a physiological basis, and for which 
treatment is generally provided by or under the direction of a behavioral health provider such as a psychiatric 
physician, a psychologist or a psychiatric social worker. A mental disorder includes; but is not limited to: 


• 
• 
• 
• 
• 
• 
• 
• 


Alcoholism and substance abuse . 
Bipolar disorder . 
Major depressive disorder . 
Obsessive compulsive disorder. 
Panic disorder. 
Pervasive Mental Developmental Disorder (Autism) . 
Psychotic depression . 
Schizophrenia . 


For the purposes of benefits under this plan, mental disorder will include alcoholism and substance abuse only if any 
separate benefit for a particular type of treatment does not apply to alcoholism and substance abuse. 


Mental Disorder 
The following conditions are considered a Mental Disorder under this plan: 


Biologically-based Mental Illnesses -defined as: 
• Schizophrenia/psychotic disorders 
• Major depression 
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• Bipolar disorder 
• Delusional disorders 
• Panic disorder 
• Obsessive compulsive disorders 
• Bulimia 
• Anorexia 


Non-Biologically-based Mental Illnesses. 


N (GR-9N 34.()70 02) 


Negotiated Charge 
As to health expense coverage, other than Prescription Drug Expense Coverage: 


The negotiated charge is the maximum charge a network provider has agreed to make as to any service or supply 
for the purpose of the benefits under this plan. 


As to Prescription Drug Expense Coverage: 
The negotiated charge is the amount Aetna has established for each prescription drug obtained from a network 
pharmacy under this plan. This negotiated charge may reflect amounts Aetna has agreed to pay directly to the 
network pharmacy or to a third party vendor for the prescription drug, and may include an additional service or 
risk charge set by Aetna. 


The negotiated charge does not include or reflect any amount Aetna, an affiliate, or a third party vendor, may 
receive under a rebate arrangement between Aetna, an affiliate or a third party vendor and a drug manufacturer for 
any prescription drug, including prescription drugs on the preferred drug guide. 


Based on its overall drug purchasing, Aetna may receive rebates from the manufacturers of prescription drugs and 
may receive or pay additional amounts from or to third parties under price guarantees. These amounts will not change 
the negotiated charge under this plan. 


Network Advanced Reproductive Technology (ART) Specialist 
A specialist physician who has entered into a contractual agreement with Aetna for the provision of covered 
Advanced Reproductive Technology (ART) services. 


Network Provider 
A health care provider or pharmacy who has contracted to furnish services or supplies for this plan; but only if the 
provider is, with Aetna's consent, included in the directory as a network provider for: 


• The service or supply involved; and 
• The class of employees to which you belong . 


Network Service( s) or Supply(ies) 
Health care service or supply that is: 


• 
• 


Furnished by a network provider; or 
Furnished or arranged by your PCP . 
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Non-Occupational Illness 
A non-occupational illness is an illness that does not: 


• 
• 


Arise out of (or in the course of) any work for pay or profit; or 
Result in any way from an illness that does . 


An illness will be deemed to be non-occupational regardless of cause if proof is furnished that the person: 


• Is covered under any type of workers' compensation law; and 
• Is not covered for that illness under such law. 


Non-Occupational Injury 
A non-occupational injury is an accidental bodily injury that does not: 


• 
• 


Arise out of (or in the course of) any work for pay or profit; or 
Result in any way from an injury which does . 


Non-Preferred Drug (Non-Formulary) 
A prescription drug that is not listed in the preferred drug guide. This includes prescription drugs on the 
preferred drug guide exclusions list that are approved by medical exception. 


Non-Specialist 
A physician who is not a specialist. 


Non-Urgent Admission 
An inpatient admission that is not an emergency admission or an urgent admission. 


0 (GR-91\-34-065 01-NT) (GR-9N 3+-075 01) 


Occupational Injury or Occupational Illness 
An injury or illness that: 


• 


• 


Arises out of (or in d1e course of) any activity in connection with employment or self-employment whether or not 
on a full time basis; or 
Results in any way from an injury or illness d1at does . 


Occurrence 
This means a period of disease or injury. An occurrence ends when 60 consecutive days have passed during which 
the covered person: 


• Receives no medical treatment; services; or supplies; for a disease or injury; and 
• Neither takes any medication, nor has any medication prescribed, for a disease or injury . 


Orthodontic Treatment (GR-9N 34-075 o1J 


This is any: 


• 
• 


Medical service or supply; or 
Dental service or supply; 
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furnished to prevent or to diagnose or to correct a misalignment: 


• 
• 
• 


Of the teeth; or 
Of the bite; or 
Of the jaws or jaw joint relationship; 


whether or not for the purpose of relieving pain. 


The following are not considered orthodontic treatment: 


• The installation of a space maintainer; or 
• A surgical procedure to correct malocclusion . 


Out-of-Network Provider 
A health care provider or pharmacy who has not contracted with Aetna, an affiliate, or a third party vendor, to 
furnish services or supplies for this plan. 


P (GR-9N-34-080-051'v'Y) 


Pharmacy 
An establishment where prescription drugs are legally dispensed. Pharmacy includes a retail pharmacy, mail order 
pharmacy and specialty pharmacy network pharmacy. 


Physician 
A duly licensed member of a medical profession who: 


• 
• 


• 


Has an M.D. or D.O. degree; 
Is properly licensed or certified to provide medical care under the laws of the jurisdiction where the individual 
practices; and 
Provides medical services which are within the scope of his or her license or certificate . 


This also includes a health professional who: 


• 


• 
• 
• 
• 


• 


Is properly licensed or certified to provide medical care under the laws of the jurisdiction where he or she 
practices; 
Provides medical services which are within the scope of his or her license or certificate; 
Under applicable insurance law is considered a "physician" for purposes of this coverage; 
Has the medical training and clinical expertise suitable to treat your condition; 
Specializes in psychiatry, if your illness or injury is caused, to any extent, by alcohol abuse, substance abuse or a 
mental disorder; and 
A physician is not you or related to you . 


Precertification or Precertify 
A process where Aetna is contacted before certain services are provided, such as hospitalization or outpatient 
surgery, or prescription drugs are prescribed to determine whether the services being recommended or the drugs 
prescribed are considered covered expenses under the plan. It is not a guarantee that benefits will be payable. 
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Preferred Drug Guide 
A listing of prescription drugs established by Aetna or an affiliate, which includes both brand name pr,esl~riptilon 
drugs and generic prescription drugs. This list is subject to periodic review and modification by Aetna or an 
affiliate. A copy of the preferred drug guide will be available upon your request or may be accessed on the Aetna 
website at www.Aetna.com/ formulary. 


Preferred Drug Guide Exclusions List 
A list of prescription drugs in the preferred drug guide that are identified as excluded under the plan. This list is 
subject to periodic review and modification by Aetna. 


Prescriber 
Any physician or dentist, acting within the scope of his or her license, who has the legal authority to write an order 
for a prescription drug. 


Prescription 
An order for the dispensing of a prescription drug by a prescriber. If it is an oral order, it must be promptly m 
writing by the pharmacy. 


Prescription Drug 
A drug, biological, or compounded prescription which, by State and Federal Law, may be dispensed only by 
prescription and which is required to be labeled "Caution: Federal Law prohibits dispensing without prescription. 
This includes: 


II An injectable drug prescribed to be self-administered or administered by any other person except one who is 
acting within his or her capacity as a paid healthcare professional. Covered injectable drugs include injectable 
insulin. 


Primary Care Physician (PCP) 
This is the network provider who: 


'" Is selected by a person from the list of primary care physicians in the directory; 
'" Supervises, coordinates and provides initial care and basic medical services to a person as a general or farnily care 


practitioner, or in some cases, as an internist or a pediatrician; and 
• Is shown on Aetna's records as the person's PCP. 


Psychiatric Hospital 
This is an institution that meets all of the follmving requirements. 


• 


• 
• 


• 
• 
• 
• 
• 
• 


Mainly provides a program for the diagnosis, evaluation, and treatment of alcoholism, substance abuse or mental 
disorders. 
Is not mainly a school or a custodial, recreational or training institution . 
Provides inf111llary-level medical services. Also, it provides, or arranges with a hospital in the area for, any other 
medical service that may be required. 
Is supervised full-time by a psychiatric physician who is responsible for patient care and is there regularly . 
Is staffed by psychiatric physicians involved in care and treatment . 
Has a psychiatric physician present during the whole treatment day . 
Provides, at all times, psychiatric social work and nursing services . 
Provides, at all times, skilled nursing services by licensed nurses who are supervised by a full-time R.N . 
Prepares and maintains a written plan of treatment for each patient based on medical, psychological and social 
needs. The plan must be supervised by a psychiatric physician. 


76 







• Makes charges. 
• Meets licensing standards. 


Psychiatric Physician 
This is a physician who: 


• 
• 


Specializes in psychiatry; or 
Has the training or experience to do the required evaluation and treatment of alcoholism, substance abuse or 
mental disorders. 


R (GR-9N-34..()65..()4]\TY) (GR-9N 34-095 01-f\IT) 


Referral 
This is a written or electronic authorization made by your primary care physician (PCP) or primary care dentist 
(PCD) to direct you to a network provider, for medically necessary services or supplies covered under the plan. 


Rehabilitation Facility 
A facility, or a distinct part of a facility which provides rehabilitative services, meets any licensing or certification 
standards established by the jurisdiction where it is located, and makes charges for its services. 


Rehabilitative Services 
The combined and coordinated use of medical, social, educational and vocational measures for training or retraining if 
you are disabled by illness or injury. 


Residential Treatment Facility (Mental Disorders) 
This is an institution that meets all of the following requirements: 


• 
• 
• 


• 
• 
• 
• 
• 


• 


• 
• 
• 


Has, on-site licensed Behavioral Health Provider 24 hours per day . 
Provides a comprehensive patient assessment . 
Provides living arrangements that foster community living and peer interaction that are consistent with 
developmental needs. 
Offers group therapy sessions . 
Has the ability to involve family/ support systems in therapy . 
Provides access to at least weekly sessions with a Psychiatrist or psychologist for individual psychotherapy . 
Has peer oriented activities . 
Is managed by a licensed Behavioral Health Provider who functions under the direction and supervision of a 
psychiatric physician. 
Has individualized active treatment plan directed toward the alleviation of the impairment that caused the 
admission. 
Provides a level of skilled intervention consistent with patient risk. 
Provides active discharge planning initiated upon admission to the program . 
Meets any and all applicable licensing standards established by the jurisdiction in which it is located . 


Residential Treatment Facility (Substance Abuse) 
This is an institution that meets all of the following requirements: 


• 
• 
• 
• 
• 


On-site licensed Behavioral Health Provider 24 hours per day /7 days a week. 
Provides a comprehensive patient assessment (preferably before admission, but at least upon admission) . 
Is admitted by a Physician . 
Has access to necessary medical services 24 hours per day /7 days a week. 
If the member requires detoxification services, must have the availability of on-site medical treatment 24 hours 
per day /7 days a week, which must be actively supervised by an attending Physician. 
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• 


• 
• 


• 
• 
• 


• 


• 
• 
• 
• 


• 
• 


Provides living arrangements that foster community living and peer interaction that are consistent with 
developmental needs. 
Offers group therapy sessions with at least an RN or Masters-Level Health Professional. 
Has the ability to involve family/ support systems in therapy (required for children and adolescents; encouraged 
for adults). 
Provides access to at least weekly sessions with a Psychiatrist or psychologist for individual psychotherapy . 
Has peer oriented activities . 
Services are managed by a licensed Behavioral Health Provider who, while not needing to be individually 
contracted, needs to (1) meet the Aetna credentialing criteria as an individual practitioner, and (2) function under 
the direction/ supervision of a licensed psychiatrist (Medical Director). 
Has individualized active treatment plan directed toward the alleviation of the impairment that caused the 
admission. 
Provides a level of skilled intervention consistent with patient risk. 
Meets any and all applicable licensing standards established by the jurisdiction in which it is located . 
Is not a Wilderness Treatment Program or any such related or similar program, school and/ or education service . 
Ability to assess and recognize withdrawal complications that threaten life or bodily functions and to obtain 
needed services either on site or externally. 
24-hours per day /7 days a week supervision by a physician with evidence of close and frequent observation . 
On-site, licensed Behavioral Health Provider, medical or substance abuse professionals 24 hours per day /7 
days a week. 


R.N. 
A registered nurse. 


Room and Board 
Charges made by an institution for room and board and other medically necessary services and supplies. The 
charges must be regularly made at a daily or weekly rate. 


s (GR-9N 34-095-02) (GR-9N 34-090 01-NY) 


Self-injectable Drug( s) 
Prescription drugs that are intended to be self-administered by injection to a specific part of the body to treat 
medical conditions. 


Semi-Private Room Rate 
The room and board charge that an institution applies to the most beds in its semi-private rooms with 2 or more 
beds. If there are no such rooms, Aetna will figure the rate based on the rate most commonly charged by similar 
institutions in the same geographic area. 


Service Area 


This is the geographic area, as determined by , in which for this plan are located. 


Skilled Nursing Facility 
An institution that meets all of the following requirements: 


• 


• 
• 
• 
• 


It is licensed to provide, and does provide, the following on an inpatient basis for persons convalescing from 
illness or injury: 


Professional nursing care by an R.N., or by a L.P.N. directed by a full-time R.N.; and 
Physical restoration services to help patients to meet a goal of self-care in daily living activities. 


Provides 24 hour a day nursing care by licensed nurses directed by a full-time R.N . 
Is supervised full-time by a physician or an R.N . 
Keeps a complete medical record on each patient . 
Has a utilization review plan . 
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• Is not mainly a place for rest, for the aged, for drug addicts, for alcoholics, for mental retardates, for custodial or 
educational care, or for care of mental disorders. 


• Charges patients for its services. 
• An institution or a distinct part of an institution that meets all of the following requirements: 


It is licensed or approved under state or local law. 
Is primarily engaged in providing skilled nursing care and related services for residents who require medical or 
nursing care, or rehabilitation services for the rehabilitation of injured, disabled, or sick persons. 


• Qualifies as a skilled nursing facility under Medicare or as an institution accredited by: 
The Joint Commission on Accreditation of Health Care Organizations; 
The Bureau of Hospitals of the American Osteopathic Association; or 
The Commission on the Accreditation of Rehabilitative Facilities 


Skilled nursing facilities also include rehabilitation hospitals (all levels of care, e.g. acute) and portions of a 
hospital designated for skilled or rehabilitation services. 


Skilled Nursing Services 
Services that meet all of the following requirements: 


• The services require medical or paramedical training . 
• 
• 


The services are rendered by an R.N. or L.P.N. within the scope of his or her license . 
The services are not custodial . 


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


Specialty Care 
Health care services or supplies that require the services of a specialist. 


Specialty Pharmacy Network 
A network of pharmacies designated to fill self-injectable drug prescriptions. 


Stay 
A full-time inpatient confinement for which a room and board charge is made. 


Step Therapy 
Procedures under which certain prescription drugs will be excluded from coverage, unless a first-line therapy drug(s) 
is used first by you. The list of step-therapy drugs is subject to change by Aetna or an affiliate. An updated copy of 
the list of drugs subject to step therapy shall be available upon request by you or may be accessed on the Aetna 
website at www.Aetna.com/ formulary. 
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Substance Abuse 
This is a physical or psychological dependency, or both, on a controlled substance or alcohol agent (These are defined 
on Axis I in the Diagnostic and Statistical Manual of Mental Disorders (DSM) published by the American 
Psychiatric Association which is current as of the date services are rendered to you or your covered dependents.) This 
term does not include conditions not attributable to a mental disorder that are a focus of attention or treatment (the 
V codes on Axis I of DSM); an addiction to nicotine products, food or caffeine intoxication. 


Surgery Center 
A freestanding ambulatory surgical facility that meets all of the following requirements: 


• 
• 
• 
• 


• 


• 


• 
• 


• 
• 
• 


Meets licensing standards . 
Is set up, equipped and run to provide general surgery . 
Charges for its services . 
Is directed by a staff of physicians. At least one of them must be on the premises when surgery is performed and 
during the recovery period. 
Has at least one certified anesthesiologist at the site when surgery requiring general or spinal anesthesia is 
performed and during the recovery period. 
Extends surgical staff privileges to: 


Physicians who practice surgery in an area hospital; and 
Dentists who perform oral surgery. 


Has at least 2 operating rooms and one recovery room . 
Provides, or arranges with a medical facility in the area for, diagnostic x-ray and lab services needed in connection 
with surgery. 
Does not have a place for patients to stay overnight . 
Provides, in the operating and recovery rooms, full-time skilled nursing services directed by an R.N . 
Is equipped and has trained staff to handle emergency medical conditions . 


Must have all of the following: 


• 
• 
• 
• 
• 
• 
• 
• 


A physician trained in cardiopulmonary resuscitation; and 
A defibrillator; and 
A tracheotomy set; and 
A blood volume expander . 
Has a written agreement with a hospital in the area for immediate emergency transfer of patients . 
Written procedures for such a transfer must be displayed and the staff must be aware of them . 
Physicians who do not own or direct the facility . 
Keeps a medical record on each patient . 


T (GR-9N 34.()95 01-NY) (GR-9N 34-100.02) 


Terminally Ill (Hospice Care) 
Terminally ill means a medical prognosis of 6 months or less to live. 


Therapeutic Drug Class 
A group of drugs or medications that have a similar or identical mode of action or exhibit similar or identical 
outcomes for the treatment of a disease or injury. 


u (GR-9N-S-34-105.01) 
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Urgent Admission 
A hospital admission by a physician due to: 


• 
• 
• 
• 


The onset of or change in a illness; or 
The diagnosis of a illness; or 
An injury . 
The condition, while not needing an emergency admission, is severe enough to require confinement as an 
inpatient in a hospital within 2 weeks from the date the need for the confinement becomes apparent. 


Urgent Care Provider 
This is: 


• 


• 


• 


A freestanding medical facility that meets all of the following requirements . 


Provides unscheduled medical services to treat an urgent condition if the person's physician is not 
reasonably available. 


Routinely provides ongoing unscheduled medical services for more than 8 consecutive hours. 


Makes charges. 


Is licensed and certified as required by any state or federal law or regulation. 


Keeps a medical record on each patient. 


Provides an ongoing quality assurance program. This includes reviews by physicians other than those who 
own or direct the facility. 


Is run by a staff of physicians. At least one physician must be on call at all times. 


Has a full-time administrator who is a licensed physician. 
A physician's office, but only one that: 


Has contracted with Aetna to provide urgent care; and 


Is, with Aetna's consent, included in the directory as a network urgent care provider. 
It is not the emergency room or outpatient department of a hospital . 


Urgent Condition 
This means a sudden illness; injury; or condition; that: 


• 
• 


• 
• 


Is severe enough to require prompt medical attention to avoid serious deterioration of your health; 
Includes a condition which would subject you to severe pain that could not be adequately managed without 
urgent care or treatment; 
Does not require the level of care provided in the emergency room of a hospital; and 
Requires immediate outpatient medical care that cannot be postponed until your physician becomes reasonably 
available. 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 


PATIENT PROTECTION AND AFFORDABLE CARE ACT AMENDMENT 


This Amendment changes provisions in, or adds provisions to, your Certificate, including any affected riders, 
endorsements or other amendments thereto, (hereinafter collectively "Group Plan") issued by Aetna as required 
the federal Patient Protection and Affordable Care Act. Except as otherwise provided in this Amendment, the 
provisions herein apply to all persons covered under the "Group Plan." All of the terms, conditions, and limitations 
of the Certificate to which this Amendment is attached also apply to this Amendment, except where they are 
specifically changed by this Amendment. This Amendment shall take effect on your Group Plan's renewal date on or 
after September 23, 2010. 


1. Emergency Services. 


A. Emergency Condition Defined. The definition of Emergency Medical Condition in your Certificate is 
hereby deleted in its entirety and replaced with the following: 


Emergency Condition. A medical or behavioral condition manifesting itself by acute symptoms of 
sufficient severity (including severe pain) such that a prudent layperson, who possesses an average 
knowledge of health and medicine, could reasonably expect the absence of immediate medical attention 
to result in: 


(1) Placing the health of the person afflicted with such condition (or, with respect to a pregnant woman, 
the health of the woman or her unborn child) in serious jeopardy, or in the case of a behavioral 
condition placing the health of such person or others in serious jeopardy; 


(2) Serious impairment to such person's bodily functions; 


(3) Serious dysfunction of any bodily organ or part of such person; or 


( 4) Serious disfigurement of such person. 


B. Emergency Services Defined. The following definition is hereby added to your Certificate: 


Emergency Services. A medical screening examination that is within the capability of the emergency 
department of a hospital, including ancillary services routinely available to the emergency department to 
evaluate an Emergency Condition; and within the capabilities of the staff and facilities available at the 
hospital, such further medical examination and treatment as are required to stabilize the patient. 


C. Coverage. Emergency Services are not subject to prior authorization requirements. 


D. Cost Sharing. Any Copayment or Coinsurance requirement in the Certificate that applies to Emergency 
Services provided by an Out-of-Network Provider that differs from the Copayment or Coinsurance 
required for Emergency Services provided by an In-Network Provider is hereby deleted and replaced witc'l 
the Copayment or Coinsurance requirement, if any, applicable to Emergency Services provided by 
In-Network Providers. 


E. Your Payments. You are responsible for any applicable Deductible, Copayment, or Coinsurance. We \Vill 


ensure that you are held-harmless for any charges that exceed the Deductible, Copayment, or Coinsurance. 







2. Preventive Services. To the extent items and services in the sources referenced below are not already covered 
benefits for adults and children under the Plan, benefits for the items and services are hereby added to your 
Certificate: 


A. Items or services with an "A" or "B" rating from the United States Preventive Services Task Force; 


B. Immunizations pursuant to the Advisory Committee on Immunization Practices ("ACIP") recommendations; 
and 


C. Preventive care and screenings that are provided for in the comprehensive guidelines supported by the Health 
Resources and Services Administration ("HRSA"). 


The preventive services referenced above shall be covered in full when received from In-Network 
Providers. The preventive services referenced to above are only covered when provided by In-Network 
providers. Cost sharing (e.g., Copayments, Deductibles, Coinsurance) may apply to services provided during 
the same visit as the preventive services set forth above. For example, if a service referenced above is 
provided during an office visit wherein that service is not the primary purpose of the visit, the cost-sharing 
amount that would otherwise apply to the office visit will still apply. 


A list of the preventive services covered under this paragraph is available on our website at 
or will be mailed to you upon request. You may request the list by calling the customer services number on 
your identification card. 


3. Access to OB/GYNs. Any provision in Certificate that limits the number of visits you can make to an 
In-Network Provider who specializes in obstetrics or gynecology without a referral from your Primary Care 
Physician is hereby deleted in its entirety. You do not need prior authorization from us or from any other person 
(including a primary care provider) in order to obtain access to obstetrical or gynecological care from an 
In-Network Provider who specializes in obstetrics or gynecology. The In-Network Provider, however, may be 
required to comply with certain procedures, including obtaining prior authorization for certain services, following 
a pre-approved treatment plan, or procedures for making referrals. For a list of In-Network Providers who 
specialize in obstetrics or gynecology, contact us at the customer service number on your identification card. 


4. Choice of Primary Care Provider. Your Plan generally requires the designation of a primary care provider 
(PCP). You have the right to designate any PCP who participates in our network and who is available to accept 
you or your family members. For children, you may designate a pediatrician as a PCP. For information on how to 
select a PCP, and for a list of the In-Network PCPs, contact us at the customer service number on your 
identification card. 


5. Annual Limits. Any annual dollar limit under this Certificate that applies to Essential Benefits, whether such 
annual limit applies only to an Essential Benefit or includes Essential Benefits and other benefits, is hereby 
deleted. "Essential Benefits" means benefits covered under the Plan in at least the following categories: 
ambulatory care; emergency services; hospitalization; maternity and newborn care; mental health and substance 
use disorder services, including behavioral health treatment; prescription drugs; rehabilitative and habilitative care; 
laboratory services; preventive and wellness services and chronic disease management; pediatric services including 
oral and vision care; and any other services to the extent required in regulations issued pursuant to the Patient 
Protection and Affordable Care Act. 


6. Pre-Existing Conditions. Under this Amendment, the provision, if any, in your Certificate that allows us to 
exclude or otherwise limit coverage for Pre-Existing Conditions until a person has been continuously covered 
under the Plan for a stated period is hereby deleted in its entirety with respect to all persons under the age of 19. 


7. Lifetime Dollar Limits Deleted. Any lifetime dollar limit under your Certificate is hereby deleted in its entirety. 







8. Dependent Children Covered to Age 26. If your Plan makes coverage of dependents available, this 
Amendment applies to coverage of children as follows: 


A. If you selected other than individual coverage, your children who are under the age of 26 may be covered 
under your Plan. Coverage lasts until the end of the month in which the child turns 26 years of age. Your 
children need not be fmancially dependent upon you for support or claimed as dependents on your tax 
return; residents of your household; enrolled as students; or unmarried. Children-in-law (spouses of children) 
and grandchildren are not covered under this Amendment. 


Coverage for your child who is incapable of self-sustaining employment by reason of mental illness, 
developmental disability, mental retardation, or physical handicap and who became so incapable prior to 
attaining age 26 shall not terminate while this Certificate remains in effect and the child remains in such 
condition, if you submit proof of your child's incapacity within 31 days of your child's attaining age 26. 


B. "Children" include your natural children, a legally adopted child; a step child; and a child for whom you are 
the proposed adoptive parent and who is dependent upon you during the waiting period prior to the 
period. Coverage lasts until the end of the ·month in which the child turns 26 years of age. 


C. A child chiefly dependent upon you for support and for whom you have been appointed the legal guardian 
court order is covered. Coverage lasts until the end of the month in which the child turns 26 years of age. 


D. Coverage shall be provided for any unmarried dependent child, regardless of age, who is incapable of self
sustaining employment because of mental retardation, mental illness, or developmental disability as defined in 
the New York Mental Hygiene Law, or because of physical handicap and who became so incapable prior to 
attainment of the age at which dependent coverage would otherwise terminate. 


E. Any provisions in your Plan that extends coverage for young adults through age 29 (for example, the 
provision requiring that the child be unmarried) shall remain in effect for children ages 26 through 29 and are 
not changed by provisions set forth above in this Paragraph 8 that apply to children under the age of 26. 


9. Rescission. The provision in the Contract regarding rescissions is hereby deleted and replaced with the 
following: 


Rescission. \\!e may rescind your coverage if you commit fraud or make an intentional misrepresentation of 
material fact. 


10. Other Provisions. All of the terms, conditions, and limitations of the Certificate to which this Amendment is 
attached also apply to this Amendment, except where they are specifically changed by this Amendment. 







Confidentiality Notice 
Aetna considers personal information to be confidential and has policies and procedures in place to protect it against 
unlawful use and disclosure. By "personal information," we mean information that relates to a member's physical or 
mental health or condition, the provision of health care to the member, or payment for the provision of health care or 
disability or life benefits to the member. Personal information does not include publicly available information or 
information that is available or reported in a summarized or aggregate fashion but does not identify the member 


When necessary or appropriate for your care or treatment, the operation of our health, disability or life insurance 
plans, or other related activities, we use personal information internally, share it with our affiliates, and disclose it to 
health care providers (doctors, dentists, pharmacies, hospitals and other caregivers), payors (health care provider 
organizations, employers who sponsor self-funded health plans or who share responsibility for the payment of 
benefits, and others who may be financially responsible for payment for the services or benefits you receive under 
your plan), other insurers, third party administrators, vendors, consultants, government authorities, and their 
respective agents. These parties are required to keep personal information confidential as provided by applicable law. 
In our health plans, participating network providers are also required to give you access to your medical records 
within a reasonable amount of time after you make a request. 


Some of the ways in which personal information is used include claim payment; utilization review and management; 
medical necessity reviews; coordination of care and benefits; preventive health, early detection, vocational 
rehabilitation and disease and case management; quality assessment and improvement activities; auditing and anti
fraud activities; performance measurement and outcomes assessment; health, disability and life claims analysis and 
reporting; health services, disability and life research; data and information systems management; compliance with 
legal and regulatory requirements; formulary management; litigation proceedings; transfer of policies or contracts to 
and from other insurers, HMOs and third party administrators; underwriting activities; and due diligence activities in 
connection with the purchase or sale of some or all of our business. We consider these activities key for the operation 
of our health, disability and life plans. To the extent permitted by law, we use and disclose personal information as 
provided above without member consent. However, we recognize that many members do not want to receive 
unsolicited marketing materials unrelated to their health, disability and life benefits. We do not disclose personal 
information for these marketing purposes unless the member consents. We also have policies addressing 
circumstances in which members are unable to give consent. 


To obtain a copy of our Notice of Privacy Practices, which describes in greater detail our practices concerning use and 
disclosure of personal information, please call the toll-free Member Services number on your ID card or visit our 
Internet site at www.aetna.com. 







Additional Information Provided by 


Sarah Lawrence College 


The following information is provided to you in accordance with the Employee Retirement Income Security Act of 
1974 (ERISA). It is not a part of your booklet-certificate. Your Plan Administrator has determined that this 
information together with the information contained in your booklet-certificate is the Summary Plan Description 
required by ERISA. 


In furnishing this information, Aetna is acting on behalf of your Plan Administrator who remains responsible for 
complying with the ERISA reporting rules and regulations on a timely and accurate basis. 


N arne of Plan: 
Open Access Elect Choice (Access Exclusive Provider Organization (EPO) Medical Plan) 


Employer Identification Number: 
23-7223216 


Plan Number: 
509 


Type of Plan: 
Welfare 


Type of Administration: 
Group Insurance Policy with: 


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 


Plan Administrator: 


Sarah Lawrence College 
1 Mead Way 
Bronxville, NY 10708-5999 
Telephone Number: (914)395-2365 


Agent For Service of Legal Process: 


Sarah Lawrence College 
1 Mead Way 
Bronxville, NY 10708-5999 


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 rime to rime by a written instrument signed by the person designated by the 
Plan Administrator. 


ERISA Rights 
As a participant in the group insurance plan you are entitled to certain rights and protections under the Employee 
Retirement Income Security Act of 197 4. 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 summary annual 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 
coverage rights. 


Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health plan, 
if you have creditable coverage from another plan. You should be provided a certificate of creditable coverage, free of 
charge, from your group health plan or health insurance issuer when you lose coverage under the Plan, when you 
become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you 
request it before losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of 
creditable coverage, you may be subject to preexisting condition exclusion for 12 months after your enrollment date in 
your coverage under this Plan. Contact your Plan Administrator for assistance in obtaining a certificate of creditable 
coverage. 


Prudent Actions by Plan Fiduciaries 
In addition to creating rights for plan participants, ERISA imposes 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 way to 
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, and to appeal any denial, all within certain rime 
schedules. 


Under ERISA there 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 $ 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 suit in a state or federal 
court. In addition, if you disagree with the Plan's decision or lack thereof concerning the status of a 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 ftle suit in a federal court. 111e court 
will decide who should pay court costs and legal fees. If you are successful, the court may order the person you haYe 
sued to 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 . 
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 health insurance issuers offering group health insurance coverage f>'-J"'-'-"ti} 


may not restrict benefits for any hospital length of stay in 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 cesarean section. 
However, the plan or issuer may pay for a shorter stay if the attending provider (e.g., yow: physician, nurse midwife, or 
physician assistant), after consultation with the mother, discharges the mother or newborn earlier. 


Also, under federal law, plans and issuers may not set the level of benefits or out-of-pocket costs so that any later 
portion of the 48-hour (or 96-hour) stay is treated in 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 federal law, 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 u-'"'-'""'"'""u 


to a person who is receiving benefits in connection with a mastectomy and who elects breast reconstruction in 
connection with the mastectomy for: 


(1) all stages of reconstruction of the breast on which a mastectomy has been performed; 
(2) surgery and 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 with the 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 and reconstructive surgery, please contact the Member 
Services number on your ID card. 







For more information, you can visit this U.S. Department of Health and Human Services website, 
illJ,,thi:._:_.:,~_':L.!dl!~1L..~~LJ.J.LL!1u::::;;.;,uLUJll!l~lb£::._:_jj££.L, and this U.S. Department of Labor website, 


IMPORTANT HEALTH CARE REFORM INFORMATION 


Some language changes in response to the federal Patient Protection and Affordable Care Act (PPACA) may not be 
included in the enclosed certificate of coverage. Tlus may be because the language is still pending regulatory review 
and approval. However, please note that Aetna is administering medical and outpatient prescription drug coverage in 
compliance with the applicable components of PP ACA. 


The following is a summary of the requirements under PPACA. 


1. For non-grandfathered plans: 
a. Subject to any applicable age, family hlstory and frequency guidelines, the following preventive services, to 


the extent they are not already, are covered under the plan at the Preferred Care level benefits only. 
Preventive services will be paid at 100% per visit and without cost -sharing such as payment percentages; 
copays; deductibles; and dollar maximum benefits: 


• Items or services with an "A" or "B" rating from the United States Preventive Services Task Force; 
• Immunizations pursuant to the Advisory Committee on Immunization Practices ("ACIP") 


recommendations; and 
• Preventive care and screenings that are provided for in the comprehensive guidelines supported by the 


Health Resources and Services Administration ("HRSA"). 


b. If the plan requires or recommends that you designate a primary care provider, you may select any 
participating primary care provider who is available to accept you. In addition, you may select any 
participating pediatrician as your child's primary care provider, if the provider is available to accept your child. 


c. If your plan requires the referral or authorization from the primary care provider before receiving obstetrical 
or gynecological care from a participating provider who specializes in obstetrics or gynecological care, this 
requirement no longer applies. Care includes the ordering of related obstetrical and gynecological items and 
services that are covered under your plan. 


d. You do not need prior authorization for the treatment of an emergency medical condition, even if the 
services are provided by a non-participating provider. Care provided by a non-participating provider will be 
paid at no greater cost to you than if the services were performed by a participating provider. You may 
receive a bill for the difference between the amount billed by the provider and the amount paid by Aetna. If a 
non participating provider bills you directly for an amount beyond your cost share for the treatment of an 
emergency medical condition, you are not responsible for paying that amount. Please send the bill at the 
address listed on the back of your member ID card and we will resolve any payment dispute with the 
provider over the amount. Make sure your member ID number is on the bill. 


e. You have the right to appeal any action taken by Aetna to deny, reduce or terminate the provision or payment 
of health care services. \Xlhen we have done this based on the medical necessity, appropriateness, health care 
setting, level of care, or effectiveness of the service, you have the right to have the decision reviewed by an 
external review organization. 







2. For grandfathered and non-grandfathered plans: 
a. Any overall plan calendar year and lifetime dollar maximums no longer apply. 


b. Any calendar year or annual and lifetime dollar maximum benefit that applies to an "Essential Service" 
required by PP ACA and defined by Aetna) for Preferred Care and Non-Preferred Care no longer applies. 
Essential Services will continue to be subject to any coinsurance; copays; deductibles; other types of 
maximums (e.g., day and visit maximums); referral and certification rules; and any exclusions and limitations 
that apply to these types of covered medical expenses under your plan. 


c. If your Plan includes a pre-existing condition limitation provision, including one that may apply to ~ .. "" 0 " 1" 


coverage, then this provision will not apply to a person under 19 years of age. 


d. The eligibility rules for children have been changed. A child will now be eligible to enroll if he or she is under 
26 years of age. Any rule that they be a full-time student, not married or solely dependent upon you for 
support will not apply. Please Note: For grandfathered plans only, if your child (under age 26) is eligible for 
employer based coverage other than through a parent's plan, then that child may not be eligible to enroll in 
this Plan. Contact your policyholder for further information. 


e. If your coverage under the Policy is rescinded, Aetna will provide you with a 30 day advance written notice 
prior to the date of the rescission. 


IMPORTANT HEALTH CARE REFORM NOTICES 


CHOICE OF PROVIDER 


If your Aetna plan generally requires or allows the designation of a primary care pro·vider, you have the right to 
designate any primary care provider who participates in our network and who is available to accept you or your 
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 a list 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 to obstetrical 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 certain services, following a pre-approved treatment 
plan, or procedures for making referrals. For a 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 
FML~ 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 such approved FMLA leave, continue Health Expense Benefits for you and your eligible dependents. 
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What is Phased Retirement? 


Phased Retirement k'ts you work 


on 50'X) nf a full-time schedule


fur up tu three years from the start 


of Phased Retirement- while 


rccci\'in .~ 65% of yuur base salary, 


plus llther benefits. If yuu already 


wurk p;Ht time, yuu will cuntinue 


on your current schedule hut will 


he paid 65'){) uf base salary. 


If yuu elect Phased Retirement, 


you must retire as uf any July)[ 


within three academic years uf the 


start llf your Phased Retirement. 


Phased Retirement 
To be eligible for Phased Retirement, you must meet the following 


requirements as of the July 31 when your Phased Retirement starts: 


• You must be a tenured faculty member 


• You must be age 62 or older, and 


• You must havelO or more year~ of service with the College. 


What's Included 
If you choose this option, you will teach half time (i.e., a two (2) day schedule 


all year) for a maximum of three academic years from the start of Phased 


Retirement, after which you must retire. During Phased Retirement, you will 


receive: 


• 65% of your full-time base salary, plus any usual salary increases 


(Note: If you currently work part time on 50% schedule and you elect this 


option, you will continue to work 50% of a full-time schedule with your base 


salary increasing to 65% of your full-time-equivalent base salary.) 


• Coverage under all active employee health insurance benefits (medical, 


dental, vision) for you, your spouse or domestic partner, and your eligible 


dependents, in which you are enrolled when Phased Retirement starts, 


• Retirement Plan contributions based on 65% of your full-time equivalent 


base salary, and 


• Life insurance coverage based on 100% of your pre-Phased Retirement 


base salary. 


When you actually retire: 


• You and your spouse or domestic partner will be eligible for subsidized 


post-65 retiree medical insurance upon reaching age 65 and becoming 


eligible for Medicare, and 


• You will maintain a continuing connection with Sarah Lawrence through 


membership in the Professor Emeritus Society for Retired Faculty as 


described on the following page. 





		A-1b SLC Health EPO Certificate and Riders

		A,B,D,E-all c Phased Retirement Program Flyer






Notice to Employees of 


Sarah Lawrence College 
(the "Customer") 


Interpreter and Translation Services 
You may contact Member Services at the toll-free telephone number listed on your I.D. card to receive information on 
interpreter and translation services related to administrative procedures. A TDD# for the hearing impaired is also available. 


French 
Services d'interpretation et de traduction 
Vous pouvez contacter les services aux membres au numero de telephone sans frais indique sur votre carte d'identification 
pour recevoir de !'information sur les services d'interpretation et de traduction se rapportant aux procedures administratives. 
Les professionnels du service a la clientele Aetna ont acces a des services de traduction par le biais des services linguistiques 
telephoniques de AT&T. Un numero de telephone A TME est aussi disponible pour les malentendants. 


Greek 


Y 7tll pecnec; Me'ta.~pacreroc; 
fta VCX A.aj3ctE 1tAY]pO$OptE<; OO'OV a$opa tO)V U1tT]pEO'lCOV f!CX<; 
f!Eta$pacrECO<; crxcnKa ~lE t1"]V 6taOtKacrta OtolKT]ttKT], f.l1tOp&ttE va 
epxocracrtE crE ena$11 f.l& tT]V YnTJp&crta yta ta MeA.11 crtov aptef.to 
(xpcot<; 6wi5ta) nou j3ptcrKEtat Enavco crtTJV E~aKptj3cocr11 cra<; 
~aUtOtT]ta<;. Ot enayy&A.f.tatt!Cot unaA.A.11A.ot (tou tf.lTJf.lCXTO<; tT]<; 
Ae-rva TO 01t0l0 CXVCXO'XOAEtTat f!E TOU<; 1tEACXTE<;) f.l1tOpOUV va 
XP110'tf.l01totouv T1"]V f.lE:ta$pacr-rtK11 U1t1"]pwta TTJ<; E-ratpeta<; AT&T. 


Italian 
Servizi di traduzione e di interpretariato 
Per ottenere informazioni sui servizi di traduzione e interpretariato connessi a procedure amministrative, potete rivolgervi 
Servizio Membri chiamando il numero di linea verde indicato sulla vostra carta di ID. I professionisti del servizio clientela 
della Aetna harmo accesso ai servizio di traduzione della linea linguistica della AT&T. E anche disponibile un No TDD per 
deboli di udito. 


Portuguese 
Servi~os de Interprete e de Tradu~ao 
Voce poden1 entrar em contato com os Servis:os dos Associados ao telefone livre de tarifa indicado no seu cartao de 
identificas:ao para obter informas:oes sobre servi9os de interprete e de tradus:ao com relayao aos procedimentos 
adrninistrativos. Os profissionais dos servi9os aos clientes tern acesso aos servi9os de tradus:ao atraves da linha de idiomas da 
AT&T. Existe tambem uma linha TDD para quem tern dilficuldades coni a audis:ao. 


Russian 


Y C.lJI ill IHJ J'C'I'R Ol'liY :!I .!III C.bM IBH HOllriY IUp •e1Hl,lj" 
l.J:rco.l'/1 ncr,"l}'l:J.!It!> ltRipcp1raau10 z, npeao•:rasJL~-5i>t.brx Jet nHccl\!i':f!i!Orc nepe.so;ra, ;:;:r,; 
JJ c:"ere• cJ5pama ri>~KR'•· cr;:J;elrcC::.tty;~:tt S.Ji!l.tl'c!!."l.!Teii o<~ .. n:pcrputM Er rrc·. c:::rr aarEcMy nC:tt epy :r~.;re.g; c Ha. 
YKa!aJU'l.4H.tY u. B!!:ll[!fir "Hl,el'!Ct:oii Kil.J?T•C•"!!:•ec.C'•rtrpy;ii;fili:Ktr Aetnanoc,5cnv;~:u.su.ul'o Kn¥rea:rcs nm ~:r:c:r 
AC•: Ij:"ll };. llfjl'•fECJl"HtF:nM,-4V:~ :;aJUI !l'i)'.li3!>1KOE•Cfi! ~J!l'!l! lf .d. T& 7 .; n M eer~;r; Tl!.K~: ·';;. yc:rpcikrEI:' •:E$1H ,].:1/l 
i1UU:.: ae•lp€KI!Z;U! Ul)'X.a tiDD). 


Spanish 
Servicio de Interprete y Traduccion 
Usted puede ponerse en contacto con Servicios a Miembros, al numero de telefono gratis que aparece en su tarjeta de 
identificaci6n para recibir informacion sobre servicios de interprete y traducci6n relativo a los procedimientos 
administrativos. Los profesionales de servicio a clientes de Aetna tienen acceso a los servicios de traducci6n por medio de 
linea de idiomas de AT&T. Ademas hay un numero de TDD para las personas con impedimenta de audici6n, 







Haitian-Creole 
Sevis intepret ak tradikte 
Ou kapab pran kontak avek Sevis pou marun-yo si ou rele nimewo telefon gratis ki sou kat I.D.-ou-a (idantifikasyon) pou ou 
jwenn ranseyman sou sevis inti:pret ak tradikte konsenan pwosedi administratif. Pwofesyonnel nan sevis kliyan "Aetna" gen 
mwaydenjwenn sevis tradiksyon nan "AT&T language line" (sevis lang AT&T). Yon nimewo IDD disponnib tou pou 
moun ki pa tande byen. 


Lao 
l'11JUQun'11J1J'1UW'181'100Qt:n"''lJOOUW'1tll"'' 


i'nJ~1<11YlnrnA tJGr.u:nf; ;;n"ltJ ~:::JJ"'1gn Ui 'tnu'(. i?. cut t.rn)@r~,1JQ i~ tJ"'!:r)(-,Gi}1 ::Jl:intl::-;.,·<1 
l"~)~::::u--1f~-fl~'G:)l~·.-l1.J Gt:i9t(1 .. 5Us:J""1t.J8~9t)nr1· .... i:]•J r1'-)~):f·iun ... lUl1@r·lC'ilJt.J•ltiLJ~·ss.1.rlf~G;;l::: 
2<r;4!·n..;cct.;L.Jr.l~~mrlsJ!Jg:J:hur1~llJri~tcfJi.jn'"Yt.Jmrl.Jil'1'lJll'TUii@u1·TtJ.. w!::.Un:)~U20~ 
lGGlJn(~n'IU~ll~lriUO:JtJGJ~CiGOnU'l (Aetna) S1''llJ"!fH"'Inrf1ViYIUti~n·lUtf1"'::)21•n.; 
1'.'LGf~1Jt.;•IWl't.(': l.nUW'"ltJ~'1UGGU1.J''12l'.l (Language Line) ~.!G:)UQ~Ci AT&T. ti:J 
~ ... -;Ac\'\ }.,. .... <(""<> •• ~ ...-; TOO lr ::~ ... , *of~'l :":-·/ ...... 1. ; ... , ~--=~"' c.--•. , c·, .,_~ ... ..-;!-~"""(, . f& #~ .... .:,..-::.. ... -- ... .,\'. :(.-JI.tf,dl'.iJ<>k•!.".J I.,J<i~ :~1l<~Ut~,!l1\,, iLJ'·"u,_;UErf ,,.,, ,.JJl )lh I( :llO! ;C,Jd. 


Cambodian 


H'dtl n~&gnunttum nn 


ffnmG91M£1~&cutlmnumon m·im.tmrus tlfiih;'ta tf1ruG:&si&rumfinJ~m1.hucJ 
Gl ~ t'w I 


fffi &~1:f'iggruGlima uti Ui5flfi1:ftUFit5fit1U3ilfl51 '&Bru91fig~a~'liitni!'&G~Iil~ '1 
c:t C.J t.a .... Gl Li 


ffnda-I rn mt&un &Mtl n1:ftaHnaoam cJ Aetna m a1:f&ti11f':'l rutn &cutl n1:ft5fi &1u 
ali ......, Ql ..... C:J"'i 1 -. Li 


Chinese 


:::t~&-~HIU~ 


~~~•••rr~~~--~~~~••~••••••B•• 
ill· t){~Jflf5[~mr;Jj(ffrt!~ff;I¥JC1ii'-1?dff.~ll&J%1¥J1f~tt" Aetnaa"JW 
~fHPH&J%A.~f!efflAT&T~~l!Jt.~ (AT&T Language Line) li"Jfi~ 
l&fJ§ a ~ff-001?JriJ~~:tJ:fijl.liit.I"JFH.P~-mi¥JTDD~B" 


Arabic 


~t.:iS.liJ ~I 4~1 ~\..~ 
~.JA> .ij~ ~ C.J.l.JI ~t~ ... .Jl u:i4ll r!.J ~ ~~~~ wl...~ ~_;jl~ jt.......J)'I ~ 
l:l.;l..:l)'l wl~ly:o-)'4 ~~ ~us.li_J ~~ ~.Jill wl..a.ti.. J.? wl.o _ _,i- ..,..1c. J,....-.ll 
~:~__.b :.P ~jill wl...~ .)lJ 0~ Aetna :l.S._;.!. ...s~ .J.i4)l 4....~. o_;jb ~;A 


{rDD) ~t........':JI W'iL...::.:i) jlp,. r!.J ~ ~~~.).~~.AT&T 4.S~ wWll .b. 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Extraterritorial Certificate Rider (GR-9N-CR1J 


Policyholder: Sarah Lawrence College 
Group Policy No.: GP-875727 
Rider: California ET Medical 
Issue Date: January 11, 2011 
Effective Date: November 1, 2010 


This certificate rider forms a part of the booklet certificate issued to you by Aetna describing the benefits provided 
under the policy specified above. This extraterritorial certificate-rider takes the place of any other medical 
extraterritorial certificate-rider issued to you on a prior date. 


Note: The provisions identified herein are specifically applicable ONLY for: 


" 
" 
" 
" 


Benefit plans which have been made available to you and/ or your dependents by your Employer; 
Benefit plans for which you and/ or your dependents are eligible; 
Benefit plans which you have elected for you and /or your dependents; 
The benefits in this rider are specific to residents of California. These benefits supersede any provision in 
your booklet certificate to the contrary unless the provisions in your certificate result in greater benefits. 
You are only entided to these benefits, if you are a resident of California, and if the benefit value exceeds those 
benefits covered under the group policy and booklet certificate. 


(GR-9N 08-020 01 CA) 


YOUR BOOKLET-CERTIFICATE CONTAINS IMPORTANT INFORMATION REGARDING 
NETWORK AND OUT -OF-NETWORK HEALTH CARE. PLEASE READ THIS INFORMATION SO 
YOU WILL KNOW FROM WHOM OR WHAT GROUP OF PROVIDERS HEALTH CARE MAY BE 
OBTAINED. 


Routine Cancer Screenings (GR-9N 11-0o5 o1 CAJ 


Covered expenses include charges incurred for routine cancer screening as follows: 


" 1 annual cervical cancer screening test, including the conventional Pap test, and any cervical cancer screening test 
approved by the federal Food and Drug Administration upon referral of the insured's health care provider. 


Osteoporosis Services (GR-9N 11-0o5o1 CAJ 


Covered expenses include charges for services related to the diagnosis, treatment, and appropriate management 
osteoporosis. The services include all Food and Drug Administration approved technologies, including bone mass 
measurement technologies as deemed medically appropriate. 


lmportantR~miftder .. . . . > , . _· · .'.. .. . . .. . . 


Refe,r ~0 th7 s~ pf~#efitsfqrd~t~s ih()1lt<:leductibles, CO~Slll:anc~, benefit maximum_$ and frequency limits 
ifapplicable; · · · · · · ·· · · · · · · · · · 


1 







Treatment of Infertility rcR-9N11-135-01 CAJ 


Comprehensive Infertility Expenses 
To be an eligible covered female for benefits you must be covered under this Booklet-Certificate as an employee, or be a 
covered dependent who is the employee's spouse. 


Even though not incurred for treatment of an illness or injury, covered expenses will include expenses incurred by 
an eligible covered female for infertility if all of the following tests are met: 


• 


• 
• 
• 


• 


A condition that is a demonstrated cause of infertility which has been recognized by a gynecologist, or an 
infertility specialist, and your physician who diagnosed you as infertile, and it has been documented in your 
medical records. 
The procedures are done while not confined in a hospital or any other facility as an inpatient . 
Your FSH levels are less than, 19 miU on day 3 of the menstrual cycle . 
The infertility is not caused by voluntary sterilization of either one of the partners (with or without surgical 
reversal); or a hysterectomy. 
A successful pregnancy cannot be attained through less costly treatment for which coverage is available under this 
Booklet-Certificate. · 


Comprehensive Infertility Services Benefits (GR-9N 11.135-01 CA) 


If you meet the eligibility requirements above, the following comprehensive infertility services expenses are payable 
when provided by an infertility specialist upon pre-authorization by Aetna, subject to all the exclusions and limitations 
of this Booklet-Certificate: 


• 


• 


Ovulation induction with menotropins is subject to the maximum benefit, if any, shown in the Schedule of Benefits 
section of this Booklet-Certificate and has a maximum of 6 cycles per lifetime; (in figuring the lifetime maximum, 
Aetna will take into consideration services received while you are covered under a group health plan as defined 
under the federal law known as ERISA that is offered by your employer through Aetna or one of its affiliated 
companies, or any other insured medical coverage); and 
Intrauterine insemination is subject to the maximum benefit, if any, shown in the Schedule of Benefits section of this 


• Booklet-Certificate and has a maximum of 6 cycles per lifetime; (in figuring the lifetime maximum, Aetna will take 
into consideration services received while you are covered under a group health plan as defined under the federal 
law known as ERISA that is offered by your employer through Aetna or one of its affiliated companies, or any 
other insured medical coverage). 


Exclusions and Limitations 
Unless otherwise specified above, the following charges will not be payable as covered expenses under this Booklet
Certificate: 


• 


• 


• 
• 
• 


ART services for a female attempting to become pregnant who has not had at least 1 year or more of timed, 
unprotected coitus, or 12 cycles of artificial insemination (for covered persons under 35 years of age), or 6 
months or more of timed, unprotected coitus, or 6 cycles of artificial insemination (for covered persons 35 years 
of age or older) prior to enrolling in the infertility program; 
ART services for couples in which 1 of the partners has had a previous sterilization procedure, with or without 
surgical reversal; 
Reversal of sterilization surgery; 
Infertility services for females with FSH levels 19 or greater miU / rnl on day 3 of the menstrual cycle; 
The purchase of donor sperm and any charges for the storage of sperm; the purchase of donor eggs and any 
charges associated with care of the donor required for donor egg retrievals or transfers or gestational carriers (or 
surr?gacy); all charges associated with a gestational carrier program for the covered person or the gestational 
earner; 
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" 


• .. 
II 


" 
" 
II 


II 


.. 


Charges associated with cryopreservation or storage of cryopreserved eggs and embryos (e.g., office, u"'"fi-l'U"'"' 
ultrasounds, laboratory tests, etc.); 
Home ovulation prediction kits; 
Drugs related to the treatment of non-covered benefits; 
Injectable infertility medications, including but not limited to, menotropins, hCG, GnRH agonists, and 
Any services or supplies provided without pre-authorization from Aetna's infertility case management 
Infertility Services that are not reasonably likely to result in success; 
Ovulation induction and intrauterine insemination services if you are not infertile; 
Any ART procedure or services related to such procedures, including but not limited to in vitro fertilization 
("IVF"), gamete intra-fallopian transfer ("GIFT"), zygote intra-fallopian transfer ("ZIFT"), and intra-cytoplasmic 
sperm injection ("ICSI"); or 
Any charges associated with care required to obtain ART services (e.g., office, hospital, ultrasounds, laboratory 
tests, etc.); and any charges associated with obtaining spenn for any ART procedures. 


Coverage for Lifestyle/Performance drugs is limited to the supply limits as described below. 


lifestyle/Performance Drugs 
The following lifestyle/performance drugs: 


.. 


II 


Sildena@ Citrate, phentolamine, apomorphine and alprostadil in oral, injectable and topical (including but not 
limited to gels, creams, ointments and patches) forms or any other form used internally or externally. Expenses 
include any prescription drug in oral or topical from that is similar or identical class, has a similar or identical 
mode of action or exhibits similar or identical outcomes. 
Coverage is limited to 4 pills or other form, determined cumulatively among all forms, for unit amounts as 
determined by Aetna to be similar in cost to oral forms, per 30 day supply. Mail order and 60 to 90 day 
are not covered. 


Continuation of Coverage Under California Law Mter COBRA 
Coverage is Exhausted (GR-9N 31-02501 C4J 


In accordance with California law, if you continued Health Expense Coverage under tlus Plan in accordance with 
federal law (PL 99-272-COBR.A) for the maximum period for wluch such continuation is available to you, and if such 
maximum period is less tl1an 36 montl1s, you may, prior to tl1e date coverage continuation under COBRA terminates, 
elect to further continue tl1e same Health Expense Coverage for up to 36 montl1s from the date your COBRA 
continuation of coverage began. 


The election must include an agreement to pay prenuums. The prenliums may be up to 110% of the cost of the Plan 
(up to 150% if you are disabled pursuant to Title II or Title XVI of tl1e Social Security Act). Prenlium payments must 
be continued. 


You must elect to continue coverage witllin 60 days of the later to occur of tl1e date coverage would terminate and the 
date Aetna informs you of any rights under this section. \Vithin 45 days of such election, you must send to Aetna the 
amount required by Aetna as the first prenlium payment. 
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Coverage will terminate on whichever of the following is the earliest to occur: 


• 


• 


• 
• 


• 


• 


36 months after your COBRA continuation period began. However, if you have been determined to have been 
disabled under Title II or Title XVI of the Social Security Act at any time during the first 60 days of continuation 
coverage, you must provide notice to your Employer within 60 days of such determination and prior to the end of 
the 36 month continuation period. Coverage may only be continued if you are determined to be disabled. 
The date that the group contract discontinues in its entirety as to health expense coverage. However, continued 
coverage will be available to you under another plan sponsored by your Employer. 
The date any required contributions are not made . 
The first day after the date of the election that you are covered under another group health plan. However, 
continued coverage will not terminate under such time that you are no longer affected by a preexisting condition 
exclusion or limitation under such other group health plan. 
The date you become entitled to benefits under Medicare. This will not apply if contrary to the provisions of the 
Medicare Secondary Payer Rules or other federal law. 
The month that begins more than 31 days after the date of the final determination under Title II or Title XVI of 
the Social Security Act that you are no longer disabled. 


The Conversion Privilege will be available when coverage is no longer available under this section. 


;t.441~ 
Ronald A. Williams 
Chairman, Chief Executive Officer, and President 


Aetna Life Insurance Company 
(A Stock Company) 
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Additional Information Provided by 
Aetna Life Insurance Company 


Inquiry Procedure 
The plan of benefits described in the Booklet-Certificate is underwritten by: 


Aetna Life Insurance Company (Aetna) 
151 Farmington Avenue 
Hartford, Connecticut 06156 


Telephone: (860) 273-0123 


If you have questions about benefits or coverage under this plan, call Member Services at the number shown 
on your Identification Card. You may also call Aetna at the number shown above. 


If you have a problem that you have been unable to resolve to your satisfaction after contacting Aetna, you 
should contact the Consumer Service Division of the Department of Insurance at: 


300 South Spring Street 
Los Angeles, CA 90013 


Telephone: 1-800-927-4357 or 213-897-8921 


You should contact the Bureau only after contacting Aetna at the numbers or address shown above. 


Participating Providers 
We want you to know more about the relationship between Aetna Life Insurance Company and its affiliates 
and the participating, independent providers in our network. Participating physicians are independent doctors who 
practice at their own offices and are neither employees nor agents of Aetna. Similarly, participating hospitals are 
neither owned nor controlled by Aetna. Likewise, other participating health care providers are neither employees nor 
agents of Aetna. 


Participating Providers are paid on a 'Discounted Fee For Service' arrangement. Discounted fee for service means that 
participating providers are paid a predetermined amount for each service they provide. Both the participating unJV-"-''-l 


and Aetna agree on this amount each year. This amount may be different than the amount the participating provider 
usually receives from other payers. 







Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Extraterritorial Certificate Rider (GR-9N-CRt) 


Policyholder: Sarah Lawrence College 
Group Policy No.: GP-875727 
Rider: Connecticut ET Medical 
Issue Date: January 11,2011 
Effective Date: November 1, 2010 


This certificate rider forms a part of the booklet certificate issued to you by Aetna describing the benefits provided 
under the policy specified above. This extraterritorial certificate-rider takes the place of any other medical 
extraterritorial certificate-rider issued to you on a prior date. 


Note: The provisions identified herein are specifically applicable ONLY for: 


• Benefit plans which have been made available to you and/ or your dependents by your Employer; 
• Benefit plans for which you and/ or your dependents are eligible; 
• Benefit plans which you have dected for you and I or your dependents; 
• The benefits in this rider are specific to residents of Connecticut. These benefits supersede any provision in 


your booklet certificate to the contrary unless the provisions in your certificate result in greater benefits. 
You are only entitled to these benefits, if you are a resident of Connecticut, and if the benefit value exceeds those 
benefits covered under the group policy and booklet certificate. 


Pregnancy Related Expenses (GR9Ntt-toootcr; 


Covered expenses include charges made by a physician for pregnancy and childbirth services and supplies at the 
same levd as any illness or injury. This includes prenatal visits, delivery and postnatal visits. 


Covered expenses include charges for pregnancy and childbirth expenses at the same levd of any other applicable 
illness or injury. For inpatient care of the mother and newborn child, the plan will pay for a minimum of: 


• 48 hours after a vaginal delivery; and 
• 96 hours after a cesarean section. 


Any decision to shorten such minimum coverages shall be made by the attending physician; in consultation with the 
mother. In such cases; covered services shall include: home visits; parent education; and assistance and training in 
breast or bottle-feeding. 


Covered expenses also include charges made by a birthing center as described under Alternatives to Hospital 
Care. 


Note: Covered expenses also include services and supplies provided for circumcision of the newborn during the 
stay. 
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Understanding Precertification (GR-9Nos-06o-Or-CTJ 


Precertification 
Certain services, such as inpatient stays, certain tests, procedures and outpatient surgery require precertificarion 
Aetna. Precertification is a process that helps you and your physician determine whether the services being 
recommended are covered expenses under the plan. It also allows Aetna to help your provider coordinate your 
transition from an inpatient setting to an outpatient setting (called discharge planning), and to register you for 
specialized programs or case management when appropriate. 


You do not need to precertify services provided by a network provider. Network providers will be responsible fo_r 
obtaining necessary precertification for you. Since precertification is the provider's responsibility, there is no 
additional out-of-pocket cost to you as a result of a network provider's failure to precertify services. 


When you go to an out-of-network provider, it is your responsibility to obtain precertification from Aetna for any 
services or supplies on the precertification list below. If you do not precertify, your benefits will be reduced 
or SO% of the cost of the expense whichever is less, or the plan may not pay any of the expenses if the service or 
supply is not medically necessary. The list of services requiring precertification follows on the next page. 


Itii.port~ntNote, ,, 
Pl~~~ rea~ tlt~ ~611owihg:se,cci91ls, #I ~~ e,ntit~ty for ~pofi:ant inforttu~tiOl} on. the preceftification process, 
impact; itmay.bave, on you.r coyerage,. '' 


The Precertification Process 
Prior to being hospitalized or receiving certain other medical services or supplies there are certain precertification 
procedures that must be followed. 


You are responsible for obtaining precertification. You or a member of your family, a hospital staff member, or the 
attending physician, must notify Aetna to precertify the admission or medical services and expenses prior to 
receiving any of d1e services or supplies dut require precertification pursuant to this Booklet-Certificate in 
accordance with the following titnelines: 


Precertification should be secured within the titneframes specified below. To obtain precertification, call Aetna at 
the telephone number listed on your ID card. Tlus call must be made: 


For non-emergency admissions: You, your physician or the facility will need to call and 
request precertification at least 14 days before d1e date 
you are scheduled to be admitted. 


For an emergency outpatient medical condition: You or your physician should call prior to the 
outpatient care, treatment or procedure if possible; or as 
soon as reasonably possible. 


For an emergency admission: You, your physician or the facility must call within 48 
hours or as soon as reasonably possible after you have 
been admitted. 


For an urgent admission: You, your physician or the facility will need to call 
before you are scheduled to be admitted. An urgent 
admission is a hospital admission by a physician due 
to the onset of or change in an illness; the diagnosis of 
an illness; or an injury. 
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For outpatient non-emergency medical services You or your physician must call at least 14 days before 
requiring precertification: the outpatient care is provided, or the treatment or 


procedure is scheduled. 
For prenatal care and delivery: As soon as possible after the attending physician 


confirms pregnancy and again within 48 hours of the 
birth or as soon thereafter as possible. No benefit 
reduction will be applied for the first 48 hours after 
delivery for a routine delivery and 96 hours for a 
cesarean delivery. 


Aetna will provide a written notification to you and your physician of the precertification decision. If your 
precertified expenses are approved the approval is good for 60 days as long as you remain enrolled in the plan. 


"When you have an inpatient admission to a facility, Aetna will notify you, your physician and the facility about your 
precertified length of stay. If your physician recommends that your stay be extended, additional days will need to 
be certified. You, your physician, or the facility will need to call Aetna at the number on your ID card as soon as 
reasonably possible, but no later than the final authorized day. Aetna will review and process the request for an 
extended stay. You and your physician will receive a notification of an approval or denial. 


If precertification determines that the stay or services and supplies are not covered expenses, the notification will 
explain why and how Aetna's decision can be appealed. You or your provider may request a review of the 
precertification decision pursuant to the Appeals Amendment included with this Booklet-Certificate. 


How Failure to Precertify Mfects Your Benefits (GR-9N08.()70.()t-CIJ 


A precertification benefit reduction will be applied to the benefits paid if you fail to obtain a required 
precertification prior to incurring medical expenses. This means Aetna will reduce the amount paid towards your 
coverage, or your expenses may not be covered. You will be responsible for the unpaid balance of the bills. 


You are responsible for obtaining the necessary precertification from Aetna prior to receiving services from an out
of-network provider. Your provider may precertify your treatment for you; however you should verify with Aetna 
prior to the procedure, that the provider has obtained precertification from Aetna. If your treatment is not 
precertified by you or your provider, the benefit payable may be significantly reduced or your expenses may not be 
covered. If your treatment is not precertified by you or your provider, the benefit payable will be reduced by $500 or 
50% of the expense whichever is less, or your expenses may not be covered if the service or supply is not medically 
necessary. 


The Booklet-Certificate contains a complete description of the precertification program. Refer to the 
"Understanding Precertification" section for a list of services and supplies that require precertification. 


Failure to precertify your covered expenses when required will result in a benefits reduction as follows: 


• The benefit payable will be reduced by $500 or 50% of the expense whichever is less, or your expenses may not 
be covered if the service or supply is not medically necessary. 
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Subrogation and Right of Reimbursement 
The sub-section entitled "Subrogation and Right of Reimbursement", if included in the General Provisions of 
your Booklet-Certificate, has been removed and does not apply to your plan of benefits. 


Coordination of Benefits 
Getting Started - Important Terms 


"When used in tlus provision, the following words and phrases have tl1e meaning explained herein. 


Allowable Expense means a health care service or expense, including, coinsurance and copayments and without 
reduction of any applicable deductible, tl1at is covered at least in part by any of tl1e Plans covering the person. \Xlhen 
a Plan provides benefits in the form of services (for example an HMO), the reasonable cash value of each service will 
be considered an allowable expense and a benefit paid. An expense or service tl1at is not covered by any of the Plans 
is not an allowable expense. Any expense that a health care provider by law or in accordance with a contractual 
agreement is prohibited from charging a covered person is not an allowable expense. The following are examples 
expenses and services that are not allowable expenses: 


1. If a covered person is confined in a private hospital room, the difference between the cost of a senu-private 
room in the hospital and the private room is not an allowable expense. This does not apply if one of the Plans 
provides coverage for a private room. 


2. If a person is covered by 2 or more Plans that compute their benefit payments on the basis of reasonable or 
recognized charges, any amount in excess of the lllghest of the reasonable or recognized charges for a 
benefit is not an allowable expense. 


3. If a person is covered by 2 or more Plans that provide benefits or services on tl1e basis of negotiated charges, an 
amount in excess of ilie lughest of tl1e negotiated charges is not an allowable expense. 


4. The amount a benefit is reduced or not reimbursed by the primary Plan because a covered person does not 
comply with the Plan provisions is not an allowable expense. Examples of tl1ese provisions are second vU-.1.1',''--''" 


opinions, precertification of admissions, and preferred provider arrangements. 
5. If all Plans covering a person are high deductible Plans and tl1e person intends to contribute to a health savings 


account established in accordance wiili section 223 of the Internal Revenue Code of 1986, the primary lugh 
deductible Plan's deductible is not an allowable expense, except as to any healtl1 expense tl1at may not be 
to ilie deductible as described in section 223(c)(2)(C) of ilie Internal Revenue Code of 1986. 


If a person is covered by one Plan iliat computes its benefit payments on the basis of reasonable or recognized 
charges and anotl1er Plan that provides its benefits or services on the basis of negotiated charges, the primary 
payment arrangements shall be tl1e allowable expense for all ilie Plans. However, if the secondary plan has a 
negotiated fee or payment amount different from the primary plan and if the provider contract permits, that 
negotiated fee will be tl1e allowable expense used by ilie secondary plan to deternUne benefits. 


"When a plan provides benefits in ilie form of services, tl1e reasonable cash value of each service rendered shall be 
deemed an allowable expense and a benefit paid. 


Closed Panel Plan(s). A plan tl1at provides health benefits to covered persons primarily in the form of services 
through a panel of providers iliat have contracted wiili or are employed by the plan, and that limits or excludes 
benefits for services provided by oilier providers, except in cases of emergency o.r referral by a panelmembe.r. 


Custodial Parent. A parent awarded custody by a court decree. In ilie absence of a court decree, it is the parent with 
whom ilie child resides more than one half of tl1e calendar year without regard to any temporary visitation. 
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Plan. Any Plan providing benefits or services by reason of health care or treatment, which benefits or services are 
provided by one of the following: 


• Group or nongroup, blanket, or franchise health insurance policies issued by insurers, including health care 
service contractors; 


• Other prepaid coverage under service Plan contracts, or under group or individuat practice; 
• Uninsured arrangements of group or group-type coverage; 
• Labor-management trustee Plans, labor organization plans, employer organization Plans, or employee benefit 


organization Plans; 
• Medical benefits coverage in a group, group-type, and individual automobile "no-fault" and traditional automobile 


"fault" type contracts; 
• Medicare or other governmental benefits; 
• Other group-type contracts. Group type contracts are those which are not available to the general public and can 


be obtained and maintained only because membership in or connection with a particular organization or group. 


If the Plan includes medical, prescription drug, dental, vision and hearing coverage, those coverages will be considered 
separate plans. For example, Medical coverage will be coordinated'with other Medical plans, and dental coverage will 
be coordinated with other dental plans. 


This Plan is any part of the policy that provides benefits for health care expenses. 


Primary Plan/Secondary Plan. The order of benefit determination rules state whether This Plan is a Primary Plan 
or Secondary Plan as to another Plan covering the person. 


When This Plan is a primary Plan, its benefits are determined before those of the other Plan and without considering 
the other Plan's benefits. 


When This Plan is a Secondary Plan, its benefits are determined after those of the other Plan and may be reduced 
because of the other Plan's benefits. 


When there are more than two Plans covering the person, this Plan may be a Primary Plan as to one or more other 
Plans, and may be a Secondary Plan as to a different Plan or Plans. 


Ronald A. Williams 
Chairman, Chief Executive Officer, and President 


Aetna Life Insurance Company 
(A Stock Company) 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Extraterritorial Certificate Rider (GR-9N-CRtJ 


Policyholder: Sarah Lawrence College 
Group Policy No.: GP-875727 
Rider: Florida ET Medical 
Issue Date: January 11, 2011 
Effective Date: November 1, 2010 


This certificate rider forms a part of the booklet certificate issued to you by Aetna describing the benefits provided 
under the policy specified above. This extraterritorial certificate-rider takes the place of any other medical 
extraterritorial certificate-rider issued to you on a prior date. 


Note: The provisions identified herein are specifically applicable ONLY for: 


II 


II 


II 


II 


Benefit plans which have been made available to you and/ or your dependents by your Employer; 
Benefit plans for which you and/ or your dependents are eligible; 
Benefit plans which you have elected for you and /or your dependents; 
The benefits in this rider are specific to residents of Florida. These benefits supersede any provision in your 
booklet certificate to the contrary unless the provisions in your certificate result in greater benefits. You 
are only entitled to these benefits, if you are a resident of Florida, and if the benefit value exceeds those benefits 
covered under the group policy and booklet certificate. 


Coverage for Dependent Children 
To be eligible, a dependent child must be: 


II 


II 


Under 19 years of age; or 
Under age 25, as long as he or she solely depends on your support*; and 


is living in your household, or 


is a full-time or part-time student. 


*Note: Dependent child eligibility ends at the end of the calendar year in which the child reaches the age of 25. Proof 
of student status is required each year. 


An eligible dependent child includes: 


.. 


.. 
II 


.. 


.. 


.. 
Ill 


Your biological children; 
Your stepchildren; 
Your legally adopted children; 
Your foster children, including any children placed with you for adoption; 
Any children for whom you are responsible under court order; 
Your grandchildren in your court-ordered custody; and 
Any child whose parent is your child and your child is covered as a dependent under this Plan. 
Any otl1er child with whom you have a parent-child relationship. 


Coverage for a handicapped child may be continued past the age limits shown above. See Handicapped Depmdmt 
Children for more information. 
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How and When to Enroll rcR-9N 29-015 o1-FL) 


Initial Enrollment in the Plan 
You will be provided with plan benefit and enrollment information when you first become eligible to enroll To 
complete the enrollment process, you will need to provide all requested information for yourself and your eligible 
dependents. You will also need to agree to make required contributions for any contributory coverage. Your employer 
will determine the amount of your plan contributions, which you will need to agree to before you can enroll 
Remember plan contributions are subject to change. 


You will need to enroll within 31 days of your eligibility date. Otherwise, you may be considered a Late Enrollee. If 
you miss the enrollment period, you will not be able to participate in the plan until the next annual enrollment period, 
unless you qualify under a Special Enrollment Period, as described below. 


Newborns are automatically covered for 60 days after birth. To continue coverage after 60 days, you will need to 
complete a change form and return it to your employer within the 60-day enrollment period. 


Routine Physical Exams 
Covered expenses include charges made by your primary care physician for routine physical exams. A routine 
exam is a medical exam given by a physician for a reason other than to diagnose or treat a suspected or identified 
iUness or injury, and also includes: 


• 
• 


• 


Radiological services, X-rays, lab and other tests given in connection with the exam; and 
Immunizations for infectious diseases and the materials for administration of immunizations as recommended by 
the Advisory Committee on Immunization Practices of the Department of Health and Human Services, Center 
for Disease Control; and 
Testing for Tuberculosis . 


Covered expenses for children for child health supervision services from birth through age 16 also include: 


• 
• 


An initial hospital check up; and 
Well child visits in accordance with the prevailing clinical standards of the American Academy of Pediatric 
Physicians. Included are: 


- A review and written record of the child's complete medical history. 
Physical Examination. 


Developmental and behavioral assessment. 
Anticipatory Guidance. 
Appropriate Immunization. 
Laboratory Test. 


Unless specified above, not covered under this benefit are charges for: 


• 
• 
• 
• 
• 


Services which are covered to any extent under any other part of this plan; 
Services which are for diagnosis or treatment of a suspected or identified iUness or injury; 
Exams given during your stay for medical care; 
Services not given by a physician or under his or her direction; 
Psychiatric, psychological, personality or emotional testing or exams . 
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, Well Child Exams 
Rdh t6:'th~ S#te(l~le ofBenefits for 'Referio the SchedUle ofBenefits for : ltttlude~ tov~tag~~for, 


jl:J:linunfzatioils det})lls on, i:he ~~am co pay (if · detail~ 6n the com~tu:ann! ~d 
appJi~abl~)la1;14ioirisutance:· r dedU.ctible .. 


':'" . . .,.,_:. ,. 


. No de4uctibt~'applies. 


Refet tith~ Schedule of Benefits .. for. Refer to the Schedule of Benefits for 
.· d~tails on the ~~~opay, Qf .· . details on the coinsurance and 
applic~ble) ltn~ coinsura~:ute ' deductible; . 


No deductible applies. No deductible applies. 


Routine Mammograms 
Covered expenses include charges incurred for routine mammograms as follows: 


Routine Mammogram for women 


Pregnancy Related Expenses (GR-9NS-It-looo1FLJ 


Covered expenses include charges made by a physician, nurse midwives and midwives for pregnancy and childbirth 
services and supplies at the same level as any illness or injury. Tlus includes prenatal visits, delivery and 
visits. 


For inpatient care of the mother and newborn dllld, covered expenses include charges made by a Hospital for a 
minimum of: 


II 


II 


48 hours after a vaginal delivery; and 
96 hours after a cesarean section. 
A shorter stay, if the attending physician, with the consent of the mother, discharges the mother or newbom 
earlier. 


Covered expenses also include charges made by a birthing center as described under Alternatives to Hospital 
Care. 


Note: Covered expenses also include services and supplies provided for circumcision of the newborn during the 
stay. 


Cleft Lip or Palate Treatment rcR-9N 11-155-0IJ 


(Dependent Children Under Age 18 only) 
Covered expenses include charges made for the treatment of a congenital deft lip or cleft palate, or of a condition 
related to the deft lip or palate, including: 


Ill 


II 


II 


Oral surgery and facial surgery, including pre and post-operative care provided by a physician; 
Oral prosthesis treatment, including obturators and orthotic devices, speech and feeding appliances; 
Initial installation of dentures, whether fixed or removable, partial or full; 
Replacement of dentures by dentures or fixed partial dentures when needed because of structural changes in the 
mouth or jaw due to growth; 
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• 
• 
• 
• 


• 


• 


• 
• 
• 
• 
• 


Cleft orthodontic therapy; 
Orthodontic, otolaryngology or prosthetic treatment and management; 
Installation of crowns; 
Diagnostic services provided by a physician to determine the extent of loss or impairment in your speaking or 
hearing ability; 
Speech therapy to treat delays in speech development given by a physician. Such therapy is expected to 
overcome congenital or early acquired handicaps; 
Speech therapy provided by a physician, if the therapy is expected to restore or improve your ability to speak. 
Coverage includes speech aids and training to use the speech aids; 
Psychological assessment and counseling; 
Genetic assessment and counseling; 
Hearing aids; 
Audiological assessment, treatment and management, including surgically implanted amplification devices; and 
Physical therapy assessment and treatment . 


A legally qualified audiologist or speech therapist will be deemed a physician for purposes of this coverage. 


Unless specified above, not covered under this benefit are: 


• Oral prostheses, dentures or fixed partial dentures that were ordered before your coverage became effective or 
ordered while you were covered, but installed or delivered more than 60 days after your coverage ended; 


• Augmentative (assistive) communication systems and usage training. (These aids are used in the special education 
of a person whose ability to speak or hear has been impaired, including lessons in sign language.) 


In no event will the covered amount for Out-Of-Network charges be less than 50% of the covered amount for In
Network charges. 


In no event will any Out-Of Network Deductible be more than four times any In-Network Deductible. If there is no 
Individual In-Network Deductible, any Out-Of-Network Individual Deductible cannot exceed $500 per individual. 


Extension of Benefits rcR-9N31.o2o01J 


Medical Benefits (other than Basic medical benefits): Coverage will be available while you are totally disabled, for up to 12 
months. 


In the case of maternity expense coverage, coverage will continue to be available to you for medical expenses directly 
relating to a pregnancy that began before coverage under this Policy ceased. Such benefits will be covered only for the 
period of that pregnancy. 


Converting to an Individual Medical Insurance PolicyrcR-9N 31.o4oo1 FLJ 


Eligibility 


• You and your covered dependents may apply for an individual Medical insurance policy if you lose coverage 
under the group medical plan for any reason: except ceasing to contribute; or discontinued group health coverage 
is replaced by similar group health coverage within 31 days. 


At the time of application, you will be offered a choice of at least two plans; the Standard Conversion Plan and 
another plan in which benefits are substantially similar to the level of benefits in a standard health benefit plan, as 
established pursuant to s. 627 .6699(12). 
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You can only use the conversion option once. If your group plan allows retirees to continue medical coverage, and 
you wish to continue your plan, then the conversion privilege will not be available to you again. 


The individual conversion policy may cover: 


" You only; or 
" You and all dependents who are covered under the group plan at the time your coverage ended; or 
• Your covered dependents, if you should die before you retire. 


Features of the Conversion Policy 
The individual policy and its terms will be the type: 


" 
II 


Required by law or regulation for group conversion purposes in your or your dependent's states of residence; 
Offered by Aetna when you or your dependents apply under your employer's conversion plan. 


However, coverage will not be the same as your group plan coverage. Generally, the coverage level may be less, and 
there is an applicable overall lifetime maximum benefit. 


The individual policy may also: 


Ill 


II 


Reduce its benefits by any like benefits payable under your group plan after coverage ends (for example: if 
benefits are paid after coverage ends because of a disability extension of benefits); 
Not guarantee renewal under selected conditions described in the policy. 


Limitations 
You or your dependents do not have a right to convert if: 


II 


II 


" 


II 


" 


You or your dependents are eligible for Medicare. Covered dependents not eligible for Medicare may for 
individual coverage even if you are eligible for Medicare. 
Coverage under the plan has been in effect for less than three months. 
A lifetime maximum benefit under this plan has been reached. For example: 


If a covered dependent reaches the group plan's lifetime maximum benefit, the covered dependent will not 
have the right to convert. If you or your dependents have remaining benefits, you are eligible to convert. 
If you have reached your lifetime maximum, you will not be able to convert. However, if a dependent has a 
remaining benefit, he or she is eligible to convert. 


You or your covered dependents become eligible for any other medical coverage under this plan. 
You apply for individual coverage in a jurisdiction where Aetna cannot issue or deliver an individual conversion 
policy. 


Electing an Individual Conversion Policy 
You or your covered dependents have to apply for the individual policy within 31 days after your coverage ends. You 
do not need to provide proof of good health if you apply within the 31 day period. 


If coverage ends because of retirement, the 31 day application period begins on the date coverage under the group 
plan actually ends. This applies even if you or your dependents are eligible for benefits based on a disability 
continuation provision because you or they are totally disabled. 


To apply for an individual medical insurance policy: 


"' 
II 


Get a copy of the "Notice of Conversion Privilege and Request" form from your employer. 
Complete and send the form to Aetna at the specified address. 
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Your Premiums and Payments 
Your first premium payment will be due at the time you submit the conversion application to Aetna. 


The amount of the premium will be Aetna's normal rate for the policy that is approved for issuance in your or your 
dependent's state of residence. 


When an Individual Policy Becomes Effective 
The individual policy will begin on the day after coverage ends under your group plan. Your policy will be issued once 
Aetna receives and processes your completed application and premium payment. 


Ronald A. Williams 
Chairman, Chief Executive Officer, and President 


Aetna Life Insurance Company 
(A Stock Company) 
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The benefits of the policy providing your coverage are governed primarily by the law of a state 
other than Florida. 







Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Extraterritorial Certificate Rider (GR-9N-CR1) 


Policyholder: Sarah Lawrence College 
Group Policy No.: GP-875727 
Rider: New Hampshire ET Medical 
Issue Date: January 11, 2011 
Effective Date: November 1, 2010 


This certificate rider forms a part of the booklet certificate issued to you by Aetna describing the benefits provided 
under the policy specified above. This extraterritorial certificate-rider takes the place of any other medical 
extraterritorial certificate-rider issued to you on a prior date. 


Note: The provisions identified herein are specifically applicable ONLY for: 


• Benefit plans which have been made available to you and/ or your dependents by your Employer; 
• Benefit plans for which you and/ or your dependents are eligible; 
• Benefit plans which you have elected for you and /or your dependents; 
• The benefits in this rider are specific to residents of New Hampshire. These benefits supersede any provision 


in your booklet certificate to the contrary unless the provisions in your certificate result in greater 
benefits. You are only entitled to these benefits, if you are a resident of New Hampshire, and if the benefit value 
exceeds those benefits covered under the group policy and booklet certificate. 


Coverage for Dependent Children 
To be eligible, a dependent child must be: 


• Unmarried; and 
• Under 26 years of age. 


Routine Mammogram 


Even though not incurred in connection with an illness or injury, covered expenses include charges incurred by a 
female age 35 or over for a routine mammogram as follows: 


• 
• 
• 


One baseline mammogram for a person 35 to 39 years of age . 
One mammogram every 1 to 2 years, even if no symptoms are present, for women 40 to 49 years of age . 
An annual mammogram for a person 50 years of age or older . 


Diabetic Equipment And Outpatient Self-Management Training 
And Education Expenses rcR-9N11-13501-NHJ 


Covered expenses include charges for the following services, supplies, equipment and training for the treatment of 
insulin and non-insulin dependent diabetes and for elevated blood glucose levels during pregnancy: 


• 
• 
• 
• 


Insulin preparations; 
External insulin pumps; 
Syringes; 
Injection aids for the blind; 
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• 
• 
• 
• 
• 
II 


II 


II 


II 


Test strips and tablets; 
Blood glucose monitors without special features unless required due to blindness; 
Lancets; 
Prescribed oral medications whose primary purpose is to influence blood sugar; 
Alcohol swabs; 
Injectable glucagons; 
Glucagon emergency kits; 
Self-management training provided by a licensed health care provider certified in diabetes self-management 
training; and 
Foot care to minimize the risk of infection. 


Certain expenses incurred in connection with the treatment of diabetes are covered expenses. Benefits for these 
expenses are provided to the same extent as benefits for any other illness. 


Charges incurred in a hospital, convalescent or skilled nursing facility, or home health care will be paid at the 
applicable payment percentage. 


If a physician, nurse practitioner, or clinical nurse specialist: 


• 
• 


II 


diagnoses diabetes; or 
diagnoses a significant change in the person's diabetic symptoms or condition that requires a 
person's self-management of the disease; or 
determines that a person who is a diabetic needs reeducation or refresher education; 


change in the 


charges for the following for the treatment of diabetes will be included as Other Medical Expenses; to the extent 
are not already covered under any part of this Plan: 


• 


insulin; 
oral agents; 
and medically appropriate or necessary equipment; 


Also included as Other Medical Expenses are charges incurred for Diabetic Self-Management Education. "Diabetic 
self-management education" is training designed to instruct a person in self-management of diabetes, including 
medical nutrition therapy. It may include training in self care or diet. Such charges must be made by: 


II a physician, nurse practitioner, clinical nurse specialist; or 
II a pharmacist or dietitian who is legally qualified to provide diabetic management education. 


Charges incurred for the following are not included as covered expenses: 


II 


II 


II 


a diabetic education program whose only purpose is weight control; or which is available to the public at no 
cost; or 
a general program not just for diabetics; or 
a program made up of services not generally accepted as necessary for the management of diabetes. 


Prosthetic Devices ccR-9N 11-11001-NHJ 


Covered expenses include charges made for internal and external prosthetic devices and special appliances, if the 
device or appliance improves or restores body part function that has been lost or damaged by illness, injury or 
congenital defect. Covered expenses also include instruction and incidental supplies needed to use a covered 
prosthetic device. 


17 







The plan covers the first prosthesis you need that temporarily or permanently replaces all or part of a body part lost or 
impaired as a result of disease or injury or congenital defects as described in the list of covered devices below for an 


• Internal body part or organ; or 
• External body part. 


Covered expenses also include replacement of a prosthetic device if: 


• The replacement is needed because of a change in your physical condition; or normal growth or wear and tear; or 
• It is likely to cost less to buy a new one than to repair the existing one; or 
• The existing one cannot be made serviceable. 


The list of covered devices includes but is not limited to: 


• 
• 
• 
• 
• 
• 


• 
• 
• 


An artificial arm, leg, hip, knee or eye; 
Eye lens; 
An external breast prosthesis and the first bra made solely for use with it after a mastectomy; 
A breast implant after a mastectomy; 
Ostomy supplies, urinary catheters and external urinary collection devices; 
Scalp hair prosthesis worn for hair loss suffered as a result of alopecia areata, alopecia medicamentosa, alopecia 
totalis resulting from the treatment from any form of cancer or leukemia, or permanent hair loss of scalp hair due 
to injury. The treating physician must certify that the prosthesis is medically necessary. A benefit of no more than 
$350 per calendar year will be covered for scalp hair prosthesis worn suffered as a result of alopecia 
medicamentosa. 
Speech generating device; 
A cardiac pacemaker and pacemaker defibrillators; and 
A durable brace that is custom made for and fitted for you . 


The plan will not cover expenses and charges for, or expenses related to: 


• 


• 
• 


Orthopedic shoes, therapeutic shoes, foot orthotics, or other devices to support the feet, unless required for the 
treatment of or to prevent complications of diabetes; or if the orthopedic shoe is an integral part of a covered leg 
brace; or 
Trusses, corsets, and other support items or 
any item listed in the Exclusions section . 


Treatment of Obesity and Morbid Obesity rcR-9N11-165-01J 


If you are at least 18 years of age, covered expenses include charges for the diseases and ailments caused by obesity 
and morbid obesity and treatment for such, including bariatric surgery, when the prescribing physician has issued a 
written order stating that treatment is medically necessary and in accordance with the patient qualifications and 
treatment standards set forth by the American Society for Metabolic and Bariatric Surgery or the American College of 
Surgeons. Such treatment standards may include, but not be limited to, pre-operative psychological screening and 
counseling, behavior modification, weight loss, exercise regimens, nutritional counseling, and post-operative follow
up, overview, and counseling of dietary, exercise, and lifestyle changes. Covered expenses will be payable the same as 
any other illness. 
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Understanding Precertification (cR-9Nos-aGoot-NHJ 
Precertification 
If this plan is determined to be the primary plan for purposes of the Coordination of Benefits provision of this 
Booklet-Certificate, precertificarion may be required as herein described. If this plan is determined to be the 
secondary plan for purposes of the Coordination of Benefits provision of this Booklet-Certificate, precertification 
shall not be required for benefits under tlus plan, however if tl1e services do not meet Aetna 1 s criteria for medica~ 
necessity, payment of secondary benefits may be denied. 


Certain services, such as inpatient stays, certain tests, procedures and outpatient surgery require precertification 
Aetna. Precerrificarion is a process that helps you and your physician determine whetl1er the services being 
recommended are covered expenses under the plan. It also allows Aetna to help your provider coordinate your 
transition from an inpatient setting to an outpatient setting (called discharge planning), and to register you for 
specialized programs or case management when appropriate. 


You do not need to precertify services provided by a network provider. Network providers will be responsible 
obtaining necessary precertification for you. Since precertificarion is the provider's responsibility, tl1ere is no 
additional out-of-pocket cost to you as a result of a network provider's failure to precertify services. 


When you go to an out-of-network provider, it is your responsibility to obtain precertification from Aetna for 
services or supplies on the precertificarion list below. If you do not precerrify, your benefits may be reduced. The 
list of services requiring precertification follows on the next page. 


The Precertification Process 
Prior to being hospitalized or receiving certain other medical services or supplies there are certain precertification 
procedures that must be followed. 


You are responsible for obtaining precertification. You or a member of your family, a hospital staff member, or the 
attending physician, must notify Aetna to precertify the admission or medical services and expenses prior to 
receiving any of the services or supplies that require precertification pursuant to tlus Booklet-Certificate in 
accordance with the following timelines: 


Precertification should be secured witlJ.in the timefran1es specified below. To obtain precertificatiou, call Aetna at 
the telephone number listed on your ID card. This call must be made: 


For non-emergency admissions: You, your physician or tl1e facility will need to call and 
request precertification at least 14 days before the 
date you are scheduled to be admitted. 


For an emergency outpatient medical condition: You or your physician should call prior to ilie 
outpatient care, treatment or procedure if possible; or 
as soon as reasonably possible. 


For an emergency admission: You, your physician or the facility must call within ·43--
hours after you have been admitted. 


For an urgent admission: You, your physician or the facility will need to call 
before you are scheduled to be admitted. An urgent 
admission is a hospital admission by a physician due 
to the onset of or change in an illness; ilie diagnosis of 
an illness; or an injury. 


For outpatient non-emergency medical services You or your physician must call at least 14 days before 
requiring precertificarion: tl1e outpatient care is provided, or the treatment or 


procedure is scheduled. 
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Aetna will provide a written notification to you and your physician of the precertification decision. If your 
precertified expenses are approved the approval is good for 60 days as long as you remain enrolled in the plan. 


\XIhen you have an inpatient admission to a facility, Aetna will notify you, your physician and the facility about your 
precertified length of stay. If your physician recommends that your stay be extended, additional days will need to 
be certified. You, your physician, or the facility will need to call Aetna at the number on your ID card as soon as 
reasonably possible, but no later than the final authorized day. Aetna will review and process the request for an 
extended stay. You and your physician will receive a notification of an approval or deniaL 


If precertification determines that the stay or services and supplies are not covered expenses, the notification will 
explain why and how Aetna's decision can be appealed. You or your provider may request a review of the 
precertification decision pursuant to the Appeals Amendment included with this Booklet-Certificate. 


• Certain types of medical care require precertification. It is your responsibility to obtain the necessary 
precertification from Aetna. If your medical expenses are not precertified by Aetna, If your medical expenses 
are not precertified by Aetna, the benefit payable will be reduced by $1,000 or 50% of the cost of the expense 
whichever is less, or the expense may not be covered if the service or supply is not medically necessary. 1bis 
means you will be responsible to pay the unpaid balance of the bill. If precertification is denied, Aetna will 
notify you how the decision may be appealed. You must call the precertification toll-free number on your ID 
card to precertify services. Refer to the Understanding ?recertification section for more information on the 
precertification process and what to do if your request for precertification is denied. 


Autologous Bone Marrow Transplants (GR-9N 11-191 01-NHJ 


Covered expenses include charges made for the treatment of breast cancer by autologous bone marrow transplants 
according to protocols reviewed and approved by the National Cancer Institute. 


Pregnancy Related Expenses ccR-9N11-10oo1-NHJ 


Covered expenses include charges made by a physician for pregnancy and childbirth services and supplies at the 
same level as any illness or injury. 1bis includes prenatal visits, delivery and postnatal visits. 


For inpatient care of the mother and newborn child, covered expenses include charges made by a Hospital for a 
minimum of: 


• 
• 
• 


48 hours after a vaginal delivery; and 
96 hours after a cesarean section . 
A shorter stay, if the attending physician, with the consent of the mother, discharges the mother or newborn 
earlier. 


Covered expenses also include charges made by a birthing center as described under Alternatives to Hospital 
Care. 


Note: Covered expenses also include services and supplies provided for circumcision of the newborn during the 
stay. 
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Child Early Intervention Services (GR-9N 11-00502-NHJ 


Covered expenses also include coverage for Child Early Intervention Services. Child Early Intervention Services 
include services rendered to your covered dependent child from birth to 3 years of age, who has an identified 
developmental disability. Such service will be covered when provided by: 


.. 
II 


II 


A speech-language pathologist; 
an occupational or physical therapist; and 
a clinical social worker. 


Treatment of a Biologically Based Mental Disorder (GR-9N 11-r1oot-NHo 


Covered medical expenses for the effective treatment of biologically based mental disorder include those incurred: 


.. 
" 


During a stay in a hospital or residential treatment facility; 
For partial confinement treatment; and 
For outpatient treatment. 


Benefits are payable in the same way as those for any other disease. Coverage under tlns benefit does not include 
treatment of other mental disorders. 


" 


You will be responsible for the copayment for each prescription or refill as specified in the Sd;edule ofBenejzts. 
The copayment will be the lesser of the copayment and the pharmacy's usual and customary price of filling the 
prescription. The copayment is payable directly to the network pharmacy at tl1e time the prescription is 
dispensed. 


After you pay the applicable copayment, you will be responsible for any applicable coinsurance for covered 
expenses that you incur. Your coinsurance is based on tl1e lesser of the negotiated charge and ilie ~-'"'"'""'a'"" 
usual and customary price of filling the prescription. You will not have to pay any balance bills above the 
negotiated charge for the covered expense. 


Continuing Health Care Benefits 
If Health Expense Coverage would terminate because: 


II 


.. 
you terminate employment, except because of gross misconduct; or 
you cease to be in an Eligible Class; 


coverage may be continued for you and your eligible dependents. 


You must request continuation within 31 days of the later of the date your Employer notifies you of the right to 
continue and the date coverage would otherwise tenninate. The request must include an agreement to pay up to 102% 
of the cost to this Plan. Premium payments must be continued. 
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Coverage will not be continued beyond the first to occur of: 


• The end of an 18 month period which starts on the date coverage would otherwise terminate; except that if you 
or your dependent provide notice to your Employer that you or your dependent has been determined to be 
disabled under Tide II or XVI of the Social Security Act on the date coverage would have otherwise terminated, 
except for this section, coverage for that disabled person only will be continued, unless terminated for another 
reason, until the end of a 29 month period which starts on the date coverage would have otherwise terminated, 
except for this section. 


• The date you become eligible for like group benefits. 
• The end of the period for which any required contributions have been made. 


Coverage for a dependent will not be continued beyond the date it would otherwise terminate. 


Part II 
If Health Expense Coverage would terminate because of discontinuance of the coverage involved as to employees of 
the Eligible Class of which you were a member, coverage, except Comprehensive Dental Expense Coverage, may be 
continued for you and your eligible dependents. You must request continuation within 31 days of the later of the date 
your Employer notifies you of the right to continue and the date coverage would otherwise terminate. The request 
must include an agreement to pay up to 102% of the cost to this Plan. Premium payments must be continued. 


Coverage will cease on the first to occur of: 


• 
• 
• 


The date you are eligible for like group benefits . 
The end of the period for which any contributions have been made . 
The end of a period equal to 39 weeks, less the number of weeks your coverage was continued under this Plan 
during a strike, lockout or labor dispute. However, if coverage is being continued in accordance with Part I at the 
time coverage terminates as to your Eligible Class, coverage will be continued for up to the remainder of the 18 or 
29 month period specified in Part I. 


Part III 
If any coverage being continued under Part I or Part II ceases because coverage has been continued for the maximum 
period, a personal policy may be applied for under the Conversion Privilege. This must be done within 31 days of the 
date coverage ceases. 


A spouse from whom you are divorced may continue coverage in accordance with Part I or Part II; but not both. A 
spouse from whom you are legally separated and whose coverage would terminate because you failed to make the 
required contributions may continue coverage in accordance with Part II. 


Continuation of Coverage For Your Spouse 
Part! 
If Health Expense Coverage for your dependent spouse would terminate due to divorce, the former spouse may 
continue to be covered. Your former spouse has to request continuation within 31 days after the later of the date your 
Employer notifies the spouse of the right to continue and the date he or she ceases to be eligible as a dependent. 


Premium payments must be continued. Coverage will not continue beyond the first to occur of: 


• 
• 


• 
• 


The date the former spouse is eligible for like group benefits . 
The end of a 39 week period after: 


the date dependent coverage ceases under this Plan for your Eligible Class; or if earlier, 
the date you or your former spouse remarries. 


The end of the period for which any required contribution was made . 
The date your former spouse becomes eligible for Medicare if your former spouse was age 55 or over on the date 
coverage is first continued under this section. 
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Part II 
If Health Expense Coverage for your dependent spouse would terminate because of divorce or because you ceased to 
make contributions for a spouse from whom you are legally separated, the spouse may continue the coverage then in 
force. 


Written request for such continuation must be made within 31 days of the later of the date the Employer notifie~ 
spouse of the right to continue and the date coverage would otherwise terminate. The request must include an 
agreement to pay up to 102% of the cost to this Plan. Premium payments must be continued. 


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


11 The date the spouse becomes eligible for like group benefits. 
'" The end of a 36 month period which starts on the date of the divorce or the date contributions cease for a spouse 


from whom you are legally separated; except that if the coverage involved discontinues during such 36 montl1 
period as to employees of the Eligible Class of which you are a member, coverage will be continued, unless 
terminated for another reason, until the later of: 


39 weeks from rl1e date of such discontinuance; and 


the remainder of rl1e 36 month period on the date of such discontinuance. 
11 The end of the period for which required contributions have been made. 


Part III 
If any coverage being continued under Part I or Part II ceases because coverage has been continued for the maxunum 
period, a personal policy may be applied for under the Conversion Privilege. This must be done widlin 31 days of the 
date coverage ceases. 


Continuation of Coverage For Your Dependents After Your Death 
If you should die while covered under any part of dus Plan, any Health Expense Coverage then in force for your 
dependents may be continued. 


Written request for such continuation must be made widlin 31 days of the later of the date your employer notifies 
your dependents of the right to continue and the date coverage would otherwise terminate. The request must include 
an agreement to pay up to 102% of the cost to this Plan. Premium payments must be continued. 


Any dependent's coverage \vill not continue beyond rl1e ftrst to occur of: 


• 


• 
II 


II 


,. 


The end of a 36 month period which starts on the date of your death; except that if the coverage involved 
discontinues during such 36 month period as to employees of the Eligible Class of which you were a uucu1.ucL. 


coverage will be continued, unless terminated for another reason, until rl1e later of: 


39 weeks from the date of such discontinuance; and 
the remainder of the 36 month period on the date of such discontinuance. 


The date the dependent becomes eligible for like group benefits . 
The end of the period for wluch any required contributions have been made. 
Coverage may also be provided under this Plan for your child, born after your death, as long as coverage for 
other dependents is being continued. 
If any coverage being continued ceases because coverage has been continued for the maxinmm period, a IY""-~u.u.a< 
policy may be applied for under the Conversion Privilege. Tlus must be done within 31 days of the date coverage 
ceases. 
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Continuation of Coverage For Your Child 
If Health Expense Coverage for your child would terminate because the child ceases to meet this Plan's definition of 
dependent, such child may continue the coveragethen in force. 


Written request for such continuation must be made within 31 days of the later of the date your Employer notifies the 
child of the right to continue and the date coverage would otherwise terminate. The request must include an 
agreement to pay up to 102% of the cost to this Plan. Premium payments must be continued. 


Coverage will not continue beyond the first to occur of: 


• The end of a 36 month period which starts on the date the child ceases to meet this Plan's definition of 
dependent; except that if the coverage involved discontinues during such 36 month period as to employees of the 
Eligible Class of which you are a member, coverage will be continued, unless terminated for another reason, until 
the later of: 


• 
• 
• 


39 weeks from the date of such discontinuance; and 
the remainder of the 36 month period on the date of such discontinuance. 


The date the child becomes eligible for like group benefits . 
The end of the period for which any required contributions have been made . 
If any coverage being continued ceases because coverage has been continued for the maximum period, a personal 
policy may be applied for under the Conversion Privilege. This must be done within 31 days of the date the 
coverage ceases. 


Continuation of Coverage Due to a Labor Dispute 
If your coverage under this Plan would cease because you cease work due to a strike, lockout or a labor dispute, and if 
the New Hampshire Insurance Code applies, you can arrange to continue your coverage (except Accidental Death and 
Dismemberment, Short Term Disability, Long Term Disability and Comprehensive Dental Expense Coverages) 
during your absence from work. Coverage may continue for up to 6 months after the date your compensation is 
suspended or terminated because of a strike, lockout or labor dispute. 


Continuation will cease when the first of these events occurs: 


• 
• 
• 
• 
• 


• 


You fail to make the required contributions to your Employer . 
Your Employer fails to make the required contributions to Aetna . 
You go to work full time for another employer . 
The strike, lockout or labor dispute ends . 
The 6 month continuation period ends. However, after this 6-month period, you shall have the right to continue 
the benefits being continued under this paragraph for an additional12 months as if you originally had elected the 
extension period provided under the Continuing Health Care Benefit section subject to the same conditions. At 
the end of the additional12 months, you shall have the right, if the group insurance is no longer available, to 
convert to an individual policy. Please see the section, Converting to an Individual Health Insurance Poliry for more 
information. 
The monthly premium required by Aetna for each person's coverage will be the applicable rate in effect on the 
date you cease work. Aetna has the right to change premium rates under the terms of this Plan at any time during 
any continuation of coverage. 
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Handicapped Dependent Children (GR-9N 31-01502-NHJ 


Health Expense Coverage for your fully handicapped dependent child may be continued past the maximum age for 
dependent child. However, such coverage may not be continued if the child has been issued an individual medical 
conversion policy. 


Your child is fully handicapped if: 


• he or she is not able to earn his or her own living because of a mental retardation or a physical handicap which 
started prior to the date he or she reaches the maximum age for dependent children under your plan; and 


• he or she depends chiefly on you for support and maintenance; or you or your estate is chargeable for the child's 
care. 


Proof that your child is fully handicapped must be submitted to Aetna no later than 31 days after the date your child 
reaches the maximum age under your plan. 


Coverage will cease on the first to occur of: 


"' Cessation of the handicap. 
• Your child ceases to be financially dependent on you; or you or your estate is no longer chargeable for your 


dependent's care . 
.,.. Premiums cease to be paid for your child's coverage.Termination of Dependent Coverage as to your child for any 


reason other than reaching the maximum age under your plan. 


If: 


• .. any health coverage for dependents under this plan replaces health coverage under any group or blanket 
the prior plan contained a handicapped dependent children provision; 


and 


then any child to whom that provision applied who was covered under the prior plan on the day before the effective 
date of this Plan will be entitled to coverage under tlus Plan subject to terms of tlus provision. 


Any child whose coverage is continued under this section will be entitled to any Medical Conversion Privilege 
contained in this Plan if the incapacity ceases. 


Continuation of Coverage on a Loss of Coverage Due to a Bankruptcy Proceeding 
If your health coverage as a retired employee would terminate or be substantially eliminated due to your former 
Employer commencing a bankruptcy proceeding under Title 11, United States Code, or '>vitl1in the 12 montl1 
prior to or following such a proceeding, you may be eligible to elect to continue coverage for yourself and your 
dependents or your dependents may each be eligible to elect to continue his or her own coverage. 


Written request for such continuation must be made within 31 days of tl1e later of the date your Employer notifies 
you or your dependents of the right to continue and the date bankruptcy proceedings begin. The request must mdude 
an agreement to pay up to 102% of the cost to tlus Plan. Premium payments must be continued. 


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


II 


• .. 
• 


The end of a 36 month period which starts on tl1e date coverage would otherwise terminate. 
The date you or your dependent becomes eligible for like coverage under tlus Plan . 
The end of the period for which any required contribution was made . 
The date of the first Medicare open enrollment period following the date you or your dependent became Lu,_.ul';"-''"· 


for tl1e group plan. 
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Continuation of Coverage For Your Dependents After You Become Eligible For Medicare 
If coverage for your dependents would terminate because you become eligible for Medicare, any Health Expense 
Coverage,then in force for your dependents may be continued. 


Written request for such continuation must be made within 31 days of the later of the date your Employer notifies 
your dependents of the right to continue and the date coverage would otherwise terminate. The request must include 
an agreement to pay up to 102% of the cost to this Plan. Premium payments must be continued. 


Coverage for a dependent will not continue beyond the first to occur of: 


• 


• 
• 
• 


The end of a 36 month period which starts on the date you become eligible for Medicare; except that if the 
coverage involved discontinues during such 36 month period as to employees of the Eligible Class of which you 
were a member, coverage will be continued, unless terminated for another reason, until the later of: 


39 weeks from the date of such discontinuance; and 
the remainder of the 36 month period on the date of such discontinuance. 


The date the dependent becomes eligible for like group benefits . 
The end of the period for which any required contributions have been made . 
If any coverage being continued ceases because coverage has been continued for the maximum period, a personal 
policy may be applied for under the Conversion Privilege. This must be done within 31 days of the date coverage 
ceases 


Converting to an Individual Medical Insurance Policy (GR-9N31.()4001-NHJ 


Eligibility 
You and your covered dependents may apply for an individual Medical insurance policy if you lose coverage under the 
group medical plan because: 


• 
• 
• 
• 
• 


You terminate your employment; 
You are no longer in an eligible class; 
Your dependent no longer qualifies as an eligible dependent; 
Any continuation coverage required under federal or state law has ended; or 
You retire and there is no medical coverage available . 


You can only use the conversion option once. If your group plan allows retirees to continue medical coverage, and 
you wish to continue your plan, then the conversion privilege will not be available to you again. 


The individual conversion policy may cover: 


• 
• 
• 


You only; or 
You and all dependents who are covered under the group plan at the time your coverage ended; or 
Your covered dependents, if you should die before you retire . 


Features of the Conversion Policy 
The individual policy and its terms will be the type: 


• 
• 


Required by law or regulation for group conversion purposes in your or your dependent's states of residence; and 
Offered by Aetna when you or your dependents apply under your employer's conversion plan . 


However, coverage will not be the same as your group plan coverage. Generally, the coverage level may be less, and 
there is an applicable overall lifetime maximum benefit. 
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The individual policy may also: 


" Reduce its benefits by any like benefits payable under your group plan after coverage ends (for example: if 
benefits are paid after coverage ends because of a disability extension of benefits); 


• Not guarantee renewal under selected conditions described in the policy. 


Limitations 
You or your dependents do not have a right to convert if: 


• 
• 


• 
'" 


Ill 


'" 


II 


Medical coverage under the group contract has been discontinued . 
You or your dependents are eligible for Medicare (Title XVIII of the Social Security Act, as amended). Covered 
dependents not eligible for Medicare may apply for individual coverage even if you are eligible for Medicare. 
Coverage under the plan has been in effect for less tl1an 60 days . 
A lifetime maxinmm benefit under tlus plan has been reached. For example: 


If a covered dependent reaches the group plan's lifetime maxinmm benefit, the covered dependent will not 
have the right to convert. If you or your dependents have remaining benefits, you are eligible to convert. 


If you have reached your lifetime maxinmm, you will not be able to convert. However, if a dependent has a 
remaining benefit, he or she is eligible to convert. 


You or your covered dependents become eligible for any other medical coverage under this plan. 
You apply for individual coverage in a jurisdiction where Aetna cannot issue or deliver an individual conversion 
policy. 
You or your covered dependents are eligible for, or have benefits available under, another plan that, in addition 
the converted policy, would either match benefits or result in over insurance. Examples include: 


Any other hospital or surgical expense insurance policy; 
Any hospital service or medical expense indemnity corporation subscriber contract; 


Any other group contract; or 
Any statute, welfare plan or program. 


Electing an Individual Conversion Policy 
You or your covered dependents have to apply for the individual policy witllin 31 days after your coverage ends. 
do not need to provide proof of good healtl1 if you apply witllin tl1e 31 day period. 


If coverage ends because of retirement, the 31 day application period begins on the date coverage under the group 
plan actually ends. This applies even if you or your dependents are eligible for benefits based on a disability 
continuation provision because you or tl1ey are totally disabled. 


To apply for an individual medical insurance policy: 


Get a copy of the "Notice of Conversion Privilege and Request" form from your employer. 
Complete and send the form to Aetna at tl1e specified address. 


Your Premiums and Payments 
Your first premium payment will be due at tl1e time you submit the conversion application to Aetna. 


The amount of the premium will be Aetna's normal rate for the policy tl1at is approved for issuance in your or your 
dependent's state of residence. 


When an Individual Policy Becomes Effective 
The individual policy will begin on tl1e day after coverage ends under your group plan. Your policy will be issued once 
Aetna receives and processes your completed application and premium payment. 
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Payment of Benefits rcR-9N32-{)2502-NHJ 


All covered health benefits are payable to you. However, Aetna has the right to pay any health benefits to the service 
provider. This will be done unless you have told Aetna otherwise by the time you file the claim. 


Medical or hospital benefits will be paid within 30 calendar days upon receipt of a clean non-electronic claim or 15 
calendar days upon receipt of a clean electronic claim. A "clean claim" means a claim for payment of covered health 
care expenses that is submitted to an insurer on the insurer's standard claim form using the most current published 
procedural codes, with all the required fields completed with correct and complete information in accordance with the 
insurer's published filing requirements. An "electronic claim" means the transmission of data for purposes of payment 
of covered health care services in an electronic data format specified by the insurer and, if covered by the Health 
Insurance Portability and Accountability Act (HIP AA), is in such form and substance to be in compliance with such 
act. 


Aetna will notify you in writing, at the time it receives a claim, when an assignment of benefits to a health care 
provider or facility will not be accepted. 


Physician (GR-9N 34-{)so 04) 


A duly licensed member of a medical profession who: 


• 
• 


• 


Has an M.D. or D.O. degree; 
Is properly licensed or certified to provide medical care under the laws of the jurisdiction where the individual 
practices; and 
Provides medical services which are within the scope of his or her license or certificate . 


This also includes a health professional who: 


• 


• 
• 


• 
• 


• 


Is properly licensed or certified to provide medical care under the laws of the jurisdiction where he or she 
practices; 
Provides medical services which are within the scope of his or her license or certificate; 
Under applicable insurance law is considered a "physician" for purposes of this coverage; this includes a midwife 
certified under New Hampshire law, contingent upon services being provided in a licensed health care facility or 
at home and within the scope of practice of a certified midwife. 
Has the medical training and clinical expertise suitable to treat your condition; 
Specializes in psychiatry, if your illness or injury is caused, to any extent, by alcohol abuse, substance abuse or a 
mental disorder; and 
A physician is not you or related to you . 


~~#~ 
Ronald A. Williams 
Chairman, Chief Executive Officer, and President 


Aetna Life Insurance Company 
(A Stock Company) 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Extraterritorial Certificate Rider (GR-9N-CR1) 


Policyholder: Sarah Lawrence College 
Group Policy No.: GP-875727 
Rider: New Jersey ET Medical 
Issue Date: January 11,2011 
Effective Date: November 1, 2010 


This certificate rider forms a part of the booklet certificate issued to you by Aetna describing d1e benefits provided 
under the policy specified above. This extraterritorial certificate-rider takes the place of any od1er medical 
extraterritorial certificate-rider issued to you on a prior date. 


Note: The provisions identified herein are specifically applicable ONLY for: 


" .. 
" .. 


Benefit plans which have been made available to you and/ or your dependents by your Employer; 
Benefit plans for which you and/ or your dependents are eligible; 
Benefit plans which you have elected for you and /or your dependents; 
The benefits in this rider are specific to residents of New Jersey. These benefits supersede any provision in 
your booklet certificate to the contrary unless the provisions in your certificate result in greater benefits. 
You are only en tided to these benefits, if you are a resident of New Jersey, and if the benefit value exceeds those 
benefits covered under the group policy and booklet certificate. 


Dependents 
The term "spouse" shall include a Civil Union partner as defined by New Jersey State Law. In addition, if applicable, 
any references under this Booklet-Certificate made to "marriage", "husband", "wife", "family", "imn1ediate family", 
"dependent", "next of kin", "widow", "widower", "widowed" or another word which in a specific context denotes 
marital or spousal relationship, the same shall include a Civil Union. In addition, a same sex relationship entered into 
outside of New Jersey which is valid under the law of another state or foreign nation that provides substantially all of 
the rights and benefits of marriage, shall be valid in New Jersey. 


If you are a civil union partner, who is eligible for COBRA continuation of coverage you may elect COBRA 
continuation of coverage for you and your eligible dependents, including a civil union partner. However, an 
dependent who is a civil union partner, may not make a COBRA continuation of coverage election for themselves and 
their eligible dependents after any event that would otherwise give rise to COBRA rights, as they do not meet the 
federal definition of a "qualified beneficiary" under COBRA rules. 


1/ I J! / 1 /J! · 
~:~~<?{~_, ,Jljf/JA.J_.tVW~ 
Ronald A. Williams 
Chairman, Chief Executive Officer, and President 


Aetna Life Insurance Company 
(A Stock Company) 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Extraterritorial Certificate Rider (GR-9N-CR1) 


Policyholder: Sarah Lawrence College 
Group Policy No.: GP-875727 
Rider: Oregon ET Medical 
Issue Date: January 11,2011 
Effective Date: November 1, 2010 


This certificate rider forms a part of the booklet certificate issued to you by Aetna describing the benefits provided 
under the policy specified above. This extraterritorial certificate-rider takes the place of any other medical 
extraterritorial certificate-rider issued to you on a prior date. 


Note: The provisions identified herein are specifically applicable ONLY for: 


• 
• 
• 
• 


Benefit plans which have been made available to you and/ or your dependents by your Employer; 
Benefit plans for which you and/ or your dependents are eligible; 
Benefit plans which you have elected for you and /or your dependents; 
The benefits in this rider are specific to residents of Oregon. These benefits supersede any provision in your 
booklet certificate to the contrary unless the provisions in your certificate result in greater benefits. You 
are only entitled to these benefits, if you are a resident of Oregon, and if the benefit value exceeds those benefits 
covered under the group policy and booklet certificate. 


Obtaining Coverage for Dependents (GR-9N029.()10020RJ 


Your dependents can be covered under your plan. You may enroll the following dependents: 


• 
• 
• 


Your legal spouse; or 
Your domestic partner who meets the rules outlined in the Coverage for Domestic Partner section below; and 
Your dependent children . 


Aetna will rely upon your employer to determine whether or not a person meets the definition of a dependent for 
coverage under the plan. This determination will be conclusive and binding upon all persons for the purposes of this 
plan. 


Coverage for Domestic Partner (GR-9N 29.()10 01-NY) 


To be eligible for coverage, you and your domestic partner will need to: 


• 
• 
• 


meet the requirements under Oregon law for entering into a domestic partnership; and 
jointly execute and register a Declaration of Domestic Partnership with the county clerk; or 
complete and sign a "Declaration of Domestic Partnership" which is acceptable to your Employer . 
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Prosthetic Devices (GR-9N-11-IIo.o2oRJ 


Covered expenses include charges made for internal and external prosthetic devices and special appliances, if the 
device or appliance improves or restores body part function that has been lost or damaged by illness, injury or 
congenital defect. Covered expenses also include instruction and incidental supplies needed to use a covered 
prosd1etic device. 


The plan covers the first prosthesis you need that temporarily or permanendy replaces all or part of a body lost or 
impaired as a result of disease or injury or congenital defects as described in the list of covered dev-i.ces below for an 


.. 
II 


Internal body part or organ; or 
External body part. 


Covered expenses also include replacement of a prosthetic device if: 


II 


II 


II 


The replacement is needed because of a change in your physical condition; or normal growd1 or wear and tear; 
It is likely to cost less to buy a new one d1an to repair the existing one; or 
The existing one cannot be made serviceable. 


The list of covered devices includes but is not limited to: 


II 


Ill 


.. 


II 


II 


Ill 


"' 
II 


An artificial arm, leg, hip, knee or eye; 
Eye lens; 
An external breast prosthesis and the first bra made solely for use with it after a mastectomy; 
A breast implant after a mastectomy; 
Ostomy supplies, urinary catheters and external urinary collection devices; 
Speech generating device; 
Cochlear implants, including bilateral implantation; 
A cardiac pacemaker and pacemaker defibrillators; and 
A durable brace that is custom made for and fitted for you. 


The plan will not cover expenses and charges for, or expenses related to: 


'" any item listed in the Exclusions section. 


Chemotherapy 
Covered expenses include charges for chemod1erapy treatment. Coverage levels depend on where treatment is 
received. In most cases, chemotherapy is covered as outpatient care. Inpatient hospitalization for chemotherapy 
limited to d1e initial dose while hospitalized for the diagnosis of cancer and when a hospital stay is oilierwise 
medically necessary based on your health status. 


Radiation Therapy Benefits 
Covered expenses include charges for d1e treatment of illness by x-ray, gamma ray, accelerated particles, mesons, 
neutrons, radium or radioactive isotopes. 


Outpatient Infusion Therapy Benefits 
Covered expenses include charges made on an outpatient basis for infusion d1erapy by: 


Ill A free-standing facility; 
The outpatient department of a hospital; or 
A physician in his/her office or in your home. 
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Infusion therapy is the intravenous or continuous administration of medications or solutions that are a part of your 
course of treatment. Charges for the following outpatient Infusion Therapy services and supplies are covered 
expenses: 


• The pharmaceutical when administered in connection with infusion therapy and any medical supplies, equipment 
and nursing services required to support the infusion therapy; 


• Professional services; 
• Total parenteral nutrition (TPN); 
• Chemotherapy; 
• Drug therapy (includes antibiotic and antivirals); 
• Pain management (narcotics); and 
• Hydration therapy (includes fluids, electrolytes and other additives). 


Not included under this infusion therapy benefit are charges incurred for: 


• 
• 
• 
• 


Enteral nutrition; 
Blood transfusions and blood products; 
Dialysis; and 
Insulin . 


Coverage is subject to the maximums, if any, shown in the Schedule rifBenifits. 


Coverage for inpatient infusion therapy is provided under the Inpatient Hospital and Skilled Nursing Facility Benifits 
sections of this Booklet-Certificate. 


Benefits payable for infusion therapy will not count toward any applicable Home Health Care maximums. 


Educational services: 


• 


• 


• 


Any services or supplies related to education, training or retraining services or testing, including: special education, 
remedial education, job training and job hardening programs; 
Evaluation or treatment of learning disabilities, minimal brain dysfunction, developmental, learning and 
communication disorders, behavioral disorders, training or cognitive rehabilitation, regardless of the underlying 
cause; and 
Services, treatment, and educational testing and training related to behavioral (conduct) problems, learning 
disabilities and delays in developing skills. 


Health Insurance PortabilityrcR-9N-31.04o.ot oR) 


Eligibility 
You and your covered dependents may apply for an individual health insurance portability policy if you lose coverage 
under the group health plan because: 


• 


• 
• 


You were continuously covered under this group health plan or any other group health plan issued in Oregon for 
a period of 180 days or more prior to loss of coverage; or 
You have aggregate creditable coverage of 18 months or more prior to loss of coverage; and 
Your and your covered dependents are Oregon residents at the time of application for an individual health 
insurance portability policy. 


The individual conversion policy may cover: 


• You only; or 
• You and all dependents who are covered under the group plan at the time your coverage ended . 
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Features of the Portability Policy 
You have a choice of either a low cost benefit plan or a prevailing benefit plan: 


'" The prevailing benefit plan reflects the benefit coverage that is prevalent in the group health insurance market. 
11 The low cost benefit plan emphasizes affordability. 


However, coverage will not be the same as your group plan coverage. Generally, the coverage level may be less, and 
there is an applicable overalllifeti.tlle maximum benefit. 


The individual policy may also: 


'" Reduce its benefits by any like benefits payable under your group plan after coverage ends (for example: if 
benefits are paid after coverage ends because of a disability extension of benefits); 


111 Not guarantee renewal under selected conditions described in the policy. 


Limitations 
You or your dependents do not have a right to an individual health insurance portability policy if at the time you 
for this coverage: 


ll 


Ill 


.. 
II 


Ill 


"' 
II 


II 


You or your dependents are eligible for Medicare. Covered dependents not eligible for Medicare may for 
individual coverage even if you are eligible for Medicare; 
Coverage under the plan has been in effect for less than three months; 
You or your covered dependents are covered under another health benefit plan; 
You or your covered dependents are covered under COBRA continuation of coverage; or 
A lifetime maximum benefit under tl1is plan has been reached. For example: 


If a covered dependent reaches the group plan's lifetime maximum benefit, the covered dependent will not 
have the right to elect individual portability coverage. If you or your dependents have remaining u"'-'-'-'L<to, 


are eligible to elect individual portability coverage. 
If you have reached your lifetime maximum, you will not be able to elect an individual portability 
However, if a dependent has a remaining benefit, he or she is eligible to elect an individual portability 


You or your covered dependents become eligible for any other medical coverage under this plan. 
You apply for individual coverage in a jurisdiction where Aetna cannot issue or deliver an individual 
policy. 
You or your covered dependents are eligible for, or have benefits available under, another plan tl1at, in addition to 
the individual portability policy, would eitl1er match benefits or result in over insurance. Examples include: 


Any other hospital or surgical expense insurance policy; 


Any hospital service or medical expense indemnity corporation subscriber contract; 
Any other group contract; or 


Any statute, welfare plan or program. 


Electing an Individual Portability Policy 
You or your covered dependents have to apply for the individual health insurance policy within 63 days after your 
coverage ends. 


If coverage ends because of retirement, the 63 day application period begins on the date coverage under the group 
plan actually ends. This applies even if you or your dependents are eligible for benefits based on a disability 
continuation provision because you or they are totally disabled. 


To apply for an individual health insurance policy: 


.. 


., 
Get a copy of tl1e "Notice of Conversion Privilege and Request" form from your employer . 
Complete and send the form to Aetna at the specified address . 
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Your Premiums and Payments 
Your first premium payment will be due at the time you submit the conversion application to Aetna. 


The amount of the premium will be Aetna,s normal rate for the policy that is approved for issuance in your or your 
dependent's state of residence. 


When an Individual Policy Becomes Effective 
The individual policy will begin on the day after coverage ends under your group plan. Your policy will be issued once 
Aetna receives and processes your completed application and premium payment. 


Ronald A. Williams 
Chairman, Chief Executive Officer, and President 


Aetna Life Insurance Company 
(A Stock Company) 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Extraterritorial Certificate Rider (GR-9N-CR1J 


Policyholder: Sarah Lawrence College 
Group Policy No.: GP-875727 
Rider: ·Pennsylvania ET Medical 
Issue Date: January 11, 2011 
Effective Date: November 1, 2010 


This certificate rider forms a part of the booklet certificate issued to you by Aetna describing the benefits 
under the policy specified above. This extraterritorial certificate-rider takes the place of any other medical 
extraterritorial certificate-rider issued to you on a prior date. 


Note: The provisions identified herein are specifically applicable ONLY for: 


" 


" 
" 


Benefit plans which have been made available to you and/ or your dependents by your Employer; 
Benefit plans for which you and/ or your dependents are eligible; 
Benefit plans which you have elected for you and /or your dependents; 
The benefits in this rider are specific to residents of Pennsylvania. These benefits supersede any in 
your booklet certificate to the contrary unless the provisions in your certificate result in greater benefits. 
You are only entitled to these benefits, if you are a resident of Pennsylvania, and if the benefit value exceeds those 
benefits covered under tl1e group policy and booklet certificate. 


Nutritional Supplements 
Covered Expenses include charges incurred for nutritional supplements (formulas) as Medically Necessary for the 
therapeutic treatment of phenylketonuria, branched-chain ketonuria, galactosemia and homocystinuria as administered 
under the direction of a Physician. 


Nutritional Supplement Services shall be exempt from any deductible provision. 


Routine Cancer Screenings (GR-9N 1t-oo5o1 NYJ 


Covered expenses include charges incurred for routine cancer screening as follows: 


Ill Routine Pap smears in accordance with the recommendations of tl1e American College of Obstetricians and 
Gynecologist; and 
1 annual gynecological exam including pelvic examination and clinical breast exam. 


Routine Pap smears and routine gynecological exams shall be exempt from any Network deductible provision. 
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Wellness (GR-9N 11.oos 01 NY) 


Covered expenses include Child Immunizations for infectious diseases and the materials for administration of 
immunizations as recommended by the Advisory Committee on Immunization Practices of the Department of Health 
and Human Services, Center for Disease Control. 


Child immunizations shall be exempt from any deductible provision. 


~f;,{/i~ 
Ronald A. Williams 
Chairman, Chief Executive Officer, and President 


Aetna Life Insurance Company 
(A Stock Company) 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Certificate Rider (GR9000-R CTR) 


Policyholder: 
Group Policy No. 
Rider 
Issue Date 
Effective Date 


Sarah Lawrence College 
GP-875727 
New York Contraceptive Rider 
January 11, 2011· 


·· November 1, 2010 


The following summarizes changes made in your Certificate of Insurance. This Rider is effective on d1e date shown 
above. 


Contraception Expenses 
Co~ered Medical Expenses include: 


• 


• 


Charges incurred for contraceptive drugs and contraceptive devices that by law need a physician's prescription 
and that have been approved by the FDA. 
Rdated outpatient contraceptive services, such as: 


Consultations; 
- Exams; 
- Procedures; and 


Other medical services and supplies. 


Not Covered are: 


• 


• 


Charges for services which are covered to any extent under any other part of this Plan or other group plan 
sponsored by your Employer; and 
Charges incurred for contraceptive services while confined as an inpatient. 


~;/~ 
I 


President and Chief Executive Officer 











Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Amendment rcR-9N-AppeaJs 01-01 o3J 


Policyholder: 
Group Policy No.: 
Rider: 
Issue Date: 
Effective Date: 


Sarah Lawrence College 
GP-875727 
New York Complaint and Appeals Health Rider 
January 11, 2011 
November 1, 2011 


Complaint and Appeals - Health Coverage 
The group policy specified above has been amended. The following summarizes the changes in the group policy, and 
the Certificate of Insurance describing the policy terms is amended accordingly. This amendment is effective on the 
date shown above. · · 


The following Appeals Procedure provisions replace the same provisions in your Certificate of Insurance, or any 
amendments previously issued to you. 


Appeals Procedure 


Definitions 


Adverse benefit determination: A denial; reduction; termination of; or failure to provide or make payment (in whole 
or in part) for a service, supply or benefit because it is determined to be experimental or investigational or not 
medically necessary or appropriate. 


Such adverse benefit determination may be based on, among other things: 


• 
• 


Your eligibility for coverage; 
The results of any Utilization Review activities (determination as to whether or not an admission, extension of 
stay, o_r other health care service or supply is medically necessary, based on the information provided). 


If applicable, denials of out-of-network claims on the basis that an out-of-network service is not materially different 
than an in-network service shall not constitute an adverse benefit determination. 


Appeal: An oral or written request to Aetna to reconsider an adverse benefit determination. 


Health care provider: A health care professional or facility licensed pursuant to New York law or licensed, registered 
or certified by another state. 


Complaint: Any oral or written expression of dissatisfaction about quality of care or the operation of the Plan. 


Concurrent Care Claim Extension: A request to extend a previously approved course of treatment or provide 
additional services or home health car~ services following discharge from an inpatient hospital admission. 


Expedited Appeal: Appeal of an adverse benefit determination involving (1) continued or extended health care 
services, procedures and treatments or additional services for a covered person undergoing a course of continued 
treatment prescribed by a health care provider or home health care or rehabilitation facility services following 
discharge from an inpatient hospital admission, or (2) an adverse benefit determination in which the health care 
provider believes an immediate appeal is warranted, except any retrospective determination, and (3) for an adverse 
benefit determination involving an urgent care claim. · 







Grievance: A request for review of a determination, other than a determination meeting the definition of adverse 
benefit determination. 


Pre-service Claim: Any claim for medical care or treatment that requires approval before the medical care or 
treatment is received. 


Post-Service Claim: Any claim that is not a "Concurrent Care Claim Extension," an "Urgent Care Claim" or a "Pre
Service Claim." 


Urgent Care Claim: Any claim for medical care or treatment with respect to which a delay: (a) could seriously 
jeopardize the life or health of the person or the ability of the person to regain maximum function; or (b) in the 
opinion of a physician with knowledge of the person's medical condition would subject the person to severe pain that 
cannot be adequately managed without the requested treatment 


Out-of-Network Denial: A denial of a request for preauthorization to receive a health service from an out-of
network provider on the basis that such service is not materially different from a health service available in-network. 
The Notice of denial of such out-of-network service shall include information explaining what information must be 
submitted to appeal the denial. 


Rare Disease: A life threatening or disabling condition or disease that: (1 )(a) is currently or has been subject to a 
research study by the National Institutes of Health Rare Diseases Clinical Research Network; or (b) affects fewer than 
200,000 United States residents per year; and (2) for which there does not exist a standard health service or procedure 
covered by the p~ that is more clinically beneficial than the requested health service or treatment. 


Claim Determinations - Group Health Coverage 


Pre-Service Claims 
Aetna will make notification of a claim determination as soon as possible but not later than 3 business days after 
receipt of the necessary information. In the event you fail to provide all of the necessary information for Aetna to 
make a claim determination, Aetna will request such information within 3 days of receipt of the claim. Aetna will 
allow you 45 days to submit the necessary information, and will make a claim determination within 3 business days 
after receipt of such information. If the information requested is not received by Aetna after 45 days, Aetna will make 
a determination based on information available and will notify you of the decision within 15 days. Aetna will notify 
you or your designee and your Health Care Provider of the determination by telephone and in writing. Notification 
will include the total of approved services, the date of the onset of services and the next review date. 


With respect to Pre-Service Urgent Care Claims, Aetna will make a notification by telephone and in writing within 24 
hours after receipt of the claim. If more information is needed, Aetna will request it within 24 hours. You or your 
designee and your Health Care Provider will have 48 hours to submit the needed information. Aetna will make a 
determination and provide notice to you or your designee and your Health Care Provider by telephone and in 
writing within 48 hours of the earlier of Aetna's receipt of the information or the end of the 48 hour period after 
Aetna's request of the information. 


Concurrent Care Claim Extension 
Following a request for a concurrent care claim extension, Aetna will make notification of a claim determination by 
telephone and in writing to you, your designee and your health care provider as soon as possible, but no later than 
one day after receipt of the necessary information, or 15 days from receipt of the claim. With respect to home health 
care services following an inpatient hospital admission, Aetna will make the notification no later than 72 hours after 
receipt of the necessary information when the day subsequent to the request falls on a weekend or a holiday. But, 
coverage shall not be denied on the basis of medical necessity or lack of authorization while the decision is pending. 


..... ___ / 







With respect to Concurrent Claims that involve urgent matters, Aetna will make a determination and will notify you 
your designee and your Health Care Provider by telephone and in writing within 24 hours after receipt of the 
request, if the request for additional information is made at least 24 hours prior to the end of the period for which 
benefits have been approved. Requests that are not made within this time will be detennined within the timefrrunes 
for Pre Service Urgent Care Claims. It Aetna has approved a course of treatment, Aetna will not reduce or terminate 
the approved services before giving you enough prior notice of the reduction or termination so that you can comr)Je·te 
the appeal process before the services are reduced or terminated. 


Post-service Claims 
Aetna will make notification of a claim determination in writing as soon as possible but not later than 30 calendar 
after receipt of d1e clainl. In the event you fail to provide all of the necessary information for Aetna to make a dain1 
determination, Aetna will allow you 45 days to submit ilie necessary information, and will make a clainl determination 
within 15 days after receipt of such information. If the information requested is not received by Aetna after 45 
Aetna will make a determination based on information available and will notify you of the decision widlin 15 


The Notice of adverse benefit determination will include: 


111 TI1e reasons for the adverse benefit determination, including reference to specific plan provisions upon 
ilie determination is based and ilie clinical rationale, if any; 


"' A description of the plan's review procedures, including a statement of clainlants' rights to bring a civil action 
" Instructions on how to start the appeals, expedited appeals and external appeals process; 
111 Notice of the availability, upon request, of the clinical review criteria used to make the adverse benefit 


determination. This notice will also specify what necessary additional information, if any, must be 
or obtained by, Aetna in order to render a decision on appeal. 


" The Notice will be sent to you, your designee and your Health Care Provider. 


In the event iliat Aetna renders an adverse benefit determination wiiliout first attempting to discuss the matter with 
ilie insured's health care provider who specifically recommended ilie service, procedure or treatment, ilie health 
care provider will have the opportunity to request a reconsideration of ilie adverse benefit determination. for 
post-service clainls, such reconsideration will occur within one business day of receipt by Aetna of the request. lf 
adverse benefit determination is upheld, Aetna will provide notice, as described above. 


If Aetna does not render a decision within the period set forth above, you may consider this to be an adverse benefit 
determination, subject to appeal. 


Complaints 


If you are dissatisfied wiili ilie service you receive from ilie Plan or want to complain about an in-network 
(if applicable) you must call or write Aetna Customer Service. You must include a detailed description of the matter 
and include copies of any records or documents that you think are relevant to ilie matter. Aetna will review the 
information and provide you with a written response within 15 calendar days of the receipt of the complaint, unless 
additional information is needed and it cannot be obtained within this period. The notice of d1e decision will tell you 
what you need to do to seek an additional review. 


By calling Customer Service. Aetna's Customer Service telephone number is on your ID card. If you are required 
leave a recorded message, your message will be acknowledged within one business day after ilie call was recorded. 


For written complaints, an acknowledgement letter will be sent to you witllin 15 days of Aetna's receipt of the 
complaint. This letter may request additional information. If so, ilie additional information must be submitted to 
Aetna within 15 days of the date of ilie letter. 







Appeals of Out-of-Network Denials (if appDcable) 


You may appeal an out-of-network denial based on the fact that an alternate service is available in-network by 
submitting: 


• a written statement from your physician that the service is materiall.y different from the health service the plan 
approved to treat your medical needs. 


• two documents from available medical and scientific evidence, stating that such service is likely to be more 
clinically beneficial than the alternate in-network service and the adverse risk would not be substantially increased. 


Appeals of Adverse Benefit Determinations 
You may submit an appeal if Aetna gives notice of an adverse benefit determination. This Plan provides for two 
levels of appeal. It will also provide an option to request an external review of the adverse benefit determination. 


You have 180 calendar days following the receipt of notice of an adverse benefit determination to request your 
level one appeal Your appeal may be submitted orally or in writing. The request should include: 


Your name; 
Your employer's name; 
A statement from your physician; 
A copy of Aetna's notice of an adverse benefit determination; 
Your reasons for making the appeal; and 
Any other information you would like to have considered. 


Send in your appeal to Customer Service at the address shown on your ID Card, or call in your appeal to Customer 
Service using the toll-free telephone number shown on your ID Card. 


You may also choose to have an authorized designee make the appeal on your behalf by providing written consent to 
Aetna. Your health care provider may make the appeal in connection with the adverse benefit determination for a 
post service claim. 


Level One Appeal 
A level one appeal of an adverse benefit determination shall be decided by Aetna personnel not involved in 
making the adverse benefit determination. 


Expedited Appeals 
Aetna has established an expedited appeals process for adverse benefit determinations involving urgent care 
claims, concurrent care claim extensions and pre-service claims. Aetna will render a decision involving urgent 
care, concurrent claim extension and pre-service claims within the earlier of 72 hours of receipt of the appeal, or 
2 business days from the receipt of the necessary information to conduct the appeal. 


Pre-Service Claims (other than those subject to an Expedited Appeal) 
Aetna shall issue a decision within 15 days of receipt of the appeal. 


Post-Service Claims 
Aetna shall issue a decision within the earlier of 15 days of receipt of the necessary information to conduct the appeal 
or 30 days of receipt of the request for an appeal. 


The notice of the appeal determination will include: 


• 


• 


If the adverse benefit determination is upheld, the reason for the determination, including the clinical rationale 
for it; and 
A notice of your right to an external appeal, together with information and a description of the external appeals 
process. You also have the option to request a Level 2 appeal from Aetna. 







If Aetna does not render an appeals detennination for a Standard or Expedited appeal within the timeframes set 
forth above, the adverse benefit determination will be reversed. 


Level Two Appeal 


If Aetna upholds an adverse benefit determination at the first level of appeal, you or your authorized 
representative have the option to file a level two appeal or request an External Appeal. The Level Two_appeal, if 
requested, must be submitted within 60 calendar days following the receipt of notice of a level one appeal 
determination. Please note that that if you decide to pursue a Level Two appeal and wait for a decision from Aetna, 
you may miss the deadline to request an External Appeal from the New York State Insurance Department. Also, you 
may wish to end your Level Two appeal once you receive notice from the New York State Insurance Department 
that your request for an External Appeal has been received and is being sent out for review. 


A level two appeal of an adverse benefit determination of an expedited appeal shall be decided by Aetna 
personnel not involved in making the adverse benefit determination. A level two appeal of an adverse benefit 
determination of a pre-service claim or a post-service claim will be reviewed by the Aetna Appeals Committee. 


Expedited Appeals (Urgent Care Claims. Concurrent Care Claims Extensions and Pre-Service 
Claims) 
Aetna shall issue a decision within 24 hours of receipt of the request for a level two appeal for these claims. 


Pre-Service Claims (other than those subject to an Expedited Appeal) 
Aetna shall issue a decision within 15 calendar days of receipt of the request for level two appeal. 


Post-Service Claims 
Aetna shall issue a decision within 30 calendar days of receipt of the request for a level two appeal. 


Grievances 


You may submit a grievance to Aetna with respect to review of any detennination other than an adverse benefit 
determination. The grievance must be submitted not less than 60 business days after receipt of the notice of the 
determination. 


Aetna will acknowledge receipt of the grievance within 1 5 calendar days after its receipt by Aetna. 


Grievance Determinations 
Expedited Grievances 
Aetna will resolve an expedited grievance within the lesser of 48 hours from receipt of the necessary information or 
72 hours from receipt of the grievance when delay would significantly increase the risk to a person's health. 


Standard Grievances 
For other grievances, Aetna will resolve the grievance within the lesser of 30 days from receipt of the necessary 
information or 15 days from receipt of the grievance for pre-service claims grievances, or 30 days after receipt of a 
post service claims grievance. 


Grievance Appeals 
Expedited Grievances 
Aetna will render a decision within 36 hours after receipt of the appeal 


Standard Grievances 
For other grievances, Aetna will resolve the grievance within 15 days from receipt of the grievance appeal for pre
service claims grievances and 30 days from receipt of grievance appeal for post service claims grievances. 







External Review 


Your Right to an External Appeal 


Under certain circumstances, you have a right to an external appeal of a denial of coverage. Specifically, if Aetna has 
denied coverage on the basis that the a) service is not medically necessary or is an experimental or investigational 
treatment or (b) if applicable, such service is out-of network and an alternate is available in-network, you may appeal 
that decision to an External Appeal Agent, an independent entity certified by the State to conduct such appeals. 


Your Right to Appeal a Determination that a Service is not Medically Necessary 


If Aetna has denied coverage on the basis that the service is not medically necessary, you may appeal to an External 
Appeal Agent if you satisfy the following criteria listed below: 


• The service, procedure or treatment must otherwise be a Covered Medical Expense under this plan; and 
• You must have received a final adverse benefit determination through the first level of Aetna's internal review 


process and Aetna must have upheld the denial or you and Aetna must agree in writing to waive any internal 
appeal. 


Your Right to Appeal a Determination that a Service is Experimental or Investigational 


If you have been denied coverage on the basis that the service is an experimental or investigational treatment, you 
must satisfy the following criteria: 


• The service must otherwise be a Covered Medical Expense under this plan; and 
• You must have received a final adverse benefit determination through the first level of Aetna's internal appeal 


process and Aetna must have upheld the denial or you and Aetna must agree in writing to waive any internal 
appeal. 


In addition, your attending physician must certify that you have a life-threatening or disabling condition or disease. 
A "life-threatening condition or disease" is one which, according to the current diagnosis of the attending physician, 
has a high probability of death. A "disabling condition or disease" is any medically determinable physical or medical 
impairment that can be expected to result in death, or that has lasted or can be expected to last for a continuous 
period of not less than 12 months, which renders you unable t~ engage in any substantial gainful activities. In the case 
of a dependent child under the age of 18, a "disabling condition or disease" is any medically determinable physical or 
mental impairment of comparable severity. 


Your attending physician must also certify that the life-threatening or disabling condition or disease is one for which 
standard health services are ineffective or medically inappropriate or one for which there does not exist a more 
beneficial standard service or procedure covered under this plan or one for which there exists a clinical trial (as 
defined by law) or rare disease. In the case of a rare disease, the attending physician may not be the treating 
physician. 


In addition, your attending physician must have recommended at least one of the following: 


• 


• 


A service, procedure or treatment that two (2) documents from available medical and scientific evidence indicate 
is likely to be more beneficial to you than any standard Covered Medical Expense (only certain documents will be 
considered in support of this recommendation - your attending physician should contact the State in order to 
obtain current information as to what documents will be considered acceptable) or in the case of a rare disease, 
based on the physician's certification and such other evidence as you, your designee, or the attending physician 
may present; or 
A clinical trial for which you are eligible (only certain clinical trials can be considered) . 







Your Right to Appeal a Determination that an Alternate Service is available In-Network (if applicable) 


If Aetna has denied coverage on the basis that an alternate service is available in-network (other than a clinical trial, 
which is covered immediately above), you may appeal to an External Appeal Agent if you satisfy the following criteria 
listed below: 


• The service, procedure or treatment must otherwise be a Covered Medical Expense under this plan; and 
• You must have received a final adverse benefit determination through the first level of Aetna's internal review 


process and Aetna must have upheld the denial, or you and Aetna must agree in writing to waive any internaL 
• The attending physician certifies that such out-of -network service is (i) materially different than the alternate in


network service; and (ii) based on two documents from available medical and scientific evidence, such service is 
likely to be more clinically beneficial than the alternate in-network service and the adverse risk would not be · 
substantially increased. 


For the purposes of this section, your attending physician must be a licensed, board certified or board eligible 
physician qualified to practice in the area appropriate to treat your life-threatening or disabling condition or disease. 
In the case of a rare disease, the attending physician may not be the treating physician. 


The External Appeal Process 


If, through the first level of Aetna's internal appeal process, you have received a final adverse benefit 
determination upholding a denial of coverage on the basis that the service is not medically necessary or is an 
experimental or investigational treatment, or (if applicable) an alternate service is available in-network, you have 45 
days from receipt of such notice to file a written request for an external appeal. If you and Aetna have agreed to waive 
any internal appeal, you have 45 days from the receipt of such waiver to file a written request for an external appeal. 
Aetna will provide an external appeal application with the final adverse benefit determination issued through the 
first level of Aetna's internal appeal process or its written waiver of an internal appeal. 


You may also request an external appeal application from the New York State Department of Insurance at 1-800-
400-8882. The completed application must be submitted to the New York State Department of Insurance at the 
address listed in the application. If you satisfy the criteria for an external appeal, the State will forward the request to 
a certified External Appeal Agent. 


You will have the opportunity to submit additional documentation with the request. If the External Appeal Agent 
determines that the information you submit represents a material change from the information on which Aetna based 
its denial, the External Appeal Agent will share this information with Aetna in order for it to exercise its right to 
reconsider its decision. If Aetna chooses to exercise this right, Aetna will have three (3) business days to amend or 
confirm its decision. Please note that in the case of an expedited appeal (described below), Aetna does not have a 
right to reconsider its decision. 


In general, the External Appeal Agent must make a decision within thirty (30) days of receipt of the completed 
application. The External Appeal Agent may request additional information from you, your physician or Aetna. If 
the External Appeal Agent requests additional information, it will have five (5) additional business days to make its 
decision. The External Appeal Agent must notify you in writing of its decision within two (2) business days. 


If your attending physician certifies that a delay in providing the service that has been denied poses an imminent or 
serious threat to your health, you may request an expedited external appeal. In that case, the External Appeal Agent 
must make a decision within three (3) days of receipt of the completed application. Immediately after reaching a 
decision, the External Appeal Agent must try to notify you and Aetna by telephone or facsimile of that decision. The 
External Appeal Agent must also notify you in writing of its decision. 







If the External Appeal Agent overturns Aetna's decision that a service is not medically necessary or approves 
coverage of an experimental or investigational treatment or determines that the out-of-network service (if applicable) 
should be covered under the Plan, Aetna will provide coverage subject to the other terms and conditions of this Plan. 
If the External Appeal Agent approves coverage of an experimental or investigational treatment that is part of a 
clinical trial, Aetna will only cover the costs of services required to provide treatment to you according to the design 
of the trial. Aetna shall not be responsible for the costs of investigational drugs or devices; the costs of non-health 
care services; the costs of managing research; or costs which would not be covered under this Plan for non
experimental or non-investigational treatments provided in such clinical trial. 


The External Appeal Agent's decision is binding on both you and Aetna. The External Appeal Agent's decision is 
admissible in any court proceeding. 


Your Responsibilities 


It is your responsibility to initiate the external appeals process. You may initiate the external appeal process by filing 
a completed External Appeal application with the New York State Department of Insurance. You or your designee 
may file an external appeal application; but if it's filed by your designee, you must consent to it in writing. The 
Department of Insurance may request from you written continuation of the appointment of a designee. In addition, 
your attending physician has the right to pursue an external appeal of a retrospective adverse claim 
determination. To do so, the attending physician must complete an External Appeal application for health care 
providers. You must sign an acknowledgment of the request and a consent form to release any medical records. 


Under New York State law, the completed request for appeal must be filed within 45 days of either: the date upon 
which you receive written notification from Aetna that it has upheld a denial of coverage; or the date upon which you 
receive a written waiver of any internal appeal. Aetna has no authority to grant an extension of this deadline. 


Covered Services and Exclusions 


In general, this plan does not cover experimental or investigational treatments. However, this plan shall cover an 
experimental or investigational treatment approved by an External Appeal Agent in accordance with this section. If 
the External Appeal Agent approves coverage of an experimental or investigational treatment that is part of a clinical 
trial, Aetna will only cover the costs of services required to provide treatment to you according to the design of the 
trial. Aetna shall not be responsible for the costs of investigational drugs or devices, the costs of non-health care 
services, the costs of managing research, or costs which would not be covered under this policy for non-experimental 
or non-investigational treatments provided in such clinical trial. 


APPEALS OF ADMISSIONS FOR OR PROVISIONS OR CONTINUATION OF ACCESS TO END OF 
LIFE CARE FOR PERSONS DIAGNOSED WITH ADVANCED CANCER 


The following applies if a person: (i) has been diagnosed with advanced cancer (with no hope of reversal of primary 
disease and fewer than 60 days to live, as certified by the person's participating provider); and (ii) the participating 
provider, in consultation with the medical director of a facility specializing in the treatment of terminally ill patients 
and licensed pursuant to article 28 of the public health law, has determined that the person's care would be 
appropriately provided by such facility. 


In the event Aetna disagrees with the admission of or provision or continuation of care of the person by the facility, 
Aetna must initiate an expedited external appeal as described above. However, until a decision is rendered, such 
admission for, provision of or continuation of the care by the facility will not be denied, and Aetna will continue to 
provide such coverage. The decision of the external appeals agent will be binding on all parties. 


Aetna will keep records of your complaint for 7 years. 







Ronald A. Williams 
Chairman, Chief Executive Officer and President 


Aetna Life Insurance Company 
(A Stock Company) 











Aetna Life Insurance Company 
Hartford, Connecticut 06156 


Massachusetts Involuntary Disenrollment Rider 
Policyholder: Sarah Lawrence College 
Group Policy No.: GP-875727 
Rider No.: :MA-02 
Issue Date: 
Effective Issue Date: 


January 11, 2011 
November 1, 2010 


The group policy specified above has been amended. The following summarizes the changes in the group policy and 
the Certificate of Insurance describing the policy terms is amended accordingly. This amendment is effective on the 
date shown above. 


The following information is being provided to covered persons as required by the Massachusetts Managed Care 
Consumer Protections and Accreditation of Carriers Regulation 211 CMR 52.00. 


The entire premiums charged to the Policyholder for the cost of health coverage under your plan of benefits are 
stated below. The amount that you contribute, if any, towards the cost of this health coverage is determined by the 
Policyholder. 


Summary of Monthly Billing Rates: 


• Premium Rates 


The current premium rates for all of the Accident and Health Coverages provided under this policy are on record with 
both Aetna and the Policyholder. 


The premium rates shown above will become effectiYe on November 1, 2010 and will remain in effect until 
December 31, 2011 in the absence of any material modifications made to the plan of benefits. 


In accordance with the terms of the Group Policy, the Policyholder is expected to make premium payments to Aetna 
on the monthly premium due date. A grace period of 30 days after the due date will be allowed the Policyholder for 
the payment of each premium. Aetna has the right to terminate the Group Policy as to all or any class of employees of 
the Policyholder at any time after the end of the grace period if any premium; fee; charge; or rate for the employee's 
coverage has not been paid. Tllis right is subject to the terms of any laws or regulations. 
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Termination of Coverage Disclosure 
The Massachusetts Office of Patient Protection requires that insurance carriers disclose the following data: 


For the year 2008, Aetna terminated the coverage of .0000% Massachusetts insureds covered under a medical plan 
underwritten by Aetna Life Insurance Company for one or more of the following reasons: 


• 
• 


Significant misrepresentation or fraud against Aetna on the part of the covered person . 
The covered person committed an act of physical or verbal abuse which posed a threat to a Preferred Care 
Provider or other covered person. The commission of the act of physical or verbal abuse was unrelated to the 
covered person's physical or mental condition. 


If you have any questions concerning the data disclosed above, please contact the Massachusetts Office of Patient 
Protection by: 


Calling its toll-free telephone number 1-800-436-77 57; 
Sending a fax to 617 -624-5046; or 


Via the internet site: -'-'-'"--"'=~=~"·'"'""c: ... "'+'·''·'·"·.:c;~"'¥'''·· 


GR·96225 


~~ 41 Jl/!!u-4 
Ronald A. Williams 


Chairman, Chief Executive Officer, and President 
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Preface 


Aetna Life Insurance Company (ALIC) is pleased to provide you with this Booklet-Certificate. Read this Booklet-Certificate 
carefully. The plan is underwritten by Aetna Life Insurance Company of Hartford, Connecticut (referred to as Aetna). 


This Booklet-Certificate is part of the Group Insurance Poliry between Aetna Life Insurance Company and the Policyholder. 
The Group Insurance Poliry determines the terms and conditions of coverage. Aetna agrees with the Policyholder to 
provide coverage in accordance with the conditions, rights, and privileges as set forth in this Booklet-Certificate. The 
Policyholder selects the products and benefit levels under the plan. A person covered under this plan and their 
covered dependents are subject to all the conditions and provisions of the Group Insurance Poliry. 


The Booklet-Certificate describes the rights and obligations of you and Aetna, what the plan covers and how benefits are 
paid for that coverage. It is your responsibility to understand the terms and conditions in this Booklet-Certificate. Your 
Booklet-Certificate includes the Scbedule ofBenifits and any amendments or riders. 


If you become insured, this Booklet-Certificate becomes your Certificate of Coverage under the Group Insurance Poliry, and it 
replaces and supersedes all certificates describing similar coverage that Aetna previously issued to you. 


Group Policyholder: 
Group Policy Number: 
Effective Date: 
Issue Date: 
Booklet -Certificate Number: 


Ronald A Williams 


Sarah Lawrence College 
GP-875727 
November 1, 2010 
January 11, 2011 
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Chairman, Chief Executive Officer and President 


Aetna Life Insurance Company 
(A Stock Company) 


Important Information Regarding Availability of Coverage (GR-9N o2-oo5 02J 


No services are covered under this Booklet-Certificate in the absence of payment of current premiums subject to the 
Grace Period and the Premium section of the Group Insurance Poliry. 


Unless specifically provided in any applicable termination or continuation of coverage provision described in this 
Booklet-Certificate or under the terms of the Group Insurance Poliry, the plan does not pay benefits for a loss or claim for a 
health care, medical or dental care expense incurred before coverage starts under this plan. 


This plan will not pay any benefits for any claims, or expenses incurred after the date this plan terminates. 


This provision applies even if the loss, or expense, was incurred because of an accident, injury or illness that 
occurred, began or existed while coverage was in effect. 


Please refer to the sections, "Termination of Coverage (Extension ofBenifits)" and "Continuation of Coverage" for more details 
about these provisions. 


Benefits may be modified during the term of this plan as specifically provided under the terms of the Group Insurance 
Poliry or upon renewaL If benefits are modified, the revised benefits (including any reduction in benefits or elimination 
of benefits) apply to any expenses incurred for services or supplies furnished on or after the effective date of the plan 
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modification. There is no vested right to receive any benefits described in the Group In.rurance Poliry or in this Booklet
Certificate beyond the date of termination or renewal including if the service or supply is furnished on or after the 
effective date of the plan modification, but prior to your receipt of amended plan documents. 


Coverage for You and Your Dependents 


Health Expense Coverage 


Benefits are payable for covered health care expenses that are incurred by you or your covered dependents while 
coverage is in effect. An expense is "incurred" on the day you receive a health care service or supply. 


Coverage under this plan is non-occupational. Only non-occupational injuries and non-occupational illnesses are 
covered. 


Refer to the What the Plan Cover.r section of the Booklet-Certfficate for more information about your coverage. 


Treatment Outcomes of Covered Services 
Aetna is not a provider of health care services and therefore is not :responsible for and does not guarantee any results 
or outcomes of the covered health care services and supplies you receive. Except for Aetna RX Home Delivery 
providers of health care services, including hospitals, institutions, facilities or agencies, are independent contractors 
and are neither agents nor employees of Aetna or its affiliates. 
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When Your Coverage Begins 
(GR-9N 29-005-01-l,lY) 


Throughout tlus section you will find information on who can be covered under the plan, how to enroll and what to 
do when there is a change in your life that affects coverage. In tills section, "you" means the employee. 


Who Can Be Covered 


Employees 
To be covered by tills plan, the following requirements must be met: 


• You will need to be in an "eligible class", as defined below; and 
• You will need to meet the "eligibility date criteria" described below. 


Eligible Classes 
You are in an eligible class if: 


• You are a regular part-time or full-time employee, as deflned by your employer. 


Determining When You Become Eligible 
You become eligible for the plan on your eligibility date, which is determined as follows. 


On the Effective Date of the Plan 
If you are in an eligible class on the effective date of this plan, your coverage eligibility date is the effective date of the 
plan. 


After the Effective Date of the Plan 
If you are hired after the effective date of tills plan, your eligibility coverage date is the fust day of the month 
coinciding with or next following the date you are hired. 


If you enter an eligible class after the effective date of tills plan, your coverage eligibility date is the date you enter the 
eligible class. 


Obtaining Coverage for Dependents (GR-9N-29-010-02 JVYJ 


Your dependents can be covered under your plan. You may enroll the following dependents: 


• 
• 
• 


Your legal spouse; or 
Your domestic partner who meets the rules set by your employer; and 
Your dependent children . 


Aetna will rely upon your employer to determine whether or not a person meets the definition of a dependent for 
coverage under the plan. This determination will be conclusive and binding upon all persons for the purposes of tills 
plan. 
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Coverage for Domestic Partner (GR-9N29-0tOOt-NYJ 


To be eligible for coverage, you and your domestic partner will need to complete and sign a Declaration of Domestic 
Partnership. 


Coverage for Dependent Children (GR-9N-29-0I0-02 NY) 


To be eligible, a dependent child must be: 


• 
• 
• 


Unmarried; and 
Under 19 years of age; or 
Under age 26, as long as he or she is a full-time student at an accredited institution of higher education and solely 
depends on your support"'. 


*Note: Proof of full-time student status is required each year. This means that the child is enrolled as an 
undergraduate student with a total course load of at least 12 credits or is enrolled as a graduate student with a total 
course load of at least 9 credits. 


An eligible dependent child includes: 


• 
• 
• 
• 
• 
• 
• 


Your biological children; 
Your stepchildren; 
Your legally adopted children; 
Your foster children, including any children placed with you for adoption; 
Any children for whom you are responsible under court order; 
Your grandchildren in your court-ordered custody; and 
Any other child with whom you have a parent-child relationship . 


Coverage for a handicapped child may be continued past the age limits shown above. See Handicapped Dependent 
Children for more information. 


How and When to Enroll rcR-9N29-01503NYJ 


Initial Enrollment in the Plan 
You will be provided with plan benefit and enrollment information when you first become eligible to enroll. To 
complete the enrollment process, you will need to provide all requested information for yourself and your eligible 
dependents. You will also need to agree to make required contributions for any contributory coverage. Your employer 
will determine the amount of your plan contributions, which you will need to agree to before you can enroll. 
Remember plan contributions are subject to change. 


You will need to enroll within 31 days of your eligibility date. Otherwise, you may be considered a Late Enrollee. If 
you miss the enrollment period, you will not be able to participate in the plan until the next annual enrollment period, 
unless you qualify under a Special Enrollment Period, as described below. 


Newborns are automatically covered for 31 days after birth. To continue coverage after 31 days, you will need to 
complete a change form and return it to your employer within the 31-day enrollment period. 
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Late Enrollment 
If you do not enroll during the Initial Enrollment Period, or a subsequent annual enrollment period, you and your 
eligible dependents may be considered Late Enrollees and coverage may be deferred until the next annual enrollment 
period. If, at the time of your initial enrollment, you elect coverage for yourself only and later request coverage for 
your eligible dependents, they may be considered Late Enrollees. 


You must return your completed enrollment form before the end of the next annual enrollment period. 


However, you and your eligible dependents may not be considered Late Enrollees under the circumstances described 
in the "Special Enrollment Periods" section below. 


Annual Enrollment (GR-9N 29-015-HRPANYJ 


During the annual enrollment period, you will have the opportunity to review your coverage needs for the upcoming 
year. During this period, you have the option to change your coverage. The choices you make during this annual 
enrollment period will become effective the following year. 


If you do not enroll yourself or a dependent for coverage when you first become eligible, but wish to do so later, you 
will need to do so during the next annual enrollment period, unless you qualify under one of the Special Enrollment 
Periods, as described below. 


Special Enrollment Periods (GR-9N-29.()t5.()5NYJ 


You will not be considered a Late Enrollee if you qualify under a Special Enrollment Period as defined below. If one 
of these situations applies, you may enroll before the next annual enrollment period. 


Loss of Other Health Care Coverage 
You or your dependents may qualify for a Special Enrollment Period if: 


• 


• 


• 


You did not enroll yourself or your dependent when you first became eligible or during any subsequent annual 
enrollments because, at that time: 


You or your dependents were covered under other creditable coverage; and 


You refused coverage and stated, in writing, at the time you refused coverage that the reason was that you or 
your dependents had other creditable coverage, but such written statement is required only if your employer 
requires the statement and gives you notice of the requirement, and the notice explains the consequences of 
failing to provide such statement; and 


You or your dependents are no longer eligible for other creditable coverage because of one of the following: 
The end of employment; 


A reduction in hours of employment (for example, moving from a full-time to part-time position); 


The ending of the other plan's coverage; 
Death; 


Divorce or legal separation; 


Employer contributions toward that coverage have ended; 
COBRA coverage ends; 


The employer's decision to stop offering the group health plan to the eligible class to which the employee 
belongs; 


Cessation of a dependent's status as an eligible dependent as such is defined under this Plan; or 


With respect to coverage under Medicaid or an S-CHIP Plan, you or your dependents no longer qualify for 
such coverage; 


The operation of another Plan's lifetime maximum on all benefits, if applicable. 
You or your dependents become eligible for State premium assistance, with respect to coverage under the group 
health plan, under Medicaid or an S-CHIP Plan. 


5 







You will need to enroll yourself or a dependent for coverage within: 


• 31 days of when other creditable coverage ends; 
• within 60 days of when coverage under Medicaid or an S-CHIP Plan ends; or 
• within 60 days of the date you or your dependents become eligible for Medicaid or S-CHIP premium assistance. 


Evidence of termination of creditable coverage must be provided to Aetna. If you do not enroll during this time, 
you will need to wait until the next annual enrollment period. 


New Dependents 
You and your dependents may qualify for a Special Enrollment Period if: 


• You did not enroll when you were first eligible for coverage; and 
• You later acquire a dependent, as defined under the plan, through marriage, birth, adoption, or placement for 


adoption; and 
• You elect coverage for yourself and your dependent within 31 days of acquiring the dependent. 


Your spouse or child who meets the definition of a dependent under the plan may qualify for a Special Enrollment 
Period if: 


• You did not enroll them when they were first eligible; and 
• You later elect coverage for them within 31 days of a court order requiring you to provide coverage . 


You will need to report any new dependents by completing a change form, which is available from your employer. 
The form must be completed and returned to Aetna within 31 days of the change. If you do not return the form 
within 31 days of the change, you will need to make the changes during the next annual enrollment period. However, 
coverage for a newborn child will be provided from the date you give notice to Aetna. 


IfY ou Adopt a Child 
Your plan will cover a child who is placed for adoption. This means you have taken on the legal obligation for total or 
partial support of a child whom you plan to adopt. 


Your plan will provide coverage for a child who is placed with you for adoption if: 


• 
• 
• 
• 


The child meets the plan's definition of an eligible dependent on the date he or she is placed for adoption; and 
You request coverage for the child in writing within 31 days of the placement . 
Proof of placement will need to be presented to Aetna prior to the dependent enrollment . 
Any coverage limitations for a pre-existing condition will not apply to a child placed with you for adoption 
provided that the placement occurs on or after the effective date of your coverage. 


When You Receive a Qualified Child Support Order 
A Qualified Medical Child Support Order (QMCSO) is a court order requiring a parent to provide health care 
coverage to one or more children. A Qualified Domestic Relations Support Order (QDRSO) is a court order 
requiring a parent to provide dependent's health insurance coverage to one or more children. Your plan will provide 
coverage for a child who is covered under a QMCSO or a QDRSO, if: 


• The child meets the plan's definition of an eligible dependent; and 
• You request coverage for the child in writing within 31 days of the court order . 


Coverage for the dependent will become effective on the date of the court order. Any coverage limitations for a pre
existing condition will not apply, as long as you submit a written request for coverage within the 31-day period. 


If you do not request coverage for the child within the 31-day period, Aetna will nevertheless provide the coverage 
for the child and for you, if necessary, regardless of whether you request coverage within the 31 days or not. 
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Under a QMCSO or QDRSO, if you are the non-custodial parent, the custodial parent may file claims for benefits. 
Benefits for such claims will be paid to the custodial parent. 


When Your Coverage Begins 


Your Effective Date of Coverage 
Your coverage takes effect on the later of: 


• 
• 


The date you are eligible for coverage; or 
The date your enrollment is received; 


• If you are considered a late enrollee, on the first day of the first calendar month following the end of the late 
entrant enrollment period during which you elect coverage. 


If your completed enrollment information is not received within 31 days of your eligibility date, the rules under the 
Special Enrollment Periods section will apply. 


Your Dependent's Effective Date of Coverage 
Your dependent's coverage takes effect on the same day that your coverage becomes effective, if you have enrolled 
them in the plan by then. 


If any dependent is considered a late enrollee, coverage will take effect on the f:trst day of the first calendar month 
following the end of the late entrant period during which you elect coverage for such dependent. 


Note: New dependents need to be reported to Aetna within 31 days because they may affect your contributions. If 
you do not report a new dependent within 31 days of his or her eligibility date, the rules under the Special Enrollment 
Periods section will apply. 
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How Your Medical Plan Works 
(GR-9N-08-005-01 NY) 


It is important that you have the information and useful resources to help you get the most out of your Aetna medical 
plan. This Booklet-Certificate explains: 


• 
• 
• 
• 
• 
• 


Deftnitions you need to know; 
How to access care, including procedures you need to follow; 
W'hat expenses for services and supplies are covered and what limits may apply; 
W'hat expenses for services and supplies are not covered by the plan; 
How you share the cost of your covered services and supplies; and 
Other important information such as eligibility, complaints and appeals, termination, continuation of coverage, 
and general administration of the plan. 


Common Terms (GR-9N-s-Os-Oto-OtJ (GR-9N-s-Os-05-0t I\TY) 


Many terms throughout this Booklet-Certificate are defined in the Glossary section at the back of this document. 
Defined terms appear in bolded print. Understanding these terms will also help you understand how your plan works 
and provide you with useful information regarding your coverage. 


About Your Gatekeeper PPO Medical Plan (GR-9N-08-020-01 NYJ 


This Preferred Provider Organization Gatekeeper (PPO) medical plan provides coverage for a wide range of medical 
expenses for the treatment of illness or injury. It does not provide benefits for all medical care. The plan also 
provides coverage for certain preventive and wellness benefits. With your Gatekeeper PPO plan, you can directly 
access any physician, hospital or other health care provider (network or out-of-network) for covered services and 
supplies under the plan. The plan pays benefits differently when services and supplies are obtained through network 
providers or out-of-network providers. 


The plan will pay for covered expenses up to the maximum benefits shown in this Booklet-Certificate. Coverage is 
subject to all the terms, policies and procedures outlined in this Booklet-Certificate. Not all medical expenses are 
covered under the plan. Exclusions and limitations apply to certain medical services, supplies and expenses. Refer to 
the What the Plan Covers, Exclusions, Limitations and Schedule of Benefits sections to determine if medical services are 
covered, excluded or limited. 


This Gatekeeper PPO plan provides access to covered benefits through a network of health care providers and 
facilities. These network providers have contracted with Aetna, an affiliate or third party vendor to provide health 
care services and supplies to Aetna plan members at a reduced fee called the negotiated charge. This Gatekeeper 


8 







PPO plan is designed to lower your out-of-pocket costs when you use network providers for covered expenses. 
Your deductibles, copayments, and payment percentage will generally be lower when you use participating network 
providers and facilities. 


Some services and supplies may only be covered through network providers. Refer to the CmTend Benefit sections and 
your Schedule of Benefits to determine if any services are limited to network coverage only. 


Your out-of-pocket costs may vary between network and out-of-network benefits. Read your Schedule ofBeneftts 
carefully to understand the cost sharing charges applicable to you. 


Availability of Providers 
Aetna cannot guarantee the availability or continued participation of a particular provider. Either Aetna or any 
network provider may terminate the provider contract or limit the number of patients accepted in a practice. If the 
physician initially selected cannot accept additional patients, you will be notified and given an opportunity to make 
another selection. 


Ongoing Reviews 
Aetna conducts ongoing reviews of those services and supplies which are recommended or provided by health 
professionals to determine whether such services and supplies are covered benefits under this Booklet-Certificate. If 
Aetna determines that the recommended services or supplies are not covered benefits, you will be notified. You may 
appeal such determinations by contacting Aetna to seek a review of the determination. Please refer to the Reporting of 
Claims section of this Booklet-Certificate and the Complaints and Appeals Health Amendment included with this 
Booklet-Certificate. 


To better understand the choices that you have with your Gatekeeper PPO plan, please carefully review the following 
information. 


How Your Gatekeeper PPO Medical Plan Works (GR-9No8-03o-OIJ 


The Primary Care Physician: (GR-9N 08-030-0t) 


To access network benefits, you are encouraged to select a Primary Care Physician (PCP) from Aetna's network of 
providers at the time of enrollment. Each covered family member may select his or her own PCP. If your covered 
dependent is a minor, or otherwise incapable of selecting a PCP, you should select a PCP on their behalf 


You may search online for the most current list of participating providers in your area by using DocFind, Aetna's 
online provider directory at www.aetna.com. You can choose a PCP based on geographic location, group practice, 
medical specialty, language spoken, or hospital affiliation. DocFind is updated several times a week. You may also 
request a printed copy of the provider directory through your policyholder or by contacting Member Services through 
e-mail or by calling the toll free number on your ID card. 


A PCP may be a general practitioner, family physician, internist, or pediatrician. Your PCP provides routine 
preventive care and will treat you for illness or injury. 


A PCP coordinates your medical care, as appropriate either by providing treatment or may direct you to other 
network providers for other covered services and supplies. The PCP can also order lab tests and x-rays, prescribe 
medicines or therapies, and arrange hospitalization. 


Changing Your PCP 
You may change your PCP at any time on Aetna's website, www.aetna.com, or by calling the Member Services toll
free number on your identification card. The change will become effective upon Aetna's receipt and approval of the 
request. 


9 







Specialists and Other Network Providers 
You may directly access specialists and other health care professionals in the network for covered services and 
supplies under this Booklet-Certificate. Refer to the Aetna provider directory to locate network specialists, 
providers and hospitals in your area. Refer to the Schedule oJBenefits section for benefit limitations and out-of-pocket 
costs applicable to your plan. 


Accessing Network Providers and Benefits (GR-9N 08.()4-0.0t) 


• 


• 


• 


• 


• 


• 


• 


• 


You may select a PCP or other direct access network provider from the network provider directory or by 
logging on to Aetna's website at \V\1'\\-".actna.com. You can search Aetna's online directory, DocFind, for names 
and locations of physicians and other health care providers and facilities. You can change your PCP at 
anytime. 
If a service you need is covered under the plan but not available from a network provider or hospital in your 
area, please contact Member Services by email or at the toll-free number on your ID card for assistance. 
Certain health care services such as hospitalization, outpatient surgery and certain other outpatient services, 
require precertification with Aetna to verify coverage for these services. You do not need to precertify services 
provided by a network provider. Network providers will be responsible for obtaining necessary 
precertification for you. Since precertification is the provider's responsibility, there are no additional out-of
pocket costs to you as a result of a network provider's failure to precertify services. Refer to the Understanding 
Precertification section for more information on the precertification process and what to do if your request for 
precertification is denied. 
You will not have to submit medical claims for treatment received from network health care professionals and 
facilities. Your network provider will take care of claim submission. Aetna will directly pay the network 
provider or facility less any cost sharing required by you. You will be responsible for deductibles, coinsurance 
and copayments, if any. 


You will receive notification of what the plan has paid toward your covered expenses. It will indicate any 
amounts you owe towards your deductible, copayments, or coinsurance or other non-covered expenses you 
have incurred. You may elect to receive this notification by e-mail, or through the mail. Call or e-mail Member 
Services if you have questions regarding your statement. 


You will need to satisfy any applicable deductibles before the plan will begin to pay benefits . 


For certain types of services and supplies, you will be responsible for any copayments shown in the Schedule of 
Benefits. 
After you satisfy any applicable deductible, you will be responsible for any applicable coinsurance for covered 
expenses that you incur. Your coinsurance is based on the negotiated charge. You will not have to pay any 
balance bills above the negotiated charge for that covered service or supply. You will be responsible for your 
coinsurance up to the coinsurance limit applicable to your plan. 
Once you satisfy any applicable coinsurance limit, the plan will pay 100% of the covered expenses that apply 
toward the limit for the rest of the Calendar Year. Certain designated out-of-pocket expenses may not apply to 
the coinsurance limit. Refer to the Schedule of Benefits section for information on what expenses do not apply. 
Refer to your Schedule of Benefits for the specific coinsurance limit amounts that apply to your plan. 
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• 


• 


The plan will pay for covered expenses, up to the maximums shown in the What the Plan Covers or Schedule of 
Benifits sections. You are responsible for any expenses incurred over the maximum .limits outlined in the What the 
Plan Covers or Schedule ofBenifits sections. 
You may be billed for any deductible, copayment, or coinsurance amounts, or any non-covered expenses that 
you mcur. 


Benefits. 


• 


• 


• 


• 


• 


You will need to satisfy any applicable deductibles before the plan will begin to pay benefits . 


After you satisfy any applicable deductible, you will be responsible for any applicable coinsurance for covered 
expenses that you incur. You will be responsible for your coinsurance up to the coinsurance limit applicable 
to your plan. 
Your coinsurance will be based on the recognized charge. If the health care provider you select charges more 
than the recognized charge, you will be responsible for any expenses above the recognized charge. 
Once you satisfy any applicable coinsurance limit, the plan will pay 100% of the covered expenses that apply 
toward the limit for the rest of the Calendar Year. Certain designated out-of-pocket expenses may not apply to 
the coinsurance limit. Refer to the Getting Started: Common Terms section for information on what expenses do 
not apply. Refer to your Schedule ofBenifits for specific dollar amounts. 
The plan will pay for covered expenses, up to the maximums shown in the What the Plan Covers or Schedule of 
Benifits sections. You are responsible for any expenses incurred over the maximum limits outlined in the What the 
Plan Covers or Schedule ofBenifits sections. 


Understanding Precertification (GR-9N-Os-06o ot; 


Precertification 
Certain services, such as inpatient stays, certain tests, procedures and outpatient surgery require precertification by 
Aetna. Precertification is a process that helps you and your physician determine whether the services being 
recommended are covered expenses under the plan. It also allows Aetna to help your provider coordinate your 
transition from an inpatient setting to an outpatient setting (called discharge planning), and to register you for 
specialized programs or case management when appropriate. 


You do not need to precertify services provided by a network provider. Network providers will be responsible for 
obtaining necessary precertification for you. Since precertification is the provider's responsibility, there is no 
additional out-of-pocket cost to you as a result of a network provider's failure to precertify services. 


\Vhen you go to an out-of-network provider, it is your responsibility to obtain precertification from Aetna for any 
services or supplies on the precertification list below. If you do not precertify, your benefits may be reduced, or the 
plan may not pay any benefits. The list of services requiring precertification follows on the next page. 


The Precertification Process 
Prior to being hospitalized or receiving certain other medical services or supplies there are certain precertification 
procedures that must be followed. 


You are responsible for obtaining precertification. You or a member of your family, a hospital staff member, or the 
attending physician, must notify Aetna to precertify the admission or medical services and expenses prior to 
receiving any of the services or supplies that require precertification pursuant to this Booklet-Certificate in 
accordance with the following timelines: 
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Precertification should be secured within the timeframes specified below. To obtain precertification, call Aetna 
the telephone number listed on your ID card. This call must be made: 


For non-emergency admissions: You, your physician or the facility will need to call and 
request precertification at least 14 days before the date 
you are scheduled to be admitted. 


For an emergency outpatient medical condition: You or your physician should call prior to the 
outpatient care, treatment or procedure if possible; or as 
soon as reasonably possible. 


For an emergency admission: You, your physician or the facility must call witrilll 48 
hours or as soon as reasonably possible after you have 
been admitted. 


For an urgent admission: You, your physician or d1e facility will need to call 
before you are scheduled to be admitted. An urgent 
admission is a hospital admission by a physician due 
to the onset of or change in an illness; the diagnosis of 
an illness; or an injury. 


For outpatient non-emergency medical services You or your physician must call at least 14 days before 
requiring precertification: d1e outpatient care is provided, or the treatment or 


procedure is scheduled. 


Aetna will provide a written notification to you and your physician of the precertification decision. If your 
precertified expenses are approved the approval is good for 60 days as long as you remain enrolled in the 


\Xlhen you have an inpatient admission to a facility, Aetna will notify you, your physician and the facility about 
precertified length of stay. If your physician recommends that your stay be extended, additional days will need to 
be certified. You, your physician, or the facility will need to call Aetna at the number on your ID card as soon as 
reasonably possible, but no later than d1e final authorized day. Aetna will review and process the request for an 
extended stay. You and your physician will receive a notification of an approval or denial. 


If precertification determines that the stay or services and supplies are not covered expenses, the notification 
explain why and how Aetna's decision can be appealed. You or your provider may request a review of the 
precertification decision pursuant to the Appeals Amendment included with this Booklet-Certificate. 


Services and Supplies Which Require Precertification (GR-9Nos.oGs--04 NrJ 


Precertification is required for the following types of medical expenses: 


Inpatient and Outpatient Care 


• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 


Stays in a hospital; 
Stays in a skilled nursing facility; 
Stays in a rehabilitation facility; 
Stays in a hospice facility; 
Outpatient hospice care; 
Stays in a Residential Treatment Facility for treatment of mental disorders and substance abuse; 
Partial Hospitalization Programs for mental disorders and substance abuse; 
Home health care; 
Private duty nursing care; 
Intensive Outpatient Programs for mental disorders and substance abuse; 
Amytal interview; 
Applied Behavioral Analysis; 
Biofeedback; 
Electroconvulsive therapy; 
Neuropsychological testing; 
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• 
• 
• 


Outpatient detoxification; 
Psychiatric home care services; 
Psychological testing . 


How Failure to Precertify Affects Your Benefits (GR-9N08-070-01) 


A precertification benefit reduction will be applied to the benefits paid if you fail to obtain a required 
precertification prior to incurring medical expenses. This means Aetna will reduce the amount paid towards your 
coverage, or your expenses may not be covered. You will be responsible for the unpaid balance of the bills. 


You are responsible for obtaining the necessary precertification from Aetna prior to receiving services from an out
of-network provider. Your provider may precertify your treatment for you; however you should verify with Aetna 
prior to the procedure, that the provider has obtained precertification from Aetna. If your treatment is not 
precertified by you or your provider, the benefit payable may be significantly reduced or your expenses may not be 
covered. 


How Your Benefits are Affected 
The chart below illustrates the effect on your benefits if necessary precertification is not obtained. 


If precertification is: then the expenses are: 
• requested and approved by Aetna • covered. 
• requested and denied. • not covered, may be appealed. 
• not requested, but would have been covered if • covered after a precertification benefit reduction 


requested. is applied.* 


• not requested, would not have been covered if • not covered, may be appealed. 
requested. 


It is important to remember that any additional out-of-pocket expenses incurred because your precertification 
requirement was not met will not count toward your deductible or Coinsurance Limit. 


*Refer to the Schedule of Benefits section for the amount of precertification benefit reduction that applies to your plan. 


Emergency and Urgent Care rcR-9N-27.oos.o1J 


You have coverage 24 hours a day, 7 days a week, anywhere inside or outside the plan's service area, for: 


• An emergency medical condition; or 
• An urgent condition. 


In Case of a Medical Emergency 
\\'hen emergency care is necessary, please follow the guidelines below: 


• 


• 


• 


Seek the nearest emergency room, or dial 911 or your local emergency response service for medical and 
ambulatory assistance. If possible, call your primary care physician provided a delay would not be detrimental 
to your health. 
After assessing and stabilizing your condition, the emergency room should contact your PCP to obtain your 
medical history to assist the emergency physician in your treatment. 
If you are admitted to an inpatient facility, notify your PCP as soon as reasonably possible . 
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• If you seek care in an emergency room for a non-emergency condition, the plan \"ill not cover the expenses you 
incur. Please refer to the Schedule o[Bemfits for specific details about the plan. 


Coverage for Emergency Medical Conditions 
Refer to Coverage for Emergency Medical Conditions in the JVhat the Plan Covers section. 


Import:mt ltem~~der 
With the exceptio11 qi;"UrgeritClire(}e 
condition, theplari\Vill riotcoveryourex 
non'-eri:l.etgency care in. the;c;mergency roorfi. 


In Case of an Urgent Condition (GR-9N-27-0to-otJ 


Call your PCP if you think you need urgent care. Network providers are required to provide urgent care coverage 24 
hours a day, including weekends and holidays. You may contact any physician or urgent care provider, in- or out
of-network, for an urgent care condition if you cannot reach your physician. 


If it is not feasible to contact your PCP, please do so as soon as possible after urgent care is provided. If you need 
help flnding a network urgent care provider you may call Member Services at the toll-free number on your I.D. 
card, or you may access Aetna's online provider directory at www.aetna.com. 


Coverage for an Urgent Condition 
Refer to Coverage for Urgent Medical Conditions in the IVhat the Plan Covers section. 


Follow-Up Care Mter Treatment of an Emergency or Urgent Medical Condition 
Follow-up care is not considered an emergency or urgent condition and is not covered as part of any emergency or 
urgent care visit. Once you have been treated and discharged, you should contact your physician for any necessary 
follow-up care. 


For coverage purposes, follow-up care is treated as any other expense for illness or injury. If you access a hospital 
emergency room for follow-up care, your expenses \Viii not be covered and you will be responsible for the entire cost 
of your treatment. Refer to your Schedule o[Benifits for cost sharing information applicable to your plan. 


To keep your out-of-pocket costs lower, your follow-up care should be accessed through your PCP. 


You may use an out-of-network provider for your follow-up care. You \Viii be subject to the deductible and 
coinsurance that apply to out-of-network expenses, which may result in higher out-of-pocket costs to you. 


Important Notice 
F?llowup care, ~hich ind~?es Q:>4t 
rays, shqul<Jpo{be provided by an 
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Requirements For Coverage (GR-9NS-09-005-01l'IT) 


To be covered by the plan, services and supplies and prescription drugs must meet all of the following requirements: 


1. The service or supply or prescription drug must be covered by the plan. For a service or supply or prescription 
drug to be covered, it must: 
• Be included as a covered expense in this Booklet-Certificate; 
• Not be an excluded expense under this Booklet-Certificate. Refer to the Exclusions sections of this Booklet


Certificate for a list of services and supplies that are excluded; 
• Not exceed the maximums and limitations outlined in this Booklet-Certificate. Refer to the What the Plan 


Covers section and the Schedule o[Benifits for information about certain expense limits; and 
• Be obtained in accordance with all the terms, policies and procedures outlined in this Booklet-Certificate . 


2. The service or supply or prescription drug must be provided while coverage is in effect. See the Who Can Be 
Covered, How and When to Enroll, When Your Coverage Begins, When Coverage Ends and Continuation of Coverage sections 
for details on when coverage begins and ends. 


3. The service or supply or prescription drug must be medically necessary. To meet this requirement, the 
medical services, supply or prescription drug must be provided by a physician, or other health care provider, 
exercising prudent clinical judgment, to a patient for the purpose of preventing, evaluating, diagnosing or treating 
an illness, injury, disease or its symptoms. The provision of the service or supply must be: 


(a) In accordance with generally accepted standards of medical practice; 
(b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and 
(c) Not primarily for the convenience of the patient, physician or other health care provider; 
(d) And not more costly than an alternative service or sequence of services at least as likely to produce equivalent 


therapeutic or diagnostic results as to the diagnosis or treatment of that patient's illness, injury, or disease. 


For these purposes "generally accepted standards of medical practice" means standards that are based on credible 
scientific evidence published in peer-reviewed medical literature generally recognized by the relevant medical 
community, or otherwise consistent with physician specialty society recommendations and the views of physicians 
practicing in relevant clinical areas and any other relevant factors. 


Clinical Review Criteria Requests 
If you or your covered dependent needs additional information on a specific clinical issue, you may request a clinical 
review criteria by submitting written request to Aetna. The written request must contain the following information: 


• Person's name; address; and telephone number . 
• A request for the clinical review criteria; which Aetna would utilize in making a coverage determination involving 


a specific condition, treatment or device. 


The written request should be sent to the following address: 


Aetna 
CRC Requests - Mail Code: F07 4 
3 Independence Way 
Princeton, NJ 08540 


Aetna will take into consideration the person's individual situation in applying the clinical review criteria. 


For questions, or further assistance, the person should call the Customer Services toll-free telephone number shown 
in the Identification Card. 
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What The Plan Covers 
(GR-9N 11-005 01 J\Ty) 


Gatekeeper PPO Medical Plan 


Many preventive and routine medical expenses as well as expenses incurred for a serious illness or injury are covered. 
This section describes which expenses are covered expenses. Only expenses incurred for the services and supplies 
shown in this section are covered expenses. Limitations and exclusions apply. 


Wellness 


Routine Physical Exams 
Covered expenses include charges made by your primary care physician for routine physical exams for person's 
age 19 or more. A routine exam is a medical exam given by a physician for a reason other than to diagnose or treat a 
suspected or identified illness or injury, and also includes: 


• 
• 


• 


Radiological services, X-rays, lab and other tests given in connection with the exam; and 
Immunizations for infectious diseases and the materials for administration of immunizations as recommended by 
the Advisory Committee on Immunization Practices of the Department of Health and Human Services, Center 
for Disease Control; and 
Testing for Tuberculosis . 


Covered expenses for children from birth through age 18 also include: 


• An initial hospital check up and well child visits in accordance with the prevailing clinical standards of the 
American Academy of Pediatric Physicians. 


Unless specified above, not covered under this benefit are charges for: 


• 
• 
• 
• 
• 


Services which are covered to any extent under any other part of this plan; 
Services which are for diagnosis or treatment of a suspected or identified illness or injury; 
Exams given during your stay for medical care; 
Services not given by a physician or under his or her direction; 
Psychiatric, psychologicaL personality or emotional testing or exams . 


Preventive Health Care Services Expenses (GR 9 Ns 11-0o5 01 NYJ 
This plan will pay for charges for preventive health care services provided in connection with a routine physical exam 
of a dependent child under 19 years of age, as follows. These charges are not subject to deductible or any lifetime 
maximum benefit. These services may be provided in a hospital or physician's office. 


17 







An initial hospital checkup and well-child visits scheduled in accordance with the prevailing standards of a national 
association of pediatric physicians designated by the New York State commissioner of health. 


At each visit, services in accordance with the prevailing clinical standards of the designated association, including: 


• 
• 
• 
• 
• 
• 


A medical history; 
a complete physical examination; 
developmental assessment; 
anticipatory guidance; 
appropriate immunizations; 
laboratory tests . 


All necessary immunizations recommended by the Advisory Committee on Immunizations Practices of the U.S. 
Public Health Service and the Department of Health of The State of New York, and in accordance with the minimum 
benefits mandated by the State of New York. 


Not covered are charges for: 


• 
• 
• 
• 
• 


Services which are covered to any extent under any other part of the plan; 
Services for diagnosis or treatment of a suspected or identified illness or disease; 
Medicines or drugs; 
Appliances, equipment or supplies; 
Premarital exams; dental exams; hearing exams; or exams related in any way to employment . 


Early Intervention Services Expenses 
The plan will pay the following charges even though they may not be incurred in connection with an injury or 
disease. Benefits are payable on the same basis as any other sickness. They are included only for a dependent child: 


• 


• 


Until September 1 of the calendar year in which the child attains the age of 3 years; if the child is hom between 
January 1 and August 31 of that calendar year. 
Until January 2 of the calendar year following the calendar year the child attains the age of 3 years; if the child is 
hom between September 1 and December 31 of the preceding calendar year. 


The dependent child must be certified by the New York Department of Health as eligible to participate in the Early 
Intervention Program. You must submit proof of such qualification with the initial claim. 


Early Intervention Services Expenses 
These are the charges incurred for Early Intervention Services. 


Early Intervention Services: These are services, designed to offer a comprehensive array of educational, 
developmental, health and social services to eligible infants, children and their families as specified in program 
regulations. They include, but are not limited to, the following: 


• 


• 


• 
• 


Speech and language therapy given in connection with a speech impairment resulting from a congenital 
abnormality, disease or injury. 
Occupational or physical therapy expected to result in significant improvement of a body function impaired by a 
congenital abnormality, disease or injury. 
Clinical psychological tests or treatment . 
Skilled nursing services, on a part-time or intermittent basis, given by an R.N. or by an L.P.N . 


Benefits paid for early intervention services will not be applied against any maximum lifetime or annual limits 
specified in this Booklet-Certificate. However, visit limitations and other terms and conditions of the Booklet
Certificate will continue to apply to early intervention services. Visits used for Early Intervention Services will not 
reduce the number of visits otherwise available under the coverage for such services. 
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Routine Cancer Screenings 
The plan will pay for charges incurred for routine cancer screening, as follows: 


Mammograms: 


• 


• 
• 


Upon recommendation of a physician, a mammogram at any age for females having a history of breast cancer or 
who have a first degree relative with a prior history of breast cancer; 
A single baseline mammogram for covered females aged 35 through 39; and 
An annual mammogram for covered females aged 40 or older . 


One gynecological exam, including Pap smear, every twelve months. 


The following coverage for diagnostic screening of prostatic cancer: 


• 


• 


Standard diagnostic tests, including but not limited to a digital rectal exam and one prostate specific antigen (PSA) 
test at any age for males having a prior history of prostate cancer; and 
An annual standard diagnostic examination, including but not limited to a digital rectal examination and a prostate 
specific antigen test for males age 50 or more who are asymptomatic and for males age 40 or more with a family 
history of prostate cancer or other prostate cancer risk factors. 


Fecal occult blood test, sigmoidoscopy, colonoscopy, double contrast barium enema. 


Any age limits shown above do not apply to any person who is at high risk for the cancer being screened. 


Family Planning Services (GR-9N 11-0oso1 NY) 


Covered expenses include charges for certain family planning services, even though not provided to treat an illness 
or injury. Refer to the Schedule if Benefits for any frequency limits that apply to these services, if not specified below. 


Covered expenses include charges for family planning services, including: 


• Voluntary sterilization . 
• Voluntary termination of pregnancy . 


The plan does not cover the reversal of voluntary sterilization procedures, including related follow-up care. 


Also see section on pregnancy and infertility related expenses on a later page. 


Bone Mineral Density Measurement or Test, Drug and Devices (GR-9N11-085-NYJ 


Covered expenses include charges incurred for bone mineral density measurements or tests, including drugs and 
devices, for individuals(a) meeting the criteria under the federal Medicare program or the National Institutes of 
Health; or (b) previously diagnosed as having osteoporosis or a family history of osteoporosis; or (c) with symptoms 
or conditions indicative of the presence or of significant risk of osteoporosis; or (d) on a prescribed drug regimen 
posing a significant risk of osteoporosis; or (e) with lifestyle factors to such a degree posing a significant risk of 
osteoporosis; or (f) with such age, gender and/ or other physiological characteristics which pose a significant risk for 
osteoporosis. 


Bone mineral density measurements or tests, drugs and devices include those covered under the federal Medicare 
program as well as those in accordance with the criteria of the National Institutes of Health, including dual energy X
ray absoptiometry. 


19 







Vision Care Services (GR-9N s-11-010-0J) 


Covered expenses include charges made by a legally qualified ophthalmologist or optometrist for the following 
semces: 


• Routine eye exam: The plan covers expenses for a complete routine eye exam that :includes refraction and 
glaucoma testing. A routine eye exam does not include a contact lens exam. The plan covers charges for one 
routine eye exam in any 12 consecutive month period. 


Limitations 
Coverage is subject to any applicable Calendar Year deductibles, copays and coinsurance percentages shown in 
your S cbedule of Benefits. 


Primary and Preventive Obstetric and Gynecological Care (GR-9N-1t-o18-01m') 


Covered expenses include charges made by any provider of obstetric and gynecological services of the Covered 
Person's choice for primary and preventive obstetric and gynecological care, or any other care, related to a pregnancy 
or to an acute gynecological condition. 


The plan covers charges for 2 examinations for primary and preventive obstetric and gynecological care in any 
Calendar Year. 


Physician Services rcR 9N s 11-2o o1 I\i"YJ 


Physician Visits 
Covered medical expenses include charges made by a physician during a visit to treat an illness or injury. The visit 
may be at the physician's office, in your home, in a hospital or other facility during your stay or in an outpatient 
facility. Covered expenses also include: 


• 
• 
• 


Immunizations for infectious disease, but not if solely for your employment; 
Allergy testing, treatment and injections; and 
Charges made by a qualified physician for a second surgical opinion on the need for surgery; and a second 
medical opinion by an appropriate specialist (including, but not limited to a specialist affiliated with a specialty 
care center for the treatment of cancer) in the event of a positive or negative diagnosis of cancer; or a recurrence 
or cancer; or a recommendation of a course of treatment for cancer. The opinion may be rendered by either a 
network or a non-network specialist. 


Surgery 
Covered expenses include charges made by a physician for: 


• 
• 


Performing your surgical procedure; 
Pre-operative and post-operative visits; and 


• Consultation 'Wi.th another physician to obtain a second opinion prior to the surgery . 


Anesthetics 
Covered expenses include charges for the administration of anesthetics and oxygen by a physician, other than the 
operating physician, or Certified Registered Nurse Anesthetist (C.R.N.A.) in connection with a covered procedure. 


Important :-«.elliindei 
C~rta'in·procech.lres ri.ee!ito be prec•ertltt•ell DV'l 
precettificati<)ri.. 
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Hospital Expenses (GR9N s 11.o3oo1 f\JY) 


Covered medical expenses include services and supplies provided by a hospital during your stay. 


Room and Board 
Covered expenses include charges for room and board provided at a hospital during your stay. Private room 
charges that exceed the hospital's semi-private room rate are not covered unless a private room is required because 
of a contagious illness or immune system problem. 


Room and board charges also include: 


• 
• 
• 
• 


Services of the hospital's nursing staff; 
Admission and other fees; 
General and special diets; and 
Sundries and supplies . 


Other Hospital Services and Supplies 
Covered expenses include charges made by a hospital for services and supplies furnished to you in connection with 
your stay. 


Covered expenses include hospital charges for other services and supplies provided, such as: 


• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 


Ambulance services . 
Physicians and surgeons . 
Operating, cytoscopic and recovery rooms . 
Intensive or special care facilities and equipment . 
Administration of blood and blood products, but not the cost of the blood or blood products . 
Radiation therapy, chemotherapy . 
Speech therapy, physical therapy and occupational therapy . 
Oxygen and oxygen therapy . 
Radiological services, electrocardiographs, electroencephalographs, laboratory testing and diagnostic services . 
Medications, sera, biological and vaccines . 
Intravenous (IV) preparations, visualizing dyes . 
Discharge planning . 
Dressings and casts . 


Outpatient Hospital Expenses 
Covered expenses include hospital charges made for: 


• 
• 
• 


Covered services and supplies provided by the outpatient department of a hospital; 
Hospital services rendered within 24 hours after an accidental injury; and 
X-ray and lab test in the outpatient department of the hospita~ to the extent such services would be provided if 
an inpatient. 
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Coverage for Emergency Medical Conditions 
Covered expenses include charges made by a hospital or a physician for services provided in an emergency room 
to evaluate and treat an emergency medical condition. 


The emergency care benefit covers: 


• 
• 
• 
• 


Use of emergency room facilities; 
Emergency room physicians services; 
Hospital nursing staff services; and 
Radiologists and pathologists services . 


Please contact your PCP after receiving treatment for an emergency medical condition. 


Coverage for Urgent Conditions 
Covered expenses include charges made by a hospital or urgent care provider to evaluate and treat an urgent 
condition. 


Your coverage includes: 


• 


• 
• 
• 
• 


Use of emergency room facilities when network urgent care facilities are not in the service area and you cannot 
reasonably wait to visit your physician; 
Use of urgent care facilities; 
Physicians services; 
Nursing staff services; and 
Radiologists and pathologists services . 


Please contact your PCP after receiving treatment of an urgent condition. 
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Alternatives to Hospital Stays rcR-9N-S-11-040-01J 


Outpatient Surgery and Physician Surgical Services 
Covered expenses include charges for services and supplies furnished in connection with outpatient surgery made 
by: 


• 
• 
• 


A physician or dentist for professional services; 
A surgery center; or 
The outpatient department of a hospital. 


The surgery must meet the following requirements: 


• 
• 


The surgery can be performed adequately and safely only in a surgery center or hospital and 
The surgery is not normally performed in a physician's or dentist's office . 


The following outpatient surgery expenses are covered: 


• 
• 


• 


Services and supplies provided by the hospital, surgery center on the day of the procedure; 
The operating physician's services for performing the procedure, related pre- and post-operative care, and 
administration of anesthesia; and 
Services of another physician for related post-operative care and administration of anesthesia. Tllis does not 
include a local anesthetic. 


Limitations 
Not covered under this plan are charges made for: 


• 


• 
• 


The services of a physician or other health care provider who renders technical assistance to the operating 
physician. 
A stay in a hospital. 
Facility charges for office based surgery . 


Birthing Center (GR-9N 11-045 o1 l\iTJ 
Covered expenses include charges made by a birthing center for services and supplies related to your care in a 
birthing center for: 


• 
• 
• 


Prenatal care; 
Delivery; and 
Postpartum care within 48 hours after a vaginal delivery and 96 hours after a Cesarean delivery . 


Limitations 
Unless specified above, not covered under this benefit are charges: 


• In connection with a pregnancy for which pregnancy related expenses are not included as a covered expense . 


See Pregnanry Related Expenses for information about other covered expenses related to maternity care. 
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Ambulatory Care 
Covered expenses include charges incurred for ambulatory care in a hospital's outpatient department or in a 
physician's office. Ambulatory care includes: services for diagnostic X-rays; laboratory and pathological 
examinations; physical and radiation therapy; services and medications used for non-experimental cancer 
chemotherapy and cancer hormone therapy. 


The services and supplies must be: 


• Related to and necessary for treatment or diagnosis of your illness or injury; 
• Ordered by a physician; 
• In the case of physical therapy, furnished for the same illness or injury for which you were hospitalized or for 


surgery (care must start no later than 6 months after discharge from the hospital or surgery and is limited to 365 
days following surgery or discharge from the hospital). 


Home Health Care (GR9Ns 11.()5001 NYJ 
Covered expenses include charges for home health care services when ordered by a physician provided: 


• 
• 
• 


The charges are made by a home health care agency; and 
The care is given under a home health care plan; and 
The care is given to you in your home while you are homebound . 


Home health care expenses include charges for: 


• 
• 


• 
• 


Part-time or intermittent care by a R.N. or by a L.P.N . 
Part-time intermittent home health aide services provided in conjunction with and in direct support of patient 
care. 
Physical, occupational and speech therapy . 
Medical supplies, prescription drugs and medications and lab services by or for a home health care agency to 
the extent they would have been covered under this plan if you been confmed in a hospital or skilled nursing 
facility (as defined in Title XVIII of the Social Security Act). 


Benefits for home health care v-i.sits are payable up to the Home Health Care Maximum. Each visit by a nurse or 
therapist is one visit. Each 4 hours of home health aide services is one visit. 


Limitations 
Unless specified above, not covered under this benefit are charges for: 


• 
• 


• 
• 


Services or supplies that are not part of the Home Health Care Plan . 
Services of a person who usually lives with you, or who is a member of your or your spouse's or your domestic 
partner's family. 
Transportation 
Services that are for custodial care . 
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Private Duty Nursing (GR-9NS-tt.o65.0tJ 


Covered expenses include private duty nursing provided by a R.N. or L.P.N. if the person's condition requires 
skilled nursing care and visiting nursing care is not adequate. However, covered expenses will not include private 
duty nursing for any shifts during a Calendar Year in excess of the Private Duty Nursing Care Maximum Shifts. Each 
period of private duty nursing of up to 8 hours will be deemed to be one private duty nursing shift. 


The plan also covers skilled observation for up to one four-hour period per day, for up to 10 consecutive days 
following: 


• 
• 
• 
• 
• 


A change in your medication; 
Treatment of an urgent or emergency medical condition by a physician; 
The onset of symptoms indicating a need for emergency treatment; 
Surgery; 
An inpatient stay . 


Limitations 
Unless specified above, not covered under this benefit are charges for: 


• Nursing care that does not require the education, training and technical skills of a R.N. or L.P.N. 
• Nursing care assistance for daily life activities, such as: 


• 
• 
• 


Transportation; 


Meal preparation; 


Vital sign charting; 


Companionship activities; 


Bathing; 
Feeding; 


Personal grooming; 


Dressing; 


T oileting; and 


Getting in/ out of bed or a chair. 
Nursing care provided for skilled observation . 
Nursing care provided while you are an inpatient in a hospital or health care facility . 
A service provided solely to administer oral medicine, except where law requires a R.N. or L.P.N. to administer 
medicines. 


Skilled Nursing Facility (GR-9N s-11.o6o-o1 NYJ 
Covered expenses include charges made by a skilled nursing facility during your stay for the following services 
and supplies, up to the maximums shown in the Schedule rf Benefits, including: 


• 


• 
• 
• 
• 
• 


• 


Room and board, up to the semi-private room rate. The plan will cover up to the private room rate if it is 
needed due to an infectious illness or a weak or compromised immune system; 
Use of special treatment rooms; 
Radiological services and lab work; 
Physical, occupational, or speech therapy; 
Oxygen and other gas therapy; 
Other medical services and general nursing services usually given by a skilled nursing facility (this does not 
include charges made for private or special nursing, or physician's services); and 
Medical supplies . 
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Admissions to a skilled. nursing. facilitj.··mustbe• precertij:jed by•.•ilJetiJ,a ... """~ LV 


about p:recertification. 


limitations 
Unless specified above, not covered under this benefit are charges for: 


• 


• 


Charges made for the treatment of: 


Drug addiction; 


Alcoholism; 


Senility; 
Mental retardation; or 


Any other mental illness; and 
Daily room and board charges over the semi private rate . 


Hospice Care (GR9N s 11-o1oo1 NYJ 


Covered expenses include charges made by the following furnished to you for hospice care when given as of a 
hospice care program. 


Facility Expenses 
The charges made by a hospital, hospice or skilled nursing facility for: 


• 


• 


Room and Board and other services and supplies furnished during a stay for pain control and other acute and 
chronic symptom management; and 
Services and supplies furnished to you on an outpatient basis . 


Outpatient Hospice Expenses 
Covered expenses include charges made on an outpatient basis by a Hospice Care Agency for: 


• 
• 
• 


• 
• 
• 
• 
• 
• 


Part-time or intermittent nursing care by a R.N. or L.P.N. for up to eight hours a day; 
Part-time or intermittent home health aide services to care for you up to eight hours a day . 
Medical social services under the direction of a physician. These include but are not limited to: 


Assessment of your social, emotional and medical needs, and your home and family situation; 


Identification of available community resources; and 


Assistance provided to you to obtain resources to meet your assessed needs. 
Physical and occupational therapy; and 
Consultation or case management services by a physician; 
Medical supplies . 
Prescription drugs; 
Dietary counseling; and 
Psychological counseling . 


Charges made by the providers below if they are not an employee of a Hospice Care Agency; and such Agency 
retains responsibility for your care: 


• 
• 
• 


A physician for a consultation or case management; 
A physical or occupational therapist; 
A home health care agency for: 


Physical and occupational therapy; 
Part time or intermittent home health aide services for your care up to eight hours a day; 


Medical supplies; 
Prescription drugs; 
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Psychological counseling; and 


Dietary counseling. 


Limitations 
Unless specified above, not covered under this benefit are charges for: 


• Daily room and board charges over the semi-private room rate. 
• More than 5 visits for bereavement counseling. 
• Funeral arrangements. 
• Pastoral counseling. 
• Financial or legal counseling. This includes estate planning and the drafting of a will. 
• Homemaker or caretaker services. These are services which are not solely related to your care. These include, but 


are not limited to: sitter or companion services for either you or other family members; transportation; 
maintenance of the house. 


• Respite care. This is care furnished during a period of time when your family or usual caretaker cannot attend to 
your needs. 


Other Covered Health Care Expenses (GR-9NS-11-0soouvYJ 


Acupuncture 
The plan covers charges made for acupuncture services provided by a physician, if the service is performed: 


• As a form of anesthesia in connection with a covered surgical procedure; and 
• To treat an illness, injury or to alleviate chronic pain. 


Ambulance Service (GR9Ns 11-0soo1 l'!YJ 


Covered expenses include the following: 


Emergency Transportation 
Covered expenses include charges made by an ambulance service, issued a certificate to operate under the New York 
Public Health Law, for prehospital emergency medical services. Payment under the Plan will be payment in full 
for the services provided. An ambulance service that is so reimbursed by the Plan will not seek any reimbursement 
from, or have any recourse against you, except for the collection of copays, coinsurance or deductibles for which 
you are responsible under the Plan. 


"Prehospital emergency medical services" means the prompt evaluation and treatment of an emergency medical 
condition, and/ or non-airbome transportation of a covered person from the place where he or she is injured or 
stricken by illness to the hospital where treatment is given. If the person utilizes non-airborne emergency 
transportation, reimbursement will be based on whether a prudent layperson, possessing an average knowledge of 
medicine and health, could reasonably expect the absence of such transportation to result in (1) placing the health of 
the covered person affected with such condition in serious jeopardy, or in the case of a behavioral condition placing 
the health of such person or others' in serious jeopardy; (2) serious impairment to such covered person's bodily 
functions; (3) serious dysfunction of any bodily organ or part of such covered person; or (4) serious disfigurement of 
such covered person. 
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Non-Emergency Transportation 
Covered expenses include charges by a professional ambulance service for the necessary non-emergency transfer of 
covered person via ground ambulance or a medical van. 


Limitations 
Not covered under this benefit are charges incurred to transport you: 


• 
• 
• 


If an ambulance service is not required by your physical condition; or 
If the type of ambulance service provided is not required for your physical condition; or 
By any form of transportation other than a professional ambulance service . 


Diagnostic and Preoperative Testing (GR-9NS-11-os5o1 JVYJ 


Outpatient Diagnostic Lab Work and Radiological Services 
Covered expenses include charges for radiological services, lab services, and pathology and other tests prov-ided to 
diagnose an illness or injury. You must have definite symptoms that start, maintain or change a plan of treatment 
prescribed by a physician. The charges must be made by a physician, hospital or licensed radiological facility or lab. 


Outpatient Preoperative Testing 
Prior to a scheduled covered surgery, covered expenses include charges made for tests performed by a hospital, 
surgery center, physician or licensed diagnostic laboratory provided the charges for the surgery are covered 
expenses and: 


• 
• 


The test are related to your surgery, and the surgery takes place in a hospital or surgery center; 
Reservations for a bed or for an operating room were made prior to the tests: 


The test are completed within 7 days before your surgery; 


The test are performed on an outpatient basis; 


The test would be covered if you were an inpatient in a hospital; 


The test are not repeated in or by the hospital or surgery center where the surgery will be performed; 


Test results appear in your medical record kept by the hospital or surgery center where the surgery is 
performed. 


Durable Medical and Surgical Equipment (DME) (GR9Ns u.o9oo1 NYj 


Covered expenses include charges by a DME supplier for the rental of equipment or, in lieu of rental: 


The initial purchase of DME if: 


• Long term care is planned; and 
• The equipment cannot be rented or is likely to cost less to purchase than to rent . 


Repair of purchased equipment. Maintenance and repairs needed due to misuse or abuse are not covered. 
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Replacement of purchased equipment if: 


• The replacement is needed because of a change in your physical condition; and 
• It is likely to cost less to replace the item than to repair the existing item or rent a similar item. 


The plan limits coverage to one item of equipment, for the same or similar purpose and the accessories 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. 


Covered DME includes equipment, and the accessories needed to operate it, that is: 


• 
• 
• 
• 
• 
• 


Made to withstand prolonged use; 
Made for and mainly used in the treatment of an illness or injury; 
Suited for use in the home; 
Not normally of use to people who do not have an illness or injury; 
Not for use in altering air quality or temperature; and 
Not for exercise or training . 


Durable medical and surgical equipment does not include equipment such as whirlpools, portable whirlpool pumps, 
sauna baths, massage devices, over bed tables, elevators, communication aids, vision aids and telephone alert systems. 


Aetna reserves the right to limit the payment of charges up to the most cost efficient and least restrictive level of 
service or item which can be safely and effectively provided. The decision to rent or purchase is Aetna's. 


and benefit 


Experimental or Investigational Treatment 


Covered expenses include charges made for experimental or investigational drugs, devices, treatments or 
procedures, provided aU of the following conditions are met: 


• 
• 
• 


• 


You have been diagnosed with cancer or a condition likely to cause death within one year or less; 
Standard therapies have not been effective or are inappropriate; 
Aetna determines, based on at least two documents of medical and scientific evidence, that you would likely 
benefit from the treatment; 
There is an ongoing clinical trial. You are enrolled in a clinical trial that meets these criteria: 
• The drug, device, treatment or procedure to be investigated has been granted investigational new drug (IND) 


or Group c/treatment IND status; 
• The clinical trial has passed independent scientific scrutiny and has been approved by an Institutional Review 


Board that will oversee the investigation; 
• The clinical trial is sponsored by the National Cancer Institute (NCI) or similar national organization (such as 


the Food & Drug Administration or the Department of Defense) and conforms to the NCI standards; 
• The clinical trial is not a single institution or investigator study unless the clinical trial is performed at an NCr


designated cancer center; and 
• You are treated in accordance with protocol. 
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Pregnancy Related Expenses rcR9Nstr-toootNYJ 


Covered expenses include charges made by a physician for pregnancy and childbirth services and supplies at the 
same level as any illness or injury. This includes prenatal visits, delivery and postnatal visits. 


For inpatient care of the mother and newborn child, covered expenses include charges made by a Hospital for a 
minimum of: 


• 
• 
• 


48 hours after a vaginal delivery; and 
96 hours after a cesarean section . 
A shorter stay, if the attending physician, with the consent of the mother, discharges the mother or newborn 
earlier. 


Covered expenses include parent education, assistance and training in breast or bottle feeding, and the performance of 
any necessary maternal and newborn clinical assessments. 


If the mother is discharged earlier, the plan will pay for two post-delivery home visits by a health care provider. This 
will not be subject to any deductible or copay and will not count toward the maximum number of visits under the 
home health care benefit. 


Covered expenses also include charges made by a birthing center as described under Alternatives to Hospital 
Care. 


Note: Covered expenses also include services and supplies provided for circumcision of the newborn during the 
stay. 


Prescription Drugs rcR-9N 11-ttaot J-'lYJ 


Covered expenses include charges made for outpatient prescription drugs and insulin when prescribed in writing 
by a physician to treat an illness or injury. The plan covers both generic and brand-name prescription drugs. 


Also covered will be charges for a prescription drug for the treatment of a certain type of cancer if the drug has been 
prescribed for treatment of a cancer for which it has not been approved by the federal Food and Drug 
Administration, but the drug is recognized for the treatment of the specific type of cancer in one of the standard 
reference compendia, or in medical literature. 


Unless specified above, not covered under this benefit are charges for: 


• any outpatient prescription drug covered or excluded from coverage under Aetna's prescription drug plan in 
accordance with the prescription drug coverage and exclusions sections of this Booklet-Certificate or any 
separately issued Booklet-Certificate. 


Lifestyle/Performance Drugs 
Coverage includes: 


• 


• 


Sildenafil Citrate, phentolamine, apomorphine and alprostadil in oral, and topical (which includes, but is not 
limited to gels, creams, ointments and patches) forms; or any other form, internally or externally, are covered; 
regardless of medical necessity. Coverage includes: any prescription drug in oral or topical form, that is in a 
similar or identical class; has a similar or identical mode of action; or exhibits similar, or identical outcomes. 
Coverage is limited to 4 pills, or other form; determined cumulatively among all forms for unit amounts; 
determined by Aetna to be similar in cost to: oral forms, per 30 day supply. 
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Prosthetic Devices (GR9NS11-11ooll'v'YJ 


Covered expenses include charges made for internal and external prosthetic devices and special appliances, if the 
device or appliance improves or restores body part function that has been lost or damaged by illness, injury or 
congenital defect. Covered expenses also include instruction and incidental supplies needed to use a covered 
prosthetic device. 


The plan covers the first prosthesis you need that temporarily or permanently replaces all or part of a body part lost or 
impaired as a result of illness or injury or congenital defects as described in the list of covered devices below for an: 


• 
• 


Internal body part or organ; or 
External body part . 


Covered expenses also include replacement of a prosthetic device if: 


• 
• 
• 


The replacement is needed because of a change in your physical condition; or normal growth or wear and tear; or 
It is likely to cost less to buy a new one than to repair the existing one; or 
The existing one cannot be made serviceable . 


The list of covered devices includes but is not limited to: 


• 
• 
• 
• 
• 
• 
• 
• 


An artificial arm, leg, hip, knee or eye; 
Eye lens; 
An external breast prosthesis and the first bra made solely for use with it after a mastectomy; 
A breast implant after a mastectomy; 
Ostomy supplies, urinary catheters and external urinary collection devices; 
Speech generating device; 
A cardiac pacemaker and pacemaker defibrillators; and 
A durable brace that is custom made and fitted for you . 


The plan will not cover expenses and charges for, or expenses related to: 


• 


• 


Orthopedic shoes, therapeutic shoes, foot orthotics, or other devices to support the feet, unless required for the 
treatment of or to prevent complications of diabetes; or if the orthopedic shoe is an integral part of a covered leg 
brace; or 
Trusses, corsets, and other support. 


Short-Term Rehabilitation Therapy Services (GR9N-11-12oo!NYJ 


Covered expenses include charges for short-term therapy services when prescribed by a physician as described 
below up to the benefit maximums listed on the Schedule if Benefits. The services have to be performed by: 


• 
• 
• 


A licensed or certified physical, occupational or speech therapist; 
A hospital, skilled nursing facility, or hospice facility; or 
A physician . 


31 







Charges for the following short term rehabilitation expenses are covered: 


Cardiac and Pulmonary Rehabilitation Benefits. 


• 


• 


Cardiac rehabilitation benefits are available as part of an inpatient hospital stay. A limited course of outpatient 
cardiac rehabilitation is covered when following angioplasty, cardiovascular surgery, congestive heart failure or 
myocardial infarction. · 
Pulmonary rehabilitation benefits are available as part of an inpatient hospital stay. A limited course of 
outpatient pulmonary rehabilitation is covered for the treatment of reversible pulmonary disease states. 


Outpatient Cognitive Therapy, Physical Therapy, Occupational Therapy and Speech 
Therapy Rehabilitation Benefits. 
Coverage is subject to the limits, if any, shown on the Schedule of Benefits. Inpatient rehabilitation benefits for the 
services listed will be paid as part of your Inpatient Hospital and Skilled Nursing Facility benefits provision in tl1is 
Booklet -Certificate: 


• 


• 


• 


• 


Physical therapy is covered for non-chronic conditions and acute illnesses and injuries, provided the therapy 
expects to significandy improve, develop or restore physical functions lost or impaired as a result of an acute 
illness, injury or surgical procedure. Physical therapy does not include educational training or services designed 
to develop physical function. 
Occupational therapy (except for vocational rehabilitation or employment counseling) is covered for non-chronic 
conditions and acute illnesses and injuries, provided the therapy expects to significancly improve, develop or 
restore physical functions lost or impaired as a result of an acute illness, injury or surgical procedure, or to 
relearn skills to significandy improve independence in the activities of daily living. Occupational therapy does not 
include educational training or services designed to develop physical function. 
Speech therapy is covered for non-chronic conditions and acute illnesses and injuries and expected to restore the 
speech function or correct a speech impairment resulting from illness or injury; or for delays in speech function 
development as a result of 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. 
Cognitive therapy associated with physical rehabilitation is covered when the cognitive deficits have been 
as a result of neurologic impairment due to trauma, stroke, or encephalopathy, and when the therapy is part of a 
treatment plan intended to restore previous cognitive function. 


A "visit" consists of no more d1an one hour of therapy. Refer to the Schedule of Benefits for the visit maxinmm that 
applies to the plan. Covered expenses include charges for two therapy visits of no more than one hour in a 24-hour 
period. 


The therapy should follow a specific treatment plan that: 


• Details the treatment, and specifies frequency and duration; and 
• Provides for ongoing reviews and is renewed only if continued therapy is appropriate . 


11IlportalltR~y.tind~t ... ·•····• • ..... • i < . . . ·.· ·········.·····.•·······.· .. ····· i <. \........ .. . ............ ···· / Refer· tqilie Sfhedul~ of Benefits for deta;is ab()uttbe short ~Nrtn rehapjlita~ontl1erapy. m~pcirnutU: b~t1~fi't 


Unless specifically covered above, not covered under iliis benefit are charges for: 


• 


• 


• 


Therapies for the treatment of delays in development, unless resulting from acute illness or injury, or congenital 
defects amenable to surgical repair (such as cleft lip/palate), are not covered; 
Any services which are covered expenses in whole or in part under any od1er group plan sponsored by an 
employer; 
Any services unless provided in accordance with a specific treatment plan; 
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• 


• 
• 


• 


• 


Services provided during a stay in a hospital, skilled nursing facility, or hospice facility except as stated 
above; 
Services not performed by a physician or under the direct supervision of a physician; 
Treatment covered as part of the Spinal Manipulation Treatment. This applies whether or not benefits have been 
paid under that section; 
Services provided by a physician or physical, occupational or speech therapist who resides in your home; or who 
is a member of your family, or a member of your spouse's family; or your domestic partner; 
Special education to instruct a person whose speech has been lost or impaired, to function without that ability . 
This includes lessons in sign language. 


Reconstructive or Cosmetic Surgery and Supplies rcR-9N11-125o1~YJ 


Covered expenses include charges made by a physician, hospital, or surgery center for reconstructive services and 
supplies, including: 


• 


• 
• 


Surgery to correct the result of an accidental injury provided the surgery occurs no more than 24 months after 
the injury. For a covered child, surgery will be covered up to age 18 or up to 24 months after the injury, 
whichever period is longer. Injuries that occur during surgical procedures or medical treatments are not 
considered accidental injuries, even if unplanned or unexpected. 
Surgical implantation or attachment of covered prosthetic devices . 
Surgery to correct a gross anatomical defect present at birth. The surgery will be covered if the defect results in 
severe facial disfigurement or significant functional impairment of a body part; and the purpose of the surgery is 
to improve function. 


Reconstructive surgery which is incidental to or follows surgery for trauma, infection or other diseases of the involved 
part, or necessary due to a congenital disease or anomaly of a covered dependent child which has resulted in a 
functional defect. 


Reconstructive Breast Surgery 
Covered expenses include (i) reconstruction of the breast on which a mastectomy was performed, including an 
implant and areolar reconstruction. (ii) surgery on the other breast to make it symmetrical with the reconstructed 
breast; and (iii) physical therapy to treat complications of mastectomy, including lymph edema, in as manner 
determined by you and your attending physician. 


Specialized Care rcR-9N s-11-13501 !v"'YJ 


Chemotherapy 
Covered expenses include charges for chemotherapy treatment. Coverage levels depend on where treatment is 
received. In most cases, chemotherapy is covered as outpatient care. Inpatient hospitalization for chemotherapy is 
limited to the initial dose while hospitalized for the diagnosis of cancer and when a hospital stay is otherwise 
medically necessary based on your health status. 


Radiation Therapy Benefits 
Covered expenses include charges for the treatment of illness by x-ray, gamma ray, accelerated particles, mesons, 
neutrons, radium or radioactive isotopes. 
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Outpatient Infusion Therapy Benefits 
Covered expenses include charges made on an outpatient basis for infusion therapy by: 


• A free-standing facility; 
• The outpatient department of a hospital; or 
• A physician in his/her office or in your home . 


Infusion therapy is the intravenous or continuous administration of medications or solutions that are a part of your 
course of treatment. Charges for the following outpatient Infusion Therapy services and supplies are covered 
expenses: 


• 


• 
• 
• 
• 
• 
• 


The pharmaceutical when administered in connection with infusion therapy and any medical supplies, equipment 
and nursing services required to support the infusion therapy; 
Professional services; 
Total parenteral nutrition (fPN); 
Chemotherapy; 
Drug therapy (includes antibiotic and antivirals); 
Pain management (narcotics); and 
Hydration therapy (includes fluids, electrolytes and other additives) . 


Not included under this infusion therapy benefit are charges incurred for: 


• Enteral nutrition; 
• Blood transfusions 


Coverage is subject to the maximums, if any, shown in the Schedule rfBenifits. 


Coverage for inpatient infusion therapy is provided under the Inpatient Hospital and Skilled Nursing Fadlity Benifits 
sections of this Booklet-Certificate. 


Benefits payable for infusion therapy will not count toward any applicable Home Health Care maximums. 


Services Provided by a Center for Eating Disorders 
Covered expenses include charges made by a comprehensive care center for eating disorders to provide a 
coordinated, individualized plan of care for individuals with eating disorders, including all necessary non-institutiona~ 
institutional and practitioner services and treatments, from initial patient screening and evaluation to treatment , 
follow-up care and support. 


Eating disorder includes, but is not limited to: conditions such as anorexia nervosa, bulimia and binge eating disorder, 
identified as such in the ICD-9-CM International Classification of Disease or the most current edition of the 
Diagnostic and Statistical Manual of Mental Disorders, or other medical and mental health diagnostic references 
generally accepted for standard use by the medical and mental health fields. 


Diabetic Equipment, Supplies and Education (GR-9Ntt-JsarNYJ 


Covered expenses include charges for the following services, supplies, equipment and training for the treatment of 
diabetes: 
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Services 
Diabetes self-management education given by a physician (or any other licensed health care provider), including 
information on proper diets. Coverage is limited to visits made upon diagnosis of diabetes, where a physician 
diagnoses a significant change in the patient's symptoms or condition which requires changes in the patient's self
management, or where reeducation or refresher education is necessary. 


Supplies 


• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 


• 
• 


Insulin; 
Insulin pumps and accessories; 
Syringes; 
Injections aids for the visually impaired; 
Test strips for glucose monitoring and visual reading and urine testing strips 
Blood glucose monitors, including those for the visually impaired 
Lancets; 
Insulin infusion devices; 
Oral agents for controlling blood sugar; 
Cartridges for the visually impaired; 
Prescribed oral medications whose primary purpose is to influence blood sugar; 
Alcohol swabs; 
Injectable glucagons; 
Glucagon emergency kits; 
Self-management training provided by a licensed health care provider certified in diabetes self-management 
training; and 
Foot care to minimize the risk of infection . 
Any additional equipment and related supplies as may be medically necessary for the treatment of diabetes . 


End of Life Care 
Covered expenses include charges incurred by a covered person who has been diagnosed with advanced cancer (with 
no hope of reversal of primary disease and fewer than 60 days to live, as certified the patient's attending physician) for 
acute care services at an acute care facility specializing in the treatment of terminally ill patients. The person's 
attending physician, in consultation with the medical director of such facility, must determine that the patient's care 
would be appropriately provided by such facility. The facility must be licensed pursuant to New York State's public 
health law, or by the state in which it is located. 


In the event Aetna disagrees with the admission of or provision or continuation of care of the covered person by the 
facility, and Aetna initiates an expedited external appeal, such admission of, provision of, or continuation of the care 
by the facility will not be denied, and Aetna continue to provide coverage until a decision is rendered. The decision 
will be binding on all parties. 


Treatment of Infertility (GR-9N s-tt-1350/l'lYJ 


Basic Infertility Services 
The plan will include charges made by a physician to diagnose and treat a correctable medical condition where the 
medical condition results in infertility. 
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Comprehensive In.fertility Services 
The plan covers charges made for hospital, surgical and medical care which would correct malformation, disease or 
dysfunction resulting in infertility. The infertility must not be caused by voluntary sterilization of either one of the 
partners (with or without surgical reversal); or a hysterectomy. 


Covered expenses will include, but are not limited to, the following services or supplies: 


• Ovulation induction; 
• Artificial insemination; 
• Ultrasound; 
• Post-coital test; 
• Hysterosalpinogram; 
• Laparoscopy; 
• Sana-hysterogram; 
• Blood tests; 
• Endometrial biopsy; 
• Hysteroscopy; 
• Semen analysis; 
• Testis biopsy; and 
• Prescription drugs . 


limitations 
Not covered are charges for: 


• 
• 


• 


• 
• 
• 
• 
• 


• 
• 


• 
• 


Purchases of donor sperm and any charges for the storage of any sperm; 
The purchase of donor eggs and any charges associated with care of the donor required for donor egg retrieval, 
transfers or gestational carriers; 
Charges associated with cryopreservation, or storage of cryopreserved embryos, including but not limited to office 
visits, hospital charges, ultrasounds and lab tests; 
Reversal of elective sterilization; 
Sex change procedures; 
Cloning; 
Gestational carrier programs (surrogate parenting) for you or the gestational carrier; 
Prescription drugs used for the treatment of an excluded treatment or procedure, including injectable 
medications; 
Home ovulation prediction kits; 
In-vitro fertilization; gamete intrafallopian tube transfers; zygote intrafallopian tube transfers; and 
intracytoplasmic sperm injection; 
Frozen embryo transfers; including thawing; 
Procedures deemed experimental in accordance with the standards of the American Society for Reproductive 
Medicine. 


Enteral Formulas rcR-9NS-11-085-NYJ 


Covered expenses include charges incurred for enteral formulas for home use and modified solid food products that 
are low in protein or which contain protein, which are prescribed by a physician for the treatment of certain diseases 
which include, but are not limited to: 


• 
• 


inherited diseases of amino acid or organic acid metabolism; 
Crohn's disease; 
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• 
• 
• 


gastroesophageal reflux with failure to thrive; 
disorders of gastrointestinal motility; 
multiple, severe food allergies . 


Transplant Services rcR-9N-11-16o-on"'YJ 


Covered expenses include charges incurred during a transplant occurrence. Once it has been determined that you or 
one of your dependents may require an organ transplant, you or your physician should call Aetna to obtain the 
necessary precertification. Organ means solid organ; stem cell; bone marrow; and tissue. 


Network of Transplant Specialist Facilities 
Benefits may vary if an Institute of Excellence™ (IOE) facility or non-IOE or out of network provider is used. 
Through the IOE network, you will have access to a provider network that specializes in transplants. In addition, 
some expenses listed below are payable only within the IOE network The IOE facility must be specifically approved 
and designated by Aetna to perform the procedure you require. Each facility in the IOE network has been selected 
to perform only certain types of transplants, based on quality of care and successful clinical outcomes. 


The network level of benefits is paid only for a treatment received at a facility designated by this Plan as an IOE for 
the type of transplant being performed. Each IOE facility has been selected to perform only certain types of 
transplants. 


If you are a participant in the IOE program, the program will coordinate all solid organ and bone marrow transplants 
and other specialized care you need. Any covered expenses you incur from an IOE facility will be considered in
network care expenses. 


The plan covers: 


• 
• 


• 


• 
• 


• 


Charges made by a physician or transplant team . 
Charges made by a hospital, outpatient facility or physician for the medical and surgical expenses of a live 
donor, but only to the extent that it is not covered by another plan or program. 
Related supplies and services provided by the facility during the transplant process. These services and supplies 
may include: physical, speech and occupational therapy; bio-medicals and immunosuppressants; home health care 
expenses and home infusion services. 
Charges for activating the donor search process with national registries . 
Compatibility testing of prospective organ donors who are immediate family members. For the purpose of this 
coverage, an "immediate" family member is defined as a first-degree biological relative. These are your biological 
parents, siblings or children. 
Inpatient and outpatient expenses directly related to a transplant. 


Covered transplant expenses are typically incurred during the four phases of transplant care described below. 
Expenses incurred for one transplant during these four phases of care will be considered one transplant occurrence. 


A transplant occurrence is considered to begin at the point of evaluation for a transplant and end upon the date you 
are discharged from the hospital or outpatient facility for the admission or visit(s) related to the transplant. 


The four phases of one transplant occurrence and a summary of covered transplant expenses during each phase are: 


1. Pre-transplant evaluation/ screening: Includes all transplant -related professional and technical components 
required for assessment, evaluation and acceptance into a transplant facility's transplant program. 


2. Pre-transplant/ candidacy screening: Includes HLA typing/ compatibility testing of prospective organ donors who 
are immediate family members. 
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3. Transplant event Includes inpatient and outpatient services for all covered transplant-related health sen-ices =d 
supplies provided to you and a donor during the one or more surgical procedures or medical therapies for a 
transplant; prescription drugs provided during your inpatient stay or outpatient visit(s), including bio-medical 
and inununosuppressant drugs; physical, speech or occupational therapy pwvided during your inpatient or 
outpatient visit(s); cadaveric and live donor organ procurement. 


4. Follow-up care: Includes all covered transplant expenses; home health care services; home infusion and 
transplant-related outpatient services rendered in connection with the transplant event. 


For purposes of this section, the following will be considered to be one transplant occurrence: 


• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 


Heart; 
Lung; 
Heart/Lung; 
Simultaneous Pancreas Kidney (SPK); 
Pancreas; 
Kidney; 
Liver; 
Intestine; 
Bone Marrow/Stem Cell; 
Multiple organs replaced during one transplant surgery; 
Tandem transplants (Stem Cell); 
Sequential transplants; 
Re-transplant of same organ type within 180 days of the first transplant; 
Any other single organ transplant, unless otherwise excluded under the plan . 


The following will be considered to be more than one transplant occurrence: 


• 


• 


• 
• 
• 
• 


Autologous blood/bone marrow transplant followed by allogenic blood/bone marrow transplant (when not 
of a tandem transplant). 
Allogenic blood/bone marrow transplant followed by an autologous blood/bone man:ow transplant (when not 
part of a tandem transplant). 
Re-transplant after 180 days of the first transplant . 
Pancreas transplant following a kidney transplant . 
A transplant necessitated by an additional organ failure during the original transplant surgery/ process . 
More than one transplant when not performed as part of a planned tandem or sequential transplant, (e.g., a liver 
transplant with subsequent heart transplant). 


Limitations 
Unless specified above, not covered under this benefit are charges incurred for: 


• 


• 
• 
• 
• 
• 


Outpatient drugs including bio-medicals and inununosuppressants not expressly related to an outpatient 
transplant occurrence. 
Services that are covered under any other part of this plan . 
Services and supplies furnished to a donor when the recipient is not a covered person . 
Home infusion therapy after the transplant occurrence . 
Harvesting or storage of organs, without the expectation of inunediate transplantation for an existing illness . 
Harvesting and/ or storage of bone marrow, tissue or stem cells, without the expectation of transplantation \\>i.L.l:lin 
12 months for an existing illness. 
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Treatment of Mental Disorders and Substance Use rcR-9Ntt-r72ot l\JYJ 


(The fmancial requirements and treatment limitations applicable to the mental health or substance use disorder 
benefits are no more restrictive than the predominant financial requirements and treatment limitations applied 
substantially all medical and surgical benefits covered herein.) 


Covered expenses include charges made for the treatment of mental disorders and substance use by behavioral 
health providers. 


Mental Disorders 
Covered expenses include charges made for the treatment of mental disorders and of Children with Serious 
Emotional Disturbances by behavioral health providers. 


Treatment of mental disorders means: the medically necessary care rendered by an eligible practitioner or 
approved facility and which, in the opinion of Aetna, is directed predominantly at treatable behavioral manifestations 
of a condition that Aetna determines (a) is a clinically significant behavioral or psychological syndrome, pattem, illness 
or disorder; and (b) substantially or materially impairs a person's ability to function in one or more life activities; and 
(c) has been classified as a mental disorder in the current American Psychiatric Diagnostic and Statistical Manual of 
Mental Disorders. 


Children with Serious Emotional Disturbances means: Persons under the age of eighteen years who have diagnoses 
of attention deficit disorders, disruptive behavior disorders, or pervasive development disorders, and where there are 
one or more of the following: 


• Serious suicidal symptoms or other life-threatening self-destructive behaviors; 
• Significant psychotic symptoms (hallucinations, delusion, bizarre behaviors); 
• Behavior caused by emotional disturbances that placed the child at risk of causing personal injury or significant 


property damage; or 
• Behavior caused by emotional disturbances that placed the child at substantial risk of removal from the 


household. 


Benefits are payable for charges incurred in a hospital, psychiatric hospital, residential treatment facility or 
behavioral health provider's office for the treatment of mental disorders as follows: 


Inpatient Treatment 
Covered expenses include charges for room and board at the semi-private room rate, and other services and 
supplies provided during your stay in a hospital or psychiatric hospital (as defmed in the mental hygiene law) or 
non-hospital residential treatment facility appropriately licensed by the Department of Health or equivalent. 
Inpatient benefits are payable only if your condition requires services that are only available in an inpatient setting. 
This Plan also covers partial hospitalization services. One inpatient hospitalization day may be exchanged for two 
partial hospitalization visits. 


Outpatient Treatment 
Covered expenses include charges for treatment received in a facility issued an operating certificate by the 
Commissioner of Mental Health, a facility operated by the Office of Mental Health, a licensed psychiatrist, 
psychologist or clinical social worker, or a professional corporation or university faculty practice corporation. Also 
covered are expenses for crisis intervention services (these are services rendered in connection with an unforeseen 
clinical condition which requires prompt action, since without such action the person may be at risk of injuring him or 
herself or others; or the person is at risk of substantially deterioration). 
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Substance Use (GR-91\: 11.11201 l\,'YJ 
Covered expenses include charges made for the treatment of substance use by behavioral health providers. 


Inpatient Treatment 
This Plan covers room and board at the semi-private room rate and other services and supplies provided 
your stay in a hospital or residential treatment facility, appropriately certified by the Office of Alcoholism and 
Substance Abuse services, or its equivalent in states other than New York. 


Coverage includes detoxification and rehabilitation services. 


Outpatient Treatment 
Outpatient treatment includes charges for treatment received for substance use while not confmed as a full-time 
inpatient in a hospital or residential treatment facility. 


lmp~rtant:R_e~in1er ... ·····•·•················ • . .,. ••••••••• .. i< .·.· .. :·.···•······ J Inpatient1featment, Bartial-hospitalization care and outpatient• treatment ti1ust .be precertified by .A{'tna.··R,e±er to 
Hon: thePidit W.orlq fO.r mO¢"{'. inf()rmatib.n aboutprecertification. 


Oral and Maxillofacial Treatment (Mouth, Jaws and Teeth) (GR-9N 1 


01) 


Covered expenses include charges made by a physician, a dentist and hospital for: 


• Non-surgical treatment of infections or diseases of the mouth, jaw joints or supporting tissues . 


Services and supplies for treatment of, or related conditions of, the teeth, mouth, jaws, jaw joints or supporting 
tissues, (this includes bones, muscles, and nerves), for surgery needed to: 


• 
• 


• 


• 


Treat a fracture, dislocation, or wound . 
Cut out teeth that are partly or completely impacted in the bone of the jaw; teeth that will not erupt through t..~e 
gum; other teeth that cannot be removed without cutting into bone; the roots of a tooth without remm~'lg the 
entire tooth; cysts, tumors, or other diseased tissues. 
Cut into gums and tissues of the mouth. This is only covered when not done in connection with the rPtnr''"' 


replacement or repair of teeth. 
Alter the jaw, jaw joints, or bite relationships by a cutting procedure when appliance therapy alone cannot result 
functional improvement. 


Hospital services and supplies received for a stay required because of your condition. 


Dental work, surgery and orthodontic treatment needed to remove, repair, restore o:r reposition: 


(a) Natural teeth damaged, lost, or removed; or 
(b) Other body tissues of the mouth fractured or cut 


due to injury. 


Any such teeth must have been free from decay or in good repair, and are ftnnly attached to the jaw bone at the time 
of the injury. 


The treatment must be completed in the Calendar Year of the accident or in the next Calendar Year. 
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If crowns, dentures, bridges, or in-mouth appliances are installed due to injury, covered expenses only include 
charges for: 


• 
• 
• 


The first denture or fixed bridgework to replace lost teeth; 
The first crown needed to repair each damaged tooth; and 
An in-mouth appliance used in the first course of orthodontic treatment after the injury . 


Medical Plan Exclusions (GR9N528.()1501I-vTJ 


Not every medical service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What The Plan Covers section or by amendment attached to this Booklet-Certificate. 


ortantNot 
havemedi 


yol!l1:p1an. 
sep#iltely und 


Charges for a service or supply furnished by a network provider in excess of the negotiated charge, or an out-of
network provider in excess of the recognized charge. 


• Cosmetic services and plastic surgery: any treatment, surgery (cosmetic or plastic), service or supply to alter, the 
shape or appearance of the body whether or not for psychological or emotional reasons, unless medically 
necessary. But this exclusion will not apply to (i) Reconstructive Services and Specialized Care Services under What the 
Plan Covers section; (ii) removal of bony impacted teeth, bone fractures, removal of tumors and orthodontogentic 
cysts; or covered dental services or supplies to treat congenital defects or anomalies (including cleft lip or cleft 
palate) of covered dependent children. 


Custodial Care 


Non-medically necessary services, including but not limited to, those treatments, services, prescription drugs and 
supplies which are not medically necessary, as determined by Aetna, for the diagnosis and treatment of illness, 
injury, restoration of physiological functions, or covered preventive services. This applies even if they are prescribed, 
recommended or approved by your physician or dentist. 


Services that are not covered under this Booklet-Certificate. 


Services and supplies provided in connection with treatment or care that is not covered under the plan. 


Unauthorized services, including any service obtained by or on behalf of a covered person without Precertification by 
Aetna when required. This exclusion does not apply in a Medical Emergency or in an Urgent Care situation. 
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Your Pharmacy Benefit (GR-9N-S-12-005-02) 


How the Pharmacy Plan Works 


It is important that you have the information and useful resources to help you get the most out of your Aetna 
prescription drug plan. This Booklet-Certificate explains: 


• 
• 
• 
• 
• 
• 


Defmitions you need to know; 
How to access network pharmacies and procedures you need to follow; 
"What prescription drug expenses are covered and what limits may apply; 
\-x;'hat prescription drug expenses are not covered by the plan; 
How you share the cost of your covered prescription drug expenses; and 
Other important information such as eligibility, complaints and appeals, termination, and general administration 
of the plan. 


A few)mportanfnotes to. consider beftire movitlg fo.rW~rd: 
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• 


• klet-Certificate 2;pplies tocov and does not restrict.yoiu:ab:ility to receive pr,esc~rii!>ti.on 


or 1ni~ht not ~e covered j . ••·•·· ••.••. ·•· •· .. ~der ~s prescription dnigpl~n. 
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Getting Started: Common Terms rcR-9N-12-0IO-o4JVYj 


You will find the terms below used throughout this Booklet-Certificate. They are described within the sections that 
follow, and you can also refer to the Glossary at the back of this document for helpful definitions. W"ords in bold 
throughout the document are defmed in the Glossary. 


Brand-Named Prescription Drug is a prescription drug with a proprietary name assigned to it by the 
manufacturer and so indicated by Medispan or any other similar publication designated by Aetna. 


Generic Prescription Drug is a prescription drug, whether identified by its chemical, proprietary, or non
proprietary name, that is accepted by the U.S. Food and Drug Administration as therapeutically equivalent and 
interchangeable with drugs having an identical amount of the same active ingredient and so indicated by Medispan 
any other publication designated by Aetna. 


Network pharmacy is a description of a retail, mail order or specialty pharmacy that has entered into a 
contractual agreement with Aetna, an affiliate, or a third party vendor, for the provision of covered services to you 
and your covered dependents. The appropriate pharmacy type may also be substituted for the word pharmacy. 
network retail pharmacy, network mail order pharmacy or specialty pharmacy network). 
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Non-Preferred Drug (Non-Formulary) is a brand-named prescription drug or generic prescription drug that 
does not appear on the preferred drug guide. 


Out-of-network pharmacy is a description of a pharmacy that has not contracted with Aetna, an affiliate, or a third 
party vendor, and does not participate in the pharmacy network. 


Preferred Drug (Formulary) is a brand-named prescription drug or generic prescription drug that appears on the 
preferred drug guide. 


Preferred Drug Guide is a listing of prescription drugs established by Aetna or an affiliate, which includes both 
brand-named prescription drugs and generic prescription drugs. This list is subject to periodic review and 
modification by Aetna. A copy of the preferred drug guide will be available upon your request or may be accessed 
on the Aetna website at www.aetna.com/formulary. 


Prescription Drug is a drug, biological, or compounded prescription which, by State or Federal Law, may be 
dispensed only by prescription and which is required by Federal Law to be labeled "Caution: Federal Law prohibits 
dispensing without prescription." This includes an injectable drug prescribed to be self-administered or administered 
by any other person except one who is acting within his or her capacity as a paid health care professional. Covered 
injectable drugs include insulin. 


Provider is any recognized health care professiona~ pharmacy or facility providing services with the scope of their 
license. 


Self-injectable Drug(s). Prescription drugs that are intended to be self-administered by injection to a specific part of 
the body to treat certain chronic medical conditions. 


Specialty Pharmacy Network. Aetna's network of participating pharmacies designated to fill Self-injectable Drug 
prescriptions. 


Accessing Pharmacies and Benefits rcR-9N-S-12-015-{}1-I'-iTJ 


This plan provides access to covered benefits through a network of pharmacies, vendors or suppliers. Aetna has 
contracted for these network pharmacies to provide prescription drugs and other supplies to you. 


Obtaining your benefits through network pharmacies has many advantages. Your out-of-pocket costs may vary 
between network and out-of-network benefits. Benefits and cost sharing may also vary by the type of network 
pharmacy where you obtain your prescription drug and whether or not you purchase a brand-name or generic drug. 
Network pharmacies include retail, mail order and specialty pharmacies. 


Read your Schedule oJBenifits carefully to understand the cost sharing charges applicable to you 


To better understand the choices that you have with your plan, please carefully review the follo-wing information. 


Accessing Network Pharmacies and Benefits (GR-9N-12-{)15-{}2J 


You may select a network pharmacy from the Aetna Network Pharmacy Directory or by logging on to Aetna's 
website at www.aetna.com. You can search Aetna's online directory, DocFind, for names and locations of network 
pharmacies. If you cannot locate a network pharmacy in your area call Member Services. 


You must present your ID card to the network pharmacy every time you get a prescription filled to be eligible for 
network benefits. The network pharmacy will calculate your claim online. You will pay any deductible, copayment or 
coinsurance directly to the network pharmacy. 


You do not have to complete or submit claim forms. The network pharmacy will take care of claim submission. 
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Emergency Prescriptions (GR-9N-s-tuJ15-0t-NYJ 


\Vhen you need a prescription filled in an emergency or urgent care situation, or when you are traveling, you can 
obtain network benefits by filling your prescription at any network retail pharmacy. The network pharmacy will 
fill your prescription and only charge you your plan's cost sharing amount. If you access an out-of-network 
pharmacy you will pay the full cost of the prescription and will need to file a claim for reimbursement, you will be 
reimbursed for your covered expenses up to the cost of the prescription less any applicable cost sharing required by 
you. 


Availability of Providers 
Aetna cannot guarantee the availability or continued network participation of a particular pharmacy. Either Aetna or 
any network pharmacy may terminate the provider contract. 


Cost Sharing for Network Benefits 
You share in the cost of your benefits. Cost Sharing amounts and provisions are described in the Schedule of 
Benefits. 


• 


• 


You will be responsible for the copayment for each prescription or refill as specified in the Schedule ofBeneftts . 
The copayment is payable directly to the network pharmacy at the time the prescription is dispensed. 


After you pay the applicable copayment, you will be responsible for any applicable coinsurance for covered 
expenses that you incur. Your coinsurance is based on the negotiated charge. Your coinsurance amount is 
determined by applying the applicable coinsurance percentage to the negotiated charge if the prescription is 
filled at a network pharmacy. \Vhen you obtain your prescription drugs through a network pharmacy, you 
will not be subject to balance billing. 


When You Use an Out-of-Network Pharmacy (GR-9N-S-t2-02o-ot-NYJ (GR-9Nt3-005ot NYJ 


You can directly access an out-of-network pharmacy to obtain covered outpatient prescription drugs. You will pay 
the pharmacy for your prescription drugs at the time of purchase and submit a claim form to receive 
reimbursement from the plan. You are responsible for completing and submitting claim forms for reimbursement of 
covered expenses you paid directly to an out-of-network pharmacy. Aetna will reimburse you for a covered 
expense up to the recognized charge, less any cost sharing required by you. 


Cost Sharing for Out-of-Network Benefits (GR-9N-S-t2-02o-ot-NYJ 


You share in the cost of your benefits. Cost Sharing amounts and provisions are described in the Schedule of 
Benefits. 


• You will be responsible for any applicable coinsurance for covered expenses that you incur. Your coinsurance 
share is based on the recognized charge. If the out-of-network pharmacy charges more than the recognized 
charge, you will be responsible for any expenses above the recognized charge. 


Pharmacy Benefit rcR-9N 13-005 01 NYJ 


What the Plan Covers 


The plan covers charges for outpatient prescription drugs for the treatment of an illness or injury, subject to the 
Limitations section of this coverage and the Exclusions section of the Booklet-Certificate. Prescriptions must be 
written by a prescriber licensed to prescribe federal legend prescription drugs. 


Your prescription drug benefit coverage is based on Aetna's preferred drug guide. The preferred drug guide 
includes both brand-name prescription drugs and generic prescription drugs. Your out-of-pocket expenses may 
be higher if your physician prescribes a covered prescription drug not appearing on the preferred drug guide. 
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Generic prescription drugs may be substituted by your pharmacist for brand-name prescription drugs. You may 
minimize your out-of-pocket expenses by selecting a generic prescription drug when available. 


Coverage of prescription drugs will be subject to, step therapy or other Aetna requirements or limitations. 
Prescription drugs covered by this plan are subject to drug utilization review by Aetna and/ or your provider 
and/ or your network pharmacy. 


Coverage for prescription drugs and supplies is limited to the supply limits as described below. 


Retail Pharmacy Benefits 
Outpatient prescription drugs are covered when dispensed by a network retail pharmacy. Each prescription is 
limited to a maximum 30 day supply when filled at a network retail pharmacy. Prescriptions for more than a 30 day 
supply are not eligible for coverage when dispensed by a network retail pharmacy. 


All prescriptions and refills over a 30 day supply must be filled at a mail order pharmacy. 


Mail Order Pharmacy Benefits 
Outpatient prescription drugs are covered when dispensed by a network mail order pharmacy. Each prescription 
is limited to a maximum 90 day supply when filled at a network mail order pharmacy. Prescriptions for less than a 
30 day supply or more than a 90 day supply are not eligible for coverage when dispensed by a network mail order 
pharmacy. 


Self-Injectable Drugs- Specialty Pharmacy Network Benefits 
Self-injectable drugs are covered at the network level of benefits only when dispensed through a network retail 
pharmacy or Aetna's specialty pharmacy network Refer to the preferred drug guide for a list of self-injectable 
drugs. You may refer to Aetna's website, www.aetna.com to review the list anytime. The list may be updated from 
time to time. 


The initial prescription for a self-injectable drug must be filled at a network retail pharmacy or at Aetna's 
specialty pharmacy network 


You are required to obtain self-injectable drugs at Aetna's specialty pharmacy network for all prescription drug 
refills after the initial fill. 


Each prescription is limited to a maximum 30 day supply when filled at Aetna's specialty pharmacy network 


Other Covered Expenses (GR-9N 13-0o5 o11'v'YJ 


The following prescription drugs, medications and supplies are also covered expenses under this Coverage. 


Off-Label Use (GR-9N 13-005 01 J\iY) 


FDA approved prescription drugs may be covered when the off-label use of the drug has not been approved by the 
FDA for that indication. The drug must be recognized for treatment of the indication in one of the standard 
compendia (the United States Pharmacopoeia Drug Information, the American Medical Association Drug 
Evaluations, or the American Hospital Formulary Service Drug Information). Or, the safety and effectiveness of use 
for this indication has been adequately demonstrated by at least one study published in a nationally recognized peer 
review journal. Coverage of off label use of these drugs may be subject to step-therapy or other Aetna requirements 
or limitations. 


Diabetic Supplies (GR-9N 13-005 01 f'..TYJ 
The following diabetic supplies upon prescription by a physician: 


• Diabetic needles and syringes . 
• Test strips for glucose monitoring and/ or visual reading . 
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• Diabetic test agents. 
• Lancets/lancing devices. 
• Alcohol swabs. 


Oral and Self-Injectable Infertility Drugs 
The following prescription drugs used for the purpose of treating infertility including, but not limited to: 


• Urofollitropin, menotropin, human chorionic gonadotropin and progesterone . 


Lifestyle/Performance Drugs 
Coverage includes: 


• Sildena@ Citrate, phentolamine, apomorphine and alprostadil in oral, and topical (which includes, but is not 
limited to gels, creams, ointments and patches) forms; or any other form, internally or externally, are covered; 
regardless of medical necessity. Coverage includes: any prescription drug in oral or topical form, that is in a 
similar or identical class; has a similar or identical mode of action; or exhibits similar, or identical outcomes. 


• Coverage is limited to 4 pills, or other form; determined cumulatively among all forms for unit amounts; 
determined by Aetna to be similar in cost to: oral forms, per 30 day supply. 


Step-Therapy 
With step-therapy: 


• 


• 


• 


The use of one or more prerequisite therapy drugs is required prior to the time a step therapy drug is dispensed 
in order for a step therapy drug to be considered covered. 
No benefit will be payable for a step therapy drug unless the corresponding prerequisite therapy drug are used 
first. 
However, if it is necessary for you to be initially treated with a step therapy drug, the prescriber of the dmg may 
request a medical exception by following the procedures described below. 


Lists of the step-therapy drugs and prerequisite drugs are included in the Aetna preferred drug guide available 
upon request or online at www.aetna.com/formulary. The list of step therapy drugs are subject to change by Aetna. 


Medical Exceptions: 
Your prescriber may seek a medical exception to obtain coverage for drugs for which coverage is denied through 
Step Therapy. The prescriber must submit such exception requests to Aetna. Coverage granted as a result of 
medical exception shall be based on an individua~ case by case medical necessity determination and coverage \vill 
not apply or extend to other covered persons. 


Pharmacy Benefit limitations (GR-9N13-015011"<'YJ 


A network pharmacy may refuse to fill a prescription order or refill when in the professional judgment of the 
pharmacist the prescription should not be filled. 


The plan will not cover expenses for any prescription drug for which the actual charge to you is less than the 
required copayment or deductible, or for any prescription drug for which no charge is made to you. 


You will be charged the out-of-network prescription drug cost sharing for prescription drugs recently approved 
by the FDA, but which have not yet been reviewed by the Aetna Health Pharmacy Management Department and 
Therapeutics Committee. 


The number of copayments / deductibles you are responsible for per vial of Depo-Pro vera, an injectable 
contraceptive, or similar type contraceptive dispensed for more than a 30 day supply, will be based on the 90 
supply level. Coverage is limited to a maximum of 5 vials per calendar year. 
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Pharmacy Benefit Exclusions (GR-9N s-28-02o-Ot r.lYJ 


Not every health care service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What the Plan Covers section or by amendment attached to this Booklet-Certificate. In addition, some services are 
specifically limited or excluded. This section describes expenses that are not covered or subject to special limitations. 


These prescription drug exclusions are in addition to the exclusions listed under your medical coverage. 


The plan does not cover the following expenses: 


• Administration or injection of any drug. 
• Any charges in excess of the benefit, dollar, day, or supply limits stated in this Booklet-Certificate. 


Any drugs or medications, services and supplies that are not medically necessary, as determined by Aetna, for the 
diagnosis, care or treatment of the illness or injury involved. This applies even if they are prescribed, recommended 
or approved by your physician or dentist. 


Biological sera, blood, blood plasma, blood products or substitutes or any other blood products. 


Cosmetic drugs, medications or preparations used for cosmetic purposes or to promote hair growth, including but not 
limited to health and beauty aids, chemical peels, dermabrasion, treatments, bleaching, creams, ointments or other 
treatments or supplies, to remove tattoos, scars or to alter the appearance or texture of the skin. 


Drugs administered or entirely consumed at the time and place it is prescribed or dispensed. 


Drugs which do not, by federal or state law, require a prescription order (i.e. over-the-counter (OTC) drugs), even if 
a prescription is written. 


Drugs provided by, or while the person is an inpatient in, any healthcare facility; or for any drugs provided on an 
outpatient basis in any such institution to the extent benefits are payable for it. 


Drugs used primarily for the treatment of infertility, or for or related to artificial insemination, in vitro fertilization, or 
embryo transfer procedures, except as described in the What the Plan Covers section. 


Durable medical equipment, monitors and other equipment. 


Experimental or investigational drugs or devices, except as described in the What the Plan Covers section. 


This exclusion will not apply with respect to drugs that: 


• 
• 
• 


Have been granted treatment investigational new drug (IND); or Group c/treatment IND status; or 
Are being studied at the Phase III level in a national clinical trial sponsored by the National Cancer Institute; and 
Aetna determines, based on available scientific evidence, are effective or show promise of being effective for the 
illness. 


Food items: Any food item, including infant formulas, nutritional supplements, vitamins, medical foods and other 
nutritional items, even if it is the sole source of nutrition. This exclusion will not apply to expenses incurred for 
enteral formulas for home use and modified solid food products that are low in protein or which contain protein, 
which are prescribed by a physician for the treatment of certain diseases which include, but are not limited to: (a) 
inherited diseases of amino acid or organic acid metabolism; (b) Crohn's disease; (c) gastroesophageal reflux with 
failure to thrive; (d) disorders of gastrointestinal motility; (e) multiple, severe food allergies. 
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Genetics: Any treatment, device, drug, or supply to alter the body's genes, genetic make-up, or the expression of the 
body's genes except for the correction of congenital birth defects. 


Immunization or immunological agents. 


Implantable drugs and associated devices. 


Injectables: 


• Any charges for the administration or injection of prescription drugs or injectable insulin and other injectable 
drugs covered by Aetna; 


• Needles and syringes, except for diabetic needles and syringes; 
• Unless medically necessary, injectable drugs if an alternative oral drug is available; 


Prescription drugs for which there is an over-the-counter (OTC) product which has the same active ingredient and 
strength even if a prescription is written. 


Prescription drugs, medications, injectables or supplies provided through a third party vendor contract with the 
policyholder. 


Prescription orders filled prior to the effective date or after the termination date of coverage under this Booklet
Certificate. 


Prophylactic drugs for travel. 


Refills in excess of the amount specified by the prescription order. Before recognizing charges, Aetna may require a 
new prescription or evidence as to need, if a prescription or refill appears excessive under accepted medical practice 
standards. 


Refills dispensed more than one year from the date the latest prescription order was written, or as otherwise 
permitted by applicable law of the jurisdiction in which the drug is dispensed. 


Replacement of lost or stolen prescriptions. 


Drugs, services and supplies provided in connection with treatment of an occupational injury or occupational 
illness. 


Sex change: Any treatment, drug or supply related to changing sex or sexual characteristics, including hormones and 
hormone therapy. 


Supplies, devices or equipment of any type, except as specifically provided in the What the Plan Covers section. 


Test agents except diabetic test agents. 


When Coverage Ends rcR-9N-3o.oos.o2IV'YJ rcR-9N 3o.oos-HRPA-NYJ 


Coverage under your plan can end for a variety of reasons. In this section, you will find details on how and why 
coverage ends, and how you may still be able to continue coverage. 


When Coverage Ends for Employees 
Your coverage under the plan will end if: 


• The plan is discontinued; 
• You voluntarily stop your coverage; 
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• 
• 
• 
• 
• 


• 


The group policy ends; 
You are no longer eligible for coverage; 
You do not make any required contributions; 
You become covered under another plan offered by your employer; 
You have exhausted your overall maximum lifetime benefit under your health plan, if your plan contains such a 
maximum benefit; or 
Your employment stops for any reason, including a job elimination or being placed on severance. This will be 
either the date you stop active work, or the day before the first premium due date that occurs after you stop active 
work. However, if premium payments are made on your behalf, Aetna may deem your employment to continue, 
for purposes of remaining eligible for coverage under this Plan, as described below: 


If you are not actively at work due to illness or injury, your coverage may continue, until stopped by your 
employer, but not beyond 3 months from the start of your absence. 


If you are not actively at work due to temporary lay-off or leave of absence, your coverage will stop on your 
last full day you are actively at work before the start of the lay-off or leave of absence. 


It is your employer's responsibility to let Aetna know when your employment ends. The limits above may be 
extended only if Aetna and your employer agree, in writing, to extend them. 


Your Proof of Prior Medical Coverage (GR-9N 3o.o10 ot-l\TYJ 


Under the Health Insurance Portability and Accountability Act of 1996, your employer is required to give you a 
certificate of creditable coverage when your employment ends. This certificate proves that you were covered under 
this plan when you were employed. Ask your employer about the certificate of creditable coverage. 


When Coverage Ends for Dependents (GR-9N-3o.ots-02J (GR-9No3o.o3oot; 


Coverage for your dependents will end if: 


• 
• 
• 


• 


• 


You are no longer eligible for dependents' coverage; 
You do not make the required contribution toward the cost of dependents' coverage; 
Your own coverage ends for any of the reasons listed under When Coverage Ends for Employees (other than 
exhaustion of your overall maximum lifetime benefit, if included); 
Your dependent is no longer eligible for coverage. In this case, coverage ends at the end of the calendar month 
when your dependent no longer meets the plan's defmition of a dependent; or 
Your dependent becomes eligible for comparable benefits under this or any other group plan offered by your 
employer. 


In addition, a "domestic partner" will no longer be considered to be a defined dependent on the earlier to occur of: 


• 
• 


The date this plan no longer allows coverage for domestic partners . 
The date of termination of the domestic partnership. In that event, you should provide your Employer with a 
completed and signed Declaration of Termination of Domestic Partnership. 


Coverage for dependents may continue for a period after your death. Coverage for handicapped dependents may 
continue after your dependent reaches any limiting age. See Continuation if Coverage for more information. 
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Continuation of Coverage rcR-9N31-otoo3J rcR-9N31-01502-J\YJ 


Continuing Health Care Benefits rcR-9N 3t-015 o1-l'<'YJ (GR-9N DEP30J 


Continuation of Coverage 
If all or a portion of your health expense coverage would terminate because you terminate employment or 
membership in the eligible classes, coverage (other than Dental Expense Coverage) may be continued for you and 
your eligible dependents. Coverage will not be continued for any person who is eligible for a like continuation under 
federal law. 


Within 60 days of the later of: 


• The date coverage would otherwise terminate; and 
• The date you are sent notice by flrst class mail by your employer of the right to continue; 


You must elect the continuation in writing and pay the ftrst contribution. The contribution required may be up to 
102% of the cost to this plan. Premium payments must be continued. 


Coverage will not be continued beyond the ft.rst to occur of: 


• 
• 


II 


• 
• 
• 


The end of an 18 month period which starts on the date coverage would otherwise terminate . 
The end of a 29 month period which starts on the date your coverage would otherwise terminate; but only 
prior to the end of the above 18 months period, you provide notice to your employer that you have been 
determined to be disabled under Title II or XVI of the Social Security Act on the date your coverage would have 
otherwise terminated, except for this continuation. If you are no longer determined to be so disabled, you must 
notify your employer within 30 days of such determination. In that case, coverage will cease at the start of the 
month that begins more than 31 days after the date of the fmal determination that you are no longer so disabled. 
The date you become eligible for like group coverage, including coverage for any preexisting condition. 
The end of the period for which any required contributions have been made . 
Discontinuance of the coverage involved as to employees of the eligible class of which you were a member . 
The date you become enrolled in beneftts under Medicare . 


Coverage for a dependent may not be continued beyond the date it would otherwise terminate. 


If any coverage being continued ceases, you may apply for a conversion policy. See Converting to an Individual Health 
Poliry. 


Continuing Coverage for Dependent Students on Medical Leave of Absence (GR-9N3t-ots 
01-1'vY) 


If your dependent child who is eligible for coverage and enrolled in this plan by reason of his or her status as a full
time student at a postsecondary educational institution ceases to be eligible due to: 


.. 
• 


a medically necessary leave of absence from school; or 
a change in his or her status as a full-time student, 


resulting from a serious illness or injury, such child's coverage under this plan may continue. 


Coverage under this continuation provision will end when the fust of the following occurs: 


• 


• 


The end of the 12 month period following the ftrst day of your dependent child's leave of absence from 
or a change in his or her status as a full-time student; 
Your dependent child's coverage would otherwise end under the terms of this plan; 
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• Dependent coverage is discontinued under this plan; or 


• You fail to make any required contribution toward the cost of this coverage . 


To be eligible for this continuation, the dependent child must have been enrolled in this plan and attending school on 
a full-time basis immediately before the first day of the leave of absence. 


To continue your dependent child's coverage under this provision you should notify your employer as soon as 
possible after your child's leave of absence begins or the change in his or her status as a full-time student. Aetna may 
require a written certification from the treating physician which states that the child is suffering from a serious 
illness or injury and that the resulting leave of absence (or change in full-time student status) is medically 
necessary. 


Handicapped Dependent Children (GR-9N 31.01501-l'v'YJ 


Health Expense Coverage for your fully handicapped dependent child may be continued past the maximum age for a 
dependent child. However, such coverage may not be continued if the child has been issued an individual medical 
conversion policy. 


Your child is fully handicapped if: 


• 


• 


he or she is not able to earn his or her own living because of mental retardation or a physical handicap which 
started prior to the date he or she reaches the maximum age for dependent children under your plan; and 
he or she depends chiefly on you for support and maintenance . 


Proof that your child is fully handicapped must be submitted to Aetna no later than 31 days after the date your child 
reaches the maximum age under your plan. 


Coverage will cease on the first to occur of: 


• 
• 
• 


Cessation of the handicap . 
Failure to give proof that the handicap continues . 
Failure to have any required exam . 


• Termination of Dependent Coverage as to your child for any reason other than reaching the maximum age under 
your plan. 


Aetna will have the right to require proof of the continuation of the handicap. Aetna also has the right to examine 
your child as often as needed while the handicap continues at its own expense. An exam will not be required more 
often than once each year after 2 years from the date your child reached the maximum age under your plan. 


Extension of Benefits (GR-9N 31.o2o 01J 


Coverage for Health Benefits 
If your health benefits end while you are totally disabled, your health expenses will be extended as described below, 
but, with respect to medical benefits, only as to expenses incurred in connection with the injury or illness that caused 
the total disability. To find out why and when your coverage may end, please refer to When Coverage Ends. 
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"Totally disabled" means that because of an injury or illness: 


• You are not able to work at your own occupation and you cannot work at any occupation for pay or profit. 
• Your dependent is not able to engage in most normal activities of a healthy person of the same age and gender. 


Extended Health Coverage (GR-9N3t-02001J 


(GR-9N 31-020 01) 


Medical Bendfts (other than Basic medical bendfts): Coverage will be available while you are totally disabled, but only for the 
condition that caused the disability, for up to 12 months. 


Prescription Drug Bendfts: Coverage will be available while you are totally disabled for up to 12 months. 


When Extended Health Coverage Ends 
Extension of benefits will end on the first to occur of the date: 


• You are no longer totally disabled, or become covered under any other group plan with like benefits. 
• Your dependent is no longer totally disabled, or he or she becomes covered under any other group plan with like 


benefits. 


(This does not apply if coverage ceased because the benefit section ceased for your eligible class.) 


COBRA Continuation of Coverage rcR-9N31-025NYJ 


If your employer is subject to COBRA requirements, the health plan continuation is governed by the Federal 
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requirements. With COBRA you and your 
dependents can continue health coverage, subject to certain conditions and your payment of premiums. Continuation 
rights are available following a "qualifying event" that would cause you or family members to otherwise lose coverage. 
Qualifying events are listed in this section. 


Continuing Coverage through COBRA 
When you or your covered dependents become eligible, your employer will provide you with detailed information on 
continuing your health coverage through COBRA. 


You or your dependents will need to: 


• 


• 


• 


Complete and submit an application for continued health coverage, which is an election notice of your intent to 
continue coverage. 
Submit your application within 60 days of the qualifying event, or within 60 days of your employer's notice of this 
COBRA continuation right, if later. 
Agree to pay the required premiums . 


Who Qualifies for COBRA 
You have 60 days from the qualifying event to elect COBRA. If you do not submit an application within 60 days, you 
will forfeit your COBRA continuation rights. 
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Below you will find the qualifying events and a Sll1ll1rulrY of the maximum coverage periods according to COBRA 
requirements. 


Qualifying Event Causing Loss Covered Persons Eligible to Maximum Continuation Periods 
of Health Covera_g_e Elect Continuation 
Your active employment ends for You and your dependents 18 months 
reasons other than gross 
misconduct 
Your working hours are reduced You and your dependents 18 months 
Your marriage is annulled, you Your dependents 36 months 
divorce or legally separate and are 
no longer responsible for 
dependent coverage 
You become entitled to benefits Your dependents 36 months 
under Medicare 
Your covered dependent children Your dependent children 36 months 
no longer qualify as dependents 
under the plan 
You die Your dependents 36 months 
You are a retiree eligible for health You and your dependents 18 months 
coverage and your former employer 
files for bankruptcy 


Disability May Increase Maximum Continuation to 29 Months 
If You or Your Covered Dependents Are Disabled. 


If you or your covered dependent qualify for disability status under Title II or XVI of the Social Security Act during 
the 18 month continuation period, you or your covered dependent: 


• 
• 
• 


• 


• 


Have the right to extend coverage beyond the initial18 month maximum continuation period 
Qualify for an additional 11 month period, subject to the overall COBRA conditions . 
Must notify your employer within 60 days of the disability determination status and before the 18 month 
continuation period ends. 
Must notify the employer within 30 days after the date of any final determination that you or a covered dependent 
is no longer disabled. 
Are responsible to pay the premiums after the 18th month, through the 29th month . 


If There Are Multiple Qualifying Events. 


A covered dependent could qualify for an extension of the 18 or 29 month continuation period by meeting the 
requirements of another qualifying event, such as divorce or death. The total continuation period, however, can never 
exceed 36 months. 


Determining Your Premium Payments for Continuation Coverage 
Your premium payments are regulated by law, based on the following: 


• 
• 


For the 18 or 36 month periods, premiums may never exceed 102 percent of the plan costs . 
During the 18 through 29 month period, premiums for coverage during an extended disability period may never 
exceed 150 percent of the plan costs. 
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When You Acquire a Dependent During a Continuation Period 
If through birth, adoption or marriage, you acquire a new dependent during the continuation period, your dependent 
can be added to the health plan for the remainder of the continuation period if: 


• 
• 
• 


He or she meets the definition of an eligible dependent, 
Your employer is notified about your dependent within 31 days of eligibility, and 
Additional premiums for continuation are paid on a timely basis . 


When Your COBRA Continuation Coverage Ends 
Your COBRA coverage will end when the first of the following events occurs: 


• 


• 
• 


• 
• 


• 


You or your covered dependents reach the maximum COBRA continuation period- the end of the 18, 29 or 36 
months. (Coverage for a newly acquired dependent who has been added for the balance of a continuation period 
would end at the same time your continuation period ends, if he or she is not disabled nor eligible for an extended 
maximum). 
You or your covered dependents do not pay required premiums . 
You or your covered dependents become covered under another group plan that does not restrict coverage for 
pre-existing conditions. If your new plan limits pre-existing condition coverage, the continuation coverage under 
this plan may remain in effect until the pre-existing clause ceases to apply or the maximum continuation period is 
reached under this plan. 
The date your employer no longer offers a group health plan . 
The date you or a covered dependent becomes enrolled in benefits under Medicare. This does not apply if it is 
contrary to the Medicare Secondary Payer Rules or other federal law. 
You or your dependent dies . 


Conversion from a Group to an Individual Plan 
You may be eligible to apply for an individual health plan without providing proof of good health: 


• 
• 
• 
• 


At the termination of employment . 
When loss of coverage under the group plan occurs . 
When loss of dependent status occurs . 
At the end of the maximum health coverage continuation period . 


The individual policy will not provide the same coverage as the former group plan offered by your employer. Certain 
benefits may not be available. You will be required to pay the associated premium costs for the coverage. For 
additional conversion information, contact your employer or call the toll-free number on your member ID card. 


Converting to an Individual Medical Insurance Policy 


Eligibility 
You and your covered dependents may apply for an individual Medical insurance policy if you lose coverage under the 
group medical plan because: 


• 
• 
• 
• 
• 


You terminate your employment; 
You are no longer in an eligible class; 
Your dependent no longer qualifies as an eligible dependent; 
Any continuation coverage required under federal or state law has ended; or 
You retire and there is no medical coverage available . 
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The individual conversion policy may cover: 


• 
• 
• 


You only; or 
You and all dependents who are covered under the group plan at the time your coverage ended; or 
Your covered dependents, if you should die before you retire . 


Features of the Conversion Policy 
The individual policy and its terms will be the type: 


• 
• 


Required by law or regulation for group conversion purposes in your or your dependent's states of residence; and 
Offered by Aetna when you or your dependents apply under your employer's conversion plan . 


However, coverage will not be the same as your group plan coverage. Generally, the coverage level may be less, and 
there is an applicable overall lifetime maximum benefit. 


If the plan does not include major medical benefits, coverage may be elected under one of the following plans: 


• 


• 


• 


Plan I: Hospital room and board expense benefits of $130 per day. The maximum duration is 30 days . 
Miscellaneous hospital expense benefits to a maximum of $1,300. Surgical operation expense benefits according 
to a $1,400 maximum benefits schedule. 
Plan II: Hospital room and board expense benefits of $230 per day. The maximum duration is 30 days . 
Miscellaneous hospital expense benefits to a maximum of $2,300. Surgical operation expense benefits according 
to a $2,400 maximum benefits schedule. 
Plan III: Hospital room and board expense benefits of $330 per day. The maximum duration is 70 days . 
Miscellaneous hospital expense benefits to a maximum of $3,300. Surgical operation expense benefits according 
to a $3,500 maximum benefits schedule. 


If the plan includes only major medical benefits, coverage may be elected under the following plan only: 


• Plan IV: Major medical expense benefits providing: (a) a $330 per day hospital room and board benefit; (b) 
surgical expense benefits according to a $4,500 maximum benefits schedule; (c) a $200,000 maximum benefit for 
all sicknesses and injuries; (d) a deductible of $1,000; (e) an 80% benefit percentage, with a coinsurance limit of 
$2,000; and (f) an annual restoration benefit of $5,000. 


The individual policy may also: 


• 


• 
• 


Reduce its benefits by any like benefits payable under your group plan after coverage ends (for example: if 
benefits are paid after coverage ends because ofa disability extension of benefits); 
Not guarantee renewal under selected conditions described in the policy; 
Require a statement that Aetna may ask for data about your coverage under any other plan. This may be asked 
for on any premium due date for the individual policy. If you do not give the data, expenses covered under the 
individual policy may be reduced by expenses which are covered or provided under those plans. 


Limitations 
You or your dependents do not have a right to convert if: 


• 


• 


You or your dependents are eligible for Medicare. Covered dependents not eligible for Medicare may apply for 
individual coverage even if you are eligible for Medicare. 
Coverage under the plan has been in effect for less than three months . 
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• 


• 
• 


• 


A lifetime maximum benefit under tins plan has been reached. For example: 


If a covered dependent reaches the group plan's lifetime maximum benefit, the covered dependent ''-ill not 
have the right to convert. If you or your dependents have remaining benefits, you are eligible to convert. 


If you have reached your lifetime maximum, you will not be able to convert However, if a dependent has a 
remaining benefit, he or she is eligible to convert. 


You or your covered dependents become eligible for any other medical coverage under this plan . 
You apply for individual coverage in a jurisdiction where Aetna cannot issue or deliver an individual conversion 
policy. 
You or your covered dependents are eligible for, or have benefits available under, another plan that, in addition 
the converted policy, would either match benefits or result in over insurance. Examples include: 


Any other hospital or surgical expense insurance policy; 


Any hospital service or medical expense indemnity corporation subscriber contract; 


Any other group contract; or 


Any statute, welfare plan or program. 


Electing an Individual Conversion Policy 
You or your covered dependents have to apply for the individual policy within 45 days after your coverage ends. The 
45 days start on the date group coverage ceases. The application period will be extended for 45 days from the date 
your employer gives you written notice of the conversion privilege, as required by law, but not beyond 90 days frorr1 
the date group coverage ceases. 


If coverage ends because of retirement, the 45 day application period begins on the date coverage under the group 
plan actually ends. This applies even if you or your dependents are eligible for benefits based on a disability 
continuation provision because you or they are totally disabled. 


To apply for an individual medical insurance policy: 


• 
• 


Get a copy of the "Notice of Conversion Privilege and Request" form from your employer . 
Complete and send the form to Aetna at the specified address . 


Your Premiums and Payments 
Your first p:renlium payment will be due at the time you subnlit the conversion application to Aetna. 


The amount of the prenlium will be Aetna's normal rate for the policy that is approved for issuance in your or your 
dependent's state of :residence. 


When an Individual Policy Becomes Effective 
The individual policy will begin on the day after coverage ends under your group plan. Your policy will be issued once 
Aetna receives and processes your completed application and prenlium payment. 
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Coordination ofBenefits
What Happens When 
There is More Than One 
Health Plan 


When Coordination of Benefits Applies 


This Coordination of Benefits (COB) provision applies to this plan when you or your covered dependent has health 
coverage under more than one plan. "Plan" and "This plan" are defined herein. The Order of Benefit Determination 
Rules below determines which plan will pay as the primary plan. The primary plan pays first without regard to the 
possibility that another plan may cover some expenses. A secondary plan pays after the primary plan and may reduce 
the benefits it pays so that payments from all group plans do not exceed 100% of the total allowable expense. 


Getting Started- Important Terms 


When used in this provision, the following words and phrases have the meaning explained herein. 


Allowable Expense means a health care service or expense, including, coinsurance and copayments and without 
reduction of any applicable deductible, that is covered at least in part by any of the Plans covering the person. When 
a Plan provides benefits in the form of services (for example an HMO), the reasonable cash value of each service will 
be considered an allowable expense and a benefit paid. An expense or service that is not covered by any of the Plans 
is not an allowable expense. Any expense that a health care provider by law or in accordance with a contractual 
agreement is prohibited from charging a covered person is not an allowable expense. The following are examples of 
expenses and services that are not allowable expenses: 


• If a covered person is confined in a private hospital room, the difference between the cost of a semi-private 
room in the hospital and the private room (unless the patient's stay in the private room is medically necessary in 
terms of generally accepted medical practices, or one of the Plans routinely provides coverage of hospital private 
rooms) is not an allowable expense. 


If a person is covered by one Plan that computes its benefit payments on the basis of recognized charges and another 
Plan that provides its benefits or services on the basis of negotiated charges, the primary plan's payment arrangements 
shall be the allowable expense for all the Plans. However, if the secondary plan has a negotiated fee or payment 
amount different from the primary plan and if the provider contract permits, that negotiated fee will be the allowable 
expense used by the secondary plan to determine benefits. 


When a plan provides benefits in the form of services, the reasonable cash value of each service rendered shall be 
deemed an allowable expense and a benefit paid. 


Closed Panel Plan(s). A plan that provides health benefits to covered persons primarily in the form of services 
through a panel of providers that have contracted with or are employed by the plan, and that limits or excludes 
benefits for services provided by other providers, except in cases of emergency or referral by a panel member. 


Custodial Parent. A parent awarded custody by a court decree. In the absence of a court decree, it is the parent with 
whom the child resides more than one half of the calendar year without regard to any temporary visitation. 
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Plan. Any Plan providing benefits or services by reason of health care or treatment, which benefits or services are 
provided by one of the following: 


• 


• 
• 
• 


• 


• 
• 


Group or nongroup, blanket, or franchise health insurance policies issued by insurers, including health care 
service contractors; 
Other prepaid coverage under service plan contracts, or under group or individual practice; 
Uninsured arrangements of group or group-type coverage; 
Labor-management trustee plans, labor organization plans, employer organization plans, or employee benefit 
organization plans; 
Medical benefits coverage in a group, group-type, and individual automobile "no-fault" and traditional automobile 
"fault" type contracts; 
Medicare or other governmental benefits; 
Other group-type contracts. Group type contracts are those which are not available to the general public and can 
be obtained and maintained only because membership in or connection with a particular organization or group. 


If the Plan includes medical, prescription drug, dental, vision and hearing coverage, those coverages will be considered 
separate plans. For example, Medical coverage will be coordinated with other Medical plans, and dental coverage will 
be coordinated with other dental plans. 


This Plan is any part of the policy that provides benefits for health care expenses. 


Primary Plan/Secondary Plan. The order of benefit determination rules state whether This Plan is a Primary Plan 
or Secondary Plan as to another Plan covering the person. 


When This Plan is a Primary Plan, its benefits are determined before those of the other Plan and without considering 
the other Plan's benefits. 


When This Plan is a Secondary Plan, its benefits are determined after those of the other Plan and may be reduced 
because of the other Plan's benefits. 


When there are more than two Plans covering the person, This Plan may be a Primary Plan as to one or more other 
Plans, and may be a Secondary Plan as to a different Plan or Plans. 


Which Plan Pays FirstrcR-9N33.otootNY,I 


To find out whether the regular benefits under this plan will be reduced, the order in which the various plans will pay 
benefits must first be figured. This will be done as follows: 


• 


• 


A plan with no rules for coordination with other benefits will be deemed to pay its benefits before a plan which 
contains such rules. 
A plan which covers a person as other than a dependent will be deemed to pay its benefits before a plan which 
covers the person as a dependent. 


1. Except in the case of a dependent child whose parents are divorced or separated; the plan which covers the 
person as a dependent of a person whose birthday comes first in a calendar year will be primary to the plan 
which covers a person as a dependent of a person whose birthday comes later in the year; however: 
(a) if both parents have the same birthday, the benefits of the plan which covered the parent longer are 


determined before those of the plan which covered the other parent for a shorter period of time; 
(b) if the other plan does not have the rules described above, but instead has a rule based on the gender of 


the parent, and if, as a result, the plans do not agree on the order of benefit, the rule in the other plan will 
determine the order of benefits. 
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2. In the case of a dependent child whose parents are divorces or separated: 
(a) If there is a court decree which makes one parent financially responsible for the health care expenses with 


respect to the child and the entity obligated to pay or provide the benefits of that parent has actual 
knowledge of those terms, the benefits of that plan which covers the child as a dependent of such parent 
shall be determined before the benefits of any other plan which covers the child as a dependent child. 


(b) If there is no such court decree, the order of benefits is: 


The plan of the custodial parent; 


The plan of the spouse of the custodial parent; 
The plan of the noncustodial parent; and then 


3. Active Employee or Retired or Laid off Employee. The plan that covers a person as an employee who is 
neither laid off nor retired or as a dependent of an active employee, is the primary plan. The plan covering 
that same person as a retired or laid off employee or as a dependent of a retired or laid off employee is the 
secondary plan. If the other plan does not have this rule, and if, as a result, the plans do not agree on the 
order of benefits, this rule is ignored. This rule will not apply if the Non-Dependent or Dependent rules 
above determine the order of benefits. 


4. Longer or Shorter Length of Coverage. The plan that covered the person as an employee, member, 
subscriber longer is primary. 


5. If the preceding rules do not determine the primary plan, the allowable expenses shall be shared equally 
between the plans meeting the definition of plan under this provision. In addition, This Plan will not pay 
more than it would have paid had it been primary. 


How Coordination of Benefits Works 


When this plan is secondary, it may reduce its benefits so that total benefits paid or provided by all plans during a 
claim determination period are not more than 100% of total allowable expenses. The difference between the benefit 
payments that this plan would have paid had it been the primary plan, and the benefit payments that it actually paid or 
provided shall be recorded as a benefit reserve for the covered person and used by this plan to pay any allowable 
expenses, not otherwise paid during the claim determination period. 


In addition, a secondary plan will credit to its plan deductible any amounts that would have been credited in the 
absence of other coverage. 


Under the COB provision of This Plan, the amount normally reimbursed for covered benefits or expenses under 
This Plan is reduced to take into account payments made by other plans. The general rule is that the benefits 
otherwise payable under This Plan for all covered benefits or expenses will be reduced by all other plan benefits 
payable for those expenses. When the COB rules of This Plan and another plan both agree that This Plan 
determines its benefits before such other plan, the benefits of the other plan will be ignored in applying the general 
rule above to the claim involved. Such reduced amount will be charged against any applicable benefit limit of this 
coverage. 


If a covered person is enrolled in two or more closed panel plans COB generally does not occur with respect to the 
use of panel providers. However, COB may occur if a person receives emergency services that would have been 
covered by both plans. 


Right To Receive And Release Needed Information 
Certain facts about health care coverage and services are needed to apply these COB rules and to determine benefits 
under this plan and other plans. Aetna has the right to release or obtain any information and make or recover any 
payments it considers necessary in order to administer this provision. 
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Facility of Payment 
Any payment made under another plan may include an amount, which should have been paid under this plan. If so, 
Aetna may pay that amount to the organization, which made that payment. That amount will then be treated as 
though it were a benefit paid under this plan. Aetna will not have to pay that amount again. The term "payment 
made" means reasonable cash value of the benefits provided in the form of services. 


Right of Recovery 
If the amount of the payments made by Aetna is more than it should have paid under this COB provision, it may 
recover the excess from one or more of the persons it has paid or for whom it has paid; or any other person or 
organization that may be responsible for the benefits or services provided for the covered person. The "amount of 
the payments made" includes the reasonable cash value of any benefits provided in the form of services. 
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When You Have Medicare 
Coverage 
(GR-9N 33-020-01) 


This section explains how the benefits under This Plan interact with benefits available under Medicare. 


Medicare, when used in this Booklet-Certificate, means the health insurance provided by Title XVIII of the Social 
Security Act, as amended. It includes Health Maintenance Organization (HMO) or similar coverage that is an 
authorized alternative to Parts A and B of Medicare 


You are eligible for Medicare if you are: 


• 
• 
• 


Covered under it by reason of age, disability, or 
End Stage Renal Disease; or 
Not covered under it because you: 
1. Refused it; 
2. Dropped it; or 
3. Failed to make a proper request for it. 


If you are eligible for Medicare, the plan coordinates the benefits it pays with the benefits that Medicare pays. 
Sometimes, the plan is the primary payor, which means that the plan pays benefits before Medicare pays benefits. 
Under other circumstances, the plan is the secondary payor, and pays benefits after Medicare. 


Which Plan Pays First 


The plan is the primary payor when your coverage for the plan's benefits is based on current employment with your 
employer. The plan will act as the primary payor for the Medicare beneficiary who is eligible for Medicare: 


• 


• 


• 


Solely due to age if the plan is subject to the Social Security Act requirements for Medicare with respect to 
working aged (i.e., generally a plan of an employer with 20 or more employees); 
Due to diagnosis of end stage renal disease, but only during the first 30 months of such eligibility for Medicare 
benefits. This provision does not apply if, at the start of eligibility, you were already eligible for Medicare 
benefits, and the plan's benefits were payable on a secondary basis; 
Solely due to any disability other than end stage renal disease; but only if the plan meets the defmition of a large 
group health plan as outlined in the Internal Revenue Code (i.e., generally a plan of an employer with 100 or more 
employees). 


The plan is the secondary payor in all other circumstances. 


How Coordination With Medicare Works 


When the Plan is Primary 
The plan pays benefits first when it is the primary payor. You may then submit your claim to Medicare for 
consideration. 
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When Medicare is Primary 
Your health care expense must be considered for payment by Medicare first. You may then submit the e..-..;:pense to 
Aetna for consideration. 


Aetna will calculate the benefits the plan would pay in the absence of Medicare: 


• 


• 


If the result is more than the benefit paid by Medicare, the plan will pay the difference, up to 1 00% 
expenses. Plan expenses are any medically necessary health expenses which are covered, in whole or in 
under the plan. 
If the result is less than the benefit paid by Medicare, the plan will not pay a benefit, except as required by law . 


This review is done on a claim-by-claim basis. 


Charges used to satisfy your Part B deductible under Medicare will be applied under the plan in the order received 
by Aetna. Aetna will apply the largest charge flrst when two or more charges are received at the same time. 


Aetna will apply any rule for coordinating health care beneflts after determining the benefits payable. 


Right to Receive and Release Required Information (GR-9N-S-33-025-01) 


Certain facts about health care coverage and services are required to apply coordination of beneflts (COB) rules to 
determine benefits under This Plan and other plans. Aetna has the right to obtain or release any information, and 
make or recover any payments it considers necessary, in order to administer this provision. 
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General Provisions 
(GR-9N-32-005-02-h'Y) 


Type of Coverage 


Coverage under the plan is non-occupational. Only non-occupational accidental injuries and non-occupational 
illnesses are covered. The plan covers charges made for services and supplies only while the person is covered under 
the plan. 


Physical Examinations 


Aetna will have the right and opportunity to examine and evaluate any person who is the basis of any claim at all 
reasonable times while a claim is pending or under review. This will be done at no cost to you. 


Legal Action 


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


Aetna will not try to reduce or deny a benefit payment on the grounds that a condition existed before your coverage 
went into effect, if the loss occurs more than 2 years from the date coverage commenced. This will not apply to 
conditions excluded from coverage on the date of the loss. 


Confidentiality 


Information contained in your medical records and information received from any provider incident to the provider
patient relationship shall be kept confidential in accordance with applicable law. Information may be used or disclosed 
by Aetna when necessary for your care or treatment, the operation of the plan and administration of this Booklet
Certificate, or other activities, as permitted by applicable law. You can obtain a copy of Aetna's Notice of 
Information Practices by calling Aetna's toll-free Member Service telephone. 


Additional Provisions 


The following additional provisions apply to your coverage: 


• 


• 
• 


• 


This Booklet-Certificate applies to coverage only, and does not restrict your ability to receive health care services 
that are not, or might not be, covered. 
You cannot receive multiple coverage under the plan because you are connected with more than one employer . 
This document describes the main features of the plan. Additional provisions are described elsewhere in the group 
poliry. If you have any questions about the terms of the plan or about the proper payment of benefits, contact your 
employer or Aetna. 
Your employer hopes to continue the plan indefinitely but, as with all group plans, the plan may be changed or 
discontinued with respect to your coverage. 
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Assignments 


Coverage may be assigned only with the written consent of Aetna. To the extent allowed by law, Aetna '""ill nor 
accept an assignment to an out-of-network provider, including but not limited to, an assignment of: 
• The benefits due under this group insurance policy; 
• The right to receive payments due under this group insurance policy; or 
• Any claim you make for damages resulting from a breach or alleged breach, of the terms of this group insurance 


policy. 


Misstatements 


If any fact as to the Policyholder or you is found to have been misstated, a fair change in premiums may be made. If 
the misstatement affects the existence or amount of coverage, the true facts will be used in determining whether 
coverage is or remains in force and its amount. 


All statements made by the Policyholder or you shall be deemed representations and not warranties. No written 
statement made by you shall be used by Aetna in a contest unless a copy of the statement is or has been furnished to 
you or your beneficiary, or the person making the claim. 


Aetna's failure to implement or insist upon compliance with any provision of this policy at any given time or 
shall not constitute a waiver of Aetna's right to implement or insist upon compliance with that provision at any other 
time or times. This includes, but is not limited to, the payment of premiums. This applies whether or not the 
circumstances are the same. 


Incontestability 


As to Accident and Health Benefits: 


Except as to a fraudulent misstatement, or issues concerning Premiums due: 


• 


• 


• 


No statement made by the Policyholder or you or your dependent shall be the basis for voiding coverage or 
denying coverage or be used in defense of a claim unless it is in writing after it has been in force for 2 years from 
its effective date. 
No statement made by the Policyholder shall be the basis for voiding this Policy after it has been in force for 2 
years from its effective date. 
No statement made by you, an eligible employee or your dependent shall be used in defense of a claim for loss 
incurred or starting after coverage as to which claim is made has been in effect for 2 years. 


Subrogation and Right of Reimbursement 


As used herein, the term "Third Party", means any party that is, or may be, or is claimed to be responsible for illness 
or injuries to you. Such illness or injuries are referred to as "Third Party Injuries." "Third Party" includes any 
party responsible for payment of expenses associated with the care of treatment of Third Party Injuries. 


If this plan pays benefits under this Booklet-Certificate to you for expenses incurred due to Third Party Injuries, 
then Aetna retains the right to repayment of the full cost of all benefits pwvided by this plan on your behalf that are 
(a) associated with the Third Party Injuries; and (b) specifically identified or allocated as payments previously made 
by Aetna for such injuries in any recovery, settlement, judgment or compensation agreement. Aetna's rights of 
recovery apply to any recoveries made by or on your behalf from the following sources, including but not limited to: 


• 
• 


Payments made by a Third Party or any insurance company on behalf of the Third Party; 
Any payments or awards under an uninsured or underinsured motorist coverage policy; 
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• Any Workers' Compensation or disability award or setdement; 
• Medical payments coverage under any automobile policy, premises or homeowners' medical payments coverage 


or premises or homeowners' insurance coverage; and 
• Any other payments from a source intended to compensate you for injuries resulting from an accident or alleged 


negligence. 


By accepting benefits under this plan, you specifically acknowledge Aetna's right of subrogation. In the event you 
suffer injuries for which a Third Party is responsible (such as someone injuring you in an accident), and Aetna pays 
benefits as a result of those injuries, Aetna will be subrogated and succeed to the right of recovery against such Third 
Party to the extent of the benefits Aetna has paid. This means that Aetna has the right, independently of you, to 
proceed against the Third Party responsible for your injuries to recover the benefits Aetna has paid. 


By accepting benefits under this plan, you also specifically acknowledge Aetna's right of reimbursement. This right of 
reimbursement attaches when this plan has paid health care benefits for expenses incurred due to Third Party 
Injuries and you or your representative has recovered any amounts from a Third Party. By providing any benefit 
under this Booklet-Certificate, Aetna is granted an assignment of the proceeds of any setdement, judgment or other 
payment received by you to the extent of the full cost of all benefits provided by this plan, but only to the extent such 
benefits are identified or allocated as payments previously made by Aetna for such injuries in any recovery, 
settlement, judgment or compensation agreement. Aetna's right of reimbursement is cumulative with and not 
exclusive of Aetna's subrogation right and Aetna may choose to exercise either or both rights of recovery. 


By accepting benefits under this plan, you or your representatives further agree to: 


• 


• 


• 


• 


• 


• 


Notify Aetna promptly and in writing when notice is given to any party of the intention to investigate or pursue a 
claim to recover damages or obtain compensation due to Third Party Injuries sustained by you; 
Cooperate with Aetna and do whatever is necessary to secure Aetna's rights of subrogation and reimbursement 
under this Booklet-Certificate; 
Give Aetna a first-priority lien on any recovery, setdement, or judgment or other source of compensation which 
may be had from any party to the extent of the full cost of all benefits associated with Third Party Injuries 
provided by this plan (but only to the extent such benefits are identified or allocated as payments previously made 
by Aetna for such injuries in any recovery, setdement, judgment or compensation agreement); 
Pay, as the first priority, from any recovery, setdement, judgment, or other source of compensation, any and all 
amounts due Aetna as reimbursement for the full cost of all benefits associated with Third Party Injuries paid 
by this plan (but only to the extent such benefits are identified or allocated as payments previously made by 
Aetna for such injuries in any recovery, setdement, judgment, or compensation agreement), unless otherwise 
agreed to by Aetna in writing; and 
Do nothing to prejudice Aetna's rights as set forth above. This includes, but is not limited to, refraining from 
making any setdement or recovery which specifically attempts to reduce or exclude the full cost of all benefits 
paid by the plart. 
Serve as a constructive trustee for the benefits of this plan over any setdement or recovery funds received as a 
result of Third Party Injuries. 


Aetna may recover full cost of all benefits paid by this plan under this Booklet-Certificate without regard to any claim 
of fault on your part, whether by comparative negligence or otherwise. No court costs or attorney fees may be 
deducted from Aetna's recovery, and Aetna is not required to pay or contribute to paying court costs or attorney's 
fees for the attorney hired by you to pursue your claim or lawsuit against any Third Party without the prior express 
written consent of Aetna. 


Worker's Compensation 


If benefits are paid by Aetna and Aetna determines you received Worker's Compensation benefits for the same 
incident, Aetna has the right to recover as described under the Subrogation and Right of Reimbursement provision. Aetna 
will exercise its right to recover against you. 
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The Recovery Rights will be applied even though: 


11 The Worker's Compensation benefits are in dispute or are made by means of settlement or compromise; 
• No fmal determination is made that bodily injury or illness was sustained in the course of or resulted from your 


employment; 
• The amount of Worker's Compensation due to medical or health care is not agreed upon or defined you o.r 


Worker's Compensation carrier; or 
• The medical or health care benefits are specifically excluded from the \Vorker's Compensation settlement or 


compronuse. 


You hereby agree that, in consideration for the coverage provided by tlus policy, you will notify Aetna of any 
Worker's Compensation claim you make, and that you agree to reimburse Aetna as described above. 


If benefits are paid under this policy and you or your covered dependent recover from a responsible party 
settlement, judgment or otherwise, Aetna has a right to recover from you or your covered dependent an amount 
equal to the amount Aetna paid. 


Recovery of Overpayments (GR-9N-S-3o-o15-o1J 


Health Coverage 
If a benefit payment is made by Aetna, to or on your behalf, which exceeds the benefit amount that you are entitled 
to receive, Aetna has the right: 


" To require the return of the overpayment; or 
• To reduce by the amount of the overpayment, any future benefit payment made to or on behalf of that person or 


another person in his or her family. 


Such right does not affect any other right of recovery Aetna may have ~-ith respect to such overpayment. 


Reporting of Claims (GR-9N-s-3a-a15-01J 


A claim must be submitted to Aetna in writing. It must give proof of the nature and extent of the loss. Yom: Prrtnl,,.,,~,
has claim forms. 


All claims should be reported promptly. The deadline for filing a claim is 90 days after the date of the loss. 


If, through no fault of your own, you are not able to meet the deadline for filing claim, your claim •vJl still be 
if you file as soon as possible. 


Payment of Benefits (GR-9N32-025o2-I'v1! 


Benefits will be paid as soon as the necessary proof to support the claim is received, but not later than 45 after 
receipt of such proof. Written proof must be provided for all benefits. 


All covered health benefits are payable to you. However, Aetna has the right to pay any health benefits to the service 
provider. This will be done unless you have told Aetna otherwise by the time you file the claim. 


Aetna will notify you in writing, at the time it receives a claim, when an assignment of benefits to a health care 
provider or facility will not be accepted. 


Any unpaid balance will be paid within 30 days of receipt by Aetna of the due written proof. 
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Aetna may pay up to $1,000 of any other benefit to any of your relatives whom it believes are fairly entitled to it. This 
can be done if the benefit is payable to you and you are a minor or not able to give a valid release. It can also be done 
if a benefit is payable to your estate. 


W'hen a PCP provides care for you or a covered dependent, or care is provided by a network provider (network 
services or supplies), the network provider will take care of filing claims. However, when you seek care on your 
own (out-of-network services and supplies), you are responsible for filing your own claims. 


Records of Expenses rcR-9N-32.()30.()2J 


Keep complete records of the expenses of each person. They will be required when a claim is made. 


Very important are: 


• Names of physicians, dentists and others who furnish services. 
• Dates expenses are incurred. 
• Copies of all bills and receipts. 


Contacting Aetna 


If you have questions, comments or concerns about your benefits or coverage, or if you are required to submit 
information to Aetna, you may contact Aetna's Home Office at: 


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 


You may also use Aetna's toll free Member Services phone number on your ID card or visit Aetna's web site at 


Effect of Benefits Under Other Plans rcR-9N 32.()35-0IJ 


Effect of An Health Maintenance Organization Plan (HMO Plan) On Coverage 
If you are in an eligible class and have chosen coverage under an HMO Plan offered by your employer, you will be 
excluded from medical expense coverage (except Vision Care), if any, on the date of your coverage under such HMO 
Plan. 


If you are in an eligible class and are covered under an HMO Plan, you can choose to change to coverage for yourself 
and your covered dependents under this plan. If you: 


• 


• 


• 


Live in an HMO Plan enrollment area and choose to change coverage during an open enrollment period, 
coverage will take effect on the group policy anniversary date after the open enrollment period. There will be no 
rules for waiting periods or preexisting conditions. 
Live in an HMO Plan enrollment area and choose to change coverage when there is not an open enrollment 
period, coverage will take effect only if and when Aetna gives its written consent. 
Move from an HMO Plan enrollment area or if the HMO discontinues and you choose to change coverage 
within 31 days of the move or the discontinuance, coverage will take effect on the date you elect such coverage. 
There will be no restrictions for waiting periods or preexisting conditions. If you choose to change coverage after 
31 days, coverage will take effect only if and when Aetna gives its written consent. 
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Any extensions of benefits under this plan for disability or pregnancy will not always apply on and after the date of a 
change to an HMO Plan providing medical coverage. They will apply only if the person is not covered at once under 
the HMO Plan because he or she is in a hospital not affiliated with the HMO. If you give evidence that the HMO 
Plan provides an extension of benefits for disability or pregnancy, coverage under this plan will be extended. The 
extension will be for the same length of time and for the same conditions as the HMO Plan provides. It will not be 
longer than the first to occur of: 


• 
• 


The end of a 90 day period; and 
The date the person is not confined . 


No benefits will be paid for any charges for services rendered or supplies furnished under an HMO Plan. 


Effect of Prior Coverage - Transferred Business rcR-9N-32-04o.o2 NYJ 


If your coverage under any part of this plan replaces any prior coverage for you, the rules below apply to that part 


"Prior coverage" is any plan of group coverage that has been replaced by coverage under part or all of this plan; it 
must have been sponsored by your employer (e.g., transferred business). The replacement can be complete or in part 
for the eligible class to which you belong. Any such plan is prior coverage if provided by another group contract or 
any benefit section of this plan. 


Coverage under any other section of this plan will be in exchange for all privileges and benefits provided under any 
like prior coverage. Any benefits provided under such prior coverage may reduce benefits payable under this plan. 


If: 


• 


• 


• 


A dependent child's eligibility under the prior coverage is a result of his or her status as a full-time student at a 
postsecondary educational institution; and 
Such dependent child is in a period of coverage continuation pursuant to a medically necessary leave of absence 
from school (or change in full-time student status); and 
This plan provides coverage for eligible dependents; 


health coverage under this plan will continue uninterrupted as to such dependent child for the remainder of the 
continuation period as provided under the section, Continuing Coverage for DependentS tudents on Medical Leave rif Absence. 
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Glossary 
(GR-9N 34-00 5 0 1-J'\'Y) 


In this section, you will find definitions for the words and phrases that appear in bold type throughout the text of this 
Booklet-Certificate. 


A (GR-9N 34-010 01-l\JY) (GR-9N 34-005 02) 


Accident (GR-9N 34-0o5 o1-NY) 


This means a sudden; unexpected; and unforeseen; identifiable occurrence or event producing, at the time, objective 
symptoms of a bodily injury. The accident must occur while the person is covered under this Policy. The 
occurrence or event must be definite as to time and place. It must not be due to, or contributed by, an illness or 
disease of any kind. 


Aetna 
Aetna Life Insurance Company, an affiliate, or a third party vendor under contract with Aetna. 


Ambulance 
A vehicle that is staffed with medical personnel and equipped to transport an ill or injured person. 


Average Wholesale Price (A WP) 
The current average wholesale price of a prescription drug listed in the Facts and Comparisons weekly price 
updates (or any other similar publication designated by Aetna) on the day that a pharmacy claim is submitted for 
adjudication. 


B (GR-9N 34-010 01-NY) (GR-9N 34-005 01-IVY) 


Behavioral Health Provider 
A licensed facility, organization or other health care provider furnishing diagnostic and therapeutic services for 
treatment of alcoholism, drug abuse, mental disorders acting within the scope of the applicable license. This 
includes: 


• 
• 
• 
• 
• 
• 
• 
• 
• 


Hospitals; 
Psychiatric hospitals; 
Residential treatment facilities; 
Psychiatric physicians; 
Psychologists; 
Social workers; 
Psychiatric nurses; 
Addictionologists; and 
Other alcoholism, drug abuse and mental health providers or groups, involved in the delivery of health care or 
ancillary services. 


Birthing Center 
A freestanding facility that meets aD of the following requirements: 


• 
• 
• 
• 


Meets licensing standards . 
Is set up, equipped and run to provide prenatal care, delivery and immediate postpartum care . 
Charges for its services . 
Is directed by at least one physician who is a specialist in obstetrics and gynecology . 
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• 
• 
• 
• 


• 
• 


• 


• 
• 


• 


• 


Has a physician or certified nurse mid\vife present at all births and during the immediate postpartum 
Extends staff privileges to physicians who practice obstetrics and gynecology in an area hospital. 
Has at least 2 beds or 2 birthing rooms for use by patients while in labor and during delivery . 
Provides, during labor, delivery and the immediate postpartum period, full-time skilled nursing services directed 
by an R.N. or certified nurse midwife. 
Provides, or arranges with a facility in the area for, diagnostic X-ray and lab services for ti"le mother and child . 
Has the capacity to administer a local anesthetic and to perform minor surgery. This includes episiotomy and 
repair of perineal tear. 
Is equipped and has trained staff to handle emergency medical conditions and prmride immediate support 
measures to sustain life if: 


Complications arise during labor; or 
A child is born with an abnormality which impairs function or threatens life. 


Accepts only patients with low-risk pregnancies . 
Has a written agreement with a hospital in the area for emergency transfer of a patient or a child. Written 
procedures for such a transfer must be displayed and the staff must be aware of them. 
Provides an ongoing quality assurance program. This includes reviews by physicians who do not own or direct 
the facility. 
Keeps a medical record on each patient and child . 


Brand-Name Prescription Drug 
A prescription drug with a proprietary name assigned to it by the manufacturer or distributor and so indicated 
Medi-Span or any other sinlliar publication designated by Aetna or an affiliate. 


c (GR-9N 34-015 02) 


Coinsurance 
Coinsurance is both the percentage of covered expenses that the plan pays, and the percentage of covered 
expenses that you pay. The percentage that the plan pays is referred to as "plan coinsurance" and varies by the 
of expense. Please refer to the Schedule ofBenifits for specific information on coinsurance amounts. 


Coinsurance Limit 
• Coinsurance limit is the maximum out-of-pocket amount you are responsible to pay for coinsurance for 


covered expenses during your calendar year. Once you satisfy the coinsurance limit, the plan v.,':ill pay 100% of 
the covered expenses that apply toward the limit for the rest of the calendar year You have separate 
coinsurance limits for network and out-of-network benefits. 


Copay or Copayment 
The specific dollar amount or percentage required to be paid by you or on your behalf. The plan includes various 
copayments, and these copayment amounts or percentages are specified in the Scbedule ofBenifitJ·. 


Cosmetic 
Services or supplies that alter, improve or enhance appearance. 


Covered Expenses 
Medica~ denta~ vision or hearing services and supplies shown as covered under this Booklet. 
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Creditable Coverage 
A person's prior medical coverage as defined in the Health Insurance Portability and Accountability Act of 1996 
(HIPAA). 


Such coverage includes: 


• 
• 
• 
• 
• 
• 
• 
• 


• 
• 


Health coverage issued on a group or individual basis; 
Medicare; 
Medicaid; 
Health care for members of the uniformed services; 
A program of the Indian Health Service or tribal organization; 
A state health benefits risk pool; 
The Federal Employees' Health Benefit Plan (FEHBP); 
A public health plan (any plan established by a State, the government of the United States, or any subdivision of a 
State or of the government of the United States, or a foreign country); 
Any health benefit plan under Section S(e) of the Peace Corps Act; and 
The State Children's Health Insurance Program (S-Chip) . 


Custodial Care 
This means services and supplies that are primarily intended to help you meet personal needs, such as transferring, 
eating, dressing, bathing, toileting and such other related activities. This includes board and room and other 
institutional care. You do not have to be disabled. Such services and supplies are custodial care without regard to: 


• 
• 
• 


by whom they are prescribed; 
by whom they are recommended; or 
by whom they are performed . 


D (GR-9N 34-020 01) (GR-9N 34-095 01-J\JY) 


Deductible 
The part of your covered expenses you pay before the plan starts to pay benefits. Additional information regarding 
deductibles and deductible amounts can be found in the Schedule of Benifits. 


Deductible Carryover 
This allows you to apply any covered expense incurred during the last 3 months of a calendar year that is applied 
toward this year's deductible to also apply toward the following year's deductible. 


Dentist 
A legally qualified dentist, or a physician licensed to do the dental work he or she performs. 


Detoxification 
The process by which an alcohol-intoxicated or drug-intoxicated; or an alcohol-dependent or drug-dependent person 
is medically managed through the period of time necessary to eliminate, by metabolic or other means, the: 


• 
• 
• 


Intoxicating alcohol or drug; 
Alcohol or drug-dependent factors; or 
Alcohol in combination with drugs; 


as determined by a physician. The process must keep the physiological risk to the patient at a minimum, and take 
place in a facility that meets any applicable licensing standards established by the jurisdiction in which it is located. 
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Directory 
A listing of all network providers serving the class of employees to which you belong. The policyholder v-rill 
a copy of this directory. Network provider information is available through Aetna's online provider directory, 
DocFind®. You can also call the Member Services phone number listed on your ID card to request a copy of this 
directory. 


Durable Medical and Surgical Equipment (DME) 
Equipment, and the accessories needed to operate it, that is: 


• 
• 
• 
• 
• 
• 


Made to withstand prolonged use; 
Made for and mainly used in the treatment of a illness or injury; 
Suited for use in the home; 
Not normally of use to people who do not have a illness or injury; 
Not for use in altering air quality or temperature; and 
Not for exercise or training . 


])itt able .mefi~~.aJ·anfi.s\lrgical :eqtdpm~~t·d()eit1ot •• ii1clU<l?. equipme~tsm.:h· as whit~o{)ls, portabl~ whitlpool 
pumps, sa sage deyices; OYerbeqta_ tors; COtlftllu¢cation aids; vision aids and te1ephone alert 
systeJ:11s. 


E (GR-9N 34-025 01 1\o'Y) 


Emergency Medical Condition 
A recent and severe medical or behavioral condition, the onset of which is sudden, manifests itself by symptoms of 
sufficient severity, including (but not limited to) severe pain, which would lead a prudent layperson possessing an 
average knowledge of medicine and health, to believe that his or her condition, illness, or injury is of such a nature 
that failure to get immediate medical care could result in: 


• 
• 
• 
• 
• 
• 


Placing your health in serious jeopardy; or 
In the case of a behavioral condition, placing the health of such person, or others', in serious jeopardy; or 
Serious impairment to bodily function; or 
Serious dysfunction of a body part or organ; or 
Serious disfigurement of such person; or 
In the case of a pregnant woman, serious jeopardy to the health of the fetus . 


Experimental or Investigational 
A drug, a device, a procedure, or treatment \Vill be determined to be experimental or investigational if: 


• 


• 
• 


• 


• 


There are insufficient outcomes data available from controlled clinical trials published in the peer-reviewed 
literature to substantiate its safety and effectiveness for the illness or injury involved; or 
Approval required by the FDA has not been granted for marketing; or 
A recognized national medical or dental society or regulatory agency has determined, in writing, that it is 
experimental or investigationa~ or for research purposes; or 
It is a type of drug, device or treatment that is the subject of a Phase I or Phase II clinical trial or the experimental 
or research arm of a Phase III clinical trial, using the definition of "phases" indicated in regulations and other 
official actions and publications of the FDA and Department of Health and Human Services; or 
The written protocol or protocols used by the treating facility, or the protocol or protocols of any other facility 
studying substantially the same drug, device, procedure, or treatment, or the written informed consent used the 
treating facility or by another facility studying the same drug, device, procedure, or treatment states that it is 
experimental or investigational, or for research purposes. 
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G (GR-9N 34-035 01) 


Generic Prescription Drug 
A prescription drug, whether identified by its chemical, proprietary, or non-proprietary name, that is accepted by the 
U.S. Food and Drug Administration as therapeutically equivalent and interchangeable with drugs having an identical 
amount of the same active ingredient and so indicated by Medispan or any other publication designated by Aetna or 
an affiliate. 


H (GR-9N 34-040 02) 


Homebound 
This means that you are confined to your place of residence: 


• 
• 


Due to an illness or injury which makes leaving the home medically contraindicated; or 
Because the act of transport would be a serious risk to your life or health . 


Home Health Care Agency 
An agency that meets all of the following requirements. 


• 
• 
• 
• 
• 
• 


Mainly provides skilled nursing and other therapeutic services . 
Is associated with a professional group (of at least one physician and one R.N.) which makes policy . 
Has full-time supervision by a physician or an R.N . 
Keeps complete medical records on each person . 
Has an administrator . 
Meets licensing standards . 


Home Health Care Plan 
This is a plan that provides for continued care and treatment of an illness or injury. The care and treatment must be: 


• Prescribed in writing by the attending physician; and 
• An alternative to a hospital or skilled nursing facility stay . 


Hospice Care 
This is care given to a terminally ill person by or under arrangements with a hospice care agency. The care must be 
part of a hospice care program. 


Hospice Care Agency 
An agency or organization that meets all of the following requirements: 


• 
• 
• 


Has hospice care available 24 hours a day . 
Meets any licensing or certification standards established by the jurisdiction where it is located . 
Provides: 


Skilled nursing services; 
Medical social services; and 


Psychological and dietary counseling. 
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• 


• 


• 
• 
• 
• 


• 
• 
• 
• 


Provides, or arranges for, other services which include: 
Physician services; 
Physical and occupational therapy; 
Part-time home health aide services which mainly consist of caring for terminally ill people; and 


Inpatient care in a facility when needed for pain control and acute and chronic symptom management. 
Has at least the following personnel: 


One physician; 
One R.N.; and 
One licensed or certified social worker employed by the agency. 


Establishes policies about how hospice care is provided . 
Assesses the patient's medical and social needs . 
Develops a hospice care program to meet those needs . 
Provides an ongoing quality assurance program. This includes reviews by physicians, other than those who own 
or direct the agency. 
Permits all area medical personnel to utilize its services for their patients . 
Keeps a medical record on each patient . 
Uses volunteers trained in providing services for non-medical needs . 
Has a full-time administrator . 


Hospice Care Program 
This is a written plan of hospice care, which: 


• 


• 


• 


Is established by and reviewed from time to time by a physician attending the person, and appropriate personnel 
of a hospice care agency; 
Is designed to provide palliative and supportive care to terminally ill persons, and supportive care to their 
families; and 
Includes an assessment of the person's medical and social needs; and a description of the care to be given to meet 
those needs. 


Hospice Facility 
A facility, or distinct part of one, that meets all of the following requirements: 


• 
• 
• 
• 
• 


• 
• 
• 


Mainly provides inpatient hospice care to terminally ill persons . 
Charges patients for its services . 
Meets any licensing or certification standards established by the jurisdiction where it is located . 
Keeps a medical record on each patient . 
Provides an ongoing quality assurance program including reviews by physicians other than those who own or 
direct the facility. 
Is run by a staff of physicians. At least one staff physician must be on call at all times . 
Provides 24-hour-a-day nursing services under the direction of an R.N . 
Has a full-time administrator . 


Hospital 
This means a short-term, acute, general hospital which: 


• 


• 
• 
• 
• 


Is primarily engaged in providing, by or under the continuous supervision of physicians, to inpatients, diagnostic 
services and therapeutic services for diagnostic, treatment and care of injured and sick persons; 
Has organized departments of medicine and major surgery; 
Has a requirement that every patient must be under the care of a physician or dentist; 
Provides 24 hour nursing service by or under the supervision of a registered professional nurse (R.N.); 
If located in New York State, has in effect a hospitalization review plan applicable to all patients which meets at 
least the standards set forth in Section 1861k of U.S. Public Law 89-97 (42 USCA 1395x(k)); 
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• Is duly licensed by the agency responsible for licensing such hospitals; 
• Makes charges; and 
• Is not, other than incidentally, a place for rest, a place primarily for the treatment of tuberculosis, a place for the 


aged, a place for drug addicts, alcoholics, or a place for convalescent, custodia~ educational or rehabilitative care. 


Hospitalization 
A continuous confmement as an inpatient in a hospital for which a room and board charge is made. 


I (GR-9N 34..()45 02) 


Illness (GR-9N 34..()45 o2; 


A pathological condition of the body that presents a group of clinical signs and symptoms and laboratory findings 
peculiar to it and that sets the condition apart as an abnormal entity differing from other normal or pathological body 
states. 


Infertile or Infertility 
The condition of a presumably healthy covered person who is unable to conceive or produce conception after: 


• For a woman who is 21 or more but less than 35 years of age: 1 year or more of timed, unprotected coitus, or 12 cycles 
of artificial insemination; or 


• For a woman who is 3 5 years of age or older, but less than 4 5: 6 months or more of timed, unprotected coitus, or 6 
cycles of artificial insemination. 


Injury 
An accidental bodily injury that is the sole and direct result of: 


• 
• 
• 


An unexpected or reasonably unforeseen occurrence or event; or 
The reasonable unforeseeable consequences of a voluntary act by the person . 
An act or event must be definite as to time and place . 


Institute ofExcellence (IOE) 
A hospital or other facility that has contracted with Aetna to furnish services or supplies to an JOE patient in 
connection with specific transplants at a negotiated charge. A facility is an JOE facility only for those types of 
transplants for which it has signed a contract. 


J (GR-9N 34..()50 01) 


Jaw Joint Disorder (GR-9N 34-o5o o1; 


This is: 


• 
• 


A Temporomandibular Joint (TMJ) dysfunction or any similar disorder of the jaw joint; or 
A Myofacial Pain Dysfunction (MPD); or 


• Any similar disorder in the relationship between the jaw joint and the related muscles and nerves . 


L (GR-9N 34..()55 01) 


Late Enrollee 
This is an employee in an Eligible Class who requests enrollment under this Plan after the Initial Enrollment Period. 
In addition, this is an eligible dependent for whom the employee did not elect coverage widlin the Initial Enrollment 
Period, but for whom coverage is elected at a later time. 


75 







However, an eligible employee or dependent may not be considered a Late Enrollee under certain circumstances. See 
the Special Enrollment Periods section of the Booklet-Certificate. 


Lifetime Maximum 
This is the most the plan will pay for covered expenses incurred by any one covered person during their lifetime. 


L.P.N. 
A licensed practical or vocational nurse. 


M (GR-9N-34-{)65-{)4 I\:Ij 


Mail Order Pharmacy 
An establishment where prescription drugs are legally dispensed by mail or other carrier. 


Maintenance Care 
Care made up of services and supplies that: 


• 
• 


Are furnished mainly to maintain, rather than to improve, a level of physical, or mental function; and 
Provide a surrounding free from exposures that can worsen the person's physical or mental condition . 


Medically Necessary or Medical Necessity 
Health care or dental services, and supplies or prescription drugs that a physician, other health care provider or 
dental provider, exercising prudent clinical judgment, would provide to a patient for the purpose of preventing, 
evaluating, diagnosing or treating an illness, injury, disease or its symptoms, and that provision of the service, 
or prescription drug is: 


a) In accordance with generally accepted standards of medical or dental practice; 
b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and 
c) Not primarily for the convenience of the patient, physician, other health care or dental provider; and 
d) Not more costly than an alternative service or sequence of services at least as likely to produce equivalent 


tl1erapeutic or diagnostic results as to the diagnosis or treatment of that patient's illness, injury, or disease. 


For these purposes "generally accepted standards of medical or dental practice" means standards that are based on 
credible scientific evidence published in peer-reviewed literature generally recognized by the relevant medical or dental 
community, or otherwise consistent with physician or dental specialty society recommendations and the views of 
physicians or dentists practicing in relevant clinical areas and any other relevant factors. 


Mental Disorder 
An illness commonly understood to be a mental disorder, whether or not it has a physiological basis, and for which 
treatment is generally provided by or under the direction of a behavioral health provider such as a psychiatric 
physician, a psychologist or a psychiatric social worker. A mental disorder includes; but is not limited to: 


• 
• 
• 
• 
• 
• 
• 
• 


Alcoholism and substance abuse . 
Bipolar disorder . 
Major depressive disorder . 
Obsessive compulsive disorder. 
Panic disorder. 
Pervasive Mental Developmental Disorder (Autism) . 
Psychotic depression . 
Schizophrenia . 
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For the purposes of benefits under this plan, mental disorder will include alcoholism and substance abuse only if any 
separate benefit for a particular type of treatment does not apply to alcoholism and substance abuse. 


Mental Disorder 
The following conditions are considered a Mental Disorder under this plan: 


Biologically-based Mental Illnesses - defined as: 
• Schizophrenia/ psychotic disorders 
• Major depression 
• Bipolar disorder 
• Delusional disorders 
• Panic disorder 
• Obsessive compulsive disorders 
• Bulimia 
• Anorexia 


Non-Biologically-based Mental Illnesses. 


N (GR-9N 34-070 02) 


Negotiated Charge 
As to health expense coverage, other than Prescription Drug Expense Coverage: 


The negotiated charge is the maximum charge a network provider has agreed to make as to any service or supply 
for the purpose of the benefits under this plan. 


As to Prescription Drug Expense Coverage: 
The negotiated charge is the amount Aetna has established for each prescription drug obtained from a network 
pharmacy under this plan. This negotiated charge may reflect amounts Aetna has agreed to pay directly to the 
network pharmacy or to a third party vendor for the prescription drug, and may include an additional service or 
risk charge set by Aetna. 


The negotiated charge does not include or reflect any amount Aetna, an affiliate, or a third party vendor, may 
receive under a rebate arrangement between Aetna, an affiliate or a third party vendor and a drug manufacturer for 
any prescription drug, including prescription drugs on the preferred drug guide. 


Based on its overall drug purchasing, Aetna may receive rebates from the manufacturers of prescription drugs and 
may receive or pay additional amounts from or to third parties under price guarantees. These amounts will not change 
the negotiated charge under this plan. 


Network Advanced Reproductive Technology (ART) Specialist 
A specialist physician who has entered into a contractual agreement with Aetna for the provision of covered 
Advanced Reproductive Technology (ART) services. 


Network Provider 
A health care provider or pharmacy who has contracted to furnish services or supplies for this plan; but only if the 
provider is, with Aetna's consent, included in the directory as a network provider for: 


• The service or supply involved; and 
• The class of employees to which you belong . 
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Network Service(s) or Supply(ies) 
Health care service or supply that is: 


• 
• 


Furnished by a network provider; or 
Furnished or arranged by your PCP . 


Non-Occupational Illness 
A non-occupational illness is an illness that does not: 


• 
• 


Arise out of (or in the course of) any work for pay or profit; or 
Result in any way from an illness that does . 


An illness will be deemed to be non-occupational regardless of cause if proof is furnished that the person: 


• Is covered under any type of workers' compensation law; and 
• Is not covered for that illness under such law. 


Non-Occupational Injury 
A non-occupational injury is an accidental bodily injury that does not: 


• 
• 


Arise out of (or in the course of) any work for pay or profit; or 
Result in any way from an injury which does . 


Non-Preferred Drug (Non-Formulary) 
A prescription drug that is not listed in the preferred drug guide. This includes prescription drugs on the 
preferred drug guide exclusions list that are approved by medical exception. 


Non-Specialist 
A physician who is not a specialist. 


Non-Urgent Admission 
An inpatient admission that is not an emergency admission or an urgent admission. 


0 (GR-9N-34-065 01-I\Y) (GR-9N 34-075 01) 


Occupational Injury or Occupational Illness 
An injury or illness that: 


• 


• 


Arises out of (or in the course of) any activity in connection with employment or self-employment whether or not 
on a full time basis; or 
Results in any way from an injury or illness that does . 


Occurrence 
This means a period of disease or injury. An occurrence ends when 60 consecutive days have passed during which 
the covered person: 


II Receives no medical treatment; services; or supplies; for a disease or injury; and 
II Neither takes any medication, nor has any medication prescribed, for a disease or injury. 
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Orthodontic Treatment (GR-9N 34-075 o1J 


This is any: 


• Medical service or supply; or 
• Dental service or supply; 


furnished to prevent or to diagnose or to correct a misalignment: 


• Of the teeth; or 
• Of the bite; or 
• Of the jaws or jaw joint relationship; 


whether or not for the purpose of relieving pain. 


The following are not considered orthodontic treatment: 


• The installation of a space maintainer; or 
• A surgical procedure to correct malocclusion. 


Out-of-Network Service(s) and Supply(ies) (GR-9N 34-07501J 


Health care service or supply that is: 


• Furnished by an out-of network provider; or 
• Not furnished or arranged by your PCP. 


Out-of-Network Provider 
A health care provider or pharmacy who has not contracted with Aetna, an affiliate, or a third party vendor, to 
furnish services or supplies for this plan. 


P (GR-9N-34-080-051\'Y) 


Pharmacy 
An establishment where prescription drugs are legally dispensed. Pharmacy includes a retail pharmacy, mail order 
pharmacy and specialty pharmacy network pharmacy. 


Physician 
A duly licensed member of a medical profession who: 


• 
• 


• 


Has an MD. or D.O. degree; 
Is properly licensed or certified to provide medical care under the laws of the jurisdiction where the individual 
practices; and 
Provides medical services which are within the scope of his or her license or certificate . 


This also includes a health professional who: 


• 


• 
• 
• 


Is properly licensed or certified to provide medical care under the laws of the jurisdiction where he or she 
practices; 
Provides medical services which are within the scope of his or her license or certificate; 
Under applicable insurance law is considered a "physician" for purposes of this coverage; 
Has the medical training and clinical expertise suitable to treat your condition; 
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• 


• 


Specializes in psychiatry, if your illness or injury is caused, to any extent, by alcohol abuse, substance abuse m 
mental disorder; and 
A physician is not you or related to you . 


Precertification or Precertify 
A process where Aetna is contacted before certain services are provided, such as hospitalization or outp:tt1t~nt 
surgery, or prescription drugs are prescribed to determine whether the services being recommended or the 
prescribed are considered covered expenses under the plan. It is not a guarantee that benefits will be ""'"am::. 


Preferred Drug Guide 
A listing of prescription drugs established by Aetna or an affiliate, which includes both brand name prescription 
drugs and generic prescription drugs. This list is subject to periodic review and modification by Aetna or an 
affiliate. A copy of the preferred drug guide will be available upon your request or may be accessed on the Aetna 
website at www.Aetna.com/ formulary. 


Preferred Drug Guide Exclusions Ust 
A list of prescription drugs in the preferred drug guide that are identified as excluded under the plan. T:llis list is 
subject to periodic review and modification by Aetna. 


Prescriber 
Any physician or dentist, acting within the scope of his or her license, who has the legal authority to write an order 
for a prescription drug. 


Prescription 
An order for the dispensing of a prescription drug by a prescriber. If it is an oral order, it must be promptly put in 
writing by the pharmacy. 


Prescription Drug 
A drug, biological, or compounded prescription which, by State and Federal Law, may be dispensed only 
prescription and which is required to be labeled "Caution: Federal Law prohibits dispensing without prescription. 
This includes: 


• An injectable drug prescribed to be self-administered or administered by any other person except one who is 
acting within his or her capacity as a paid health care professional. Covered injectable drugs include injectable 
insulin. 


Primary Care Physician (PCP) 
This is the network provider who: 


• Is selected by a person from the list of primary care physicians in the directory; 
• Supervises, coordinates and provides initial care and basic medical services to a person as a general or family care 


practitioner, or in some cases, as an internist or a pediatrician; and 
• Is shown on Aetna's records as the person's PCP. 


Psychiatric Hospital 
This is an institution that meets all of the following requirements. 


• 


• 
• 


Mainly provides a program for the diagnosis, evaluation, and treatment of alcoholism, substance abuse or mentai 
disorders. 
Is not mainly a school or a custodial, recreational or training institution . 
Provides infirmary-level medical services. Also, it provides, or arranges with a hospital in the area for, any other 
medical service that may be required. 
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• Is supervised full-time by a psychiatric physician who is responsible for patient care and is there regularly. 
• Is staffed by psychiatric physicians involved in care and treatment. 
• Has a psychiatric physician present during the whole treatment day. 
• Provides, at all times, psychiatric social work and nursing services. 
• Provides, at all times, skilled nursing services by licensed nurses who are supervised by a full-time R.N. 
• Prepares and maintains a written plan of treatment for each patient based on medical, psychological and social 


needs. The plan must be supervised by a psychiatric physician. 
• Makes charges. 
• Meets licensing standards. 


Psychiatric Physician 
This is a physician who: 


• 
• 


Specializes in psychiatry; or 
Has the training or experience to do the required evaluation and treatment of alcoholism, substance abuse or 
mental disorders. 


R (GR-9N-34-065-041\TY) (GR-9N 34-095 01-.NY) 


Recognized Charge 
Only that part of a charge which is less than or equal to the recognized charge is a covered benefit. The 
recognized charge for a service or supply is the lowest of 


• 
• 


The provider's usual charge for furnishing it; and 
The charge Aetna determines to be appropriate, based on factors such as the cost of providing the same or a 
similar service or supply and the manner in which charges for the service or supply are made, billed or coded; or 
a) For non-facility charges: Aetna uses the provider charge data from the Ingenix Incorporated Prevailing 


HealthCare Charges System (PHCS) at the 80th percentile ofPHCS data. This PHCS data is generally updated 
at least every six months. 


b) For facility charges: Aetna uses the charge Aetna determines to be the usual charge level made for it in the 
geographic area where it is furnished 


For prescription drugs: 110% of the Average Wholesale Price (A WP) or other similar resource. Average 
Wholesale Price (A WP) is the current average wholesale price of a prescription drug listed in the Medi-Span 
weekly price updates (or any other similar publication chosen by Aetna on the day that a pharmacy claim is 
submitted for adjudication). 


In determining the recognized charge for a service or supply that is: 


• Unusual; or 
• Not often provided in the geographic area; or 
• Provided by only a small number of providers in the geographic area; 


Aetna may take into account factors, such as: 


• 
• 
• 
• 
• 


The complexity; 
The degree of skill needed; 
The type of specialty of the provider; 
The range of services or supplies provided by a facility; and 
The recognized charge in other geographic areas . 
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In some circumstances, Aetna may have an agreement with a provider (either directly, or indirectly through a tlllid 
party) which sets the rate that Aetna will pay for a service or supply. In these instances, in spite of rl1e m~:;thoc;.l<olc}~'\" 
described above, the recognized charge is the rate established in such agreement. 


ab()ve, ,the term •<peogtaphic area" rrie~rts a. Prevailirlg f1eaitl1Caie Charges Systefl1 ~fCS)e}{1?~searea 
xpense a_r~as are:?e,fin~d by the.first three digits of~~ .• U:S,P' zip }:~es. If~~volUfile of 


charges ,a s~gle three digit zip cq~e is w£f!-ci{\nttq produce a;stfi~? . . ........ , ... , • ........... ·•··· .. · .. le, an e~~~s~ ar~aism~de up 
of a ~tiJg;Ie tljtee digit zip ~~?e. If the vqhnne<of chal"~s is nptsuffif!~I1 . . '· proc;lqcea stati~.~dJ11Y yalid ~ample, t"I.\To or 
more tliree digit zip .codes are group~? toptodu<;ea statistically V"ali<isa;11]1ple, '\Xlll~ it is. I1ec~~s~ up thr~e digit 
2;ip c~des, PH G:S neV"t~ crosses state lines .. Tltls data is produce(} ~tmi-arltlUallY· Cl.ltt~nt pro~~d'?re that have 
been.developed ,by· t:heA11]1e:fica~ J\1edica1Association, ·tlje·An:lerican ·Dental.Association,. ll.Ilathe 
Medicare and Medicaid Service$ are utilized: 


Rehabilitation Facility 
A facility, or a distinct part of a facility which provides rehabilitative services, meets any licensing or certification 
standards established by the jurisdiction where it is located, and makes charges for its services. 


Rehabilitative Services 
The combined and coordinated use of medical, social, educational and vocational measures for training or retraining if 
you are disabled by illness or injury. 


Residential Treatment Facility (Mental Disorders) 
This is an institution that meets all of the following requirements: 


• 
• 
'" 


• 
• 
• 
• 
• 


• 


• 
• 
• 


Has, on-site licensed Behavioral Health Provider 24 hours per day . 
Provides a comprehensive patient assessment. 
Provides living arrangements that foster community living and peer interaction that are consistent \\>1th 
developmental needs. 
Offers group therapy sessions . 
Has the ability to involve family/ support systems in therapy . 
Provides access to at least weekly sessions witl1 a Psychiatrist or psychologist for individual psychotherapy . 
Has peer oriented activities . 
Is managed by a licensed Behavioral Health Provider who functions under the direction and supervision of a 
psychiatric physician. 
Has individualized active treatment plan directed toward the alleviation of the impairment that caused the 
admission. 
Provides a level of skilled intervention consistent with patient risk. 
Provides active discharge planning initiated upon admission to the program . 
Meets any and all applicable licensing standards established by the jurisdiction in which it is located . 


Residential Treatment Facility (Substance Abuse) 
This is an institution that meets all of the following requirements: 


• 
• 
• 
• 
• 


• 


• 


On-site licensed Behavioral Health Provider 24 hours per day /7 days a week. 
Provides a comprehensive patient assessment (preferably before admission, but at least upon admission) . 
Is admitted by a Physician . 
Has access to necessary medical services 24 hours per day /7 days a week. 
If the member requires detoxification se:rv...ices, must have the availability of on-site medical treatment 24 hours 
per day/7days a week, which must be actively supervised by an attending Physician. 
Provides living arrangements that foster community living and peer interaction that are consistent with 
developmental needs. 
Offers group therapy sessions with at least an RN or Masters-Level Health Professional . 
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• 


• 
• 
• 


• 


• 
• 
• 
• 


• 
• 


Has the ability to involve family/ support systems in therapy (required for children and adolescents; encouraged 
for adults). 
Provides access to at least weekly sessions with a Psychiatrist or psychologist for individual psychotherapy . 
Has peer oriented activities . 
Services are managed by a licensed Behavioral Health Provider who, while not needing to be individually 
contracted, needs to (1) meet the Aetna credentialing criteria as an individual practitioner, and (2) function under 
the direction/ supervision of a licensed psychiatrist (Medical Director). 
Has individualized active treatment plan directed toward the alleviation of the impairment that caused the 
admission. 
Provides a level of skilled intervention consistent with patient risk. 
Meets any and all applicable licensing standards established by the jurisdiction in which it is located . 
Is not a Wilderness Treatment Program or any such related or similar program, school and/ or education service . 
Ability to assess and recognize withdrawal complications that threaten life or bodily functions and to obtain 
needed services either on site or externally. 
24-hours per day/7 days a week supervision by a physician with evidence of close and frequent observation . 
On-site, licensed Behavioral Health Provider, medical or substance abuse professionals 24 hours per day /7 
days a week. 


R.N. 
A registered nurse. 


Room and Board 
Charges made by an institution for room and board and other medically necessary services and supplies. The 
charges must be regularly made at a daily or weekly rate. 


s (GR-9N 34.095.02) (GR-9N 34-090 01-l'\TY) 


Self-injectable Drug( s) 
Prescription drugs that are intended to be self-administered by injection to a specific part of the body to treat 
medical conditions. 


Semi-Private Room Rate 
The room and board charge that an institution applies to the most beds in its semi-private rooms with 2 or more 
beds. If there are no such rooms, Aetna will figure the rate based on the rate most commonly charged by similar 
institutions in the same geographic area. 


Service Area 
This is the geographic area, as determined by Aetna, in which network providers for this plan are located. 


Skilled Nursing Facility 
An institution that meets all of the following requirements: 


• 


• 
• 
• 
• 
• 


It is licensed to provide, and does provide, the following on an inpatient basis for persons convalescing from 
illness or injury: 


Professional nursing care by an R.N., or by a L.P.N. directed by a full-time R.N.; and 


Physical restoration services to help patients to meet a goal of self-care in daily living activities. 
Provides 24 hour a day nursing care by licensed nurses directed by a full-time R.N . 
Is supervised full-time by a physician or an R.N . 
Keeps a complete medical record on each patient . 
Has a utilization review plan . 
Is not mainly a place for rest, for the aged, for drug addicts, for alcoholics, for mental retardates, for custodial or 
educational care, or for care of mental disorders. 
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• Charges patients for its services. 
• An institution or a distinct part of an institution that meets all of the following requirements: 


It is licensed or approved under state or local law. 
Is primarily engaged in providing skilled nursing care and related services for residents who require medical or 
nursing care, or rehabilitation services for the rehabilitation of injured, disabled, or sick persons. 


• Qualifies as a skilled nursing facility under Medicare or as an institution accredited by: 
The Joint Commission on Accreditation of Health Care Organizations; 
The Bureau of Hospitals of the American Osteopathic Association; or 
The Commission on the Accreditation of Rehabilitative Facilities 


Skilled nursing facilities also include rehabilitation hospitals (all levels of care, e.g. acute) and portions of a 
hospital designated for skilled or rehabilitation services. 


Skilled Nursing Services 
Services that meet all of the following requirements: 


• The services require medical or paramedical training . 
• 
• 


The services are rendered by an R.N. or L.P.N. within the scope of his or her license . 
The services are not custodial 


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


Specialty Care 
Health care services or supplies that require the services of a specialist. 


Specialty Pharmacy Network 
A network of pharmacies designated to fill self-injectable drug prescriptions. 


Stay 
A full-time inpatient confinement for which a room and board charge is made. 


Step Therapy 
Procedures under which certain prescription drugs will be excluded from coverage, unless a first-line therapy drug(s) 
is used ftrst by you. The list of step-therapy drugs is subject to change by Aetna or an afftliate. An updated copy of 
the list of drugs subject to step therapy shall be available upon request by you or may be accessed on the Aetna 
website at www.Aetna.com/ formulary. 
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Substance Abuse 
This is a physical or psychological dependency, or both, on a controlled substance or alcohol agent (Ibese are defined 
on Axis I in the Diagnostic and Statistical Manual of Mental Disorders (DSM) published by the American 
Psychiatric Association which is current as of the date services are rendered to you or your covered dependents.) This 
term does not include conditions not attributable to a mental disorder that are a focus of attention or treatment (the 
V codes on Axis I of DSM); an addiction to nicotine products, food or caffeine intoxication. 


Surgery Center 
A freestanding ambulatory surgical facility that meets all of the following requirements: 


• 
• 
• 
• 


• 


• 


• 
• 


• 
• 
• 


Meets licensing standards . 
Is set up, equipped and run to provide general surgery . 
Charges for its services . 
Is directed by a staff of physicians. At least one of them must be on the premises when surgery is performed and 
during the recovery period. 
Has at least one certified anesthesiologist at the site when surgery requiring general or spinal anesthesia is 
performed and during the recovery period. 
Extends surgical staff privileges to: 


Physicians who practice surgery in an area hospital; and 


Dentists who perform oral surgery. 
Has at least 2 operating rooms and one recovery room . 
Provides, or arranges with a medical facility in the area for, diagnostic x-ray and lab services needed in connection 
with surgery. 
Does not have a place for patients to stay overnight . 
Provides, in the operating and recovery rooms, full-time skilled nursing services directed by an R.N . 
Is equipped and has trained staff to handle emergency medical conditions . 


Must have all of the following: 


• 
• 
• 
• 
• 
• 
• 
• 


A physician trained in cardiopulmonary resuscitation; and 
A defibrillator; and 
A tracheotomy set; and 
A blood volume expander . 
Has a written agreement with a hospital in the area for immediate emergency transfer of patients . 
Written procedures for such a transfer must be displayed and the staff must be aware of them . 
Physicians who do not own or direct the facility . 
Keeps a medical record on each patient . 


T (GR-9N 34-095 01-l\i'Y) (GR-9N 34-100-02) 


Terminally Ill (Hospice Care) 
Terminally ill means a medical prognosis of 6 months or less to live. 


Therapeutic Drug Class 
A group of drugs or medications that have a similar or identical mode of action or exhibit similar or identical 
outcomes for the treatment of a disease or injury. 


u (GR-9N-S-34-105-01) 
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Urgent Admission 
A hospital admission by a physician due to: 


• 
• 
• 
• 


The onset of or change in a illness; or 
The diagnosis of a illness; or 
An injury . 
The condition, while not needing an emergency admission, is severe enough to require confinement as an 
inpatient in a hospital within 2 weeks from the date the need for the confinement becomes apparent. 


Urgent Care Provider 
This is: 


• 


• 


• 


A freestanding medical facility that meets all of the following requirements . 
Provides unscheduled medical services to treat an urgent condition if the person's physician is not 
reasonably available. 
Routinely provides ongoing unscheduled medical services for more than 8 consecutive hours. 
Makes charges. 
Is licensed and certified as required by any state or federal law or regulation. 
Keeps a medical record on each patient. 
Provides an ongoing quality assurance program. This includes reviews by physicians other than those who 
own or direct the facility. 
Is run by a staff of physicians. At least one physician must be on call at all times. 
Has a full-time administrator who is a licensed physician. 


A physician's office, but only one that: 


Has contracted with Aetna to provide urgent care; and 
Is, with Aetna's consent, included in the directory as a network urgent care provider. 


It is not the emergency room or outpatient department of a hospital. 


Urgent Condition 
This means a sudden illness; injury; or condition; that: 


• 
• 


• 
• 


Is severe enough to require prompt medical attention to avoid serious deterioration of your health; 
Includes a condition which would subject you to severe pain that could not be adequatdy managed without 
urgent care or treatment; 
Does not require the levd of care provided in the emergency room of a hospital; and 
Requires immediate outpatient medical care that cannot be postponed until your physician becomes reasonably 
available. 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 


PATIENT PROTECTION AND AFFORDABLE CARE ACT AMENDMENT 


This Amendment changes provisions in, or adds provisions to, your Certificate, including any affected riders, 
endorsements or other amendments thereto, (hereinafter collectively "Group Plan") issued by Aetna as required by 
the federal Patient Protection and Affordable Care Act. Except as otherwise provided in this Amendment, the 
provisions herein apply to all persons covered under the "Group Plan." All of the terms, conditions, and limitations 
of the Certificate to which this Amendment is attached also apply to this Amendment, except where they are 
specifically changed by this Amendment. This Amendment shall take effect on your Group Plan's renewal date on or 
after September 23, 2010. 


1. Emergency Services. 


A. Emergency Condition Defined. The defmition of Emergency Medical Condition in your Certificate is 
hereby deleted in its entirety and replaced with the following: 


Emergency Condition. A medical or behavioral condition manifesting itself by acute symptoms of 
sufficient severity (including severe pain) such that a prudent layperson, who possesses an average 
knowledge of health and medicine, could reasonably expect the absence of immediate medical attention 
to result in: 


(1) Placing the health of the person afflicted with such condition (or, with respect to a pregnant woman, 
the health of the woman or her unborn child) in serious jeopardy, or in the case of a behavioral 
condition placing the health of such person or others in serious jeopardy; 


(2) Serious impairment to such person's bodily functions; 


(3) Serious dysfunction of any bodily organ or part of such person; or 


(4) Serious disfigurement of such person. 


B. Emergency Services Defined. The following defmition is hereby added to your Certificate: 


Emergency Services. A medical screening examination that is within the capability of the emergency 
department of a hospital, including ancillary services routinely available to the emergency department to 
evaluate an Emergency Condition; and within the capabilities of the staff and facilities available at the 
hospital, such further medical examination and treatment as are required to stabilize the patient. 


C. Coverage. Emergency Services are not subject to prior authorization requirements. 


D. Cost Sharing. Any Copayment or Coinsurance requirement in the Certificate that applies to Emergency 
Services provided by an Out-of-Network Provider that differs from the Copayment or Coinsurance 
required for Emergency Services provided by an In-Network Provider is hereby deleted and replaced with 
the Copayment or Coinsurance requirement, if any, applicable to Emergency Services provided by 
In-Network Providers. 


E. Your Payments. You are responsible for any applicable Deductible, Copayment, or Coinsurance. We will 
ensure that you are held-harmless for any charges that exceed the Deductible, Copayment, or Coinsurance. 







2. Preventive Services. To the extent items and services in the sources referenced below are not already covered 
benefits for adults and children under the Plan, benefits for the items and services are hereby added to your 
Certificate: 


A. Items or services with an "A" or "B" rating from the United States Preventive Services Task Force; 


B. Immunizations pursuant to the Advisory Committee on Immunization Practices ("ACIP") recommendations; 
and 


C. Preventive care and screenings that are provided for in the comprehensive guidelines supported by the Health 
Resources and Services Administration ("HRSA"). 


The preventive services referenced above shall be covered in full when received from In-Network 
Providers. The preventive services referenced to above are only covered when provided by In-Network 
providers. Cost sharing (e.g., Copayments, Deductibles, Coinsurance) may apply to services provided during 
the same visit as the preventive services set forth above. For example, if a service referenced above is 
provided during an office visit wherein that service is not the primary purpose of the visit, the cost-sharing 
amount that would otherwise apply to the office visit will still apply. 


A list of the preventive services covered under this paragraph is available on our website at 
or will be mailed to you upon request. You may request the list by calling the customer services number on 
your identification card. 


3. Access to OB/GYNs. Any provision in Certificate that limits the number of visits you can make to an 
In-Network Provider who specializes in obstetrics or gynecology without a referral from your Primary Care 
Physician is hereby deleted in its entirety. You do not need prior authorization from us or from any other person 
(including a primary care provider) in order to obtain access to obstetrical or gynecological care from an 
In-Network Provider who specializes in obstetrics or gynecology. The In-Network Provider, however, may be 
required to comply with certain procedures, including obtaining prior authorization for certain services, following 
a pre-approved treatment plan, or procedures for making referrals. For a list of In-Network Providers who 
specialize in obstetrics or gynecology, contact us at the customer service number on your identification card. 


4. Choice of Primary Care Provider. Your Plan generally requires the designation of a primary care provider 
(PCP). You have the right to designate any PCP who participates in our network and who is available to accept 
you or your family members. For children, you may designate a pediatrician as a PCP. For information on how to 
select a PCP, and for a list of the In-Network PCPs, contact us at the customer service number on your 
identification card. 


5. Annual Limits. Any annual dollar limit under this Certificate that applies to Essential Benefits, whether such 
annual limit applies only to an Essential Benefit or includes Essential Benefits and other benefits, is hereby 
deleted. "Essential Benefits" means benefits covered under the Plan in at least the following categories: 
ambulatory care; emergency services; hospitalization; maternity and newborn care; mental health and substance 
use disorder services, including behavioral health treatment; prescription drugs; rehabilitative and habilitative care; 
laboratory services; preventive and wellness services and chronic disease management; pediatric services including 
oral and vision care; and any other services to the extent required in regulations issued pursuant to the Patient 
Protection and Affordable Care Act. 


6. Pre-Existing Conditions. Under this Amendment, the provision, if any, in your Certificate that allows us to 
exclude or otherwise limit coverage for Pre-Existing Conditions until a person has been continuously covered 
under the Plan for a stated period is hereby deleted in its entirety with respect to all persons under the age of 19. 


7. Lifetime Dollar Limits Deleted. Any lifetime dollar limit under your Certificate is hereby deleted in its entirety. 







8. Dependent Children Covered to Age 26. If your Plan makes coverage of dependents available, this 
Amendment applies to coverage of children as follows: 


A. If you selected other than individual coverage, your children who are under the age of 26 may be covered 
under your Plan. Coverage lasts until the end of the month in which the child turns 26 years of age. Your 
children need not be financially dependent upon you for support or claimed as dependents on your tax 
return; residents of your household; enrolled as students; or unmarried. Children-in-law (spouses of children) 
and grandchildren are not covered under this Amendment. 


Coverage for your child who is incapable of self-sustaining employment by reason of mental illness, 
developmental disability, mental retardation, or physical handicap and who became so incapable prior to 
attaining age 26 shall not terminate while this Certificate remains in effect and the child remains in such 
condition, if you submit proof of your child's incapacity within 31 days of your child's attaining age 26. 


B. "Children" include your natural children, a legally adopted child; a step child; and a child for whom you are 
the proposed adoptive parent and who is dependent upon you during the waiting period prior to the adoption 
period. Coverage lasts until the end of the month in which the child turns 26 years of age. 


C. A child chiefly dependent upon you for support and for whom you have been appointed the legal guardian by 
court order is covered. Coverage lasts until the end of the month in which the child turns 26 years of age. 


D. Coverage shall be provided for any unmarried dependent child, regardless of age, who is incapable of self
sustaining employment because of mental retardation, mental illness, or developmental disability as defined in 
the New York Mental Hygiene Law, or because of physical handicap and who became so incapable prior to 
attainment of the age at which dependent coverage would otherwise terminate. 


E. Any provisions in your Plan that extends coverage for young adults through age 29 (for example, the 
provision requiring that the child be unmarried) shall remain in effect for children ages 26 through 29 and are 
not changed by provisions set forth above in this Paragraph 8 that apply to children under the age of 26. 


9. Rescission. The provision in the Contract regarding rescissions is hereby deleted and replaced with the 
following: 


Rescission. We may rescind your coverage if you commit fraud or make an intentional misrepresentation of 
material fact. 


10. Other Provisions. All of the terms, conditions, and limitations of the Certificate to which this Amendment is 
attached also apply to this Amendment, except where they are specifically changed by this Amendment. 







Confidentiality Notice 
Aetna considers personal information to be confidential and has policies and procedures in place to protect it 
unlawful use and disclosure. By "personal information," we mean information that relates to a member's physical or 
mental health or condition, the provision of health care to the member, or payment for the provision of health care or 
disability or life benefits to the member. Personal information does not include publicly available information or 
information that is available or reported in a summarized or aggregate fashion but does not identify the member 


\Xlhen necessary or appropriate for your care or treatment, the operation of our health, disability or life insurance 
plans, or other related activities, we use personal information internally, share it with our affiliates, and disclose it to 
health care providers (doctors, dentists, pharmacies, hospitals and other caregivers), payors (health care provider 
organizations, employers who sponsor self-funded health plans or who share responsibility for the payment of 
benefits, and others who may be financially responsible for payment for the services or benefits you receive under 
your plan), other insurers, third party administrators, vendors, consultants, government authorities, and their 
respective agents. These parties are required to keep personal information confidential as provided by applicable law. 
In our health plans, participating network providers are also required to give you access to your medical records 
within a reasonable amount of time after you make a request. 


Some of the ways in which personal information is used include claim payment; utilization review and management; 
medical necessity reviews; coordination of care and benefits; preventive health, early detection, vocational 
rehabilitation and disease and case management; quality assessment and improvement activities; auditing and anti
fraud activities; performance measurement and outcomes assessment; health, disability and life claims analysis and 
reporting; health services, disability and life research; data and information systems management; compliance with 
legal and regulatory requirements; formulary management; litigation proceedings; transfer of policies or contracts to 
and from other insurers, HMOs and third party administrators; underwriting activities; and due diligence activities in 
connection with the purchase or sale of some or all of our business. We consider these activities key for the operation 
of our health, disability and life plans. To the extent permitted by law, we use and disclose personal information as 
provided above without member consent. However, we recognize that many members do not want to receive 
unsolicited marketing materials unrelated to their health, disability and life benefits. \Ve do not disclose personal 
information for these marketing purposes unless the member consents. We also have policies addressing 
circumstances in which members are unable to give consent. 


To obtain a copy of our Notice of Privacy Practices, which describes in greater detail our practices concerning use and 
disclosure of personal information, please call the toll-free Member Services number on your ID card or visit our 
Internet site at \\7Ww.aetna.com. 







Additional Information Provided by 


Sarah Lawrence College 


The following information is provided to you in accordance with the Employee Retirement Income Security Act of 
197 4 (ERISA). It is not a part of your booklet-certificate. Your Plan Administrator has determined that this 
information together with the information contained in your booklet-certificate is the Summary Plan Description 
required by ERISA. 


In furnishing this information, Aetna is acting on behalf of your Plan Administrator who remains responsible for 
complying with the ERISA reporting rules and regulations on a timely and accurate basis. 


Name of Plan: 
Open Access Managed Choice (Open Access Gatekeeper PPO Plan) 


Employer Identification Number: 
23-7223216 


Plan Number: 
509 


Type of Plan: 
Welfare 


Type of Administration: 
Group Insurance Policy with: 


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 


Plan Administrator: 


Sarah Lawrence College 
1 Mead Way 
Bronxville,~ 10708-5999 
Telephone Number: (914)395-2365 


Agent For Service of Legal Process: 


Sarah Lawrence College 
1 Mead Way 
Bronxville,~ 10708-5999 


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 written instrument signed by the person designated the 
Plan Administrator. 


ERISA Rights 
As a participant in the group insurance plan you are entitled to certain rights and protections under the Employee 
Retirement Income Security Act of 197 4. 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 
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 tl1e Plan's annual financial report. The Plan Administrator is required by law to furnish each 
participant with a copy of this summary annual 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 healili care coverage for yourself, your spouse, or your dependents if there is a loss of coverage under ilie 
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 ilie documents governing ilie Plan for the rules governing your COB~'\ continuation 
coverage rights. 


Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health 
if you have creditable coverage from another plan. You should be provided a certificate of creditable coverage, free of 
charge, from your group health plan or health insurance issuer when you lose coverage under tl1e Plan, when you 
become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, 
request it before losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of 
creditable coverage, you may be subject to preexisting condition exclusion for 12 monilis after your enrollment date in 
your coverage under this Plan. Contact your Plan Administrator for assistance in obtaining a certificate of creditable 
coverage. 


Prudent Actions by Plan Fiduciaries 
In addition to creating rights for plan participants, ERISA imposes 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 iliat of oilier plan participants and beneficiaries. No one, including 
your employer, your union, or any oilier person, may fire you or oilierwise discriminate against you in any way to 
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 wiiliout charge, and to appeal any denial, all wiiliin certain time 
schedules. 


Under ERISA iliere are steps you can take to enforce ilie above rights. For instance, if you request materials from the 
Plan and do not receive iliem wiiliin 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$ 110 a day until you receive ilie 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 suit in a state or federal 
court. In addition, if you disagree with the Plan's decision or lack thereof concerning the status of a 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 
sued to 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 health insurance issuers offering group health insurance coverage generally 
may not restrict benefits for any hospital length of stay in 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 cesarean section. 
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 federal law, plans and issuers may not set the level of benefits or out-of-pocket costs so that any later 
portion of the 48-hour (or 96-hour) stay is treated in 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 federal law, 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 mastectomy and who elects breast reconstruction in 
connection with the mastectomy for: 


(1) all stages of reconstruction of the breast on which a mastectomy has been performed; 
(2) surgery and 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 with the 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 and reconstructive surgery, please contact the Member 
Services number on your ID card. 







For more information, you can visit this U.S. Department of Health and Human Services website, 
lli:r:;D'.LiuV:ll:cl~illi.;~.£2~ill~Ltll.J:rl:;iJis:ffi:0lltill:Lslll::iilld.CL, and this U.S. Department of Labor website, 


IMPORTANT HEALTH CARE REFORM INFORMATION 


Some language changes in response to the federal Patient Protection and Affordable Care Act (PPACA) may not be 
included in the enclosed certificate of coverage. This may be because the language is still pending regulatory :review 
and approval. However. please note that Aetna is administering medical and outpatient prescription drug coverage in 
compliance with the applicable components ofPPACA. 


The following is a summary of the :requirements under PP A CA. 


1. For non-grandfathe:red plans: 
a. Subject to any applicable age, family history and frequency guidelines, the following preventive to 


the extent they are not already, are covered under the plan at the Preferred Care level benefits only. 
Preventive services will be paid at 100% per visit and without cost-sharing such as payment percentages; 
copays; deductibles; and dollar maximum benefits: 


• 
• 


• 


Items or services with an "A" or "B" rating from the United States Preventive Services Task 
Immunizations pursuant to the Advisory Committee on Immunization Practices ("ACIP") 
recommendations; and 
Preventive care and screenings that are provided for in the comprehensive guidelines supported 
Health Resources and Services Administration ("HRSA"). 


the 


b. If the plan requires or recommends that you designate a primary care provider, you may select any 
participating primary care provider who is available to accept you. In addition, you may select any 
participating pediatrician as your child's primary care provider, if the provider is available to accept your child. 


c. If your plan requires the referral or authorization from the primary care provider before receiving obstetrical 
or gynecological care from a participating provider who specializes in obstetrics or gynecological care, this 
requirement no longer applies. Care includes the ordering of related obstetrical and gynecological items and 
services that are covered under your plan. 


d. You do not need prior authorization for the treatment of an emergency medical condition, even if the 
services are provided by a non-participating provider. Care provided by a non-participating provider will be 
paid at no greater cost to you than if the services were performed by a participating pro·vider. You may 
receive a bill for the difference between the amount billed by the provider and the amount paid Aetna. 
non participating prov--ider bills you directly for an amount beyond your cost share for the treatment of an 
emergency medical condition, you are not responsible for paying that amount. Please send the bill at the 
address listed on the back of your member ID card and we will resolve any payment dispute with the 
provider over the amount. Make sure your member ID number is on the bill. 


e. You have the right to appeal any action taken by Aetna to deny, reduce or terminate tl1e provision or 
of health care services. \Vhen we have done this based on the medical necessity, appropriateness, health care 
setting, level of care, or effectiveness of the service, you have the right to have the decision reviewed an 
external review organization. 







2. For grandfathered and non-grandfathered plans: 
a. Any overall plan calendar year and lifetime dollar maximums no longer apply. 


b. Any calendar year or annual and lifetime dollar maximum benefit that applies to an "Essential Service" (as 
required by PP ACA and defined by Aetna) for Preferred Care and Non-Preferred Care no longer applies. 
Essential Services will continue to be subject to any coinsurance; copays; deducribles; other types of 
maximums (e.g., day and visit maximums); referral and certification rules; and any exclusions and limitations 
that apply to these types of covered medical expenses under your plan. 


c. If your Plan includes a pre-existing condition limitation provision, including one that may apply to transplant 
coverage, then this provision will not apply to a person under 19 years of age. 


d. The eligibility rules for children have been changed. A child will now be eligible to enroll if he or she is under 
26 years of age. Any rule that they be a full-time student, not married or solely dependent upon you for 
support will not apply. Please Note: For grandfathered plans only, if your child (under age 26) is eligible for 
employer based coverage other than through a parent's plan, then that child may not be eligible to enroll in 
this Plan. Contact your policyholder for further information. 


e. If your coverage under the Policy is rescinded, Aetna will provide you with a 30 day advance written notice 
prior to the date of the rescission. 


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 primary care provider who participates in our network and 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 a list 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 to obstetrical 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 certain services, following a pre-approved treatment 
plan, or procedures for making referrals. For a 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 such approved 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 
coverage. Your Employer must continue to make premium payments. 


your Employer to continue 


If Health Expense Benefits has reduction rules applicable by reason of age or retirement, Health Expense Benefits 
\N-ill be subject to such rules while you are on Th1LA leave. 


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


• 
• 
• 


The date you are required to make any contribution and you fail to do so . 
The date your Employer determines your approved FMLA leave is terminated . 
The date the coverage involved 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 othenvise tenninate. 


If Health Expense Benefits terminate because your approved F1v1LA leave is deemed terminated by your L..Luu•.tvv= 


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 
any other continuation of coverage (for example, upon termination of employment, death, divorce or ceasing to be 
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 FJV[L.A leave, the dependent 
be eligible for the continued coverage on the same terms as would be applicable if you were actively at not 
an approved FMLA leave. 


If you return to work for your Employer following the date your Employer determines the approved FML\ leave 
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 FML~ leave provided you make request for such coverage within 
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 FrviLi\. 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. 
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What is Phased Retirement? 


Phased Retirement k'ts you work 


on 50'X) nf a full-time schedule


fur up tu three years from the start 


of Phased Retirement- while 


rccci\'in .~ 65% of yuur base salary, 


plus llther benefits. If yuu already 


wurk p;Ht time, yuu will cuntinue 


on your current schedule hut will 


he paid 65'){) uf base salary. 


If yuu elect Phased Retirement, 


you must retire as uf any July)[ 


within three academic years uf the 


start llf your Phased Retirement. 


Phased Retirement 
To be eligible for Phased Retirement, you must meet the following 


requirements as of the July 31 when your Phased Retirement starts: 


• You must be a tenured faculty member 


• You must be age 62 or older, and 


• You must havelO or more year~ of service with the College. 


What's Included 
If you choose this option, you will teach half time (i.e., a two (2) day schedule 


all year) for a maximum of three academic years from the start of Phased 


Retirement, after which you must retire. During Phased Retirement, you will 


receive: 


• 65% of your full-time base salary, plus any usual salary increases 


(Note: If you currently work part time on 50% schedule and you elect this 


option, you will continue to work 50% of a full-time schedule with your base 


salary increasing to 65% of your full-time-equivalent base salary.) 


• Coverage under all active employee health insurance benefits (medical, 


dental, vision) for you, your spouse or domestic partner, and your eligible 


dependents, in which you are enrolled when Phased Retirement starts, 


• Retirement Plan contributions based on 65% of your full-time equivalent 


base salary, and 


• Life insurance coverage based on 100% of your pre-Phased Retirement 


base salary. 


When you actually retire: 


• You and your spouse or domestic partner will be eligible for subsidized 


post-65 retiree medical insurance upon reaching age 65 and becoming 


eligible for Medicare, and 


• You will maintain a continuing connection with Sarah Lawrence through 


membership in the Professor Emeritus Society for Retired Faculty as 


described on the following page. 
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Notice to Employees of 


Sarah Lawrence College 
(the "Customer") 


Interpreter and Translation Services 
You may contact Member Services at the toll-free telephone number listed on your I.D. card to receive information on 
interpreter and translation services related to administrative procedures. A TDD# for the hearing impaired is also available. 


French 


Services d'interpretation et de traduction 
Vous pouvez contacter les services aux membres au numero de telephone sans frais indique sur votre carte d'identification 
pour recevoir de !'information sur les services d'interpretation et de traduction se rapportant aux procedures administratives. 
Les professionnels du service a Ia clientele Aetna ont acces a des services de traduction par le biais des services linguistiques 
telephoniques de AT&T. Un numero de telephone ATME est aussi disponible pour les malentendants. 


Greek 


Y 1t11 pscns~ Ms'ta~pacrsro~ 
rw: va A.apE'tE 7tAT)po$optEc; ocmv a$opa 'tCOV U7tTJpE<HCOV flUe; 
flE'ta$pacr~:coc; crx~:nKa f!E 'tTJY Ota8tKacrta 8tolKTJ'tlKTJ, fl1tOpEnE va 
Epxocracr't£ cr~: ~:na$TJ f!E 'tTJV YnTJpEma yta 1:a MEATJ cr1:ov apt9f!o 
(xpcotc; 8to8ta) 7tOU pptcrKf:'tat E7tUVCO <r'tTJV E~aKptpcocrT) crac; 
'taUW'tTJ'tac;. Ot ~:nayy~:A.f!a'tlKOl unaAATJAOL (1:ou 'tflTJflU'toc; 'tTJc; 
AE'tYa 'tO 07t010 avacrxoA.~:nat f!E 'touc; 7tEAU'tEc;) fl1tOpouv va 
XPTJ<rlfl07totouv 'tTJV f!E'ta$pacrnKTJ U7tTJpEma 'tTJc; E'tatpEtac; AT&T. 


Italian 


Servizi di traduzione e di interpretariato 
Per ottenere informazioni sui servizi di traduzione e interpretariato connessi a procedure amministrative, potete rivolgervi al 
Servizio Membri chiamando il numero di linea verde indicato sulla vostra carta di ID. I professionisti del servizio clientela 
della Aetna hanno accesso ai servizio di traduzione della linea linguistica della AT&T. E anche disponibile un No TDD per 
deboli di udito. 


Portuguese 
Servi.;os de Interprete e de Tradu.;ao 
Voce podera entrar em contato com os Servi<;os dos Associados ao telefone livre de tarifa indicado no seu cartao de 
identifica<;ao para obter informa<;oes sobre servi<;os de interprete e de tradu<;ao com rela<;ao aos procedimentos 
administrativos. Os profissionais dos servi<;os aos clientes tern acesso aos servi<;os de tradu<;ao atraves da Jinha de idiomas da 
AT&T. Existe tambem uma linha TDD para quem tern dilficuldades com a audi<;ao. 


Russian 


M -::K! re- c:C pa.m :a r -:,: ,! ·s. :c .r :t. f:Jl :eSc: rr;t:scu =ra H: n .a: 'rJ n~ s: ,.c-o:r:s: 


yna.c:s::aH:f.t'·CM:} .. e:a :a-·a:mt:':il ·q_n-e:H:c!:-~Joii s:aprc,-qK-5. 
n n:: :nH 


n:n:u ,: 


Spanish 


Servicio de Interprete y Traduccion 


~)5- ;;:· .:"!~,.-:&:~ n ·:;:a :a: :tt-:rz Knit e:_H rr;; s· 11 J\1 ·E: r.:·-:r 
e :.:· r -: .]:- -·'I :a .K:<E: <t yc -r p c !1 c r ·a, c- : B _Jf-511 


Usted puede ponerse en contacto con Servicios a Miembros, a! numero de telefono gratis que aparece en su tarjeta de 
identificaci6n para recibir informacion sobre servicios de interprete y traducci6n relativo a los procedimientos 
administrativos. Los profesionales de servicio a clientes de Aetna tienen acceso a los servicios de traducci6n por medio de la 
linea de idiomas de AT&T. Ademas hay un numero de TDD para las personas con impedimento de audici6n. 







Haitian-Creole 
Sevis intepret ak tradikte 
Ou kapab pran kontak avek Sevis pou manm-yo si ou rele nimewo telefon gratis ki sou kat I.D.-ou-a (idantifikasyon) pou ou 
jwenn ranseyman sou sevis intepret ak tradikte konsenan pwosedi administratif. Pwofesyonnel nan sevis kliyan "Aetna" gen 
mwaydenjwenn sevis tradiksyon nan "AT&T language line" (sevis lang AT&T). Yon nimewo TDD disponnib tou pou 
moun ki pa tande byen. 


Lao 
l'1uUW:11'1UlJ'1UW"1lii'1CCQ~:n'1UCCtlW'1l:l!'1 


Cambodian 


'Mtl R!! &~nun &t,t5 m nn 


ifnmtHn l'i9 .e&Mtl nt!MY'lan mt!frumus il ii fiii&a tarur;mrl &rum ii nhmlimfJ 
Cit "'"'t C"v I 


fin &flf!t!f!frlHlmY'IS uti &Mfrfit!GtifiUFiG1JUfllft51 G8ru!rlfi9.es.e1amiitr;.emf '1 
Clli f.J ... -. Gli 


~nrlSl!] filfG~fi &Mtl fi!!GSfffigdsm fJ Aetna Y1 St!&tt]lYI rum &6Utr fiJ!Ufi &tu 


Chinese 


=I~&¥~n!Uj§ 


~~~a~•rr~~~-fi~~~~••~••••a•R•a 
~ • J.-YJ~ 1~.fEI)Cf;i. 1m 'flml!Rff; (:J·~ D ~ & ifF~ ff~$J~ J:l§R o AetnaA"J~ 


~fflp}j~:f9tAffii{JefflAT&Tililf~f:Wf.* (AT&T Language Line) 8'1lfm§! 
!~t;fi o ~~ fl -111 ~ F~j ~~ }J tif!~@E 89 ffl p :!:tE#tft'JTDD~ftli!j o 


Arabic 
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Preface   
 
Aetna Life Insurance Company (ALIC) is pleased to provide you with this Booklet-Certificate. Read this Booklet-Certificate 
carefully. The plan is underwritten by Aetna Life Insurance Company of Hartford, Connecticut (referred to as Aetna). 
 
This Booklet-Certificate is part of the Group Insurance Policy between Aetna Life Insurance Company and the Policyholder. 
The Group Insurance Policy determines the terms and conditions of coverage. Aetna agrees with the Policyholder to 
provide coverage in accordance with the conditions, rights, and privileges as set forth in this Booklet-Certificate. The 
Policyholder selects the products and benefit levels under the plan. A person covered under this plan and their 
covered dependents are subject to all the conditions and provisions of the Group Insurance Policy. 
 
The Booklet-Certificate describes the rights and obligations of you and Aetna, what the plan covers and how benefits are 
paid for that coverage. It is your responsibility to understand the terms and conditions in this Booklet-Certificate. Your 
Booklet-Certificate includes the Schedule of Benefits and any amendments or riders. 
 
If you become insured, this Booklet-Certificate becomes your Certificate of Coverage under the Group Insurance Policy, and it 
replaces and supersedes all certificates describing similar coverage that Aetna previously issued to you. 
 
Group Policyholder: Sarah Lawrence College 
Group Policy Number: GP-875727 
Effective Date: November 1, 2010 
Issue Date: February 9, 2011 
Booklet-Certificate Number: 3 
 


 
 


Ronald A. Williams 
Chairman, Chief Executive Officer and President 
 
Aetna Life Insurance Company 
(A Stock Company) 
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Important Information Regarding Availability of Coverage (GR-9N 02-005 02)  
No services are covered under this Booklet-Certificate in the absence of payment of current premiums subject to the 
Grace Period and the Premium section of the Group Insurance Policy. 
 
Unless specifically provided in any applicable termination or continuation of coverage provision described in this 
Booklet-Certificate or under the terms of the Group Insurance Policy, the plan does not pay benefits for a loss or claim for a 
health care, medical or dental care expense incurred before coverage starts under this plan. 
 
This plan will not pay any benefits for any claims, or expenses incurred after the date this plan terminates. 
 
This provision applies even if the loss, or expense, was incurred because of an accident, injury or illness that 
occurred, began or existed while coverage was in effect.  
 
Please refer to the sections, “Termination of Coverage (Extension of Benefits)” and “Continuation of Coverage” for more details 
about these provisions. 
 
Benefits may be modified during the term of this plan as specifically provided under the terms of the Group Insurance 
Policy or upon renewal. If benefits are modified, the revised benefits (including any reduction in benefits or elimination 
of benefits) apply to any expenses incurred for services or supplies furnished on or after the effective date of the plan 
modification. There is no vested right to receive any benefits described in the Group Insurance Policy or in this Booklet-
Certificate beyond the date of termination or renewal including if the service or supply is furnished on or after the 
effective date of the plan modification, but prior to your receipt of amended plan documents. 
 


Coverage for You and Your Dependents  
 


Health Expense Coverage   
 
Benefits are payable for covered health care expenses that are incurred by you or your covered dependents while 
coverage is in effect. An expense is “incurred” on the day you receive a health care service or supply. 
 
Coverage under this plan is non-occupational. Only non-occupational injuries and non-occupational illnesses are 
covered. 
 
Refer to the What the Plan Covers section of the Booklet-Certificate for more information about your coverage. 
 
Treatment Outcomes of Covered Services   
Aetna is not a provider of health care services and therefore is not responsible for and does not guarantee any results 
or outcomes of the covered health care services and supplies you receive. Except for Aetna RX Home Delivery LLC, 
providers of health care services, including hospitals, institutions, facilities or agencies, are independent contractors 
and are neither agents nor employees of Aetna or its affiliates. 
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When Your Coverage Begins  
(GR-9N 29-005-01-NY) 


 


 Who Can Be Covered 
 
 How and When to Enroll 
 
 When Your Coverage Begins 
 


 
Throughout this section you will find information on who can be covered under the plan, how to enroll and what to 
do when there is a change in your life that affects coverage. In this section, “you” means the employee. 
 


Who Can Be Covered  
 
Employees  
To be covered by this plan, the following requirements must be met:  
 
 You will need to be in an “eligible class”, as defined below; and 
 You will need to meet the “eligibility date criteria” described below. 


 
Eligible Classes  
You are in an eligible class if: 
 
 You are a regular full-time employee, as defined by your employer. 


 
Determining When You Become Eligible  
You become eligible for the plan on your eligibility date, which is determined as follows. 
 
On the Effective Date of the Plan 
If you are in an eligible class on the effective date of this plan, your coverage eligibility date is the effective date of the 
plan. 
 
After the Effective Date of the Plan 
If you are hired after the effective date of this plan, your coverage eligibility date is the date you are hired. 
 
If you enter an eligible class after the effective date of this plan, your coverage eligibility date is the date you enter the 
eligible class. 
 
Obtaining Coverage for Dependents (GR-9N-29-010-02 NY)  
Your dependents can be covered under your plan. You may enroll the following dependents:  
 
 Your legal spouse; or 
 Your domestic partner who meets the rules set by your employer; and 
 Your dependent children. 


 
Aetna will rely upon your employer to determine whether or not a person meets the definition of a dependent for 
coverage under the plan. This determination will be conclusive and binding upon all persons for the purposes of this 
plan. 
 
Coverage for Domestic Partner (GR-9N 29-010 01-NY) 
To be eligible for coverage, you and your domestic partner will need to complete and sign a Declaration of Domestic 
Partnership. 
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Coverage for Dependent Children (GR-9N-29-010-02 NY)  
To be eligible, a dependent child must be: 
 
 Unmarried; and 
 Under 19 years of age; or 
 Under age 25, as long as he or she is a full-time student at an accredited institution of higher education and solely 


depends on your support*. 
 
*Note: Proof of full-time student status is required each year. This means that the child is enrolled as an 
undergraduate student with a total course load of at least 12 credits or is enrolled as a graduate student with a total 
course load of at least 9 credits. 
 
An eligible dependent child includes:  
 
 Your biological children; 
 Your stepchildren; 
 Your legally adopted children; 
 Your foster children, including any children placed with you for adoption; 
 Any children for whom you are responsible under court order; 
 Your grandchildren in your court-ordered custody; and 
 Any other child who lives with you in a parent-child relationship. 


 
Coverage for a handicapped child may be continued past the age limits shown above. See Handicapped Dependent 
Children for more information. 
 
Important Reminder 
Keep in mind that you cannot receive coverage under this Plan as: 
 
 Both an employee and a dependent; or 
 A dependent of more than one employee. 


 


How and When to Enroll (GR-9N 29-015 03 NY)  
 
Initial Enrollment in the Plan  
You will be provided with plan benefit and enrollment information when you first become eligible to enroll. To 
complete the enrollment process, you will need to provide all requested information for yourself and your eligible 
dependents. You will also need to agree to make required contributions for any contributory coverage. Your employer 
will determine the amount of your plan contributions, which you will need to agree to before you can enroll. 
Remember plan contributions are subject to change.  
 
You will need to enroll within 31 days of your eligibility date. 
 
Newborns are automatically covered for 31 days after birth. To continue coverage after 31 days, you will need to 
complete a change form and return it to your employer within the 31-day enrollment period. 
 
Annual Enrollment  
During the annual enrollment period, you will have the opportunity to review your coverage needs for the upcoming 
year. During this period, you have the option to change your coverage. The choices you make during this annual 
enrollment period will become effective the following year. 
 
If you do not enroll yourself or a dependent for coverage when you first become eligible, but wish to do so later, you 
will need to do so during the next annual enrollment period. 
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When Your Coverage Begins   
 
Your Effective Date of Coverage  
Your coverage takes effect on the later of: 
 
 The date you are eligible for coverage; and 
 The date you return your completed enrollment information. 


 
If you do not return your completed enrollment information within 31 days of your eligibility date, the rules under 
Rules and Limits That Apply to the Dental Plan section will apply. 
 
Your Dependent’s Effective Date of Coverage  
Your dependent’s coverage takes effect on the same day that your coverage becomes effective, if you have enrolled 
them in the plan by then. 
 
Note: New dependents need to be reported to Aetna within 31 days because they may affect your contributions. 
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Requirements For Coverage (GR-9N S-09-005-01 NY)  
 
To be covered by the plan, services and supplies must meet all of the following requirements:  
 
1. The service or supply must be covered by the plan. For a service or supply to be covered, it must: 
 


 Be included as a covered expense in this Booklet-Certificate; 
 Not be an excluded expense under this Booklet-Certificate. Refer to the Exclusions sections of this Booklet-


Certificate for a list of services and supplies that are excluded; 
 Not exceed the maximums and limitations outlined in this Booklet-Certificate. Refer to the What the Plan 


Covers section and the Schedule of Benefits for information about certain expense limits; and 
 Be obtained in accordance with all the terms, policies and procedures outlined in this Booklet-Certificate. 


 
2. The service or supply must be provided while coverage is in effect. See the Who Can Be Covered, How and When to 


Enroll, When Your Coverage Begins, When Coverage Ends and Continuation of Coverage sections for details on when 
coverage begins and ends. 


 
3. The service or supply must be medically necessary. To meet this requirement, the dental service or supply must 


be provided by a physician, or other health care provider or dental provider, exercising prudent clinical 
judgment, to a patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease 
or its symptoms. The provision of the service or supply must be: 


 
(a) In accordance with generally accepted standards of dental practice; 
(b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient’s illness, injury or disease; and 
(c) Not primarily for the convenience of the patient, physician or dental provider or other health care 


provider; 
(d) And not more costly than an alternative service or sequence of services at least as likely to produce equivalent 


therapeutic or diagnostic results as to the diagnosis or treatment of that patient’s illness, injury, or disease. 
 
For these purposes “generally accepted standards of dental practice” means standards that are based on credible 
scientific evidence published in peer-reviewed dental literature generally recognized by the relevant dental community, 
or otherwise consistent with physician or dental specialty society recommendations and the views of physicians or 
dentists practicing in relevant clinical areas and any other relevant factors. 
 
Clinical Review Criteria Requests  
If you or your covered dependent needs additional information on a specific clinical issue, you may request a clinical 
review criteria by submitting written request to Aetna. The written request must contain the following information:  
 
 Person’s name; address; and telephone number. 
 A request for the clinical review criteria; which Aetna would utilize in making a coverage determination involving 


a specific condition, treatment or device. 
 
The written request should be sent to the following address:  
 
Aetna 
CRC Requests - Mail Code: F074 
3 Independence Way 
Princeton, N.J. 08540 
 
Aetna will take into consideration the person’s individual situation in applying the clinical review criteria. 
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For questions, or further assistance, the person should call the Customer Services toll-free telephone number shown 
in the Identification Card. 
 
Important Note 
Not every service or supply fitting the definition for medical necessity is covered by the plan. Exclusions and 
limitations apply to certain dental services, supplies and expenses. For example some benefits are limited to a certain 
number of days, visits or a dollar maximum. Refer to your What the Plan Covers and Schedule of Benefits for the plan limits 
and maximums. 
 
In case of a denial of coverage, you have full advantage of all appeal rights available under New York State insurance 
law. 
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How Your Aetna Dental 
Plan Works 
(GR-9N 16-005-01) 


 


 Common Terms 
 
 What the Plan Covers 
 
 Rules that Apply to the Plan 
 
 What the Plan Does Not Cover 
 


 


Understanding Your Aetna Dental Plan  
 
It is important that you have the information and useful resources to help you get the most out of your Aetna dental 
plan. This Booklet-Certificate explains: 
 
 Definitions you need to know; 
 How to access care, including procedures you need to follow;  
 What services and supplies are covered and what limits may apply; 
 What services and supplies are not covered by the plan; 
 How you share the cost of your covered services and supplies; and 
 Other important information such as eligibility, complaints and appeals, termination, continuation of coverage 


and general administration of the plan. 
 
This Booklet-Certificate describes a dental program with two options: 
 
 The first option is a managed dental plan. You must live or work inside the service area to be eligible for this 


option. 
 The second option is an alternate dental plan. 


 
You may choose either plan, but you cannot be covered for both at the same time. 
 
The choice you make for your coverage also applies to your covered dependents. You may request a switch from one 
plan to the other. Just call the telephone number on your ID Card. The change will be effective as follows: 
 
 If Aetna receives a request on or before the 15th day of the month; the change will be effective on the first day of 


the next month. 
 If Aetna receives a request after the 15th day of the month; the change will be effective on the first day of the 


month following the next month. 
 Once the change is effective, your benefits are subject to all the terms and conditions of the plan under which you 


are covered. The terms and conditions of the plan under which you were covered immediately before the change 
in coverage no longer apply. However, dollar maximums or frequency limitations for services or supplies obtained 
under the prior plan will also be applied to coverage under the current plan. 


 
Important Notes: 
Unless otherwise indicated, "you" refers to you and your covered dependents. 
 
This Booklet-Certificate applies to coverage only and does not restrict your ability to receive covered expenses that are 
not or might not be covered expenses under this dental plan. 
 
Store this Booklet-Certificate in a safe place for future reference. 
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Getting Started: Common Terms (GR-9N 16-010-01)  
 
Many terms throughout this Booklet-Certificate are defined in the Glossary Section at the back of this document. 
Defined terms appear in bolded print. Understanding these terms will also help you understand how your plan works 
and provide you with useful information regarding your coverage. 
 


About the Managed Dental Plan   
 
Under the Managed Dental Plan, you access care through the primary care dentists (PCD) you select when you 
enroll. Each covered family member may select a different PCD. Your PCD provides basic and routine dental 
services and supplies, and will refer you to other dental providers in the network. 
 
You may select a PCD from the Aetna network provider directory or by logging on to Aetna’s website at 
www.Aetna.com. You can search Aetna’s online directory, DocFind, for names and locations of network providers. 
 
You may also seek care from an out-of-network provider for covered expenses. You will receive a lower level of 
benefits for covered out-of-network services and supplies. 
 
Important Reminder 
You must have a referral from your PCD in order to receive coverage for any services a specialist dentist provides. 
Please refer to the Referral Process section. 
 
The Choice Is Yours 
Each time you need non-emergency care, you have a choice: 
 
Accessing Network Providers 
 
 The plan pays a higher level of benefits when your PCD provides your care or refers you to a specialist dentist. 
 You share the cost of covered services and supplies by paying a portion of certain expenses (your coinsurance). 
 The coinsurance for primary dental services is a percent of the PCD’s usual fee* for that service, reviewed by 


Aetna for reasonableness. 
 The coinsurance for specialty dental services is a percent of the specialist dentist’s fee for that service or 


supply. The “fee” may be a fee negotiated with the specialist dentist and approved by Aetna. In that case, the 
coinsurance will be based on the actual, negotiated fee. If Aetna compensates a specialist dentist on another 
basis, the “fee” will be the specialist dentist’s usual fee*, reviewed by Aetna for reasonableness. 


 
*“Usual fee” means the fee the PCD or specialist dentist charges patients in general. Your PCD will give you a copy 


of the usual fee schedule, upon request. You will be informed of the fee when you visit a specialist dentist. It is not 
part of this booklet-certificate and may be changed from time to time. It is used only for the purpose of calculating 
your coinsurance and is not the basis of compensation to the network provider. Aetna compensates network 
providers based on separate, negotiated agreements that may be less than or unrelated to the network provider’s 
usual and customary charges. These agreements may vary among dentists. 


 
If you need a service that is not available from a network provider, your PCD may refer you to an out-of-network 
provider. You will receive the network level of coverage if your PCD gets approval from Aetna for this referral. 
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Changing Your PCD 
You may change your PCD at any time on Aetna’s website, www.Aetna.com, or by writing to Aetna or calling the 
Member Services toll-free number on your identification card. The change will be effective as follows: 
 
 If Aetna receives a request on or before the 15th day of the month, the change will be effective on the first day of 


the next month. 
 If Aetna receives a request after the 15th day of the month, the change will be effective on the first day of the 


month following the next month. 
 
Availability of Providers 
Aetna cannot guarantee the availability or continued participation of a particular provider. Either Aetna or any 
network provider may terminate the provider contract or limit the number of patients accepted in a practice. If the 
PCD initially selected cannot accept additional patients, you will be notified and given an opportunity to make 
another selection. If the agreement between Aetna and your selected PCD is terminated, Aetna will notify you of the 
termination and request you to select another PCD. 
 
Accessing Out-of-Network Providers 
You can directly access dentists of your choice without a referral from your PCD. Your covered expenses will be 
covered as out-of-network expenses if you do not obtain services and supplies from your PCD or with a referral 
from your PCD, even if you choose a provider in the network. The plan covers out-of-network services and supplies, 
but your out-of-pocket expenses may be higher. 
 
You must satisfy a deductible before the plan begins to pay benefits. 
 
You share the cost of covered services and supplies by paying a portion of certain expenses. You are responsible for 
the portion of the dentist’s charge that is above the scheduled limit shown for a service in the dental care schedule. 
 
If the dentist you select charges more than the recognized charge, you must also pay any expenses above the 
recognized charge. That excess amount does not apply toward your coinsurance limit. 
 
You must file a claim to receive reimbursement from the plan. 
 
Important Reminder 
Refer to the Schedule of Benefits for details about any deductibles, copayments, coinsurance and maximums that 
apply. There is separate deductible and maximum that applies to orthodontic treatment. 
 


Using Your Dental Plan (GR-9N 16-020-01)  
 
The Referral Process 
There may be times when you need services and supplies that only a dental specialist can provide. In these cases, 
your PCD will make a referral to a specialist dentist. A PCD referral is not required for any orthodontic services. 
 
Having a referral from your PCD keeps your out-of-pocket expenses lower for services of a specialist dentist and 
any necessary follow-up treatment. The referral is important because it is how your PCD arranges for you to receive 
care and follow-up treatment. 
 
Important Reminder 
You must have a referral from your PCD in order to receive the network level of coverage for any services received 
from a specialist dentist. 
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How Referrals Work 
Here are some important points to remember: 
 
When your PCD determines that your treatment should be provided by a specialist dentist, you'll receive a written 
or electronic referral. The referral will be good for 90 days, as long as you remain covered under the plan. 
 
Go over the referral with your PCD. Make sure you understand what types of services have been recommended and 
why. 
 
When you visit the specialist dentist, bring the referral (or check in advance to verify that they have received the 
electronic referral). Without it, you'll receive out-of-network benefits – even if you receive your treatment from a 
network provider. 
 
You can not request a referral from your PCD after you have received services from a specialist dentist. 
 
If a service you need isn't available from a network provider, your PCD may refer you to an out-of-network 
provider. Your PCD must get precertification from Aetna and issue a special out-of-network referral for services 
from out-of-network providers to be covered at the network level of coverage. 
 
When You Do Not Need a PCD Referral 
You do not need a PCD referral for: 
 
 Emergency care. Please refer to the "In the case of a Dental Emergency" section. 
 Out-of-network Benefits. The plan gives you the option to visit any dental provider without a referral from 


your PCD and receive coverage at the out-of-network benefit level. Remember that you will receive this lower 
benefit level even if the provider is a network provider. You may save money by visiting network providers 
because they have agreed to negotiated charges for their services, and these fees may be lower than those 
charged by out-of-network providers. 


 Direct Access Services. Orthodontic services and supplies do not require a referral. 
 


In Case of a Dental Emergency (GR-9N 16-040-01)  
 
If you need dental care for the palliative treatment (pain relieving, stabilizing) of a dental emergency, you are 
covered 24 hours a day, 7 days a week. 
 
A dental emergency is any dental condition which: 
 
 Occurs unexpectedly; 
 Requires immediate diagnosis and treatment in order to stabilize the condition; and 
 Is characterized by symptoms such as severe pain and bleeding. 


 
Follow the guidelines below when you believe you have a dental emergency. 
 
If you have a dental emergency, call your PCD. If you cannot reach your PCD or are away from home, you may get 
treatment from any dentist. You may also call Member Services for help in finding a dentist. The care must be for 
the temporary relief of the dental emergency until you can be seen by your PCD. The care provided must be a 
covered service or supply. You must submit a claim to Aetna describing the care given. 
 
The plan pays a benefit up to the dental emergency maximum. 
 
All follow-up care should be provided by your PCD. 
 
If you seek care from an out-of-network provider for a non-emergency dental condition (that is, one that does not 
meet the definition above), benefits will be paid at the lower out-of-network level. 
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What The Plan Covers (GR-9N-19-005-01)  
 
Managed Dental Plan  
Managed Dental Plan is merely a name of the benefits in this section. The plan does not pay a benefit for all dental 
expenses you incur. 
 
Important Reminder 
Your dental services and supplies must meet the following rules to be covered by the plan: 
 
 The services and supplies must be medically necessary. 
 The service and supplies must be in the listed in the dental care schedule. 
 You must be covered by the plan when you incur the expense. 


 
Covered expenses include charges made by a dental provider only for the services and supplies that are listed in the 
dental care schedule that applies. 
 
The next sentence applies if: 
 
 A charge is made for an unlisted service given for the dental care of a specific condition; and 
 The list includes one or more services that; under standard practices; are separately suitable for the dental care of 


that condition. 
 
In that case, the charge will be considered to have been made for a service in the list that Aetna determines would 
have produced a professionally acceptable result. 
 
Dental Care Schedule for the Managed Dental Plan  
The Dental Care Schedule is a list of dental expenses that are covered by the plan. There are several categories of 
covered expenses that are focused on keeping your teeth healthy: diagnostic, preventive and restorative services and 
supplies. 
 
Coverage is also provided for a dental emergency. For additional information, please refer to In Case of a Dental 
Emergency. 
 
Important Reminder 
The copays, deductible, and coinsurance that apply to each type of dental care are shown in the Schedule of Benefits. 
 
You may receive care from network and out-of-network providers. Services and supplies given by a network 
provider are covered at the network level of benefits shown in the Schedule of Benefits. Services and supplies given by an 
out-of-network provider are covered at the out-of-network level of benefits shown in the Schedule of Benefits. 
 
Managed Dental Expense Coverage Plan (GR-9N-19-006-01) 
 
(GR-9N-19-006-01) 
The following additional dental expenses will be considered covered expenses for you and your covered dependent 
if you have medical coverage and have at least one of the following conditions:  
 
 Pregnancy; 
 Coronary artery disease/cardiovascular disease; 
 Cerebrovascular disease; or 
 Diabetes 
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Additional Covered Dental Expenses 
 
 One additional prophylaxis (cleaning) per year. 
 Scaling and root planing, (4 or more teeth); per quadrant; 
 Scaling and root planing (limited to 1-3 teeth); per quadrant;  
 Full mouth debridement; 
 Periodontal maintenance (one additional treatment per year); and 
 Localized delivery of antimicrobial agents. (Not covered for pregnancy) 


 
The plan coinsurance applied to the other covered dental expenses above will be 100%. These additional benefits 
will not be subject to any frequency limits except as shown above. 
 
Aetna will reimburse the provider directly, or you may pay the provider directly and then submit a claim for 
reimbursement for covered expenses. 
 
Network Benefits (GR-9N 19-010 01)  
This Dental Care Schedule applies to covered services and supplies provided by Primary Care Dentists and other 
network providers upon referral from your PCD. The plan covers only the services and supplies in the list below. 
 
Primary Dental Services 
Type A Expenses 
Visits and Exams 
 
 Office visit for oral exam (limited to 4 visits per year) 
 Emergency palliative treatment 
 Prophylaxis (cleaning) (limited to 2 treatments per year) 


− Adult 
− Child 


 Topical application of fluoride (limited to 1 treatment per year and to covered persons under age 18) 
 Oral hygiene instruction 
 Sealants, per tooth (limited to 1 application every 3 years for permanent molars only) 
 Pulp vitality test 
 Diagnostic casts 


 
X-Rays and Pathology 
 
 Bitewing X-rays (limited to 1 set per year) 
 Entire series, including bitewings, or panoramic films (limited to 1 sets every 3 years) 
 Vertical bitewing X-rays (limited to 1 set every 3 years) 
 Periapical X-rays 
 Intra-oral, occlusal view, maxillary, or mandibular 
 Extra-oral upper or lower jaw 
 Biopsy and histopathologic examination of oral tissue 


 
Type B Expenses 
Endodontics 
 
 Pulp capping 
 Pulpotomy 
 Surgical exposure for rubber dam isolation 
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 Root canal therapy, including necessary X-rays 
− Anterior 
− Bicuspid 


 
Restoration and Repair 
 
 Amalgam restoration 


− 1 surface 
− 2 surfaces 
− 3 or more surfaces 


 Resin restoration (other than for molars) 
− 1 surface 
− 2 surfaces 
− 3 or more surfaces or incisal angle 


 Retention pins 
 Sedative fillings 
 Stainless steel crowns 
 Prefabricated resin crowns (excluding temporary crowns) 
 Recementing inlays, crowns, bridges, space maintainers 
 Tissue conditioning for dentures 


 
Periodontics 
 
 Scaling and root planning - per quadrant (limited to 4 separate quadrants, every year) 
 Scaling and root planning - 1 to 3 teeth, per quadrant (limited to once per site, every year) 
 Periodontal maintenance procedures following surgical therapy (limited to 2 per year) 


 
Oral Surgery (Includes local anesthetics and routine post-operative care) 
 
 Extractions, erupted tooth or exposed root 
 Extractions, coronal remnants 
 Surgical removal of erupted tooth 
 Surgical removal of impacted tooth (soft tissues) 
 Excision of hyperplastic tissue 
 Excision of pericoronal gingiva 
 Incision and drainage of abscess 
 Crown exposure to aid eruption 
 Removal of foreign body from soft issue 
 Suture of soft tissue injury 


 
Type C Expenses 
Restorations 
 
 Inlays 


− 1 surface 
− 2 surfaces 
− 3 or more surfaces 


 Onlays 
− 2 surfaces 
− 3 surfaces 
− 4 or more surfaces 
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 Crowns (including build-ups when necessary) 
− Post and core 


 Pontics 
 
Dentures and Partials (includes relines, rebases, and adjustments within 6 months after installation). 
 
 Full (upper and lower) 
 Partial 
 Stress breakers (per unit) 
 Interim partial denture (stayplate), anterior only 
 Crown and bridge repairs 
 Adding teeth to an existing denture 
 Full and partial denture repairs 
 Relining/rebasing dentures (including adjustments within six months after installation) 
 Occlusal guard (for bruxism only) 


 
Space Maintainers Only when needed to preserve space resulting from premature loss of primary teeth. (Includes all 
adjustments within 6 months after installation.) 
 
 Fixed, band type 
 Removable acrylic with round wire clasp 
 Removable appliance to correct habits 
 Fixed or cemented appliance to correct habits 


 
Periodontics 
 
 Full mouth debridement (limited to 1 per lifetime) 


 
Specialty Dental Services 
Type B Expenses 
Endodontics (Includes local anesthetics where necessary) 
 
 Apexification/recalification 
 Apicoectomy (per tooth) - first root 
 Apicoectomy (per tooth) - each additional root 
 Retrograde Filling 
 Root Amputation 
 Hemisection 


 
Oral Surgery (Includes local anesthetics where necessary and post-operative care) 
 
 Removal of residual root 
 Removal of odontogenic cyst 
 Closure of oral fistula 
 Removal of foreign body from bone 
 Sequestrectomy 
 Frenectomy 
 Transplantation of tooth or tooth bud 
 Alveoplasty in conjunction with extractions - per quadrant  
 Alveoplasty not in conjunction with extractions - per quadrant  
 Removal of exostosis 
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 Sialolithotomy; removal of salivary calculus 
 Closure of salivary fistula 


 
Periodontics 
 
 Gingivectomy or gingivoplasty - per quadrant 
 Gingivectomy or gingivoplasty - 1 to 3 teeth 
 Gingival flap procedure - per quadrant 
 Soft tissue procedures 
 Occlusal adjustment (other than with an appliance or by restoration) 


 
Type C Expenses 
Endodontics (Includes local anesthetics where necessary) 
 
 Molar root canal therapy, including necessary X-rays 


 
Intravenous Sedations and General Anesthesia 
Oral Surgery (Includes local anesthetics where necessary and post-operative care) 
 
 Surgical removal of impacted teeth 


− Partially bony 
− Completely bony 
− Completely bony with unusual surgical implications 


 
Periodontics 
 
 Osseous surgery (including flap entry and closure), per quadrant 
 Osseous surgery (including flap entry and closure), 1 to 3 teeth per quadrant 
 Clinical crown lengthening - hard tissue 


 
Orthodontics 
 
 Interceptive orthodontic treatment 
 Limited orthodontic treatment 
 Comprehensive orthodontic treatment of adult or adolescent dentition 
 Post treatment stabilization 


 


Rules and Limits That Apply to the Dental Plan (GR-9N-S-20-005-01-NY)  
 
Several rules apply to the dental plan. Following these rules will help you use the plan to your advantage by avoiding 
expenses that are not covered by the plan. 
 
Orthodontic Treatment Rule  
Orthodontic coverage is only for covered dependent children who are under age 20 on the date active orthodontic 
treatment begins. 
 
The plan does not cover the following orthodontic services and supplies:  
 
 Replacement of broken appliances; 
 Re-treatment of orthodontic cases; 
 Changes in treatment necessitated by an accident; 
 Maxillofacial surgery; 
 Myofunctional therapy; 
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 Treatment of cleft palate; 
 Treatment of micrognathia; 
 Treatment of macroglossia; 
 Lingually placed direct bonded appliances and arch wires (i.e. "invisible braces"); or 
 Removable acrylic aligners (i.e. "invisible aligners"). 


 
The plan will not cover the charges for an orthodontic procedure if an active appliance for that procedure was 
installed before you were covered by the plan. 
 
Orthodontic Limitation for Late Enrollees  
The plan will not cover the charges for an orthodontic procedure for which an active appliance for that procedure has 
been installed within the two year-period starting with the date you became covered by the plan. This limit applies 
only if you do not become enrolled in the plan within 31 days after you first become eligible. 
 
Replacement Rule (GR-9N 20-010-01)  
Crowns, inlays, onlays and veneers, complete dentures, removable partial dentures, fixed partial dentures (bridges) and 
other prosthetic services are subject to the plan's replacement rule. That means certain replacements of, or additions 
to, existing crowns, inlays, onlays, veneers, dentures or bridges are covered only when you give proof to Aetna that: 
 
 While you were covered by the plan, you had a tooth (or teeth) extracted after the existing denture or bridge was 


installed. As a result, you need to replace or add teeth to your denture or bridge. 
 The present crown, inlay and onlay, veneer, complete denture, removable partial denture, fixed partial denture 


(bridge), or other prosthetic service was installed at least 5 years before its replacement and cannot be made 
serviceable. 


 You had a tooth (or teeth) extracted while you were covered by the plan. Your present denture is an immediate 
temporary one that replaces that tooth (or teeth). A permanent denture is needed, and the temporary denture 
cannot be used as a permanent denture. Replacement must occur within 12 months from the date that the 
temporary denture was installed. 


 
Tooth Missing but Not Replaced Rule  
The first installation of complete dentures, removable partial dentures, fixed partial dentures (bridges), and other 
prosthetic services will be covered if: 
 
 The dentures, bridges or other prosthetic services are needed to replace one or more natural teeth that were 


removed while you were covered by the plan; and 
 The tooth that was removed was not an abutment to a removable or fixed partial denture installed during the 


prior 5 years. The extraction of a third molar does not qualify. Any such appliance or fixed bridge must include 
the replacement of an extracted tooth or teeth. 


 
Alternate Treatment Rule (GR-9N-20-015-01)  
Sometimes there are several ways to treat a dental problem, all of which provide acceptable results. When alternate 
services or supplies can be used, the plan's coverage will be limited to the cost of the least expensive service or supply 
that is:  
 
 Customarily used nationwide for treatment, and 
 Deemed by the dental profession to be appropriate for treatment of the condition in question. The service or 


supply must meet broadly accepted standards of dental practice, taking into account your current oral condition. 
 
You should review the differences in the cost of alternate treatment with your dental provider. Of course, you and 
your dental provider can still choose the more costly treatment method. You are responsible for any charges in 
excess of what the plan will cover. 
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Coverage for Dental Work Begun Before You Are Covered by the Plan (GR-9N 20-020-01)  
The plan does not cover dental work that began before you were covered by the plan. This means that the following 
dental work is not covered:  
 
 An appliance, or modification of an appliance, if an impression for it was made before you were covered by the 


plan; 
 A crown, bridge, or cast or processed restoration, if a tooth was prepared for it before you were covered by the 


plan; or 
 Root canal therapy, if the pulp chamber for it was opened before you were covered by the plan. 


 
Coverage for Dental Work Completed After Termination of Coverage  
Your dental coverage may end while you or your covered dependent is in the middle of treatment. The plan does not 
cover dental services that are given after your coverage terminates. There is an exception. The plan will cover the 
following services if they are ordered while you were covered by the plan, and installed within 30 days after your 
coverage ends. 
 
 Inlays; 
 Onlays; 
 Crowns; 
 Removable bridges; 
 Cast or processed restorations; 
 Dentures; 
 Fixed partial dentures (bridges); and 
 Root canals. 


 
"Ordered" means:  
 
 For a denture: the impressions from which the denture will be made were taken. 
 For a root canal: the pulp chamber was opened. 
 For any other item: the teeth which will serve as retainers or supports, or the teeth which are being restored: 


− Must have been fully prepared to receive the item; and 
− Impressions have been taken from which the item will be prepared. 


 
Late Entrant Rule (GR-9N 20-025-01)  
The plan does not cover services and supplies given to a person age 5 or more if that person did not enroll in the 
plan:  
 
 During the first 31 days the person is eligible for this coverage, or 
 During any period of open enrollment agreed to by the Policyholder and Aetna. 


 
This exclusion does not apply to charges incurred:  
 
 After the person has been covered by the plan for 12 months, or 
 As a result of injuries sustained while covered by the plan, or 
 For services listed as Visits and X-rays, Visits and Exams, and X-ray and Pathology in the Dental Care Schedule. 


 







     


 
 19 


What The Managed Dental Plan Does Not Cover (GR 9N S 28-015 01 NY)  
 
Not every dental care service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What the Plan Covers section or by amendment attached to this Booklet-Certificate. In addition, some services are 
specifically limited or excluded. This section describes expenses that are not covered or subject to special limitations. 
 
Any instruction for diet, plaque control and oral hygiene. 
 
Cosmetic services and supplies including plastic surgery, reconstructive surgery, cosmetic surgery, personalization or 
characterization of dentures or other services and supplies which improve alter or enhance appearance, augmentation 
and vestibuloplasty, and other substances to protect, clean, whiten bleach or alter the appearance of teeth; whether or 
not for psychological or emotional reasons; except to the extent coverage is specifically provided in the What the Plan 
Covers section. Facings on molar crowns and pontics will always be considered cosmetic. But this exclusion will not 
apply to dental care or treatment due to accidental injury to sound natural teeth within 12 months of the accident, or 
to dental care or treatment necessary due to a congenital disease or anomaly. 
 
Crown, inlays and onlays, and veneers unless:  
 
 It is treatment for decay or traumatic injury and teeth cannot be restored with a filling material; or 
 The tooth is an abutment to a covered partial denture or fixed bridge. 


 
Dental implants, braces, mouth guards, and other devices to protect, replace or reposition teeth and removal of 
implants. 
 
Dental services and supplies that are covered in whole or in part:  
 
 Under any other part of this plan; or 
 Under any other plan of group benefits provided by the policyholder. 


 
Dentures, crowns, inlays, onlays, bridges, or other appliances or services used for the purpose of splinting, to alter 
vertical dimension, to restore occlusion, or correcting attrition, abrasion, or erosion. 
 
Except as covered in the What the Plan Covers section, treatment of any jaw joint disorder and treatments to alter bite 
or the alignment or operation of the jaw, including temporomandibular joint disorder (TMJ) treatment, orthognathic 
surgery, and treatment of malocclusion or devices to alter bite or alignment. 
 
First installation of a denture or fixed bridge, and any inlay and crown that serves as an abutment to replace 
congenitally missing teeth or to replace teeth all of which were lost while the person was not covered. 
 
General anesthesia and intravenous sedation, unless specifically covered and only when done in connection with 
another necessary covered service or supply. 
 
Orthodontic treatment except as covered in the What the Plan Covers section. 
 
Pontics, crowns, cast or processed restorations made with high noble metals (gold or titanium). 
 
Prescribed drugs; pre-medication; or analgesia. 
 
Replacement of a device or appliance that is lost, missing or stolen, and for the replacement of appliances that have 
been damaged due to abuse, misuse or neglect and for an extra set of dentures. 
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Services and supplies done where there is no evidence of pathology, dysfunction, or disease other than covered 
preventive services. 
 
Services and supplies provided for your personal comfort or convenience, or the convenience of any other person, 
including a provider. 
 
Services and supplies provided in connection with treatment or care that is not covered under the plan. 
 
Space maintainers except when needed to preserve space resulting from the premature loss of deciduous teeth. 
 
Surgical removal of impacted wisdom teeth only for orthodontic reasons. 
 
Treatment by other than a dentist. However, the plan will cover some services provided by a licensed dental hygienist 
under the supervision and guidance of a dentist. These are:  
 
 Scaling of teeth; and 
 Cleaning of teeth. 


 


Additional Items Not Covered By A Health Plan (GR 9 N S 28-025 01 NY) (GR-9N-28-
015-01-NY)  
 
Not every health service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What The Plan Covers section or by amendment attached to this Booklet-Certificate. 
 
Costs for services resulting from the commission of, or attempt to commit a felony by the covered person. 
 
Examinations:  
 
 Any dental examinations:  


 
− required by a third party, including examinations and treatments required to obtain or maintain employment, 


or which an employer is required to provide under a labor agreement; 
− required by any law of a government, securing insurance or school admissions, or professional or other 


licenses; 
− required to travel, attend a school, camp, or sporting event or participate in a sport or other recreational 


activity; and 
− any special medical reports not directly related to treatment except when provided as part of a covered 


service. 
 
Non-medically necessary services, including but not limited to, those treatments, services, prescription drugs and 
supplies which are not medically necessary, as determined by Aetna, for the diagnosis and treatment of illness, 
injury, restoration of physiological functions, or covered preventive services. This applies even if they are prescribed, 
recommended or approved by your physician or dentist. 
 
Routine dental exams and other preventive services and supplies, except as specifically provided in the What the Plan 
Covers section. 
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When Coverage Ends (GR-9N 30-005 05)  (GR-9N 30-005-HRPA-NY)  
 
Coverage under your plan can end for a variety of reasons. In this section, you will find details on how and why 
coverage ends, and how you may still be able to continue coverage. 
 
When Coverage Ends for Employees  
Your coverage under the plan will end if:  
 
 The plan is discontinued; 
 You voluntarily stop your coverage; 
 The group policy ends; 
 You are no longer eligible for coverage; 
 You do not make any required contributions; 
 You become covered under another plan offered by your employer; 
 You have exhausted your overall maximum lifetime benefit under your health plan, if your plan contains such a 


maximum benefit; or 
 Your employment stops for any reason, including a job elimination or being placed on severance. This will be 


either the date you stop active work, or the day before the first premium due date that occurs after you stop active 
work. However, if premium payments are made on your behalf, Aetna may deem your employment to continue, 
for purposes of remaining eligible for coverage under this Plan, as described below: 
− If you are not actively at work due to illness or injury, your coverage may continue, until stopped by your 


employer, but not beyond 30 months from the start of your absence. 
− If you are not actively at work due to temporary lay-off or leave of absence, your coverage will stop on your 


last full day you are actively at work before the start of the lay-off or leave of absence. 
 
It is your employer’s responsibility to let Aetna know when your employment ends. The limits above may be 
extended only if Aetna and your employer agree, in writing, to extend them. 
 
Reinstatement After Your Dental Coverage Terminates (GR-9N 30-005 01 NY)  
If your coverage ends because your contributions are not paid when due, you may not be covered again for a period 
of two years from the date your coverage ends. If you are in an eligible class, you may re-enroll yourself and your 
eligible dependents at the end of such two-year period. Your dental coverage will be subject to the rules under the 
Late Enrollment section, and will be effective as described in the Effective Date of Coverage section. 
 
When Coverage Ends for Dependents (GR-9N-30-015-02) (GR-9N 030-030 01)  
Coverage for your dependents will end if:  
 
 You are no longer eligible for dependents’ coverage; 
 You do not make the required contribution toward the cost of dependents’ coverage; 
 Your own coverage ends for any of the reasons listed under When Coverage Ends for Employees (other than 


exhaustion of your overall maximum lifetime benefit, if included); 
 Your dependent is no longer eligible for coverage. In this case, coverage ends at the end of the calendar month 


when your dependent no longer meets the plan’s definition of a dependent; or 
 Your dependent becomes eligible for comparable benefits under this or any other group plan offered by your 


employer. 
 
In addition, a "domestic partner" will no longer be considered to be a defined dependent on the earlier to occur of:  
 
 The date this plan no longer allows coverage for domestic partners. 
 The date of termination of the domestic partnership. In that event, you should provide your Employer with a 


completed and signed Declaration of Termination of Domestic Partnership. 
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Coverage for dependents may continue for a period after your death. Coverage for handicapped dependents may 
continue after your dependent reaches any limiting age. See Continuation of Coverage for more information. 
 


Continuation of Coverage (GR-9N 31-010 03) (GR-9N 31-015 02-NY)  
 
Continuing Health Care Benefits (GR-9N 31-015 01-NY) (GR-9N DEP30)  
 
Continuing Coverage for Dependent Students on Medical Leave of Absence (GR-9N 31-015 
01-NY)  
If your dependent child who is eligible for coverage and enrolled in this plan by reason of his or her status as a full-
time student at a postsecondary educational institution ceases to be eligible due to: 
 
 a medically necessary leave of absence from school; or 
 a change in his or her status as a full-time student, 


 
resulting from a serious illness or injury, such child's coverage under this plan may continue. 
 
Coverage under this continuation provision will end when the first of the following occurs:  
 
 The end of the 12 month period following the first day of your dependent child's leave of absence from school, 


or a change in his or her status as a full-time student; 
 Your dependent child's coverage would otherwise end under the terms of this plan; 
 Dependent coverage is discontinued under this plan; or 
 You fail to make any required contribution toward the cost of this coverage. 


 
To be eligible for this continuation, the dependent child must have been enrolled in this plan and attending school on 
a full-time basis immediately before the first day of the leave of absence. 
 
To continue your dependent child's coverage under this provision you should notify your employer as soon as 
possible after your child's leave of absence begins or the change in his or her status as a full-time student. Aetna may 
require a written certification from the treating physician which states that the child is suffering from a serious 
illness or injury and that the resulting leave of absence (or change in full-time student status) is medically 
necessary. 
 
Important Note 
If at the end of this 12 month continuation period, your dependent child's leave of absence from school (or change in 
full-time student status) continues, such child may qualify for a further continuation of coverage under the 
Handicapped Dependent Children provision of this plan. Please see the section, Handicapped Dependent Children, for 
more information. 
 
Handicapped Dependent Children (GR-9N 31-015 01-NY)  
Health Expense Coverage for your fully handicapped dependent child may be continued past the maximum age for a 
dependent child. However, such coverage may not be continued if the child has been issued an individual medical 
conversion policy. 
 
Your child is fully handicapped if:  
 
 he or she is not able to earn his or her own living because of mental retardation or a physical handicap which 


started prior to the date he or she reaches the maximum age for dependent children under your plan; and 
 he or she depends chiefly on you for support and maintenance. 


 
Proof that your child is fully handicapped must be submitted to Aetna no later than 31 days after the date your child 
reaches the maximum age under your plan. 
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Coverage will cease on the first to occur of:  
 
 Cessation of the handicap. 
 Failure to give proof that the handicap continues. 
 Failure to have any required exam. 
 Termination of Dependent Coverage as to your child for any reason other than reaching the maximum age under 


your plan. 
 
Aetna will have the right to require proof of the continuation of the handicap. Aetna also has the right to examine 
your child as often as needed while the handicap continues at its own expense. An exam will not be required more 
often than once each year after 2 years from the date your child reached the maximum age under your plan. 
 


Extension of Benefits (GR-9N 31-020 01)  
 
Coverage for Health Benefits  
If your health benefits end while you are totally disabled, your health expenses will be extended as described below. 
To find out why and when your coverage may end, please refer to When Coverage Ends. 
 
“Totally disabled” means that because of an injury or illness: 
 
 You are not able to work at your own occupation and you cannot work at any occupation for pay or profit. 
 Your dependent is not able to engage in most normal activities of a healthy person of the same age and gender. 


 
Extended Health Coverage (GR-9N 31-020 01) 
 
(GR-9N 31-020 01) 
Dental Benefits (other than Basic Dental benefits): Coverage will be available while you are totally disabled, for up to 12 
months. Coverage will be available only if covered services and supplies have been rendered and received, including 
delivered and installed, prior to the end of that 12 month period. 
 
When Extended Health Coverage Ends 
Extension of benefits will end on the first to occur of the date:  
 
 You are no longer totally disabled, or become covered under any other group plan with like benefits. 
 Your dependent is no longer totally disabled, or he or she becomes covered under any other group plan with like 


benefits. 
 
(This does not apply if coverage ceased because the benefit section ceased for your eligible class.) 
 


COBRA Continuation of Coverage (GR-9N 31-025 NY)  
 
If your employer is subject to COBRA requirements, the health plan continuation is governed by the Federal 
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requirements. With COBRA you and your 
dependents can continue health coverage, subject to certain conditions and your payment of premiums. Continuation 
rights are available following a “qualifying event” that would cause you or family members to otherwise lose coverage. 
Qualifying events are listed in this section. 
 
Continuing Coverage through COBRA  
When you or your covered dependents become eligible, your employer will provide you with detailed information on 
continuing your health coverage through COBRA. 
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You or your dependents will need to:  
 
 Complete and submit an application for continued health coverage, which is an election notice of your intent to 


continue coverage. 
 Submit your application within 60 days of the qualifying event, or within 60 days of your employer’s notice of this 


COBRA continuation right, if later. 
 Agree to pay the required premiums. 


 
Who Qualifies for COBRA  
You have 60 days from the qualifying event to elect COBRA. If you do not submit an application within 60 days, you 
will forfeit your COBRA continuation rights. 
 
Below you will find the qualifying events and a summary of the maximum coverage periods according to COBRA 
requirements. 
 


Qualifying Event Causing Loss 
of Health Coverage 


Covered Persons Eligible to 
Elect Continuation 


Maximum Continuation Periods 


Your active employment ends for 
reasons other than gross 
misconduct 


You and your dependents 18 months 


Your working hours are reduced You and your dependents 18 months 
Your marriage is annulled, you 
divorce or legally separate and are 
no longer responsible for 
dependent coverage 


Your dependents 36 months 


You become entitled to benefits 
under Medicare 


Your dependents 36 months 


Your covered dependent children 
no longer qualify as dependents 
under the plan 


Your dependent children 36 months 


You die Your dependents 36 months 
You are a retiree eligible for health 
coverage and your former employer 
files for bankruptcy 


You and your dependents 18 months 


 
Disability May Increase Maximum Continuation to 29 Months  
If You or Your Covered Dependents Are Disabled. 
 
If you or your covered dependent qualify for disability status under Title II or XVI of the Social Security Act during 
the 18 month continuation period, you or your covered dependent:  
 
 Have the right to extend coverage beyond the initial 18 month maximum continuation period. 
 Qualify for an additional 11 month period, subject to the overall COBRA conditions. 
 Must notify your employer within 60 days of the disability determination status and before the 18 month 


continuation period ends. 
 Must notify the employer within 30 days after the date of any final determination that you or a covered dependent 


is no longer disabled. 
 Are responsible to pay the premiums after the 18th month, through the 29th month. 


 
If There Are Multiple Qualifying Events. 
 
A covered dependent could qualify for an extension of the 18 or 29 month continuation period by meeting the 
requirements of another qualifying event, such as divorce or death. The total continuation period, however, can never 
exceed 36 months. 
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Determining Your Premium Payments for Continuation Coverage  
Your premium payments are regulated by law, based on the following:  
 
 For the 18 or 36 month periods, premiums may never exceed 102 percent of the plan costs. 
 During the 18 through 29 month period, premiums for coverage during an extended disability period may never 


exceed 150 percent of the plan costs. 
 
When You Acquire a Dependent During a Continuation Period  
If through birth, adoption or marriage, you acquire a new dependent during the continuation period, your dependent 
can be added to the health plan for the remainder of the continuation period if:  
 
 He or she meets the definition of an eligible dependent, 
 Your employer is notified about your dependent within 31 days of eligibility, and 
 Additional premiums for continuation are paid on a timely basis. 


 
Important Note 
For more information about dependent eligibility, see the Eligibility, Enrollment and Effective Date section. 
 
When Your COBRA Continuation Coverage Ends  
Your COBRA coverage will end when the first of the following events occurs:  
 
 You or your covered dependents reach the maximum COBRA continuation period – the end of the 18, 29 or 36 


months. (Coverage for a newly acquired dependent who has been added for the balance of a continuation period 
would end at the same time your continuation period ends, if he or she is not disabled nor eligible for an extended 
maximum). 


 You or your covered dependents do not pay required premiums. 
 You or your covered dependents become covered under another group plan that does not restrict coverage for 


pre-existing conditions. If your new plan limits pre-existing condition coverage, the continuation coverage under 
this plan may remain in effect until the pre-existing clause ceases to apply or the maximum continuation period is 
reached under this plan. 


 The date your employer no longer offers a group health plan. 
 The date you or a covered dependent becomes enrolled in benefits under Medicare. This does not apply if it is 


contrary to the Medicare Secondary Payer Rules or other federal law. 
 You or your dependent dies. 


 
Conversion from a Group to an Individual Plan  
You may be eligible to apply for an individual health plan without providing proof of good health:  
 
 At the termination of employment. 
 When loss of coverage under the group plan occurs. 
 When loss of dependent status occurs. 
 At the end of the maximum health coverage continuation period. 


 
The individual policy will not provide the same coverage as the former group plan offered by your employer. Certain 
benefits may not be available. You will be required to pay the associated premium costs for the coverage. For 
additional conversion information, contact your employer or call the toll-free number on your member ID card. 
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Coordination of Benefits - 
What Happens When 
There is More Than One 
Health Plan 
 
 


 


 When Coordination of Benefits 
Applies 


 
 Getting Started - Important Terms 
 
 Which Plan Pays First 
 
 How Coordination of Benefits Works 
 


 


When Coordination of Benefits Applies  
 
This Coordination of Benefits (COB) provision applies to this plan when you or your covered dependent has health 
coverage under more than one plan. “Plan” and “This plan” are defined herein. The Order of Benefit Determination 
Rules below determines which plan will pay as the primary plan. The primary plan pays first without regard to the 
possibility that another plan may cover some expenses. A secondary plan pays after the primary plan and may reduce 
the benefits it pays so that payments from all group plans do not exceed 100% of the total allowable expense. 
 


Getting Started - Important Terms  
 
When used in this provision, the following words and phrases have the meaning explained herein. 
 
Allowable Expense means a health care service or expense, including, coinsurance and copayments and without 
reduction of any applicable deductible, that is covered at least in part by any of the Plans covering the person. When 
a Plan provides benefits in the form of services (for example an HMO), the reasonable cash value of each service will 
be considered an allowable expense and a benefit paid. An expense or service that is not covered by any of the Plans 
is not an allowable expense. Any expense that a health care provider by law or in accordance with a contractual 
agreement is prohibited from charging a covered person is not an allowable expense. The following are examples of 
expenses and services that are not allowable expenses:  
 
 If a covered person is confined in a private hospital room, the difference between the cost of a semi-private 


room in the hospital and the private room (unless the patient's stay in the private room is medically necessary in 
terms of generally accepted medical practices, or one of the Plans routinely provides coverage of hospital private 
rooms) is not an allowable expense. 


 
If a person is covered by one Plan that computes its benefit payments on the basis of recognized charges and another 
Plan that provides its benefits or services on the basis of negotiated charges, the primary plan’s payment arrangements 
shall be the allowable expense for all the Plans. However, if the secondary plan has a negotiated fee or payment 
amount different from the primary plan and if the provider contract permits, that negotiated fee will be the allowable 
expense used by the secondary plan to determine benefits. 
 
When a plan provides benefits in the form of services, the reasonable cash value of each service rendered shall be 
deemed an allowable expense and a benefit paid. 
 
Closed Panel Plan(s). A plan that provides health benefits to covered persons primarily in the form of services 
through a panel of providers that have contracted with or are employed by the plan, and that limits or excludes 
benefits for services provided by other providers, except in cases of emergency or referral by a panel member. 
 
Custodial Parent. A parent awarded custody by a court decree. In the absence of a court decree, it is the parent with 
whom the child resides more than one half of the calendar year without regard to any temporary visitation. 
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Plan. Any Plan providing benefits or services by reason of health care or treatment, which benefits or services are 
provided by one of the following:  
 
 Group or nongroup, blanket, or franchise health insurance policies issued by insurers, including health care 


service contractors;  
 Other prepaid coverage under service plan contracts, or under group or individual practice;  
 Uninsured arrangements of group or group-type coverage;  
 Labor-management trustee plans, labor organization plans, employer organization plans, or employee benefit 


organization plans; 
 Medical benefits coverage in a group, group-type, and individual automobile “no-fault” and traditional automobile 


“fault” type contracts;  
 Medicare or other governmental benefits;  
 Other group-type contracts. Group type contracts are those which are not available to the general public and can 


be obtained and maintained only because membership in or connection with a particular organization or group. 
 
If the Plan includes medical, prescription drug, dental, vision and hearing coverage, those coverages will be considered 
separate plans. For example, Medical coverage will be coordinated with other Medical plans, and dental coverage will 
be coordinated with other dental plans. 
 
This Plan is any part of the policy that provides benefits for health care expenses. 
 
Primary Plan/Secondary Plan. The order of benefit determination rules state whether This Plan is a Primary Plan 
or Secondary Plan as to another Plan covering the person. 
 
When This Plan is a Primary Plan, its benefits are determined before those of the other Plan and without considering 
the other Plan’s benefits. 
 
When This Plan is a Secondary Plan, its benefits are determined after those of the other Plan and may be reduced 
because of the other Plan’s benefits. 
 
When there are more than two Plans covering the person, This Plan may be a Primary Plan as to one or more other 
Plans, and may be a Secondary Plan as to a different Plan or Plans. 
 


Which Plan Pays First (GR-9N 33-010 01 NY)  
 
To find out whether the regular benefits under this plan will be reduced, the order in which the various plans will pay 
benefits must first be figured. This will be done as follows:  
 
 A plan with no rules for coordination with other benefits will be deemed to pay its benefits before a plan which 


contains such rules. 
 A plan which covers a person as other than a dependent will be deemed to pay its benefits before a plan which 


covers the person as a dependent. 
 


1. Except in the case of a dependent child whose parents are divorced or separated; the plan which covers the 
person as a dependent of a person whose birthday comes first in a calendar year will be primary to the plan 
which covers a person as a dependent of a person whose birthday comes later in the year; however: 
(a) if both parents have the same birthday, the benefits of the plan which covered the parent longer are 


determined before those of the plan which covered the other parent for a shorter period of time; 
(b) if the other plan does not have the rules described above, but instead has a rule based on the gender of 


the parent, and if, as a result, the plans do not agree on the order of benefit, the rule in the other plan will 
determine the order of benefits. 
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2. In the case of a dependent child whose parents are divorces or separated: 
(a) If there is a court decree which makes one parent financially responsible for the health care expenses with 


respect to the child and the entity obligated to pay or provide the benefits of that parent has actual 
knowledge of those terms, the benefits of that plan which covers the child as a dependent of such parent 
shall be determined before the benefits of any other plan which covers the child as a dependent child. 


(b) If there is no such court decree, the order of benefits is: 
− The plan of the custodial parent;  
− The plan of the spouse of the custodial parent;  
− The plan of the noncustodial parent; and then 


3. Active Employee or Retired or Laid off Employee. The plan that covers a person as an employee who is 
neither laid off nor retired or as a dependent of an active employee, is the primary plan. The plan covering 
that same person as a retired or laid off employee or as a dependent of a retired or laid off employee is the 
secondary plan. If the other plan does not have this rule, and if, as a result, the plans do not agree on the 
order of benefits, this rule is ignored. This rule will not apply if the Non-Dependent or Dependent rules 
above determine the order of benefits. 


4. Longer or Shorter Length of Coverage. The plan that covered the person as an employee, member, 
subscriber longer is primary. 


5. If the preceding rules do not determine the primary plan, the allowable expenses shall be shared equally 
between the plans meeting the definition of plan under this provision. In addition, This Plan will not pay 
more than it would have paid had it been primary. 


 


How Coordination of Benefits Works   
 
When this plan is secondary, it may reduce its benefits so that total benefits paid or provided by all plans during a 
claim determination period are not more than 100% of total allowable expenses. The difference between the benefit 
payments that this plan would have paid had it been the primary plan, and the benefit payments that it actually paid or 
provided shall be recorded as a benefit reserve for the covered person and used by this plan to pay any allowable 
expenses, not otherwise paid during the claim determination period. 
 
In addition, a secondary plan will credit to its plan deductible any amounts that would have been credited in the 
absence of other coverage. 
 
Under the COB provision of This Plan, the amount normally reimbursed for covered benefits or expenses under 
This Plan is reduced to take into account payments made by other plans. The general rule is that the benefits 
otherwise payable under This Plan for all covered benefits or expenses will be reduced by all other plan benefits 
payable for those expenses. When the COB rules of This Plan and another plan both agree that This Plan 
determines its benefits before such other plan, the benefits of the other plan will be ignored in applying the general 
rule above to the claim involved. Such reduced amount will be charged against any applicable benefit limit of this 
coverage. 
 
If a covered person is enrolled in two or more closed panel plans COB generally does not occur with respect to the 
use of panel providers. However, COB may occur if a person receives emergency services that would have been 
covered by both plans. 
 
Right To Receive And Release Needed Information  
Certain facts about health care coverage and services are needed to apply these COB rules and to determine benefits 
under this plan and other plans. Aetna has the right to release or obtain any information and make or recover any 
payments it considers necessary in order to administer this provision. 
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Facility of Payment  
Any payment made under another plan may include an amount, which should have been paid under this plan. If so, 
Aetna may pay that amount to the organization, which made that payment. That amount will then be treated as 
though it were a benefit paid under this plan. Aetna will not have to pay that amount again. The term “payment 
made” means reasonable cash value of the benefits provided in the form of services. 
 
Right of Recovery  
If the amount of the payments made by Aetna is more than it should have paid under this COB provision, it may 
recover the excess from one or more of the persons it has paid or for whom it has paid; or any other person or 
organization that may be responsible for the benefits or services provided for the covered person. The “amount of 
the payments made” includes the reasonable cash value of any benefits provided in the form of services. 
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When You Have Medicare 
Coverage  
(GR-9N 33-020-01) 
 


 


 Which Plan Pays First 
 
 How Coordination with 


Medicare Works 
 
 What is Not Covered 
 


 
This section explains how the benefits under This Plan interact with benefits available under Medicare. 
 
Medicare, when used in this Booklet-Certificate, means the health insurance provided by Title XVIII of the Social 
Security Act, as amended. It includes Health Maintenance Organization (HMO) or similar coverage that is an 
authorized alternative to Parts A and B of Medicare 
 
You are eligible for Medicare if you are:  
 
 Covered under it by reason of age, disability, or 
 End Stage Renal Disease; or 
 Not covered under it because you:  


1. Refused it; 
2. Dropped it; or 
3. Failed to make a proper request for it. 


 
If you are eligible for Medicare, the plan coordinates the benefits it pays with the benefits that Medicare pays. 
Sometimes, the plan is the primary payor, which means that the plan pays benefits before Medicare pays benefits. 
Under other circumstances, the plan is the secondary payor, and pays benefits after Medicare. 
 


Which Plan Pays First  
 
The plan is the primary payor when your coverage for the plan’s benefits is based on current employment with your 
employer. The plan will act as the primary payor for the Medicare beneficiary who is eligible for Medicare:  
 
 Solely due to age if the plan is subject to the Social Security Act requirements for Medicare with respect to 


working aged (i.e., generally a plan of an employer with 20 or more employees); 
 Due to diagnosis of end stage renal disease, but only during the first 30 months of such eligibility for Medicare 


benefits. This provision does not apply if, at the start of eligibility, you were already eligible for Medicare 
benefits, and the plan’s benefits were payable on a secondary basis; 


 Solely due to any disability other than end stage renal disease; but only if the plan meets the definition of a large 
group health plan as outlined in the Internal Revenue Code (i.e., generally a plan of an employer with 100 or more 
employees). 


 
The plan is the secondary payor in all other circumstances. 
 


How Coordination With Medicare Works  
 
When the Plan is Primary 
The plan pays benefits first when it is the primary payor. You may then submit your claim to Medicare for 
consideration. 
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When Medicare is Primary 
Your health care expense must be considered for payment by Medicare first. You may then submit the expense to 
Aetna for consideration. 
 
Aetna will calculate the benefits the plan would pay in the absence of Medicare:  
 
 If the result is more than the benefit paid by Medicare, the plan will pay the difference, up to 100% of plan 


expenses.  Plan expenses are any medically necessary health expenses which are covered, in whole or in part, 
under the plan. 


 If the result is less than the benefit paid by Medicare, the plan will not pay a benefit, except as required by law. 
 
This review is done on a claim-by-claim basis. 
 
Charges used to satisfy your Part B deductible under Medicare will be applied under the plan in the order received 
by Aetna. Aetna will apply the largest charge first when two or more charges are received at the same time. 
 
Aetna will apply any rule for coordinating health care benefits after determining the benefits payable. 
 
Right to Receive and Release Required Information (GR-9N-S-33-025-01) 
Certain facts about health care coverage and services are required to apply coordination of benefits (COB) rules to 
determine benefits under This Plan and other plans. Aetna has the right to obtain or release any information, and 
make or recover any payments it considers necessary, in order to administer this provision. 
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General Provisions  
(GR-9N-32-005-02-NY) 
 


Type of Coverage  
 
Coverage under the plan is non-occupational. Only non-occupational accidental injuries and non-occupational 
illnesses are covered. The plan covers charges made for services and supplies only while the person is covered under 
the plan. 
 


Physical Examinations  
 
Aetna will have the right and opportunity to examine and evaluate any person who is the basis of any claim at all 
reasonable times while a claim is pending or under review. This will be done at no cost to you. 
 


Legal Action  
 
No legal action can be brought to recover payment under any benefit after 3 years from the deadline for filing claims. 
 
Aetna will not try to reduce or deny a benefit payment on the grounds that a condition existed before your coverage 
went into effect, if the loss occurs more than 2 years from the date coverage commenced. This will not apply to 
conditions excluded from coverage on the date of the loss. 
 


Confidentiality  
 
Information contained in your medical records and information received from any provider incident to the provider-
patient relationship shall be kept confidential in accordance with applicable law. Information may be used or disclosed 
by Aetna when necessary for your care or treatment, the operation of the plan and administration of this Booklet-
Certificate, or other activities, as permitted by applicable law. You can obtain a copy of Aetna’s Notice of 
Information Practices by calling Aetna’s toll-free Member Service telephone. 
 


Additional Provisions  
 
The following additional provisions apply to your coverage:  
 
 This Booklet-Certificate applies to coverage only, and does not restrict your ability to receive health care services 


that are not, or might not be, covered. 
 You cannot receive multiple coverage under the plan because you are connected with more than one employer. 
 This document describes the main features of the plan. Additional provisions are described elsewhere in the group 


policy. If you have any questions about the terms of the plan or about the proper payment of benefits, contact your 
employer or Aetna. 


 Your employer hopes to continue the plan indefinitely but, as with all group plans, the plan may be changed or 
discontinued with respect to your coverage. 
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Assignments  
 
Coverage may be assigned only with the written consent of Aetna. To the extent allowed by law, Aetna will not 
accept an assignment to an out-of-network provider, including but not limited to, an assignment of: 
 The benefits due under this group insurance policy;  
 The right to receive payments due under this group insurance policy; or 
 Any claim you make for damages resulting from a breach or alleged breach, of the terms of this group insurance 


policy. 
 


Misstatements  
 
If any fact as to the Policyholder or you is found to have been misstated, a fair change in premiums may be made. If 
the misstatement affects the existence or amount of coverage, the true facts will be used in determining whether 
coverage is or remains in force and its amount. 
 
All statements made by the Policyholder or you shall be deemed representations and not warranties. No written 
statement made by you shall be used by Aetna in a contest unless a copy of the statement is or has been furnished to 
you or your beneficiary, or the person making the claim. 
 
Aetna’s failure to implement or insist upon compliance with any provision of this policy at any given time or times, 
shall not constitute a waiver of Aetna’s right to implement or insist upon compliance with that provision at any other 
time or times. This includes, but is not limited to, the payment of premiums. This applies whether or not the 
circumstances are the same. 
 


Incontestability  
 
As to Accident and Health Benefits:  
 
Except as to a fraudulent misstatement, or issues concerning Premiums due:  
 
 No statement made by the Policyholder or you or your dependent shall be the basis for voiding coverage or 


denying coverage or be used in defense of a claim unless it is in writing after it has been in force for 2 years from 
its effective date. 


 No statement made by the Policyholder shall be the basis for voiding this Policy after it has been in force for 2 
years from its effective date. 


 No statement made by you, an eligible employee or your dependent shall be used in defense of a claim for loss 
incurred or starting after coverage as to which claim is made has been in effect for 2 years. 


 


Recovery of Overpayments (GR-9N-S-30-015-01)  
 
Health Coverage  
If a benefit payment is made by Aetna, to or on your behalf, which exceeds the benefit amount that you are entitled 
to receive, Aetna has the right:  
 
 To require the return of the overpayment; or 
 To reduce by the amount of the overpayment, any future benefit payment made to or on behalf of that person or 


another person in his or her family. 
 
Such right does not affect any other right of recovery Aetna may have with respect to such overpayment. 
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Reporting of Claims  (GR-9N-S-30-015-01)  
 
A claim must be submitted to Aetna in writing. It must give proof of the nature and extent of the loss. Your employer 
has claim forms. 
 
All claims should be reported promptly. The deadline for filing a claim is 90 days after the date of the loss. 
 
If, through no fault of your own, you are not able to meet the deadline for filing claim, your claim will still be accepted 
if you file as soon as possible. 
 


Payment of Benefits (GR-9N 32-025 02-NY)  
 
Benefits will be paid as soon as the necessary proof to support the claim is received, but not later than 45 days after 
receipt of such proof. Written proof must be provided for all benefits. 
 
All covered health benefits are payable to you. However, Aetna has the right to pay any health benefits to the service 
provider. This will be done unless you have told Aetna otherwise by the time you file the claim. 
 
Aetna will notify you in writing, at the time it receives a claim, when an assignment of benefits to a health care 
provider or facility will not be accepted. 
 
Any unpaid balance will be paid within 30 days of receipt by Aetna of the due written proof. 
 
Aetna may pay up to $1,000 of any other benefit to any of your relatives whom it believes are fairly entitled to it. This 
can be done if the benefit is payable to you and you are a minor or not able to give a valid release. It can also be done 
if a benefit is payable to your estate. 
 


Records of Expenses (GR-9N-32-030-02)  
 
Keep complete records of the expenses of each person. They will be required when a claim is made. 
 
Very important are: 
 
 Names of dentists who furnish services. 
 Dates expenses are incurred. 
 Copies of all bills and receipts. 


 


Contacting Aetna  
 
If you have questions, comments or concerns about your benefits or coverage, or if you are required to submit 
information to Aetna, you may contact Aetna’s Home Office at:  
 


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 


 
You may also use Aetna’s toll free Member Services phone number on your ID card or visit Aetna’s web site at 
www.aetna.com. 
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Effect of Benefits Under Other Plans (GR-9N 32-035-01)  
 
Effect of An Health Maintenance Organization Plan (HMO Plan) On Coverage  
If you are in an eligible class and have chosen dental coverage under an HMO Plan offered by your employer, you will 
be excluded from dental expense coverage on the date of your coverage under such HMO Plan. 
 
If you are in an eligible class and are covered under an HMO Plan providing dental coverage, you can choose to 
change to coverage for yourself and your covered dependents under this plan. If you: 
 
 Live in an HMO Plan enrollment area and choose to change dental coverage during an open enrollment period, 


coverage will take effect on the group policy anniversary date after the open enrollment period. There will be no 
rules for waiting periods or preexisting conditions. 


 Live in an HMO Plan enrollment area and choose to change dental coverage when there is not an open 
enrollment period, coverage will take effect only if and when Aetna gives its written consent. 


 Move from an HMO Plan enrollment area or if the HMO discontinues and you choose to change dental coverage 
within 31 days of the move or the discontinuance, coverage will take effect on the date you elect such coverage. 
There will be no restrictions for waiting periods or preexisting conditions. If you choose to change coverage after 
31 days, coverage will take effect only if and when Aetna gives its written consent. 


 
Any extension of dental benefits under this plan will not apply on or after the date of a change to an HMO Plan. 
 
No benefits will be paid for any charges for services rendered or supplies furnished under an HMO Plan. 
 


Effect of Prior Coverage - Transferred Business (GR-9N-32-040-02 NY)  
 
If your coverage under any part of this plan replaces any prior coverage for you, the rules below apply to that part. 
 
"Prior coverage" is any plan of group coverage that has been replaced by coverage under part or all of this plan; it 
must have been sponsored by your employer (e.g., transferred business). The replacement can be complete or in part 
for the eligible class to which you belong. Any such plan is prior coverage if provided by another group contract or 
any benefit section of this plan. 
 
Coverage under any other section of this plan will be in exchange for all privileges and benefits provided under any 
like prior coverage. Any benefits provided under such prior coverage may reduce benefits payable under this plan. 
 
If: 
 
 A dependent child's eligibility under the prior coverage is a result of his or her status as a full-time student at a 


postsecondary educational institution; and 
 Such dependent child is in a period of coverage continuation pursuant to a medically necessary leave of absence 


from school (or change in full-time student status); and 
 This plan provides coverage for eligible dependents; 


 
health coverage under this plan will continue uninterrupted as to such dependent child for the remainder of the 
continuation period as provided under the section, Continuing Coverage for Dependent Students on Medical Leave of Absence. 
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Glossary 
(GR-9N 34-005 01-NY) 
 
In this section, you will find definitions for the words and phrases that appear in bold type throughout the text of this 
Booklet-Certificate. 
 


A (GR-9N 34-010 01-NY) (GR-9N 34-005 02) 
 
Accident (GR-9N 34-005 01-NY) 
This means a sudden; unexpected; and unforeseen; identifiable occurrence or event producing, at the time, objective 
symptoms of a bodily injury. The accident must occur while the person is covered under this Policy. The 
occurrence or event must be definite as to time and place. It must not be due to, or contributed by, an illness or 
disease of any kind. 
 
Aetna 
Aetna Life Insurance Company, an affiliate, or a third party vendor under contract with Aetna. 
 


C (GR-9N 34-015 02) 
 
Coinsurance 
Coinsurance is both the percentage of covered expenses that the plan pays, and the percentage of covered 
expenses that you pay.  The percentage that the plan pays is referred to as “plan coinsurance” and varies by the type 
of expense.  Please refer to the Schedule of Benefits for specific information on coinsurance amounts. 
 
Copay or Copayment 
The specific dollar amount or percentage required to be paid by you or on your behalf. The plan includes various 
copayments, and these copayment amounts or percentages are specified in the Schedule of Benefits. 
 
Cosmetic 
Services or supplies that alter, improve or enhance appearance. 
 
Covered Expenses 
Medical, dental, vision or hearing services and supplies shown as covered under this Booklet. 
 


D (GR-9N 34-020 01) (GR-9N 34-095 01-NY) 
 
Deductible 
The part of your covered expenses you pay before the plan starts to pay benefits. Additional information regarding 
deductibles and deductible amounts can be found in the Schedule of Benefits. 
 
Dental Provider 
This is: 
 
 Any dentist; 
 Group; 
 Organization; 
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 Dental facility; or 
 Other institution or person. 


 
legally qualified to furnish dental services or supplies. 
 
Dental Emergency 
Any dental condition that: 
 
 Occurs unexpectedly; 
 Requires immediate diagnosis and treatment in order to stabilize the condition; and 
 Is characterized by symptoms such as severe pain and bleeding. 


 
Dentist 
A legally qualified dentist, or a physician licensed to do the dental work he or she performs. 
 
Directory 
A listing of all network providers serving the class of employees to which you belong. The policyholder will give you 
a copy of this directory. Network provider information is available through Aetna's online provider directory, 
DocFind®. You can also call the Member Services phone number listed on your ID card to request a copy of this 
directory. 
 


E (GR-9N 34-025 01 NY) 
 
Experimental or Investigational 
A drug, a device, a procedure, or treatment will be determined to be experimental or investigational if: 
 
 There are insufficient outcomes data available from controlled clinical trials published in the peer-reviewed 


literature to substantiate its safety and effectiveness for the illness or injury involved; or 
 Approval required by the FDA has not been granted for marketing; or 
 A recognized national medical or dental society or regulatory agency has determined, in writing, that it is 


experimental or investigational, or for research purposes; or 
 It is a type of drug, device or treatment that is the subject of a Phase I or Phase II clinical trial or the experimental 


or research arm of a Phase III clinical trial, using the definition of “phases” indicated in regulations and other 
official actions and publications of the FDA and Department of Health and Human Services; or 


 The written protocol or protocols used by the treating facility, or the protocol or protocols of any other facility 
studying substantially the same drug, device, procedure, or treatment, or the written informed consent used by the 
treating facility or by another facility studying the same drug, device, procedure, or treatment states that it is 
experimental or investigational, or for research purposes. 


 


H (GR-9N 34-040 02) 
 
Hospital 
This means a short-term, acute, general hospital which:  
 
 Is primarily engaged in providing, by or under the continuous supervision of physicians, to inpatients, diagnostic 


services and therapeutic services for diagnostic, treatment and care of injured and sick persons; 
 Has organized departments of medicine and major surgery; 
 Has a requirement that every patient must be under the care of a physician or dentist; 
 Provides 24 hour nursing service by or under the supervision of a registered professional nurse (R.N.); 
 If located in New York State, has in effect a hospitalization review plan applicable to all patients which meets at 


least the standards set forth in Section 1861k of U.S. Public Law 89-97 (42 USCA 1395x(k)); 
 Is duly licensed by the agency responsible for licensing such hospitals; 
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 Makes charges; and 
 Is not, other than incidentally, a place for rest, a place primarily for the treatment of tuberculosis, a place for the 


aged, a place for drug addicts, alcoholics, or a place for convalescent, custodial, educational or rehabilitative care.  
 


I (GR-9N 34-045 02) 
 
Illness (GR-9N 34-045 02) 
A pathological condition of the body that presents a group of clinical signs and symptoms and laboratory findings 
peculiar to it and that sets the condition apart as an abnormal entity differing from other normal or pathological body 
states. 
 
Injury 
An accidental bodily injury that is the sole and direct result of: 
 
 An unexpected or reasonably unforeseen occurrence or event; or 
 The reasonable unforeseeable consequences of a voluntary act by the person. 
 An act or event must be definite as to time and place. 


 


J (GR-9N 34-050 01) 
 
Jaw Joint Disorder (GR-9N 34-050 01) 
This is: 
 
 A Temporomandibular Joint (TMJ) dysfunction or any similar disorder of the jaw joint; or 
 A Myofacial Pain Dysfunction (MPD); or  
 Any similar disorder in the relationship between the jaw joint and the related muscles and nerves. 


 


L (GR-9N 34-055 01) 
 
Lifetime Maximum 
This is the most the plan will pay for covered expenses incurred by any one covered person during their lifetime. 
 


M  (GR-9N-34-065-04 NY) 
 
Medically Necessary or Medical Necessity 
Health care or dental services, and supplies or prescription drugs that a physician, other health care provider or 
dental provider, exercising prudent clinical judgment, would provide to a patient for the purpose of preventing, 
evaluating, diagnosing or treating an illness, injury, disease or its symptoms, and that provision of the service, supply 
or prescription drug is: 
 
a) In accordance with generally accepted standards of medical or dental practice; 
b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and 
c) Not primarily for the convenience of the patient, physician, other health care or dental provider; and 
d) Not more costly than an alternative service or sequence of services at least as likely to produce equivalent 


therapeutic or diagnostic results as to the diagnosis or treatment of that patient's illness, injury, or disease.  
 
For these purposes “generally accepted standards of medical or dental practice” means standards that are based on 
credible scientific evidence published in peer-reviewed literature generally recognized by the relevant medical or dental 
community, or otherwise consistent with physician or dental specialty society recommendations and the views of 
physicians or dentists practicing in relevant clinical areas and any other relevant factors. 
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N (GR-9N 34-070 02) 
 
Negotiated Charge 
The maximum charge a network provider has agreed to make as to any service or supply for the purpose of the 
benefits under this plan. 
 
Network Provider 
A dental provider who has contracted to furnish services or supplies for this plan; but only if the provider is, with Aetna's 
consent, included in the directory as a network provider for:  
 
 The service or supply involved; and 
 The class of employees to which you belong. 


 
Network Service(s) or Supply(ies) 
Health care service or supply that is: 
 
 Furnished by a network provider; or 
 Furnished or arranged by your PCD. 


 
Non-Occupational Illness 
A non-occupational illness is an illness that does not: 
 
 Arise out of (or in the course of) any work for pay or profit; or 
 Result in any way from an illness that does. 


 
An illness will be deemed to be non-occupational regardless of cause if proof is furnished that the person: 
 
 Is covered under any type of workers' compensation law; and 
 Is not covered for that illness under such law. 


 
Non-Occupational Injury 
A non-occupational injury is an accidental bodily injury that does not: 
 
 Arise out of (or in the course of) any work for pay or profit; or 
 Result in any way from an injury which does. 


 


O (GR-9N-34-065 01-NY) (GR-9N 34-075 01) 
 
Occupational Injury or Occupational Illness 
An injury or illness that: 
 
 Arises out of (or in the course of) any activity in connection with employment or self-employment whether or not 


on a full time basis; or 
 Results in any way from an injury or illness that does. 
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Occurrence 
This means a period of disease or injury. An occurrence ends when 60 consecutive days have passed during which 
the covered person: 
 
 Receives no medical treatment; services; or supplies; for a disease or injury; and 
 Neither takes any medication, nor has any medication prescribed, for a disease or injury. 


 
Orthodontic Treatment (GR-9N 34-075 01) 
This is any:  
 
 Medical service or supply; or 
 Dental service or supply; 


 
furnished to prevent or to diagnose or to correct a misalignment:  
 


− Of the teeth; or 
− Of the bite; or 
− Of the jaws or jaw joint relationship;  


 
whether or not for the purpose of relieving pain. 
 
Out-of-Network Service(s) and Supply(ies) (GR-9N 34-075 01) 
Health care service or supply that is:  
 
 Furnished by an out-of network provider; or 
 Not furnished or arranged by your PCD. 


 
Out-of-Network Provider 
A dental provider who has not contracted with Aetna, an affiliate, or a third party vendor, to furnish services or 
supplies for this plan. 
 


P (GR-9N-34-080-05 NY)    
 
Physician 
A duly licensed member of a medical profession who: 
 
 Has an M.D. or D.O. degree;  
 Is properly licensed or certified to provide medical care under the laws of the jurisdiction where the individual 


practices; and 
 Provides medical services which are within the scope of his or her license or certificate. 


 
This also includes a health professional who: 
 
 Is properly licensed or certified to provide medical care under the laws of the jurisdiction where he or she 


practices;  
 Provides medical services which are within the scope of his or her license or certificate;  
 Under applicable insurance law is considered a "physician" for purposes of this coverage;  
 Has the medical training and clinical expertise suitable to treat your condition;  
 Specializes in psychiatry, if your illness or injury is caused, to any extent, by alcohol abuse, substance abuse or a 


mental disorder; and 
 A physician is not you or related to you. 
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Precertification or Precertify 
A process where Aetna is contacted before certain services are provided, such as hospitalization or outpatient 
surgery, or prescription drugs are prescribed to determine whether the services being recommended or the drugs 
prescribed are considered covered expenses under the plan. It is not a guarantee that benefits will be payable. 
 
Prescriber 
Any physician or dentist, acting within the scope of his or her license, who has the legal authority to write an order 
for a prescription drug. 
 
Prescription 
An order for the dispensing of a prescription drug by a prescriber. If it is an oral order, it must be promptly put in 
writing by the pharmacy. 
 
Prescription Drug 
A drug, biological, or compounded prescription which, by State and Federal Law, may be dispensed only by 
prescription and which is required to be labeled "Caution: Federal Law prohibits dispensing without prescription." 
This includes: 
 
 An injectable drug prescribed to be self-administered or administered by any other person except one who is 


acting within his or her capacity as a paid healthcare professional. Covered injectable drugs include injectable 
insulin. 


 
Primary Care Dentist (PCD)  
This is the network provider who:  
 
 Is selected by a person from the list of Primary Care Dentists in the directory; 
 Supervises, coordinates and provides dental services to a person; 
 Initiates referrals for specialist dentist care and maintains continuity of patient care; and 
 Is shown on Aetna's records as the person's primary care dentist. 


 
If you do not choose a PCD, Aetna will have the right to make a selection for you. You will be notified of the 
selection. 
 


R  (GR-9N-34-065-04 NY) (GR-9N 34-095 01-NY) 
 
Recognized Charge 
 
Only that part of a charge which is less than or equal to the recognized charge is a covered benefit. The 
recognized charge for a service or supply is the lowest of: 
 
 The provider's usual charge for furnishing it;  
 The charge Aetna determines to be appropriate, based on factors such as the cost of providing the same or a 


similar service or supply and the manner in which charges for the service or supply are made, billed or coded; or 
the provider charge data from the Ingenix Incorporated Prevailing HealthCare Charges System (PHCS) at the 
80th percentile of PHCS data. This PHCS data is generally updated at least every six months. 


 The charge Aetna determines to be the usual charge level made for it in the geographic area where it is furnished. 
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In determining the recognized charge for a service or supply that is: 
 
 Unusual; or 
 Not often provided in the geographic area; or 
 Provided by only a small number of providers in the geographic area;  


 
Aetna may take into account factors, such as: 
 
 The complexity;  
 The degree of skill needed;  
 The type of specialty of the provider;  
 The range of services or supplies provided by a facility; and 
 The recognized charge in other geographic areas. 


 
In some circumstances, Aetna may have an agreement with a provider (either directly, or indirectly through a third 
party) which sets the rate that Aetna will pay for a service or supply. In these instances, in spite of the methodology 
described above, the recognized charge is the rate established in such agreement. 
 
As used above, the term “geographic area” means a Prevailing HealthCare Charges System (PHCS) expense area 
grouping. Expense areas are defined by the first three digits of the U.S. Postal Service zip codes. If the volume of 
charges in a single three digit zip code is sufficient to produce a statistically valid sample, an expense area is made up 
of a single three digit zip code. If the volume of charges is not sufficient to produce a statistically valid sample, two or 
more three digit zip codes are grouped to produce a statistically valid sample. When it is necessary to group three digit 
zip codes, PHCS never crosses state lines. This data is produced semi-annually. Current procedure codes that have 
been developed by the American Medical Association, the American Dental Association, and the Centers for 
Medicare and Medicaid Services are utilized. 
 
Referral 
This is a written or electronic authorization made by your primary care physician (PCP) or primary care dentist 
(PCD) to direct you to a network provider, for medically necessary services or supplies covered under the plan. 
 
Referral Care 
Covered services given to you by a specialist dentist who is a network provider after referral by your primary care 
dentist and providing that Aetna approves coverage for the treatment. 
 
R.N. 
A registered nurse. 
 


S (GR-9N 34-095-02) (GR-9N 34-090 01-NY) 
 
Service Area 
This is the geographic area, as determined by Aetna, in which network providers for this plan are located. 
 
Specialist 
A physician who practices in any generally accepted medical or surgical sub-specialty. 
 
Specialist Dentist 
Any dentist who, by virtue of advanced training is board eligible or certified by a Specialty Board as being qualified to 
practice in a special field of dentistry. 
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Specialty Care 
Health care services or supplies that require the services of a specialist. 
 







Confidentiality Notice 
Aetna considers personal information to be confidential and has policies and procedures in place to protect it against 
unlawful use and disclosure. By "personal information," we mean information that relates to a member's physical or 
mental health or condition, the provision of health care to the member, or payment for the provision of health care or 
disability or life benefits to the member. Personal information does not include publicly available information or 
information that is available or reported in a summarized or aggregate fashion but does not identify the member 
 
When necessary or appropriate for your care or treatment, the operation of our health, disability or life insurance 
plans, or other related activities, we use personal information internally, share it with our affiliates, and disclose it to 
health care providers (doctors, dentists, pharmacies, hospitals and other caregivers), payors (health care provider 
organizations, employers who sponsor self-funded health plans or who share responsibility for the payment of 
benefits, and others who may be financially responsible for payment for the services or benefits you receive under 
your plan), other insurers, third party administrators, vendors, consultants, government authorities, and their 
respective agents. These parties are required to keep personal information confidential as provided by applicable law. 
In our health plans, participating network providers are also required to give you access to your medical records 
within a reasonable amount of time after you make a request. 
 
Some of the ways in which personal information is used include claim payment; utilization review and management; 
medical necessity reviews; coordination of care and benefits; preventive health, early detection, vocational 
rehabilitation and disease and case management; quality assessment and improvement activities; auditing and anti-
fraud activities; performance measurement and outcomes assessment; health, disability and life claims analysis and 
reporting; health services, disability and life research; data and information systems management; compliance with 
legal and regulatory requirements; formulary management; litigation proceedings; transfer of policies or contracts to 
and from other insurers, HMOs and third party administrators; underwriting activities; and due diligence activities in 
connection with the purchase or sale of some or all of our business. We consider these activities key for the operation 
of our health, disability and life plans. To the extent permitted by law, we use and disclose personal information as 
provided above without member consent. However, we recognize that many members do not want to receive 
unsolicited marketing materials unrelated to their health, disability and life benefits. We do not disclose personal 
information for these marketing purposes unless the member consents. We also have policies addressing 
circumstances in which members are unable to give consent. 
 
To obtain a copy of our Notice of Privacy Practices, which describes in greater detail our practices concerning use and 
disclosure of personal information, please call the toll-free Member Services number on your ID card or visit our 
Internet site at www.aetna.com. 
 







     


      


Additional Information Provided by 
 


Sarah Lawrence College 
 
The following information is provided to you in accordance with the Employee Retirement Income Security Act of 
1974 (ERISA). It is not a part of your booklet-certificate. Your Plan Administrator has determined that this 
information together with the information contained in your booklet-certificate is the Summary Plan Description 
required by ERISA. 
 
In furnishing this information, Aetna is acting on behalf of your Plan Administrator who remains responsible for 
complying with the ERISA reporting rules and regulations on a timely and accurate basis. 
 
Name of Plan: 
Sarah Lawrence College - Health Plan 
 
Employer Identification Number: 
23-7223216 
 
Plan Number: 
509 
 
Type of Plan: 
Welfare 
 
Type of Administration: 
Group Insurance Policy with: 
 


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 


 
Plan Administrator: 
Sarah Lawrence College 
1 Mead Way 
Bronxville, NY  10708-5999 
Telephone Number: (914) 395-2365 
 
Agent For Service of Legal Process: 
Sarah Lawrence College 
1 Mead Way 
Bronxville, NY  10708-5999 
 
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 written instrument signed by the person designated by the 
Plan Administrator. 
 







     


      


ERISA Rights 
As a participant in the group insurance plan you are entitled to certain rights 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 summary annual 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 
coverage rights. 
 
Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health plan, 
if you have creditable coverage from another plan. You should be provided a certificate of creditable coverage, free of 
charge, from your group health plan or health insurance issuer when you lose coverage under the Plan, when you 
become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you 
request it before losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of 
creditable coverage, you may be subject to preexisting condition exclusion for 12 months after your enrollment date in 
your coverage under this Plan. Contact your Plan Administrator for assistance in obtaining a certificate of creditable 
coverage. 
 
Prudent Actions by Plan Fiduciaries 
In addition to creating rights for plan participants, ERISA imposes 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 way to 
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, and to appeal any denial, all within certain time 
schedules. 
 
Under ERISA there 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 $ 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 suit in a state or federal 
court. In addition, if you disagree with the Plan’s decision or lack thereof concerning the status of a 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 
sued to 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. 
 
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 such approved 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 date you are required to make any contribution and you fail to do so. 
 The date your Employer determines your approved FMLA leave is terminated. 
 The date the coverage involved 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 to be 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 return to 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. 
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Schedule of Benefits 
(GR-29N 01-01-01NY) 
 
Applies to the Managed Dental Coverage 
 
Employer: Sarah Lawrence College 
 
Group Policy Number: GP-875727 
 
Issue Date: February 9, 2011 
Effective Date: November 1, 2010 
Schedule: 3A 
Cert Base: 3 
 
For: Freedom of Choice - DMO Dental Plan 
 
This is an ERISA plan, and you have certain rights under this plan. Please contact your Employer for additional 
information. 
 


Managed Dental Plan 
 
Schedule of Managed Dental Benefits (GR-9N S-23-005) 
Primary Care Dentists and Specialty Care Dentist (Network Dental Provider) Covered Expenses 
Coverage is provided only for services shown in the Dental Care Schedule (see What the Plan Covers section). This 
dental expense coverage is segmented into four service types. The copayments shown below apply. The "amounts 
payable", shown on the List, will not apply when services are provided by network providers. 
 
Dental Care Schedule Copayment Amount 
Service Type Primary Care Services Specialty Care Services 
Type A Expenses 0% Not Applicable 
Type B Expenses 20% 20% 
Type C Expenses 
 


40% 
 


40% 
 


Orthodontic Expenses 50% 
Orthodontic Lifetime Maximum: 24 months of active treatment plus 24 months of 


retention. 
 


Dental Emergency Maximum $100 
 


Out-of-Network Dental Provider Covered Expenses 
Coverage is provided only for services shown in the list of Covered Dental Services. The "Amount Payable" shown 
applies only to services and supplies provided by out-of-network providers. The amounts shown are not 
copayments. They are the maximum charges eligible for coverage under the plan for the service listed. 
 
Deductible Amount: 
The deductible does not apply to orthodontic services. 
 


$100 


Orthodontic Lifetime Maximum Benefit: $800 
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List of Covered Dental Services 
If: 
 
 A charge is made for an unlisted service given for the dental care of a specific condition; and 
 The list includes one or more services that, under standard practices, are separately suitable for the dental care of 


that condition, then the charge will be considered to have been made for a service that would have produced a 
professionally acceptable result, as determined by Aetna. 


 


Primary Care Services 
 
Schedule (GR-9N-S-23-010-01) 
Type A Services 
Visits and Exams Out-of-Network 


maximum Amount 
Payable by Aetna  


Office visit for oral examination (limited to 4 visits per year) $12 
Emergency palliative treatment $12 
Prophylaxis (cleaning) (limited to 2 treatments per year)  
 Adult $26 
 Child $14 
Topical application of fluoride (limited to 1 treatment per year and to covered persons 
under age 18) 


 
$16 


Oral hygiene instruction $12 
Sealants; per tooth (limited to 1 application every 3 years for permanent molars)  


$10 
Pulp vitality test $8 
Consultation $12 
Diagnostic casts 
 


$20 


X-Ray and Pathology  
Bitewing x-rays (limited to 2 sets per year) $8 
Entire series; including bitewings; or panoramic film (limited to 1 set every 3 years) $14 
Vertical bitewing x-rays (limited to 1 set every 3 years) $12 
Periapical x-rays $6 
Intra-oral; occlusal view; maxillary or mandibular $8 
Extra-oral upper or lower jaw $12 
Biopsy and histopathologic examination of oral tissue 
 


$27 


Type B Services 
Endodontics  
Pulp cap $3 
Pulpotomy $27 
Root canal therapy; including necessary x-rays  
 Anterior $80 
 Bicuspid 
 


$96 


Restorations and Repairs  
Amalgam restoration  
 1 surface $12 
 2 surfaces $16 
 3 surfaces $24 
 4 or more surfaces $26 
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Resin restoration (other than for molars)  
 1 surface $12 
 2 surfaces $16 
 3 surfaces $26 
 4 or more surfaces or incisal angle $30 
Retention pins $14 
Sedative filling $12 
Stainless steel crowns $26 
Prefabricated resin crowns (excluding temporary crowns) $60 
Recementing inlays or crowns $16 
Recementing bridges and space maintainers $16 
Tissue conditioning for dentures 
 


$26 


Periodontics  
Emergency treatment (abscess; acute periodontitis; etc.) $26 
Scaling and root planning (limited to 4 separate quadrants every year) $40 
Periodontal maintenance procedures following surgical therapy (limited to 2 per year) 
 


$40 


Oral Surgery - Includes local anesthetics and routine post-operative care.  
Extractions; exposed root or erupted tooth $27 
Surgical removal of erupted tooth $32 
Surgical removal of impacted tooth (soft tissue) $40 
Excision of hyperplastic tissue $32 
Excision of pericoronal gingival $40 
Incision and drainage of abscess $20 
Crown exposure to aid eruption $26 
Removal of foreign body from soft tissue $20 
Suture of soft tissue injury 
 


$20 


Type C Services 
Restorations  
Inlays  
 1 surface $60 
 2 or more surfaces $80 
Onlays  
 2 surfaces $80 
 3 or more surfaces $80 
Crowns (including build-ups when necessary)  
 Resin $120 
 Resin with noble metal $120 
 Resin with base metal $120 
 Porcelain $120 
 Porcelain with noble metal $120 
 Porcelain with base metal $120 
 Base metal (full cast) $120 
 Noble metal (full cast) $120 
 Metallic (3/4 cast) $120 
 Post and core $27 
Pontics  
 Base metal (full cast) $20 
 Noble metal (full cast) $20 
 Porcelain with noble metal $20 
 Porcelain with base metal $20 
 Resin with noble metal $20 
 Resin with base metal $20 
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Dentures and Partials - (includes relines; rebases and adjustments within six months 
after installation) 


 


 Complete (Upper or Lower) $120 
 Partial $120 
Stress breakers (per unit) $40 
Interim partial denture; (stayplates); anterior only $40 
Crown and bridge repairs $27 
Adding teeth to an existing denture $40 
Full and partial denture repairs $27 
Relining/rebasing dentures (includes adjustments with six months after installation) $40 
Occlusal guard (for bruxism only) 
 


$40 


Space maintainers - Includes all adjustments within six months after 
installation. 


 


Fixed; band type $40 
Removable acrylic with round wire clasp $32 
Recement space maintainer $10 
Removal of fixed space maintainer (by dentist who did not place appliance) 
 


$10 


Specialty Care Dental Services 
Type B Services 
Endodontics - Includes local anesthetics where necessary.  
Apexification/recalcification - per visit $32 
Apicoectomy  
 First root $60 
 Each additional root $40 
Retrograde Filling $14 
Root Amputation $27 
Hemisection 
 


$27 


Oral Surgery - Includes local anesthetics where necessary and post-operative care.  
Removal of residual root $27 
Removal of odontogenic cyst $40 
Closure of oral fistula $48 
Removal of foreign body from bone $20 
Sequestrectomy $20 
Frenectomy $40 
Transplantation of tooth or tooth bud $48 
Alveoplasty in conjunction with extractions - per quadrant $27 
Alveoplasty not in conjunction with extractions - per quadrant $40 
Removal of exostosis $60 
Sialolithotomy; removal of salivary calculus $36 
Closure of salivary fistula 
 


$36 


Periodontics  
Gingivectomy or gingivoplasty - per quadrant $40 
Gingivectomy or gingivoplasty, 1 to 3 teeth - per quardrant $20 
Gingival flap procedure - per quadrant $60 
Occlusal adjustment (other than with an appliance or by restoration)  
 Limited $20 
 Entire Mouth 
 


$40 
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Type C Services 
Endodontics - Includes local anesthetics where necessary.  
Complex Molar Root Canal Therapy 
 


$120 


Intravenous Sedation and General Anesthesia  
- per 15-minute segment. 
 


$20 


Oral Surgery - Includes local anesthetics where necessary and post-operative care.  
Surgical removal of impacted tooth  
 Partially bony $53 
 Completely bony $60 
 Completely bony with unusual surgical complications 
 


$64 


Periodontics  
Osseous surgery (including flap entry and closure) - per quadrant $80 
Osseous surgery (including flap entry and closure) - 1 to 3 teeth per quadrant $40 
Clinical crown lengthening - hard tissue 
 


$40 


Orthodontics  
Comprehensive orthodontic treatment   
Post Treatment Stabilization  
Interceptive orthodontic treatment  
Limited orthodontic treatment  
Lifetime Maximum: $800 
 
Expense Provisions (GR-9N S-09-05-01 NY) 
 
The following provisions apply to your health expense plan. 
This section describes cost sharing features, benefit maximums and other important provisions that apply to your 
Plan. The specific cost sharing features and the applicable dollar amounts or benefit percentages are contained in the 
attached health expense sections of this Schedule of Benefits. 
 
The insurance described in this Schedule of Benefits is underwritten by Aetna Life Insurance Company, policy form GR-
29N. 
 
Keep This Schedule of Benefits With Your Booklet-Certificate. 
 
Deductible Provisions (GR-9N S-09-05-01 NY) 
 
Out-of-Network Calendar Year Deductible 
This is an amount of out-of-network covered expenses incurred each Calendar Year for which no benefits will be 
paid. The out-of-network Calendar Year deductible applies separately to you and each of your covered dependents. 
After covered expenses reach the out-of-network Calendar Year deductible, the plan will begin to pay benefits for 
covered expenses for the rest of the Calendar Year. 
 
Coinsurance Provisions (GR-9N S-09-020 01) 
 
Coinsurance 
This is the percentage of your covered expenses that the plan pays and the percentage of covered expenses that 
you pay. The percentage that the plan pays is referred to as the “Plan Coinsurance”. Once applicable deductibles 
have been met, your plan will pay a percentage of the covered expenses, and you will be responsible for the rest of 
the costs. The coinsurance percentage may vary by the type of expense. Refer to your Schedule of Benefits for 
coinsurance amounts for each covered benefit. 
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General (GR-9N S-28-01 01) 
 
This Schedule of Benefits replaces any similar Schedule of Benefits previously in effect under your plan of benefits. 
Requests for coverage other than that to which you are entitled in accordance with this Schedule of Benefits cannot 
be accepted. This Schedule is part of your Booklet-Certificate and should be kept with your Booklet-Certificate form 
GR-9N. Coverage is underwritten by Aetna Life Insurance Company. 
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What is Phased Retirement? 


Phased Retirement k'ts you work 


on 50'X) nf a full-time schedule


fur up tu three years from the start 


of Phased Retirement- while 


rccci\'in .~ 65% of yuur base salary, 


plus llther benefits. If yuu already 


wurk p;Ht time, yuu will cuntinue 


on your current schedule hut will 


he paid 65'){) uf base salary. 


If yuu elect Phased Retirement, 


you must retire as uf any July)[ 


within three academic years uf the 


start llf your Phased Retirement. 


Phased Retirement 
To be eligible for Phased Retirement, you must meet the following 


requirements as of the July 31 when your Phased Retirement starts: 


• You must be a tenured faculty member 


• You must be age 62 or older, and 


• You must havelO or more year~ of service with the College. 


What's Included 
If you choose this option, you will teach half time (i.e., a two (2) day schedule 


all year) for a maximum of three academic years from the start of Phased 


Retirement, after which you must retire. During Phased Retirement, you will 


receive: 


• 65% of your full-time base salary, plus any usual salary increases 


(Note: If you currently work part time on 50% schedule and you elect this 


option, you will continue to work 50% of a full-time schedule with your base 


salary increasing to 65% of your full-time-equivalent base salary.) 


• Coverage under all active employee health insurance benefits (medical, 


dental, vision) for you, your spouse or domestic partner, and your eligible 


dependents, in which you are enrolled when Phased Retirement starts, 


• Retirement Plan contributions based on 65% of your full-time equivalent 


base salary, and 


• Life insurance coverage based on 100% of your pre-Phased Retirement 


base salary. 


When you actually retire: 


• You and your spouse or domestic partner will be eligible for subsidized 


post-65 retiree medical insurance upon reaching age 65 and becoming 


eligible for Medicare, and 


• You will maintain a continuing connection with Sarah Lawrence through 


membership in the Professor Emeritus Society for Retired Faculty as 


described on the following page. 
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Notice to Employees of 


Sarah Lawrence College 
(the "Customer") 


Interpreter and Translation Services 
You may contact Member Services at the toll-free telephone number listed on your I.D. card to receive information on 
interpreter and translation services related to administrative procedures. A TDD# for the hearing impaired is also available. 


French 


Services d'interpretation et de traduction 
Vous pouvez contacter les services aux membres au numero de telephone sans frais indique sur votre carte d'identification 
pour recevoir de !'information sur les services d'interpretation et de traduction se rapportant aux procedures administratives. 
Les professionnels du service a Ia clientele Aetna ont acces a des services de traduction par le biais des services linguistiques 
telephoniques de AT&T. Un numero de telephone ATME est aussi disponible pour les malentendants. 


Greek 


Y 1t11 pscns~ Ms'ta~pacrsro~ 
rw: va A.apE'tE 7tAT)po$optEc; ocmv a$opa 'tCOV U7tTJpE<HCOV flUe; 
flE'ta$pacr~:coc; crx~:nKa f!E 'tTJY Ota8tKacrta 8tolKTJ'tlKTJ, fl1tOpEnE va 
Epxocracr't£ cr~: ~:na$TJ f!E 'tTJV YnTJpEma yta 1:a MEATJ cr1:ov apt9f!o 
(xpcotc; 8to8ta) 7tOU pptcrKf:'tat E7tUVCO <r'tTJV E~aKptpcocrT) crac; 
'taUW'tTJ'tac;. Ot ~:nayy~:A.f!a'tlKOl unaAATJAOL (1:ou 'tflTJflU'toc; 'tTJc; 
AE'tYa 'tO 07t010 avacrxoA.~:nat f!E 'touc; 7tEAU'tEc;) fl1tOpouv va 
XPTJ<rlfl07totouv 'tTJV f!E'ta$pacrnKTJ U7tTJpEma 'tTJc; E'tatpEtac; AT&T. 


Italian 


Servizi di traduzione e di interpretariato 
Per ottenere informazioni sui servizi di traduzione e interpretariato connessi a procedure amministrative, potete rivolgervi al 
Servizio Membri chiamando il numero di linea verde indicato sulla vostra carta di ID. I professionisti del servizio clientela 
della Aetna hanno accesso ai servizio di traduzione della linea linguistica della AT&T. E anche disponibile un No TDD per 
deboli di udito. 


Portuguese 
Servi.;os de Interprete e de Tradu.;ao 
Voce podera entrar em contato com os Servi<;os dos Associados ao telefone livre de tarifa indicado no seu cartao de 
identifica<;ao para obter informa<;oes sobre servi<;os de interprete e de tradu<;ao com rela<;ao aos procedimentos 
administrativos. Os profissionais dos servi<;os aos clientes tern acesso aos servi<;os de tradu<;ao atraves da Jinha de idiomas da 
AT&T. Existe tambem uma linha TDD para quem tern dilficuldades com a audi<;ao. 


Russian 


M -::K! re- c:C pa.m :a r -:,: ,! ·s. :c .r :t. f:Jl :eSc: rr;t:scu =ra H: n .a: 'rJ n~ s: ,.c-o:r:s: 


yna.c:s::aH:f.t'·CM:} .. e:a :a-·a:mt:':il ·q_n-e:H:c!:-~Joii s:aprc,-qK-5. 
n n:: :nH 


n:n:u ,: 


Spanish 


Servicio de Interprete y Traduccion 


~)5- ;;:· .:"!~,.-:&:~ n ·:;:a :a: :tt-:rz Knit e:_H rr;; s· 11 J\1 ·E: r.:·-:r 
e :.:· r -: .]:- -·'I :a .K:<E: <t yc -r p c !1 c r ·a, c- : B _Jf-511 


Usted puede ponerse en contacto con Servicios a Miembros, a! numero de telefono gratis que aparece en su tarjeta de 
identificaci6n para recibir informacion sobre servicios de interprete y traducci6n relativo a los procedimientos 
administrativos. Los profesionales de servicio a clientes de Aetna tienen acceso a los servicios de traducci6n por medio de la 
linea de idiomas de AT&T. Ademas hay un numero de TDD para las personas con impedimento de audici6n. 







Haitian-Creole 
Sevis intepret ak tradikte 
Ou kapab pran kontak avek Sevis pou manm-yo si ou rele nimewo telefon gratis ki sou kat I.D.-ou-a (idantifikasyon) pou ou 
jwenn ranseyman sou sevis intepret ak tradikte konsenan pwosedi administratif. Pwofesyonnel nan sevis kliyan "Aetna" gen 
mwaydenjwenn sevis tradiksyon nan "AT&T language line" (sevis lang AT&T). Yon nimewo TDD disponnib tou pou 
moun ki pa tande byen. 


Lao 
l'1uUW:11'1UlJ'1UW"1lii'1CCQ~:n'1UCCtlW'1l:l!'1 


Cambodian 


'Mtl R!! &~nun &t,t5 m nn 


ifnmtHn l'i9 .e&Mtl nt!MY'lan mt!frumus il ii fiii&a tarur;mrl &rum ii nhmlimfJ 
Cit "'"'t C"v I 


fin &flf!t!f!frlHlmY'IS uti &Mfrfit!GtifiUFiG1JUfllft51 G8ru!rlfi9.es.e1amiitr;.emf '1 
Clli f.J ... -. Gli 


~nrlSl!] filfG~fi &Mtl fi!!GSfffigdsm fJ Aetna Y1 St!&tt]lYI rum &6Utr fiJ!Ufi &tu 


Chinese 


=I~&¥~n!Uj§ 


~~~a~•rr~~~-fi~~~~••~••••a•R•a 
~ • J.-YJ~ 1~.fEI)Cf;i. 1m 'flml!Rff; (:J·~ D ~ & ifF~ ff~$J~ J:l§R o AetnaA"J~ 
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Preface   
 
Aetna Life Insurance Company (ALIC) is pleased to provide you with this Booklet-Certificate. Read this Booklet-Certificate 
carefully. The plan is underwritten by Aetna Life Insurance Company of Hartford, Connecticut (referred to as Aetna). 
 
This Booklet-Certificate is part of the Group Insurance Policy between Aetna Life Insurance Company and the Policyholder. 
The Group Insurance Policy determines the terms and conditions of coverage. Aetna agrees with the Policyholder to 
provide coverage in accordance with the conditions, rights, and privileges as set forth in this Booklet-Certificate. The 
Policyholder selects the products and benefit levels under the plan. A person covered under this plan and their 
covered dependents are subject to all the conditions and provisions of the Group Insurance Policy. 
 
The Booklet-Certificate describes the rights and obligations of you and Aetna, what the plan covers and how benefits are 
paid for that coverage. It is your responsibility to understand the terms and conditions in this Booklet-Certificate. Your 
Booklet-Certificate includes the Schedule of Benefits and any amendments or riders. 
 
If you become insured, this Booklet-Certificate becomes your Certificate of Coverage under the Group Insurance Policy, and it 
replaces and supersedes all certificates describing similar coverage that Aetna previously issued to you. 
 
Group Policyholder: Sarah Lawrence College 
Group Policy Number: GP-875727 
Effective Date: November 1, 2010 
Issue Date: February 9, 2011 
Booklet-Certificate Number: 4 
 


 
 


Ronald A. Williams 
Chairman, Chief Executive Officer and President 
 
Aetna Life Insurance Company 
(A Stock Company) 
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Important Information Regarding Availability of Coverage (GR-9N 02-005 02)  
No services are covered under this Booklet-Certificate in the absence of payment of current premiums subject to the 
Grace Period and the Premium section of the Group Insurance Policy. 
 
Unless specifically provided in any applicable termination or continuation of coverage provision described in this 
Booklet-Certificate or under the terms of the Group Insurance Policy, the plan does not pay benefits for a loss or claim for a 
health care, medical or dental care expense incurred before coverage starts under this plan. 
 
This plan will not pay any benefits for any claims, or expenses incurred after the date this plan terminates. 
 
This provision applies even if the loss, or expense, was incurred because of an accident, injury or illness that 
occurred, began or existed while coverage was in effect.  
 
Please refer to the sections, “Termination of Coverage (Extension of Benefits)” and “Continuation of Coverage” for more details 
about these provisions. 
 
Benefits may be modified during the term of this plan as specifically provided under the terms of the Group Insurance 
Policy or upon renewal. If benefits are modified, the revised benefits (including any reduction in benefits or elimination 
of benefits) apply to any expenses incurred for services or supplies furnished on or after the effective date of the plan 
modification. There is no vested right to receive any benefits described in the Group Insurance Policy or in this Booklet-
Certificate beyond the date of termination or renewal including if the service or supply is furnished on or after the 
effective date of the plan modification, but prior to your receipt of amended plan documents. 
 


Coverage for You and Your Dependents  
 


Health Expense Coverage   
 
Benefits are payable for covered health care expenses that are incurred by you or your covered dependents while 
coverage is in effect. An expense is “incurred” on the day you receive a health care service or supply. 
 
Coverage under this plan is non-occupational. Only non-occupational injuries and non-occupational illnesses are 
covered. 
 
Refer to the What the Plan Covers section of the Booklet-Certificate for more information about your coverage. 
 
Treatment Outcomes of Covered Services   
Aetna is not a provider of health care services and therefore is not responsible for and does not guarantee any results 
or outcomes of the covered health care services and supplies you receive. Except for Aetna RX Home Delivery LLC, 
providers of health care services, including hospitals, institutions, facilities or agencies, are independent contractors 
and are neither agents nor employees of Aetna or its affiliates. 
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When Your Coverage Begins  
(GR-9N 29-005-01-NY) 


 


 Who Can Be Covered 
 
 How and When to Enroll 
 
 When Your Coverage Begins 
 


 
Throughout this section you will find information on who can be covered under the plan, how to enroll and what to 
do when there is a change in your life that affects coverage. In this section, “you” means the employee. 
 


Who Can Be Covered  
 
Employees  
To be covered by this plan, the following requirements must be met:  
 
 You will need to be in an “eligible class”, as defined below; and 
 You will need to meet the “eligibility date criteria” described below. 


 
Eligible Classes  
You are in an eligible class if: 
 
 You are a regular full-time employee, as defined by your employer. 


 
Determining When You Become Eligible  
You become eligible for the plan on your eligibility date, which is determined as follows. 
 
On the Effective Date of the Plan 
If you are in an eligible class on the effective date of this plan, your coverage eligibility date is the effective date of the 
plan. 
 
After the Effective Date of the Plan 
If you are hired after the effective date of this plan, your coverage eligibility date is the date you are hired. 
 
If you enter an eligible class after the effective date of this plan, your coverage eligibility date is the date you enter the 
eligible class. 
 
Obtaining Coverage for Dependents (GR-9N-29-010-02 NY)  
Your dependents can be covered under your plan. You may enroll the following dependents:  
 
 Your legal spouse; or 
 Your domestic partner who meets the rules set by your employer; and 
 Your dependent children. 


 
Aetna will rely upon your employer to determine whether or not a person meets the definition of a dependent for 
coverage under the plan. This determination will be conclusive and binding upon all persons for the purposes of this 
plan. 
 
Coverage for Domestic Partner (GR-9N 29-010 01-NY) 
To be eligible for coverage, you and your domestic partner will need to complete and sign a Declaration of Domestic 
Partnership. 
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Coverage for Dependent Children (GR-9N-29-010-02 NY)  
To be eligible, a dependent child must be: 
 
 Unmarried; and 
 Under 19 years of age; or 
 Under age 25, as long as he or she is a full-time student at an accredited institution of higher education and solely 


depends on your support*. 
 
*Note: Proof of full-time student status is required each year. This means that the child is enrolled as an 
undergraduate student with a total course load of at least 12 credits or is enrolled as a graduate student with a total 
course load of at least 9 credits. 
 
An eligible dependent child includes:  
 
 Your biological children; 
 Your stepchildren; 
 Your legally adopted children; 
 Your foster children, including any children placed with you for adoption; 
 Any children for whom you are responsible under court order; 
 Your grandchildren in your court-ordered custody; and 
 Any other child who lives with you in a parent-child relationship. 


 
Coverage for a handicapped child may be continued past the age limits shown above. See Handicapped Dependent 
Children for more information. 
 
Important Reminder 
Keep in mind that you cannot receive coverage under this Plan as: 
 
 Both an employee and a dependent; or 
 A dependent of more than one employee. 


 


How and When to Enroll (GR-9N 29-015 03 NY)  
 
Initial Enrollment in the Plan  
You will be provided with plan benefit and enrollment information when you first become eligible to enroll. To 
complete the enrollment process, you will need to provide all requested information for yourself and your eligible 
dependents. You will also need to agree to make required contributions for any contributory coverage. Your employer 
will determine the amount of your plan contributions, which you will need to agree to before you can enroll. 
Remember plan contributions are subject to change.  
 
You will need to enroll within 31 days of your eligibility date. 
 
Newborns are automatically covered for 31 days after birth. To continue coverage after 31 days, you will need to 
complete a change form and return it to your employer within the 31-day enrollment period. 
 
Annual Enrollment  
During the annual enrollment period, you will have the opportunity to review your coverage needs for the upcoming 
year. During this period, you have the option to change your coverage. The choices you make during this annual 
enrollment period will become effective the following year. 
 
If you do not enroll yourself or a dependent for coverage when you first become eligible, but wish to do so later, you 
will need to do so during the next annual enrollment period. 
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When Your Coverage Begins   
 
Your Effective Date of Coverage  
Your coverage takes effect on the later of: 
 
 The date you are eligible for coverage; and 
 The date you return your completed enrollment information. 


 
If you do not return your completed enrollment information within 31 days of your eligibility date, the rules under 
Rules and Limits That Apply to the Dental Plan section will apply. 
 
Your Dependent’s Effective Date of Coverage  
Your dependent’s coverage takes effect on the same day that your coverage becomes effective, if you have enrolled 
them in the plan by then. 
 
Note: New dependents need to be reported to Aetna within 31 days because they may affect your contributions. 
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Requirements For Coverage (GR-9N S-09-005-01 NY)  
 
To be covered by the plan, services and supplies must meet all of the following requirements:  
 
1. The service or supply must be covered by the plan. For a service or supply to be covered, it must: 
 


 Be included as a covered expense in this Booklet-Certificate; 
 Not be an excluded expense under this Booklet-Certificate. Refer to the Exclusions sections of this Booklet-


Certificate for a list of services and supplies that are excluded; 
 Not exceed the maximums and limitations outlined in this Booklet-Certificate. Refer to the What the Plan 


Covers section and the Schedule of Benefits for information about certain expense limits; and 
 Be obtained in accordance with all the terms, policies and procedures outlined in this Booklet-Certificate. 


 
2. The service or supply must be provided while coverage is in effect. See the Who Can Be Covered, How and When to 


Enroll, When Your Coverage Begins, When Coverage Ends and Continuation of Coverage sections for details on when 
coverage begins and ends. 


 
3. The service or supply must be medically necessary. To meet this requirement, the dental service or supply must 


be provided by a physician, or other health care provider or dental provider, exercising prudent clinical 
judgment, to a patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease 
or its symptoms. The provision of the service or supply must be: 


 
(a) In accordance with generally accepted standards of dental practice; 
(b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient’s illness, injury or disease; and 
(c) Not primarily for the convenience of the patient, physician or dental provider or other health care 


provider; 
(d) And not more costly than an alternative service or sequence of services at least as likely to produce equivalent 


therapeutic or diagnostic results as to the diagnosis or treatment of that patient’s illness, injury, or disease. 
 
For these purposes “generally accepted standards of dental practice” means standards that are based on credible 
scientific evidence published in peer-reviewed dental literature generally recognized by the relevant dental community, 
or otherwise consistent with physician or dental specialty society recommendations and the views of physicians or 
dentists practicing in relevant clinical areas and any other relevant factors. 
 
Clinical Review Criteria Requests  
If you or your covered dependent needs additional information on a specific clinical issue, you may request a clinical 
review criteria by submitting written request to Aetna. The written request must contain the following information:  
 
 Person’s name; address; and telephone number. 
 A request for the clinical review criteria; which Aetna would utilize in making a coverage determination involving 


a specific condition, treatment or device. 
 
The written request should be sent to the following address:  
 
Aetna 
CRC Requests - Mail Code: F074 
3 Independence Way 
Princeton, N.J. 08540 
 
Aetna will take into consideration the person’s individual situation in applying the clinical review criteria. 
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For questions, or further assistance, the person should call the Customer Services toll-free telephone number shown 
in the Identification Card. 
 
Important Note 
Not every service or supply fitting the definition for medical necessity is covered by the plan. Exclusions and 
limitations apply to certain dental services, supplies and expenses. For example some benefits are limited to a certain 
number of days, visits or a dollar maximum. Refer to your What the Plan Covers and Schedule of Benefits for the plan limits 
and maximums. 
 
In case of a denial of coverage, you have full advantage of all appeal rights available under New York State insurance 
law. 
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How Your Aetna Dental 
Plan Works 
(GR-9N 16-005-01) 


 


 Common Terms 
 
 What the Plan Covers 
 
 Rules that Apply to the Plan 
 
 What the Plan Does Not Cover 
 


 


Understanding Your Aetna Dental Plan  
 
It is important that you have the information and useful resources to help you get the most out of your Aetna dental 
plan. This Booklet-Certificate explains: 
 
 Definitions you need to know; 
 How to access care, including procedures you need to follow;  
 What services and supplies are covered and what limits may apply; 
 What services and supplies are not covered by the plan; 
 How you share the cost of your covered services and supplies; and 
 Other important information such as eligibility, complaints and appeals, termination, continuation of coverage 


and general administration of the plan. 
 
This Booklet-Certificate describes a dental program with two options: 
 
 The first option is a managed dental plan. You must live or work inside the service area to be eligible for this 


option. 
 The second option is an alternate dental plan. 


 
You may choose either plan, but you cannot be covered for both at the same time. 
 
The choice you make for your coverage also applies to your covered dependents. You may request a switch from one 
plan to the other. Just call the telephone number on your ID Card. The change will be effective as follows: 
 
 If Aetna receives a request on or before the 15th day of the month; the change will be effective on the first day of 


the next month. 
 If Aetna receives a request after the 15th day of the month; the change will be effective on the first day of the 


month following the next month. 
 Once the change is effective, your benefits are subject to all the terms and conditions of the plan under which you 


are covered. The terms and conditions of the plan under which you were covered immediately before the change 
in coverage no longer apply. However, dollar maximums or frequency limitations for services or supplies obtained 
under the prior plan will also be applied to coverage under the current plan. 


 
Important Notes: 
Unless otherwise indicated, "you" refers to you and your covered dependents. 
 
This Booklet-Certificate applies to coverage only and does not restrict your ability to receive covered expenses that are 
not or might not be covered expenses under this dental plan. 
 
Store this Booklet-Certificate in a safe place for future reference. 
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Getting Started: Common Terms (GR-9N 16-010-01)  
 
Many terms throughout this Booklet-Certificate are defined in the Glossary Section at the back of this document. 
Defined terms appear in bolded print. Understanding these terms will also help you understand how your plan works 
and provide you with useful information regarding your coverage. 
 


About the Alternate PPO Dental Plan (GR-9N 16-025-01)  
 
The alternate plan is a Preferred Provider Organization (PPO) that covers a wide range of dental services and 
supplies. You can visit the dental provider of your choice when you need dental care. 
 
You can choose a dental provider who is in the dental network. You may pay less out of your own pocket when you 
choose a network provider. 
 
You have the freedom to choose a dental provider who is not in the dental network. You may pay more if you 
choose an out-of-network provider. 
 
The Schedule of Benefits shows you how the plan's level of coverage is different for network services and supplies and 
out-of-network services and supplies. 
 
The Choice Is Yours 
You have a choice each time you need dental care: 
 
Using Network Providers 
 
 Your out-of-pocket expenses will be lower when your care is provided by a network provider. 
 The plan begins to pay benefits after you satisfy a deductible. 
 You share the cost of covered services and supplies by paying a portion of certain expenses (your coinsurance). 


Network providers have agreed to provide covered services and supplies at a negotiated charge. Your 
coinsurance is based on the negotiated charge. In no event will you have to pay any amounts above the 
negotiated charge for a covered service or supply. You have no further out-of pocket expenses when the plan 
covers in network services at 100%. 


 You will not have to submit dental claims for treatment received from network providers. Your network 
provider will take care of claim submission. You will be responsible for deductibles, coinsurance and 
copayments, if any. 


 You will receive notification of what the plan has paid toward your covered expenses. It will indicate any 
amounts you owe towards your deductible, copayment, coinsurance or other non-covered expenses you 
have incurred. You may elect to receive this notification by e-mail, or through the e-mail. Call or e-mail Member 
Services if you have questions regarding your statement. 


 
Availability of Providers 
Aetna cannot guarantee the availability or continued participation of a particular provider. Either Aetna or any 
network provider may terminate the provider contract or limit the number of patients accepted in a practice. 
 
Using Out-of-Network Providers 
You can obtain dental care from dental providers who are not in the network. The plan covers out-of-network 
services and supplies, but your expenses will generally be higher. 
 
You must satisfy a deductible before the plan begins to pay benefits. 
 
You share the cost of covered services and supplies by paying a portion of certain expenses (your coinsurance). 
 
You must file a claim to receive reimbursement from the plan. 
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Important Reminder 
Refer to the Schedule of Benefits for details about any deductibles, copays, coinsurance and maximums that apply. 
 


Getting an Advance Claim Review (GR-9N 16-035-01) 
 
The purpose of the advance claim review is to determine, in advance, the benefits the plan will pay for proposed 
services. Knowing ahead of time which services are covered by the plan, and the benefit amount payable, helps you 
and your dentist make informed decisions about the care you are considering. 
 
Important Note 
The pre-treatment review process is not a guarantee of benefit payment, but rather an estimate of the amount or 
scope of benefits to be paid. 
 
When to Get an Advance Claim Review  
An advance claim review is recommended whenever a course of dental treatment is likely to cost more than $350. Ask 
your dentist to write down a full description of the treatment you need, using either an Aetna claim form or an ADA 
approved claim form. Then, before actually treating you, your dentist should send the form to Aetna. Aetna may 
request supporting x-rays and other diagnostic records. Once all of the information has been gathered, Aetna will 
review the proposed treatment plan and provide you and your dentist with a statement outlining the benefits payable 
by the plan. You and your dentist can then decide how to proceed. 
 
The advance claim review is voluntary. It is a service that provides you with information that you and your dentist 
can consider when deciding on a course of treatment. It is not necessary for emergency treatment or routine care such 
as cleaning teeth or check-ups. 
 
In determining the amount of benefits payable, Aetna will take into account alternate procedures, services, or courses 
of treatment for the dental condition in question in order to accomplish the anticipated result. (See Benefits When 
Alternate Procedures Are Available for more information on alternate dental procedures.) 
 
What is a Course of Dental Treatment? 
A course of dental treatment is a planned program of one or more services or supplies. The services or supplies are 
provided by one or more dentists to treat a dental condition that was diagnosed by the attending dentist as a result 
of an oral examination. A course of treatment starts on the date your dentist first renders a service to correct or treat 
the diagnosed dental condition. 
 


What The Plan Covers (GR-9N 18-005-01)  
 
PPO Dental Plan  
Schedule of Benefits for the PPO Dental Plan  
PPO Dental is merely a name of the benefits in this section. The plan does not pay a benefit for all dental care 
expenses you incur. 
 
Important Reminder 
Your dental services and supplies must meet the following rules to be covered by the plan:  
 
 The services and supplies must be medically necessary. 
 The services and supplies must be covered by the plan. 
 You must be covered by the plan when you incur the expense. 


 
Covered expenses include charges made by a dentist for the services and supplies that are listed in the dental care 
schedule. 
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The next sentence applies if:  
 
 A charge is made for an unlisted service given for the dental care of a specific condition; and 
 The list includes one of more services that, under standard practices, are separately suitable for the dental care of 


that condition. 
 
In that case, the charge will be considered to have been made for a service in the list that Aetna determines would 
have produced a professionally acceptable result. 
 
Dental Care Schedule  
The dental care schedule is a list of dental expenses that are covered by the plan. There are several categories of 
covered expenses:  
 
 Preventive 
 Diagnostic 
 Restorative 
 Oral surgery 
 Endodontics 
 Periodontics 


 
These covered services and supplies are grouped as Type A, Type B or Type C. 
 
PPO Dental Expense Coverage Plan (GR-9N 18-006-01) 
 
(GR-9N-19-006-01) 
The following additional dental expenses will be considered covered expenses for you and your covered dependent 
if you have medical coverage and have at least one of the following conditions:  
 
 Pregnancy; 
 Coronary artery disease/cardiovascular disease; 
 Cerebrovascular disease; or 
 Diabetes 


 
Additional Covered Dental Expenses 
 
 One additional prophylaxis (cleaning) per year. 
 Scaling and root planing, (4 or more teeth); per quadrant; 
 Scaling and root planing (limited to 1-3 teeth); per quadrant;  
 Full mouth debridement; 
 Periodontal maintenance (one additional treatment per year); and 
 Localized delivery of antimicrobial agents. (Not covered for pregnancy) 


 
Payment of Benefits 
The additional prophylaxis, the benefit will be payable the same as other prophylaxis under the plan. 
 
The payment percentage applied to the other covered dental expenses above will be 100% for network expenses 
and 100 % for out-of-network expenses. These additional benefits will not be subject to any frequency limits except as 
shown above or any Calendar Year maximum. 
 
Aetna will reimburse the provider directly, or you may pay the provider directly and then submit a claim for 
reimbursement for covered expenses. 
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Important Reminder (GR-9N 18-010-04) 
The deductible, coinsurance and maximums that apply to each type of dental care are shown in the Schedule of 
Benefits. 
 
You may receive services and supplies from network and out-of-network providers. Services and supplies given by 
a network provider are covered at the network level of benefits shown in the Schedule of Benefits. Services and 
supplies given by an out-of-network provider are covered at the out-of-network level of benefits shown in the 
Schedule of Benefits. 
 
Refer to About the PPO Dental Coverage for more information about covered services and supplies. 
 
Type A Expenses: Diagnostic and Preventive Care 
 
Visits and X-Rays 
Office visit during regular office hours, for oral examination (limited to 2 visits per year) 
Prophylaxis (cleaning) (limited to 2 treatments per year) 
 Adult 
 Child 
Topical application of fluoride, (limited to one course of treatment per year and to children under age 18) 
Sealants, per tooth (limited to one application every 3 years for permanent molars only, and to children under age 
16) 
Bitewing X-rays (limited to 2 sets per year) 
Complete X-ray series, including bitewings if necessary, or panoramic film (limited to 1 set every 3 years) 
Vertical bitewing X-rays (limited to 1 set every 3 years) 
 
Type B Expenses: Basic Restorative Care 
Visits and X-Rays 
Professional visit after hours (payment will be made on the basis of services rendered or visit, whichever is greater) 
Emergency palliative treatment, per visit 
 
X-Ray and Pathology 
Periapical x-rays (single films up to 13) 
Intra-oral, occlusal view, maxillary or mandibular 
Upper or lower jaw, extra-oral 
Biopsy and histopathologic examination of oral tissue 
Diagnostic casts 
 
Oral Surgery 
Extractions 
 Erupted tooth or exposed root 
 Coronal remnants 
 Surgical removal of erupted tooth/root tip 
 Postoperative visit (sutures and complications) after multiple extractions and impaction 
Impacted Teeth 
 Removal of tooth 
Alveolar of Gingival Reconstructions 
 Alveolectomy (edentulous) per quadrant 
 Alveolectomy (in addition to removal of teeth) per quadrant 
 Alveoplasty with ridge extension, per arch 
 Removal of exostosis 
 Excision of hyperplactic tissue per arch 
 Excision of pericoronal gingiva 
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Odontogenic Cysts and Neoplasms 
 Incision and drainage of abscess 
 Removal of odontogenic cyst or tumor 
Other Surgical Procedures 
 Sialolithotomy: removal of salivary calculus 
 Closure of salivary fistula 
 Dilation of salivary duct 
 Transplantation of tooth or tooth bud 
 Removal of foreign body from bone (independent procedure) 
 Maxillary sinusotomy for removal of tooth fragment or foreign body 
 Closure of oral fistula of maxillary sinus 
 Sequestrectomy for osteomyelitis or bone abcess, superficial 
 Condylectomy of temporomandibular joint 
 Meniscectomy of temporomandibular joint 
 Radical resection of mandible with bone graft 
 Crown exposure to aid eruption 
 Removal of foreign body from soft tissue 
 Frenectomy 
 Suture of soft tissue injury 
 Injection of sclerosing agent into temporomandibular joint 
 Treatment of trigeminal neuralgia by injection into second and third divisions 
 
General Anesthesia and Intravenous Sedation (only when medically necessary and only when provided in 
conjunction with a covered surgical procedure) 
 
Periodontics 
Occlusal adjustment (other than with an appliance or by restoration) 
Root planing and scaling, per quadrant (limited to 4 separate quadrants per year) 
Root planing and scaling – 1 to 3 teeth per quadrant (limited to once per site every year) 
Gingivectomy, per quadrant 
Gingivectomy, 1 to 3 teeth per quadrant 
Gingival flap procedure, including root planing - per quadrant 
Gingival flap procedure, including root planing – 1 to 3 teeth per quadrant 
Periodontal maintenance procedures following active therapy (limited to 2 per year) 
Localized delivery of antimicrobial agents 
Osseous surgery (including flap entry and closure), 1 to 3 teeth per quadrant 
Osseous surgery (including flap entry and closure), per quadrant 
Soft tissue graft procedures 
 
Endodontics 
Pulp capping 
Pulpotomy 
Apexification/recalcification 
Apicoectomy 
Root canal therapy including necessary X-rays  
 Anterior 
 Bicuspid 
 Molar 
 
Restorative Dentistry Excludes inlays, crowns (other than prefabricated stainless steel or resin) and bridges. 
(Multiple restorations in 1 surface will be considered as a single restoration.) 
Amalgam restorations 
Resin-based composite restorations 
Sedative fillings 
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Pins 
 Pin retention—per tooth, in addition to amalgam or resin restoration 
Crowns (when tooth cannot be restored with a filling material) 
 Prefabricated stainless steel 
 Prefabricated resin crown (excluding temporary crowns) 
Recementation 
 Inlay 
 Crown 
 Bridge 
Repairs: crowns and bridges 
Full and partial denture repairs 
 Broken dentures, no teeth involved 
 Repair cast framework 
 Replacing missing or broken teeth, each tooth 
 
Space Maintainers Only when needed to preserve space resulting from premature loss of primary teeth. (Includes 
all adjustments within 6 months after installation.) 
 Fixed (unilateral or bilateral) 
 Removable (unilateral or bilateral) 
 Removable inhibiting appliance to correct thumbsucking 
 Fixed or cemented inhibiting appliance to correct thumbsucking 
Occlusal guard (for bruxism only), limited to 1 every 3 years 
 
Type C Expenses: Major Restorative Care 
Restorative. Inlays, onlays, labial veneers and crowns are covered only as treatment for decay or acute traumatic 
injury and only when teeth cannot be restored with a filling material or when the tooth is an abutment to a fixed 
bridge (limited to 1 per tooth every 8 years- see Replacement Rule). 
Inlays/Onlays 
Labial Veneers 
 Laminate-chairside 
 Resin laminate – laboratory 
 Porcelain laminate – laboratory 
Crowns 
 Resin 
 Resin with noble metal 
 Resin with base metal 
 Porcelain/ceramic substrate 
 Porcelain with noble metal 
 Porcelain with base metal 
 Base metal (full cast) 
 Noble metal (full cast) 
 3/4 cast metallic or porcelain/ceramic 
Post and core 
 
Prosthodontics- First installation of dentures and bridges is covered only if needed to replace teeth extracted while 
coverage was in force and which were not abutments to a denture or bridge less than 5 years old. (See Tooth Missing 
But Not Replaced Rule.) Replacement of existing bridges or dentures is limited to 1 every 5 years. (See Replacement 
Rule.) 
Bridge Abutments (See Inlays and Crowns) 
Pontics 
 Base metal (full cast) 
 Noble metal (full cast) 
 Porcelain with noble metal 
 Porcelain with base metal 
 Resin with noble metal 
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 Resin with base metal 
Removable Bridge (unilateral) 
 One piece casting, chrome cobalt alloy clasp attachment (all types) per unit, including pontics 
Dentures and Partials (Fees for dentures and partial dentures include relines, rebases and adjustments within 6 
months after installation. Fees for relines and rebases include adjustments within 6 months after installation. 
Specialized techniques and characterizations are not eligible.) 
 Complete upper denture 
 Complete lower denture 
 Partial upper or lower, resin base (including any conventional clasps, rests and teeth) 
 Partial upper or lower, cast metal base with resin saddles (including any conventional clasps, rests and 
teeth) 
 Stress breakers 
 Interim partial denture (stayplate), anterior only 
 Office reline 
 Laboratory reline 
 Special tissue conditioning, per denture 
 Rebase, per denture 
 Adjustment to denture more than 6 months after installation 
 Adding teeth to existing partial denture  
  Each tooth 
  Each clasp 
 


Rules and Limits That Apply to the Dental Plan (GR-9N-S-20-005-01-NY)  
 
Several rules apply to the dental plan. Following these rules will help you use the plan to your advantage by avoiding 
expenses that are not covered by the plan. 
 
Replacement Rule (GR-9N 20-010-01)  
Crowns, inlays, onlays and veneers, complete dentures, removable partial dentures, fixed partial dentures (bridges) and 
other prosthetic services are subject to the plan's replacement rule. That means certain replacements of, or additions 
to, existing crowns, inlays, onlays, veneers, dentures or bridges are covered only when you give proof to Aetna that: 
 
 While you were covered by the plan, you had a tooth (or teeth) extracted after the existing denture or bridge was 


installed. As a result, you need to replace or add teeth to your denture or bridge. 
 The present crown, inlay and onlay, veneer, complete denture, removable partial denture, fixed partial denture 


(bridge), or other prosthetic service was installed at least 5 years before its replacement and cannot be made 
serviceable. 


 You had a tooth (or teeth) extracted while you were covered by the plan. Your present denture is an immediate 
temporary one that replaces that tooth (or teeth). A permanent denture is needed, and the temporary denture 
cannot be used as a permanent denture. Replacement must occur within 12 months from the date that the 
temporary denture was installed. 


 
Tooth Missing but Not Replaced Rule  
The first installation of complete dentures, removable partial dentures, fixed partial dentures (bridges), and other 
prosthetic services will be covered if: 
 
 The dentures, bridges or other prosthetic services are needed to replace one or more natural teeth that were 


removed while you were covered by the plan; and 
 The tooth that was removed was not an abutment to a removable or fixed partial denture installed during the 


prior 5 years. The extraction of a third molar does not qualify. Any such appliance or fixed bridge must include 
the replacement of an extracted tooth or teeth. 
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Alternate Treatment Rule (GR-9N-20-015-01)  
Sometimes there are several ways to treat a dental problem, all of which provide acceptable results. When alternate 
services or supplies can be used, the plan's coverage will be limited to the cost of the least expensive service or supply 
that is:  
 
 Customarily used nationwide for treatment, and 
 Deemed by the dental profession to be appropriate for treatment of the condition in question. The service or 


supply must meet broadly accepted standards of dental practice, taking into account your current oral condition. 
 
You should review the differences in the cost of alternate treatment with your dental provider. Of course, you and 
your dental provider can still choose the more costly treatment method. You are responsible for any charges in 
excess of what the plan will cover. 
 
Coverage for Dental Work Begun Before You Are Covered by the Plan (GR-9N 20-020-01)  
The plan does not cover dental work that began before you were covered by the plan. This means that the following 
dental work is not covered:  
 
 An appliance, or modification of an appliance, if an impression for it was made before you were covered by the 


plan; 
 A crown, bridge, or cast or processed restoration, if a tooth was prepared for it before you were covered by the 


plan; or 
 Root canal therapy, if the pulp chamber for it was opened before you were covered by the plan. 


 
Coverage for Dental Work Completed After Termination of Coverage  
Your dental coverage may end while you or your covered dependent is in the middle of treatment. The plan does not 
cover dental services that are given after your coverage terminates. There is an exception. The plan will cover the 
following services if they are ordered while you were covered by the plan, and installed within 30 days after your 
coverage ends. 
 
 Inlays; 
 Onlays; 
 Crowns; 
 Removable bridges; 
 Cast or processed restorations; 
 Dentures; 
 Fixed partial dentures (bridges); and 
 Root canals. 


 
"Ordered" means:  
 
 For a denture: the impressions from which the denture will be made were taken. 
 For a root canal: the pulp chamber was opened. 
 For any other item: the teeth which will serve as retainers or supports, or the teeth which are being restored: 


− Must have been fully prepared to receive the item; and 
− Impressions have been taken from which the item will be prepared. 


 
Late Entrant Rule (GR-9N 20-025-01)  
The plan does not cover services and supplies given to a person age 5 or more if that person did not enroll in the 
plan:  
 
 During the first 31 days the person is eligible for this coverage, or 
 During any period of open enrollment agreed to by the Policyholder and Aetna. 
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This exclusion does not apply to charges incurred:  
 
 After the person has been covered by the plan for 12 months, or 
 As a result of injuries sustained while covered by the plan, or 
 For services listed as Visits and X-rays, Visits and Exams, and X-ray and Pathology in the Dental Care Schedule. 


 


What The PPO Dental Plan Does Not Cover (GR-9N-28-015-01-NY) (GR 9 N S 28-025 01 NY)  
 
Not every dental care service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What the Plan Covers section or by amendment attached to this Booklet-Certificate. In addition, some services are 
specifically limited or excluded. This section describes expenses that are not covered or subject to special limitations. 
 
Any instruction for diet, plaque control and oral hygiene. 
 
Cosmetic services and supplies including plastic surgery, reconstructive surgery, cosmetic surgery, personalization or 
characterization of dentures or other services and supplies which improve alter or enhance appearance, augmentation 
and vestibuloplasty, and other substances to protect, clean, whiten bleach or alter the appearance of teeth; whether or 
not for psychological or emotional reasons; except to the extent coverage is specifically provided in the What the Plan 
Covers section. Facings on molar crowns and pontics will always be considered cosmetic. But this exclusion will not 
apply to dental care or treatment due to accidental injury to sound natural teeth within 12 months of the accident, or 
to dental care or treatment necessary due to a congenital disease or anomaly. 
 
Crown, inlays and onlays, and veneers unless:  
 
 It is treatment for decay or traumatic injury and teeth cannot be restored with a filling material; or 
 The tooth is an abutment to a covered partial denture or fixed bridge. 


 
Dental implants, braces, mouth guards, and other devices to protect, replace or reposition teeth and removal of 
implants. 
 
Dental services and supplies that are covered in whole or in part:  
 
 Under any other part of this plan; or 
 Under any other plan of group benefits provided by the policyholder. 


 
Dentures, crowns, inlays, onlays, bridges, or other appliances or services used for the purpose of splinting, to alter 
vertical dimension, to restore occlusion, or correcting attrition, abrasion, or erosion. 
 
Except as covered in the What the Plan Covers section, treatment of any jaw joint disorder and treatments to alter bite 
or the alignment or operation of the jaw, including temporomandibular joint disorder (TMJ) treatment, orthognathic 
surgery, and treatment of malocclusion or devices to alter bite or alignment. 
 
First installation of a denture or fixed bridge, and any inlay and crown that serves as an abutment to replace 
congenitally missing teeth or to replace teeth all of which were lost while the person was not covered. 
 
General anesthesia and intravenous sedation, unless specifically covered and only when done in connection with 
another necessary covered service or supply. 
 
Orthodontic treatment except as covered in the What the Plan Covers section. 
 
Pontics, crowns, cast or processed restorations made with high noble metals (gold or titanium). 
 







     


 
 18 


Prescribed drugs; pre-medication; or analgesia. 
 
Replacement of a device or appliance that is lost, missing or stolen, and for the replacement of appliances that have 
been damaged due to abuse, misuse or neglect and for an extra set of dentures. 
 
Services and supplies done where there is no evidence of pathology, dysfunction, or disease other than covered 
preventive services. 
 
Services and supplies provided for your personal comfort or convenience, or the convenience of any other person, 
including a provider. 
 
Services and supplies provided in connection with treatment or care that is not covered under the plan. 
 
Space maintainers except when needed to preserve space resulting from the premature loss of deciduous teeth.  
 
Surgical removal of impacted wisdom teeth only for orthodontic reasons. 
 
Treatment by other than a dentist. However, the plan will cover some services provided by a licensed dental hygienist 
under the supervision and guidance of a dentist. These are:  
 
 Scaling of teeth; and 
 Cleaning of teeth. 


 


Additional Items Not Covered By A Health Plan (GR 9 N S 28-025 01 NY) (GR-9N-28-
015-01-NY)  
 
Not every health service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What The Plan Covers section or by amendment attached to this Booklet-Certificate. 
 
Costs for services resulting from the commission of, or attempt to commit a felony by the covered person. 
 
Examinations:  
 
 Any dental examinations:  


 
− required by a third party, including examinations and treatments required to obtain or maintain employment, 


or which an employer is required to provide under a labor agreement; 
− required by any law of a government, securing insurance or school admissions, or professional or other 


licenses; 
− required to travel, attend a school, camp, or sporting event or participate in a sport or other recreational 


activity; and 
− any special medical reports not directly related to treatment except when provided as part of a covered 


service. 
 
Non-medically necessary services, including but not limited to, those treatments, services, prescription drugs and 
supplies which are not medically necessary, as determined by Aetna, for the diagnosis and treatment of illness, 
injury, restoration of physiological functions, or covered preventive services. This applies even if they are prescribed, 
recommended or approved by your physician or dentist. 
 
Routine dental exams and other preventive services and supplies, except as specifically provided in the What the Plan 
Covers section. 
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When Coverage Ends (GR-9N 30-005 05)  (GR-9N 30-005-HRPA-NY)  
 
Coverage under your plan can end for a variety of reasons. In this section, you will find details on how and why 
coverage ends, and how you may still be able to continue coverage. 
 
When Coverage Ends for Employees  
Your coverage under the plan will end if:  
 
 The plan is discontinued; 
 You voluntarily stop your coverage; 
 The group policy ends; 
 You are no longer eligible for coverage; 
 You do not make any required contributions; 
 You become covered under another plan offered by your employer; 
 You have exhausted your overall maximum lifetime benefit under your health plan, if your plan contains such a 


maximum benefit; or 
 Your employment stops for any reason, including a job elimination or being placed on severance. This will be 


either the date you stop active work, or the day before the first premium due date that occurs after you stop active 
work. However, if premium payments are made on your behalf, Aetna may deem your employment to continue, 
for purposes of remaining eligible for coverage under this Plan, as described below: 
− If you are not actively at work due to illness or injury, your coverage may continue, until stopped by your 


employer, but not beyond 30 months from the start of your absence. 
− If you are not actively at work due to temporary lay-off or leave of absence, your coverage will stop on your 


last full day you are actively at work before the start of the lay-off or leave of absence. 
 
It is your employer’s responsibility to let Aetna know when your employment ends. The limits above may be 
extended only if Aetna and your employer agree, in writing, to extend them. 
 
Reinstatement After Your Dental Coverage Terminates (GR-9N 30-005 01 NY)  
If your coverage ends because your contributions are not paid when due, you may not be covered again for a period 
of two years from the date your coverage ends. If you are in an eligible class, you may re-enroll yourself and your 
eligible dependents at the end of such two-year period. Your dental coverage will be subject to the rules under the 
Late Enrollment section, and will be effective as described in the Effective Date of Coverage section. 
 
When Coverage Ends for Dependents (GR-9N-30-015-02) (GR-9N 030-030 01)  
Coverage for your dependents will end if:  
 
 You are no longer eligible for dependents’ coverage; 
 You do not make the required contribution toward the cost of dependents’ coverage; 
 Your own coverage ends for any of the reasons listed under When Coverage Ends for Employees (other than 


exhaustion of your overall maximum lifetime benefit, if included); 
 Your dependent is no longer eligible for coverage. In this case, coverage ends at the end of the calendar month 


when your dependent no longer meets the plan’s definition of a dependent; or 
 Your dependent becomes eligible for comparable benefits under this or any other group plan offered by your 


employer. 
 
In addition, a "domestic partner" will no longer be considered to be a defined dependent on the earlier to occur of:  
 
 The date this plan no longer allows coverage for domestic partners. 
 The date of termination of the domestic partnership. In that event, you should provide your Employer with a 


completed and signed Declaration of Termination of Domestic Partnership. 
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Coverage for dependents may continue for a period after your death. Coverage for handicapped dependents may 
continue after your dependent reaches any limiting age. See Continuation of Coverage for more information. 
 


Continuation of Coverage (GR-9N 31-010 03) (GR-9N 31-015 02-NY)  
 
Continuing Health Care Benefits (GR-9N 31-015 01-NY) (GR-9N DEP30)  
 
Continuing Coverage for Dependent Students on Medical Leave of Absence (GR-9N 31-015 
01-NY)  
If your dependent child who is eligible for coverage and enrolled in this plan by reason of his or her status as a full-
time student at a postsecondary educational institution ceases to be eligible due to: 
 
 a medically necessary leave of absence from school; or 
 a change in his or her status as a full-time student, 


 
resulting from a serious illness or injury, such child's coverage under this plan may continue. 
 
Coverage under this continuation provision will end when the first of the following occurs:  
 
 The end of the 12 month period following the first day of your dependent child's leave of absence from school, 


or a change in his or her status as a full-time student; 
 Your dependent child's coverage would otherwise end under the terms of this plan; 
 Dependent coverage is discontinued under this plan; or 
 You fail to make any required contribution toward the cost of this coverage. 


 
To be eligible for this continuation, the dependent child must have been enrolled in this plan and attending school on 
a full-time basis immediately before the first day of the leave of absence. 
 
To continue your dependent child's coverage under this provision you should notify your employer as soon as 
possible after your child's leave of absence begins or the change in his or her status as a full-time student. Aetna may 
require a written certification from the treating physician which states that the child is suffering from a serious 
illness or injury and that the resulting leave of absence (or change in full-time student status) is medically 
necessary. 
 
Important Note 
If at the end of this 12 month continuation period, your dependent child's leave of absence from school (or change in 
full-time student status) continues, such child may qualify for a further continuation of coverage under the 
Handicapped Dependent Children provision of this plan. Please see the section, Handicapped Dependent Children, for 
more information. 
 
Handicapped Dependent Children (GR-9N 31-015 01-NY)  
Health Expense Coverage for your fully handicapped dependent child may be continued past the maximum age for a 
dependent child. However, such coverage may not be continued if the child has been issued an individual medical 
conversion policy. 
 
Your child is fully handicapped if:  
 
 he or she is not able to earn his or her own living because of mental retardation or a physical handicap which 


started prior to the date he or she reaches the maximum age for dependent children under your plan; and 
 he or she depends chiefly on you for support and maintenance. 


 
Proof that your child is fully handicapped must be submitted to Aetna no later than 31 days after the date your child 
reaches the maximum age under your plan. 
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Coverage will cease on the first to occur of:  
 
 Cessation of the handicap. 
 Failure to give proof that the handicap continues. 
 Failure to have any required exam. 
 Termination of Dependent Coverage as to your child for any reason other than reaching the maximum age under 


your plan. 
 
Aetna will have the right to require proof of the continuation of the handicap. Aetna also has the right to examine 
your child as often as needed while the handicap continues at its own expense. An exam will not be required more 
often than once each year after 2 years from the date your child reached the maximum age under your plan. 
 


Extension of Benefits (GR-9N 31-020 01)  
 
Coverage for Health Benefits  
If your health benefits end while you are totally disabled, your health expenses will be extended as described below. 
To find out why and when your coverage may end, please refer to When Coverage Ends. 
 
“Totally disabled” means that because of an injury or illness: 
 
 You are not able to work at your own occupation and you cannot work at any occupation for pay or profit. 
 Your dependent is not able to engage in most normal activities of a healthy person of the same age and gender. 


 
Extended Health Coverage (GR-9N 31-020 01) 
 
(GR-9N 31-020 01) 
Dental Benefits (other than Basic Dental benefits): Coverage will be available while you are totally disabled, for up to 12 
months. Coverage will be available only if covered services and supplies have been rendered and received, including 
delivered and installed, prior to the end of that 12 month period. 
 
When Extended Health Coverage Ends 
Extension of benefits will end on the first to occur of the date:  
 
 You are no longer totally disabled, or become covered under any other group plan with like benefits. 
 Your dependent is no longer totally disabled, or he or she becomes covered under any other group plan with like 


benefits. 
 
(This does not apply if coverage ceased because the benefit section ceased for your eligible class.) 
 


COBRA Continuation of Coverage (GR-9N 31-025 NY)  
 
If your employer is subject to COBRA requirements, the health plan continuation is governed by the Federal 
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requirements. With COBRA you and your 
dependents can continue health coverage, subject to certain conditions and your payment of premiums. Continuation 
rights are available following a “qualifying event” that would cause you or family members to otherwise lose coverage. 
Qualifying events are listed in this section. 
 
Continuing Coverage through COBRA  
When you or your covered dependents become eligible, your employer will provide you with detailed information on 
continuing your health coverage through COBRA. 
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You or your dependents will need to:  
 
 Complete and submit an application for continued health coverage, which is an election notice of your intent to 


continue coverage. 
 Submit your application within 60 days of the qualifying event, or within 60 days of your employer’s notice of this 


COBRA continuation right, if later. 
 Agree to pay the required premiums. 


 
Who Qualifies for COBRA  
You have 60 days from the qualifying event to elect COBRA. If you do not submit an application within 60 days, you 
will forfeit your COBRA continuation rights. 
 
Below you will find the qualifying events and a summary of the maximum coverage periods according to COBRA 
requirements. 
 


Qualifying Event Causing Loss 
of Health Coverage 


Covered Persons Eligible to 
Elect Continuation 


Maximum Continuation Periods 


Your active employment ends for 
reasons other than gross 
misconduct 


You and your dependents 18 months 


Your working hours are reduced You and your dependents 18 months 
Your marriage is annulled, you 
divorce or legally separate and are 
no longer responsible for 
dependent coverage 


Your dependents 36 months 


You become entitled to benefits 
under Medicare 


Your dependents 36 months 


Your covered dependent children 
no longer qualify as dependents 
under the plan 


Your dependent children 36 months 


You die Your dependents 36 months 
You are a retiree eligible for health 
coverage and your former employer 
files for bankruptcy 


You and your dependents 18 months 


 
Disability May Increase Maximum Continuation to 29 Months  
If You or Your Covered Dependents Are Disabled. 
 
If you or your covered dependent qualify for disability status under Title II or XVI of the Social Security Act during 
the 18 month continuation period, you or your covered dependent:  
 
 Have the right to extend coverage beyond the initial 18 month maximum continuation period. 
 Qualify for an additional 11 month period, subject to the overall COBRA conditions. 
 Must notify your employer within 60 days of the disability determination status and before the 18 month 


continuation period ends. 
 Must notify the employer within 30 days after the date of any final determination that you or a covered dependent 


is no longer disabled. 
 Are responsible to pay the premiums after the 18th month, through the 29th month. 


 
If There Are Multiple Qualifying Events. 
 
A covered dependent could qualify for an extension of the 18 or 29 month continuation period by meeting the 
requirements of another qualifying event, such as divorce or death. The total continuation period, however, can never 
exceed 36 months. 
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Determining Your Premium Payments for Continuation Coverage  
Your premium payments are regulated by law, based on the following:  
 
 For the 18 or 36 month periods, premiums may never exceed 102 percent of the plan costs. 
 During the 18 through 29 month period, premiums for coverage during an extended disability period may never 


exceed 150 percent of the plan costs. 
 
When You Acquire a Dependent During a Continuation Period  
If through birth, adoption or marriage, you acquire a new dependent during the continuation period, your dependent 
can be added to the health plan for the remainder of the continuation period if:  
 
 He or she meets the definition of an eligible dependent, 
 Your employer is notified about your dependent within 31 days of eligibility, and 
 Additional premiums for continuation are paid on a timely basis. 


 
Important Note 
For more information about dependent eligibility, see the Eligibility, Enrollment and Effective Date section. 
 
When Your COBRA Continuation Coverage Ends  
Your COBRA coverage will end when the first of the following events occurs:  
 
 You or your covered dependents reach the maximum COBRA continuation period – the end of the 18, 29 or 36 


months. (Coverage for a newly acquired dependent who has been added for the balance of a continuation period 
would end at the same time your continuation period ends, if he or she is not disabled nor eligible for an extended 
maximum). 


 You or your covered dependents do not pay required premiums. 
 You or your covered dependents become covered under another group plan that does not restrict coverage for 


pre-existing conditions. If your new plan limits pre-existing condition coverage, the continuation coverage under 
this plan may remain in effect until the pre-existing clause ceases to apply or the maximum continuation period is 
reached under this plan. 


 The date your employer no longer offers a group health plan. 
 The date you or a covered dependent becomes enrolled in benefits under Medicare. This does not apply if it is 


contrary to the Medicare Secondary Payer Rules or other federal law. 
 You or your dependent dies. 


 
Conversion from a Group to an Individual Plan  
You may be eligible to apply for an individual health plan without providing proof of good health:  
 
 At the termination of employment. 
 When loss of coverage under the group plan occurs. 
 When loss of dependent status occurs. 
 At the end of the maximum health coverage continuation period. 


 
The individual policy will not provide the same coverage as the former group plan offered by your employer. Certain 
benefits may not be available. You will be required to pay the associated premium costs for the coverage. For 
additional conversion information, contact your employer or call the toll-free number on your member ID card. 
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Coordination of Benefits - 
What Happens When 
There is More Than One 
Health Plan 
 
 


 


 When Coordination of Benefits 
Applies 


 
 Getting Started - Important Terms 
 
 Which Plan Pays First 
 
 How Coordination of Benefits Works 
 


 


When Coordination of Benefits Applies  
 
This Coordination of Benefits (COB) provision applies to this plan when you or your covered dependent has health 
coverage under more than one plan. “Plan” and “This plan” are defined herein. The Order of Benefit Determination 
Rules below determines which plan will pay as the primary plan. The primary plan pays first without regard to the 
possibility that another plan may cover some expenses. A secondary plan pays after the primary plan and may reduce 
the benefits it pays so that payments from all group plans do not exceed 100% of the total allowable expense. 
 


Getting Started - Important Terms  
 
When used in this provision, the following words and phrases have the meaning explained herein. 
 
Allowable Expense means a health care service or expense, including, coinsurance and copayments and without 
reduction of any applicable deductible, that is covered at least in part by any of the Plans covering the person. When 
a Plan provides benefits in the form of services (for example an HMO), the reasonable cash value of each service will 
be considered an allowable expense and a benefit paid. An expense or service that is not covered by any of the Plans 
is not an allowable expense. Any expense that a health care provider by law or in accordance with a contractual 
agreement is prohibited from charging a covered person is not an allowable expense. The following are examples of 
expenses and services that are not allowable expenses:  
 
 If a covered person is confined in a private hospital room, the difference between the cost of a semi-private 


room in the hospital and the private room (unless the patient's stay in the private room is medically necessary in 
terms of generally accepted medical practices, or one of the Plans routinely provides coverage of hospital private 
rooms) is not an allowable expense. 


 
If a person is covered by one Plan that computes its benefit payments on the basis of recognized charges and another 
Plan that provides its benefits or services on the basis of negotiated charges, the primary plan’s payment arrangements 
shall be the allowable expense for all the Plans. However, if the secondary plan has a negotiated fee or payment 
amount different from the primary plan and if the provider contract permits, that negotiated fee will be the allowable 
expense used by the secondary plan to determine benefits. 
 
When a plan provides benefits in the form of services, the reasonable cash value of each service rendered shall be 
deemed an allowable expense and a benefit paid. 
 
Closed Panel Plan(s). A plan that provides health benefits to covered persons primarily in the form of services 
through a panel of providers that have contracted with or are employed by the plan, and that limits or excludes 
benefits for services provided by other providers, except in cases of emergency or referral by a panel member. 
 
Custodial Parent. A parent awarded custody by a court decree. In the absence of a court decree, it is the parent with 
whom the child resides more than one half of the calendar year without regard to any temporary visitation. 
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Plan. Any Plan providing benefits or services by reason of health care or treatment, which benefits or services are 
provided by one of the following:  
 
 Group or nongroup, blanket, or franchise health insurance policies issued by insurers, including health care 


service contractors;  
 Other prepaid coverage under service plan contracts, or under group or individual practice;  
 Uninsured arrangements of group or group-type coverage;  
 Labor-management trustee plans, labor organization plans, employer organization plans, or employee benefit 


organization plans; 
 Medical benefits coverage in a group, group-type, and individual automobile “no-fault” and traditional automobile 


“fault” type contracts;  
 Medicare or other governmental benefits;  
 Other group-type contracts. Group type contracts are those which are not available to the general public and can 


be obtained and maintained only because membership in or connection with a particular organization or group. 
 
If the Plan includes medical, prescription drug, dental, vision and hearing coverage, those coverages will be considered 
separate plans. For example, Medical coverage will be coordinated with other Medical plans, and dental coverage will 
be coordinated with other dental plans. 
 
This Plan is any part of the policy that provides benefits for health care expenses. 
 
Primary Plan/Secondary Plan. The order of benefit determination rules state whether This Plan is a Primary Plan 
or Secondary Plan as to another Plan covering the person. 
 
When This Plan is a Primary Plan, its benefits are determined before those of the other Plan and without considering 
the other Plan’s benefits. 
 
When This Plan is a Secondary Plan, its benefits are determined after those of the other Plan and may be reduced 
because of the other Plan’s benefits. 
 
When there are more than two Plans covering the person, This Plan may be a Primary Plan as to one or more other 
Plans, and may be a Secondary Plan as to a different Plan or Plans. 
 


Which Plan Pays First (GR-9N 33-010 01 NY)  
 
To find out whether the regular benefits under this plan will be reduced, the order in which the various plans will pay 
benefits must first be figured. This will be done as follows:  
 
 A plan with no rules for coordination with other benefits will be deemed to pay its benefits before a plan which 


contains such rules. 
 A plan which covers a person as other than a dependent will be deemed to pay its benefits before a plan which 


covers the person as a dependent. 
 


1. Except in the case of a dependent child whose parents are divorced or separated; the plan which covers the 
person as a dependent of a person whose birthday comes first in a calendar year will be primary to the plan 
which covers a person as a dependent of a person whose birthday comes later in the year; however: 
(a) if both parents have the same birthday, the benefits of the plan which covered the parent longer are 


determined before those of the plan which covered the other parent for a shorter period of time; 
(b) if the other plan does not have the rules described above, but instead has a rule based on the gender of 


the parent, and if, as a result, the plans do not agree on the order of benefit, the rule in the other plan will 
determine the order of benefits. 
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2. In the case of a dependent child whose parents are divorces or separated: 
(a) If there is a court decree which makes one parent financially responsible for the health care expenses with 


respect to the child and the entity obligated to pay or provide the benefits of that parent has actual 
knowledge of those terms, the benefits of that plan which covers the child as a dependent of such parent 
shall be determined before the benefits of any other plan which covers the child as a dependent child. 


(b) If there is no such court decree, the order of benefits is: 
− The plan of the custodial parent;  
− The plan of the spouse of the custodial parent;  
− The plan of the noncustodial parent; and then 


3. Active Employee or Retired or Laid off Employee. The plan that covers a person as an employee who is 
neither laid off nor retired or as a dependent of an active employee, is the primary plan. The plan covering 
that same person as a retired or laid off employee or as a dependent of a retired or laid off employee is the 
secondary plan. If the other plan does not have this rule, and if, as a result, the plans do not agree on the 
order of benefits, this rule is ignored. This rule will not apply if the Non-Dependent or Dependent rules 
above determine the order of benefits. 


4. Longer or Shorter Length of Coverage. The plan that covered the person as an employee, member, 
subscriber longer is primary. 


5. If the preceding rules do not determine the primary plan, the allowable expenses shall be shared equally 
between the plans meeting the definition of plan under this provision. In addition, This Plan will not pay 
more than it would have paid had it been primary. 


 


How Coordination of Benefits Works   
 
When this plan is secondary, it may reduce its benefits so that total benefits paid or provided by all plans during a 
claim determination period are not more than 100% of total allowable expenses. The difference between the benefit 
payments that this plan would have paid had it been the primary plan, and the benefit payments that it actually paid or 
provided shall be recorded as a benefit reserve for the covered person and used by this plan to pay any allowable 
expenses, not otherwise paid during the claim determination period. 
 
In addition, a secondary plan will credit to its plan deductible any amounts that would have been credited in the 
absence of other coverage. 
 
Under the COB provision of This Plan, the amount normally reimbursed for covered benefits or expenses under 
This Plan is reduced to take into account payments made by other plans. The general rule is that the benefits 
otherwise payable under This Plan for all covered benefits or expenses will be reduced by all other plan benefits 
payable for those expenses. When the COB rules of This Plan and another plan both agree that This Plan 
determines its benefits before such other plan, the benefits of the other plan will be ignored in applying the general 
rule above to the claim involved. Such reduced amount will be charged against any applicable benefit limit of this 
coverage. 
 
If a covered person is enrolled in two or more closed panel plans COB generally does not occur with respect to the 
use of panel providers. However, COB may occur if a person receives emergency services that would have been 
covered by both plans. 
 
Right To Receive And Release Needed Information  
Certain facts about health care coverage and services are needed to apply these COB rules and to determine benefits 
under this plan and other plans. Aetna has the right to release or obtain any information and make or recover any 
payments it considers necessary in order to administer this provision. 
 







     


 
 27 


Facility of Payment  
Any payment made under another plan may include an amount, which should have been paid under this plan. If so, 
Aetna may pay that amount to the organization, which made that payment. That amount will then be treated as 
though it were a benefit paid under this plan. Aetna will not have to pay that amount again. The term “payment 
made” means reasonable cash value of the benefits provided in the form of services. 
 
Right of Recovery  
If the amount of the payments made by Aetna is more than it should have paid under this COB provision, it may 
recover the excess from one or more of the persons it has paid or for whom it has paid; or any other person or 
organization that may be responsible for the benefits or services provided for the covered person. The “amount of 
the payments made” includes the reasonable cash value of any benefits provided in the form of services. 
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When You Have Medicare 
Coverage  
(GR-9N 33-020-01) 
 


 


 Which Plan Pays First 
 
 How Coordination with 


Medicare Works 
 
 What is Not Covered 
 


 
This section explains how the benefits under This Plan interact with benefits available under Medicare. 
 
Medicare, when used in this Booklet-Certificate, means the health insurance provided by Title XVIII of the Social 
Security Act, as amended. It includes Health Maintenance Organization (HMO) or similar coverage that is an 
authorized alternative to Parts A and B of Medicare 
 
You are eligible for Medicare if you are:  
 
 Covered under it by reason of age, disability, or 
 End Stage Renal Disease; or 
 Not covered under it because you:  


1. Refused it; 
2. Dropped it; or 
3. Failed to make a proper request for it. 


 
If you are eligible for Medicare, the plan coordinates the benefits it pays with the benefits that Medicare pays. 
Sometimes, the plan is the primary payor, which means that the plan pays benefits before Medicare pays benefits. 
Under other circumstances, the plan is the secondary payor, and pays benefits after Medicare. 
 


Which Plan Pays First  
 
The plan is the primary payor when your coverage for the plan’s benefits is based on current employment with your 
employer. The plan will act as the primary payor for the Medicare beneficiary who is eligible for Medicare:  
 
 Solely due to age if the plan is subject to the Social Security Act requirements for Medicare with respect to 


working aged (i.e., generally a plan of an employer with 20 or more employees); 
 Due to diagnosis of end stage renal disease, but only during the first 30 months of such eligibility for Medicare 


benefits. This provision does not apply if, at the start of eligibility, you were already eligible for Medicare 
benefits, and the plan’s benefits were payable on a secondary basis; 


 Solely due to any disability other than end stage renal disease; but only if the plan meets the definition of a large 
group health plan as outlined in the Internal Revenue Code (i.e., generally a plan of an employer with 100 or more 
employees). 


 
The plan is the secondary payor in all other circumstances. 
 


How Coordination With Medicare Works  
 
When the Plan is Primary 
The plan pays benefits first when it is the primary payor. You may then submit your claim to Medicare for 
consideration. 
 







     


 
 29 


When Medicare is Primary 
Your health care expense must be considered for payment by Medicare first. You may then submit the expense to 
Aetna for consideration. 
 
Aetna will calculate the benefits the plan would pay in the absence of Medicare:  
 
 If the result is more than the benefit paid by Medicare, the plan will pay the difference, up to 100% of plan 


expenses.  Plan expenses are any medically necessary health expenses which are covered, in whole or in part, 
under the plan. 


 If the result is less than the benefit paid by Medicare, the plan will not pay a benefit, except as required by law. 
 
This review is done on a claim-by-claim basis. 
 
Charges used to satisfy your Part B deductible under Medicare will be applied under the plan in the order received 
by Aetna. Aetna will apply the largest charge first when two or more charges are received at the same time. 
 
Aetna will apply any rule for coordinating health care benefits after determining the benefits payable. 
 
Right to Receive and Release Required Information (GR-9N-S-33-025-01) 
Certain facts about health care coverage and services are required to apply coordination of benefits (COB) rules to 
determine benefits under This Plan and other plans. Aetna has the right to obtain or release any information, and 
make or recover any payments it considers necessary, in order to administer this provision. 
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General Provisions  
(GR-9N-32-005-02-NY) 
 


Type of Coverage  
 
Coverage under the plan is non-occupational. Only non-occupational accidental injuries and non-occupational 
illnesses are covered. The plan covers charges made for services and supplies only while the person is covered under 
the plan. 
 


Physical Examinations  
 
Aetna will have the right and opportunity to examine and evaluate any person who is the basis of any claim at all 
reasonable times while a claim is pending or under review. This will be done at no cost to you. 
 


Legal Action  
 
No legal action can be brought to recover payment under any benefit after 3 years from the deadline for filing claims. 
 
Aetna will not try to reduce or deny a benefit payment on the grounds that a condition existed before your coverage 
went into effect, if the loss occurs more than 2 years from the date coverage commenced. This will not apply to 
conditions excluded from coverage on the date of the loss. 
 


Confidentiality  
 
Information contained in your medical records and information received from any provider incident to the provider-
patient relationship shall be kept confidential in accordance with applicable law. Information may be used or disclosed 
by Aetna when necessary for your care or treatment, the operation of the plan and administration of this Booklet-
Certificate, or other activities, as permitted by applicable law. You can obtain a copy of Aetna’s Notice of 
Information Practices by calling Aetna’s toll-free Member Service telephone. 
 


Additional Provisions  
 
The following additional provisions apply to your coverage:  
 
 This Booklet-Certificate applies to coverage only, and does not restrict your ability to receive health care services 


that are not, or might not be, covered. 
 You cannot receive multiple coverage under the plan because you are connected with more than one employer. 
 This document describes the main features of the plan. Additional provisions are described elsewhere in the group 


policy. If you have any questions about the terms of the plan or about the proper payment of benefits, contact your 
employer or Aetna. 


 Your employer hopes to continue the plan indefinitely but, as with all group plans, the plan may be changed or 
discontinued with respect to your coverage. 
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Assignments  
 
Coverage may be assigned only with the written consent of Aetna. To the extent allowed by law, Aetna will not 
accept an assignment to an out-of-network provider, including but not limited to, an assignment of: 
 The benefits due under this group insurance policy;  
 The right to receive payments due under this group insurance policy; or 
 Any claim you make for damages resulting from a breach or alleged breach, of the terms of this group insurance 


policy. 
 


Misstatements  
 
If any fact as to the Policyholder or you is found to have been misstated, a fair change in premiums may be made. If 
the misstatement affects the existence or amount of coverage, the true facts will be used in determining whether 
coverage is or remains in force and its amount. 
 
All statements made by the Policyholder or you shall be deemed representations and not warranties. No written 
statement made by you shall be used by Aetna in a contest unless a copy of the statement is or has been furnished to 
you or your beneficiary, or the person making the claim. 
 
Aetna’s failure to implement or insist upon compliance with any provision of this policy at any given time or times, 
shall not constitute a waiver of Aetna’s right to implement or insist upon compliance with that provision at any other 
time or times. This includes, but is not limited to, the payment of premiums. This applies whether or not the 
circumstances are the same. 
 


Incontestability  
 
As to Accident and Health Benefits:  
 
Except as to a fraudulent misstatement, or issues concerning Premiums due:  
 
 No statement made by the Policyholder or you or your dependent shall be the basis for voiding coverage or 


denying coverage or be used in defense of a claim unless it is in writing after it has been in force for 2 years from 
its effective date. 


 No statement made by the Policyholder shall be the basis for voiding this Policy after it has been in force for 2 
years from its effective date. 


 No statement made by you, an eligible employee or your dependent shall be used in defense of a claim for loss 
incurred or starting after coverage as to which claim is made has been in effect for 2 years. 


 


Recovery of Overpayments (GR-9N-S-30-015-01)  
 
Health Coverage  
If a benefit payment is made by Aetna, to or on your behalf, which exceeds the benefit amount that you are entitled 
to receive, Aetna has the right:  
 
 To require the return of the overpayment; or 
 To reduce by the amount of the overpayment, any future benefit payment made to or on behalf of that person or 


another person in his or her family. 
 
Such right does not affect any other right of recovery Aetna may have with respect to such overpayment. 
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Reporting of Claims  (GR-9N-S-30-015-01)  
 
A claim must be submitted to Aetna in writing. It must give proof of the nature and extent of the loss. Your employer 
has claim forms. 
 
All claims should be reported promptly. The deadline for filing a claim is 90 days after the date of the loss. 
 
If, through no fault of your own, you are not able to meet the deadline for filing claim, your claim will still be accepted 
if you file as soon as possible. 
 


Payment of Benefits (GR-9N 32-025 02-NY)  
 
Benefits will be paid as soon as the necessary proof to support the claim is received, but not later than 45 days after 
receipt of such proof. Written proof must be provided for all benefits. 
 
All covered health benefits are payable to you. However, Aetna has the right to pay any health benefits to the service 
provider. This will be done unless you have told Aetna otherwise by the time you file the claim. 
 
Aetna will notify you in writing, at the time it receives a claim, when an assignment of benefits to a health care 
provider or facility will not be accepted. 
 
Any unpaid balance will be paid within 30 days of receipt by Aetna of the due written proof. 
 
Aetna may pay up to $1,000 of any other benefit to any of your relatives whom it believes are fairly entitled to it. This 
can be done if the benefit is payable to you and you are a minor or not able to give a valid release. It can also be done 
if a benefit is payable to your estate. 
 


Records of Expenses (GR-9N-32-030-02)  
 
Keep complete records of the expenses of each person. They will be required when a claim is made. 
 
Very important are: 
 
 Names of dentists who furnish services. 
 Dates expenses are incurred. 
 Copies of all bills and receipts. 


 


Contacting Aetna  
 
If you have questions, comments or concerns about your benefits or coverage, or if you are required to submit 
information to Aetna, you may contact Aetna’s Home Office at:  
 


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 


 
You may also use Aetna’s toll free Member Services phone number on your ID card or visit Aetna’s web site at 
www.aetna.com. 
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Effect of Benefits Under Other Plans (GR-9N 32-035-01)  
 
Effect of An Health Maintenance Organization Plan (HMO Plan) On Coverage  
If you are in an eligible class and have chosen dental coverage under an HMO Plan offered by your employer, you will 
be excluded from dental expense coverage on the date of your coverage under such HMO Plan. 
 
If you are in an eligible class and are covered under an HMO Plan providing dental coverage, you can choose to 
change to coverage for yourself and your covered dependents under this plan. If you: 
 
 Live in an HMO Plan enrollment area and choose to change dental coverage during an open enrollment period, 


coverage will take effect on the group policy anniversary date after the open enrollment period. There will be no 
rules for waiting periods or preexisting conditions. 


 Live in an HMO Plan enrollment area and choose to change dental coverage when there is not an open 
enrollment period, coverage will take effect only if and when Aetna gives its written consent. 


 Move from an HMO Plan enrollment area or if the HMO discontinues and you choose to change dental coverage 
within 31 days of the move or the discontinuance, coverage will take effect on the date you elect such coverage. 
There will be no restrictions for waiting periods or preexisting conditions. If you choose to change coverage after 
31 days, coverage will take effect only if and when Aetna gives its written consent. 


 
Any extension of dental benefits under this plan will not apply on or after the date of a change to an HMO Plan. 
 
No benefits will be paid for any charges for services rendered or supplies furnished under an HMO Plan. 
 


Effect of Prior Coverage - Transferred Business (GR-9N-32-040-02 NY)  
 
If your coverage under any part of this plan replaces any prior coverage for you, the rules below apply to that part. 
 
"Prior coverage" is any plan of group coverage that has been replaced by coverage under part or all of this plan; it 
must have been sponsored by your employer (e.g., transferred business). The replacement can be complete or in part 
for the eligible class to which you belong. Any such plan is prior coverage if provided by another group contract or 
any benefit section of this plan. 
 
Coverage under any other section of this plan will be in exchange for all privileges and benefits provided under any 
like prior coverage. Any benefits provided under such prior coverage may reduce benefits payable under this plan. 
 
If: 
 
 A dependent child's eligibility under the prior coverage is a result of his or her status as a full-time student at a 


postsecondary educational institution; and 
 Such dependent child is in a period of coverage continuation pursuant to a medically necessary leave of absence 


from school (or change in full-time student status); and 
 This plan provides coverage for eligible dependents; 


 
health coverage under this plan will continue uninterrupted as to such dependent child for the remainder of the 
continuation period as provided under the section, Continuing Coverage for Dependent Students on Medical Leave of Absence. 
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Glossary 
(GR-9N 34-005 01-NY) 
 
In this section, you will find definitions for the words and phrases that appear in bold type throughout the text of this 
Booklet-Certificate. 
 


A (GR-9N 34-010 01-NY) (GR-9N 34-005 02) 
 
Accident (GR-9N 34-005 01-NY) 
This means a sudden; unexpected; and unforeseen; identifiable occurrence or event producing, at the time, objective 
symptoms of a bodily injury. The accident must occur while the person is covered under this Policy. The 
occurrence or event must be definite as to time and place. It must not be due to, or contributed by, an illness or 
disease of any kind. 
 
Aetna 
Aetna Life Insurance Company, an affiliate, or a third party vendor under contract with Aetna. 
 


C (GR-9N 34-015 02) 
 
Coinsurance 
Coinsurance is both the percentage of covered expenses that the plan pays, and the percentage of covered 
expenses that you pay.  The percentage that the plan pays is referred to as “plan coinsurance” and varies by the type 
of expense.  Please refer to the Schedule of Benefits for specific information on coinsurance amounts. 
 
Copay or Copayment 
The specific dollar amount or percentage required to be paid by you or on your behalf. The plan includes various 
copayments, and these copayment amounts or percentages are specified in the Schedule of Benefits. 
 
Cosmetic 
Services or supplies that alter, improve or enhance appearance. 
 
Covered Expenses 
Medical, dental, vision or hearing services and supplies shown as covered under this Booklet. 
 


D (GR-9N 34-020 01) (GR-9N 34-095 01-NY) 
 
Deductible 
The part of your covered expenses you pay before the plan starts to pay benefits. Additional information regarding 
deductibles and deductible amounts can be found in the Schedule of Benefits. 
 
Dental Provider 
This is: 
 
 Any dentist; 
 Group; 
 Organization; 
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 Dental facility; or 
 Other institution or person. 


 
legally qualified to furnish dental services or supplies. 
 
Dental Emergency 
Any dental condition that: 
 
 Occurs unexpectedly; 
 Requires immediate diagnosis and treatment in order to stabilize the condition; and 
 Is characterized by symptoms such as severe pain and bleeding. 


 
Dentist 
A legally qualified dentist, or a physician licensed to do the dental work he or she performs. 
 
Directory 
A listing of all network providers serving the class of employees to which you belong. The policyholder will give you 
a copy of this directory. Network provider information is available through Aetna's online provider directory, 
DocFind®. You can also call the Member Services phone number listed on your ID card to request a copy of this 
directory. 
 


E (GR-9N 34-025 01 NY) 
 
Experimental or Investigational 
A drug, a device, a procedure, or treatment will be determined to be experimental or investigational if: 
 
 There are insufficient outcomes data available from controlled clinical trials published in the peer-reviewed 


literature to substantiate its safety and effectiveness for the illness or injury involved; or 
 Approval required by the FDA has not been granted for marketing; or 
 A recognized national medical or dental society or regulatory agency has determined, in writing, that it is 


experimental or investigational, or for research purposes; or 
 It is a type of drug, device or treatment that is the subject of a Phase I or Phase II clinical trial or the experimental 


or research arm of a Phase III clinical trial, using the definition of “phases” indicated in regulations and other 
official actions and publications of the FDA and Department of Health and Human Services; or 


 The written protocol or protocols used by the treating facility, or the protocol or protocols of any other facility 
studying substantially the same drug, device, procedure, or treatment, or the written informed consent used by the 
treating facility or by another facility studying the same drug, device, procedure, or treatment states that it is 
experimental or investigational, or for research purposes. 


 


H (GR-9N 34-040 02) 
 
Hospital 
This means a short-term, acute, general hospital which:  
 
 Is primarily engaged in providing, by or under the continuous supervision of physicians, to inpatients, diagnostic 


services and therapeutic services for diagnostic, treatment and care of injured and sick persons; 
 Has organized departments of medicine and major surgery; 
 Has a requirement that every patient must be under the care of a physician or dentist; 
 Provides 24 hour nursing service by or under the supervision of a registered professional nurse (R.N.); 
 If located in New York State, has in effect a hospitalization review plan applicable to all patients which meets at 


least the standards set forth in Section 1861k of U.S. Public Law 89-97 (42 USCA 1395x(k)); 
 Is duly licensed by the agency responsible for licensing such hospitals; 
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 Makes charges; and 
 Is not, other than incidentally, a place for rest, a place primarily for the treatment of tuberculosis, a place for the 


aged, a place for drug addicts, alcoholics, or a place for convalescent, custodial, educational or rehabilitative care.  
 


I (GR-9N 34-045 02) 
 
Illness (GR-9N 34-045 02) 
A pathological condition of the body that presents a group of clinical signs and symptoms and laboratory findings 
peculiar to it and that sets the condition apart as an abnormal entity differing from other normal or pathological body 
states. 
 
Injury 
An accidental bodily injury that is the sole and direct result of: 
 
 An unexpected or reasonably unforeseen occurrence or event; or 
 The reasonable unforeseeable consequences of a voluntary act by the person. 
 An act or event must be definite as to time and place. 


 


J (GR-9N 34-050 01) 
 
Jaw Joint Disorder (GR-9N 34-050 01) 
This is: 
 
 A Temporomandibular Joint (TMJ) dysfunction or any similar disorder of the jaw joint; or 
 A Myofacial Pain Dysfunction (MPD); or  
 Any similar disorder in the relationship between the jaw joint and the related muscles and nerves. 


 


L (GR-9N 34-055 01) 
 
Lifetime Maximum 
This is the most the plan will pay for covered expenses incurred by any one covered person during their lifetime. 
 


M  (GR-9N-34-065-04 NY) 
 
Medically Necessary or Medical Necessity 
Health care or dental services, and supplies or prescription drugs that a physician, other health care provider or 
dental provider, exercising prudent clinical judgment, would provide to a patient for the purpose of preventing, 
evaluating, diagnosing or treating an illness, injury, disease or its symptoms, and that provision of the service, supply 
or prescription drug is: 
 
a) In accordance with generally accepted standards of medical or dental practice; 
b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and 
c) Not primarily for the convenience of the patient, physician, other health care or dental provider; and 
d) Not more costly than an alternative service or sequence of services at least as likely to produce equivalent 


therapeutic or diagnostic results as to the diagnosis or treatment of that patient's illness, injury, or disease.  
 
For these purposes “generally accepted standards of medical or dental practice” means standards that are based on 
credible scientific evidence published in peer-reviewed literature generally recognized by the relevant medical or dental 
community, or otherwise consistent with physician or dental specialty society recommendations and the views of 
physicians or dentists practicing in relevant clinical areas and any other relevant factors. 
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N (GR-9N 34-070 02) 
 
Negotiated Charge 
The maximum charge a network provider has agreed to make as to any service or supply for the purpose of the 
benefits under this plan. 
 
Network Provider 
A dental provider who has contracted to furnish services or supplies for this plan; but only if the provider is, with Aetna's 
consent, included in the directory as a network provider for:  
 
 The service or supply involved; and 
 The class of employees to which you belong. 


 
Network Service(s) or Supply(ies) 
Health care service or supply that is: 
 
 Furnished by a network provider 


 
Non-Occupational Illness 
A non-occupational illness is an illness that does not: 
 
 Arise out of (or in the course of) any work for pay or profit; or 
 Result in any way from an illness that does. 


 
An illness will be deemed to be non-occupational regardless of cause if proof is furnished that the person: 
 
 Is covered under any type of workers' compensation law; and 
 Is not covered for that illness under such law. 


 
Non-Occupational Injury 
A non-occupational injury is an accidental bodily injury that does not: 
 
 Arise out of (or in the course of) any work for pay or profit; or 
 Result in any way from an injury which does. 


 


O (GR-9N-34-065 01-NY) (GR-9N 34-075 01) 
 
Occupational Injury or Occupational Illness 
An injury or illness that: 
 
 Arises out of (or in the course of) any activity in connection with employment or self-employment whether or not 


on a full time basis; or 
 Results in any way from an injury or illness that does. 


 
Occurrence 
This means a period of disease or injury. An occurrence ends when 60 consecutive days have passed during which 
the covered person: 
 
 Receives no medical treatment; services; or supplies; for a disease or injury; and 
 Neither takes any medication, nor has any medication prescribed, for a disease or injury. 
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Orthodontic Treatment (GR-9N 34-075 01) 
This is any:  
 
 Medical service or supply; or 
 Dental service or supply; 


 
furnished to prevent or to diagnose or to correct a misalignment:  
 


− Of the teeth; or 
− Of the bite; or 
− Of the jaws or jaw joint relationship;  


 
whether or not for the purpose of relieving pain. 
 
Out-of-Network Service(s) and Supply(ies) (GR-9N 34-075 01) 
Health care service or supply that is:  
 
 Furnished by an out-of network provider. 


 
Out-of-Network Provider 
A dental provider who has not contracted with Aetna, an affiliate, or a third party vendor, to furnish services or 
supplies for this plan. 
 


P (GR-9N-34-080-05 NY)    
 
Physician 
A duly licensed member of a medical profession who: 
 
 Has an M.D. or D.O. degree;  
 Is properly licensed or certified to provide medical care under the laws of the jurisdiction where the individual 


practices; and 
 Provides medical services which are within the scope of his or her license or certificate. 


 
This also includes a health professional who: 
 
 Is properly licensed or certified to provide medical care under the laws of the jurisdiction where he or she 


practices;  
 Provides medical services which are within the scope of his or her license or certificate;  
 Under applicable insurance law is considered a "physician" for purposes of this coverage;  
 Has the medical training and clinical expertise suitable to treat your condition;  
 Specializes in psychiatry, if your illness or injury is caused, to any extent, by alcohol abuse, substance abuse or a 


mental disorder; and 
 A physician is not you or related to you. 


 
Precertification or Precertify 
A process where Aetna is contacted before certain services are provided, such as hospitalization or outpatient 
surgery, or prescription drugs are prescribed to determine whether the services being recommended or the drugs 
prescribed are considered covered expenses under the plan. It is not a guarantee that benefits will be payable. 
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Prescriber 
Any physician or dentist, acting within the scope of his or her license, who has the legal authority to write an order 
for a prescription drug. 
 
Prescription 
An order for the dispensing of a prescription drug by a prescriber. If it is an oral order, it must be promptly put in 
writing by the pharmacy. 
 
Prescription Drug 
A drug, biological, or compounded prescription which, by State and Federal Law, may be dispensed only by 
prescription and which is required to be labeled "Caution: Federal Law prohibits dispensing without prescription." 
This includes: 
 
 An injectable drug prescribed to be self-administered or administered by any other person except one who is 


acting within his or her capacity as a paid healthcare professional. Covered injectable drugs include injectable 
insulin. 


 


R  (GR-9N-34-065-04 NY) (GR-9N 34-095 01-NY) 
 
Recognized Charge 
 
Only that part of a charge which is less than or equal to the recognized charge is a covered benefit. The 
recognized charge for a service or supply is the lowest of: 
 
 The provider's usual charge for furnishing it;  
 The charge Aetna determines to be appropriate, based on factors such as the cost of providing the same or a 


similar service or supply and the manner in which charges for the service or supply are made, billed or coded; or 
the provider charge data from the Ingenix Incorporated Prevailing HealthCare Charges System (PHCS) at the 
80th percentile of PHCS data. This PHCS data is generally updated at least every six months. 


 The charge Aetna determines to be the usual charge level made for it in the geographic area where it is furnished. 
 
In determining the recognized charge for a service or supply that is: 
 
 Unusual; or 
 Not often provided in the geographic area; or 
 Provided by only a small number of providers in the geographic area;  


 
Aetna may take into account factors, such as: 
 
 The complexity;  
 The degree of skill needed;  
 The type of specialty of the provider;  
 The range of services or supplies provided by a facility; and 
 The recognized charge in other geographic areas. 


 
In some circumstances, Aetna may have an agreement with a provider (either directly, or indirectly through a third 
party) which sets the rate that Aetna will pay for a service or supply. In these instances, in spite of the methodology 
described above, the recognized charge is the rate established in such agreement. 
 







     


 
 40 


As used above, the term “geographic area” means a Prevailing HealthCare Charges System (PHCS) expense area 
grouping. Expense areas are defined by the first three digits of the U.S. Postal Service zip codes. If the volume of 
charges in a single three digit zip code is sufficient to produce a statistically valid sample, an expense area is made up 
of a single three digit zip code. If the volume of charges is not sufficient to produce a statistically valid sample, two or 
more three digit zip codes are grouped to produce a statistically valid sample. When it is necessary to group three digit 
zip codes, PHCS never crosses state lines. This data is produced semi-annually. Current procedure codes that have 
been developed by the American Medical Association, the American Dental Association, and the Centers for 
Medicare and Medicaid Services are utilized. 
 
R.N. 
A registered nurse. 
 


S (GR-9N 34-095-02) (GR-9N 34-090 01-NY) 
 
Service Area 
This is the geographic area, as determined by Aetna, in which network providers for this plan are located. 
 
Specialist 
A physician who practices in any generally accepted medical or surgical sub-specialty. 
 
Specialist Dentist 
Any dentist who, by virtue of advanced training is board eligible or certified by a Specialty Board as being qualified to 
practice in a special field of dentistry. 
 
Specialty Care 
Health care services or supplies that require the services of a specialist. 
 







Confidentiality Notice 
Aetna considers personal information to be confidential and has policies and procedures in place to protect it against 
unlawful use and disclosure. By "personal information," we mean information that relates to a member's physical or 
mental health or condition, the provision of health care to the member, or payment for the provision of health care or 
disability or life benefits to the member. Personal information does not include publicly available information or 
information that is available or reported in a summarized or aggregate fashion but does not identify the member 
 
When necessary or appropriate for your care or treatment, the operation of our health, disability or life insurance 
plans, or other related activities, we use personal information internally, share it with our affiliates, and disclose it to 
health care providers (doctors, dentists, pharmacies, hospitals and other caregivers), payors (health care provider 
organizations, employers who sponsor self-funded health plans or who share responsibility for the payment of 
benefits, and others who may be financially responsible for payment for the services or benefits you receive under 
your plan), other insurers, third party administrators, vendors, consultants, government authorities, and their 
respective agents. These parties are required to keep personal information confidential as provided by applicable law. 
In our health plans, participating network providers are also required to give you access to your medical records 
within a reasonable amount of time after you make a request. 
 
Some of the ways in which personal information is used include claim payment; utilization review and management; 
medical necessity reviews; coordination of care and benefits; preventive health, early detection, vocational 
rehabilitation and disease and case management; quality assessment and improvement activities; auditing and anti-
fraud activities; performance measurement and outcomes assessment; health, disability and life claims analysis and 
reporting; health services, disability and life research; data and information systems management; compliance with 
legal and regulatory requirements; formulary management; litigation proceedings; transfer of policies or contracts to 
and from other insurers, HMOs and third party administrators; underwriting activities; and due diligence activities in 
connection with the purchase or sale of some or all of our business. We consider these activities key for the operation 
of our health, disability and life plans. To the extent permitted by law, we use and disclose personal information as 
provided above without member consent. However, we recognize that many members do not want to receive 
unsolicited marketing materials unrelated to their health, disability and life benefits. We do not disclose personal 
information for these marketing purposes unless the member consents. We also have policies addressing 
circumstances in which members are unable to give consent. 
 
To obtain a copy of our Notice of Privacy Practices, which describes in greater detail our practices concerning use and 
disclosure of personal information, please call the toll-free Member Services number on your ID card or visit our 
Internet site at www.aetna.com. 
 







     


      


Additional Information Provided by 
 


Sarah Lawrence College 
 
The following information is provided to you in accordance with the Employee Retirement Income Security Act of 
1974 (ERISA). It is not a part of your booklet-certificate. Your Plan Administrator has determined that this 
information together with the information contained in your booklet-certificate is the Summary Plan Description 
required by ERISA. 
 
In furnishing this information, Aetna is acting on behalf of your Plan Administrator who remains responsible for 
complying with the ERISA reporting rules and regulations on a timely and accurate basis. 
 
Name of Plan: 
Sarah Lawrence College - Health Plan 
 
Employer Identification Number: 
23-7223216 
 
Plan Number: 
509 
 
Type of Plan: 
Welfare 
 
Type of Administration: 
Group Insurance Policy with: 
 


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 


 
Plan Administrator: 
Sarah Lawrence College 
1 Mead Way 
Bronxville, NY  10708-5999 
Telephone Number: (914) 395-2365 
 
Agent For Service of Legal Process: 
Sarah Lawrence College 
1 Mead Way 
Bronxville, NY  10708-5999 
 
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 written instrument signed by the person designated by the 
Plan Administrator. 
 







     


      


ERISA Rights 
As a participant in the group insurance plan you are entitled to certain rights 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 summary annual 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 
coverage rights. 
 
Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health plan, 
if you have creditable coverage from another plan. You should be provided a certificate of creditable coverage, free of 
charge, from your group health plan or health insurance issuer when you lose coverage under the Plan, when you 
become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you 
request it before losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of 
creditable coverage, you may be subject to preexisting condition exclusion for 12 months after your enrollment date in 
your coverage under this Plan. Contact your Plan Administrator for assistance in obtaining a certificate of creditable 
coverage. 
 
Prudent Actions by Plan Fiduciaries 
In addition to creating rights for plan participants, ERISA imposes 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 way to 
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, and to appeal any denial, all within certain time 
schedules. 
 
Under ERISA there 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 $ 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 suit in a state or federal 
court. In addition, if you disagree with the Plan’s decision or lack thereof concerning the status of a 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 
sued to 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. 
 
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 such approved 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 date you are required to make any contribution and you fail to do so. 
 The date your Employer determines your approved FMLA leave is terminated. 
 The date the coverage involved 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 to be 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 return to 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. 
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Schedule of Benefits 
(GR-29N 01-01-01NY) 
 
Applies to the Alternate Dental Coverage (Comprehensive Dental Expense Coverage) 
 
Employer: Sarah Lawrence College 
 
Group Policy Number: GP-875727 
 
Issue Date: February 9, 2011 
Effective Date: November 1, 2010 
Schedule: 4A 
Cert Base: 4 
 
For: Freedom of Choice - PPO Dental Plan 
 
This is an ERISA plan, and you have certain rights under this plan. Please contact your Employer for additional 
information. 
 


Comprehensive Dental Plan (PPO) 
 
Schedule of Comprehensive Dental Benefits (GR-9N-S-21-005-01) 
PLAN FEATURES NETWORK OUT-OF-NETWORK 
Calendar Year 
Deductible 
 


Individual $75 
Family $225 
 


Individual $75 
Family $225 
 


 
The calendar year deductible applies to all covered expenses except Type A Expenses. 
 
(GR-9N-S-21-010-01-NY) 
Please refer to the listing of covered expenses and the percentage payable appearing below. The percentage the plan 
will pay varies by the type of expense. 
 
PLAN COINSURANCE NETWORK COINSURANCE OUT-OF-NETWORK 


COINSURANCE 
Type A Expenses 
 


80% 80% 


Type B Expenses 
 


50% 50% 


Type C Expenses 
 


50% 50% 


 
Calendar Year Maximum Benefit (GR-9N-S-21-010-01-NY) 
Calendar Year Maximum:  $1,500 
 
The most the plan will pay for covered expenses incurred by any one covered person in a Calendar Year is called the 
Calendar Year Maximum Benefit. 
 
The Calendar Year maximum benefit applies to network and out-of-network covered dental expenses combined. 
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Expense Provisions (GR-9N S-09-05-01 NY) 
 
The following provisions apply to your health expense plan. 
This section describes cost sharing features, benefit maximums and other important provisions that apply to your 
Plan. The specific cost sharing features and the applicable dollar amounts or benefit percentages are contained in the 
attached health expense sections of this Schedule of Benefits. 
 
The insurance described in this Schedule of Benefits is underwritten by Aetna Life Insurance Company, policy form GR-
29N. 
 
Keep This Schedule of Benefits With Your Booklet-Certificate. 
 
Deductible Provisions (GR-9N S-09-05-01 NY) 
 
Network Calendar Year Deductible 
This is an amount of network covered expenses incurred each Calendar Year for which no benefits will be paid. 
The network Calendar Year deductible applies separately to you and each of your covered dependents. After 
covered expenses reach the network Calendar Year deductible, the plan will begin to pay benefits for covered 
expenses for the rest of the Calendar Year. 
 
Out-of-Network Calendar Year Deductible 
This is an amount of out-of-network covered expenses incurred each Calendar Year for which no benefits will be 
paid. The out-of-network Calendar Year deductible applies separately to you and each of your covered dependents. 
After covered expenses reach the out-of-network Calendar Year deductible, the plan will begin to pay benefits for 
covered expenses for the rest of the Calendar Year. 
 
Covered expenses applied to the out-of-network deductible will be applied to satisfy the network deductible and 
covered expenses applied to the network deductible will be applied to satisfy the out-of-network deductible. 
 
Network Family Deductible Limit 
When you incur network covered expenses that apply toward the network Calendar Year deductibles for you and 
each of your covered dependents these expenses will also count toward the network Calendar Year family 
deductible limit. Your network family deductible limit will be considered to be met for the rest of the Calendar 
Year once the combined covered expenses reach the network family deductible limit in a Calendar Year. 
 
Out-of-Network Family Deductible Limit 
When you incur out-of-network covered expenses that apply toward the out-of-network Calendar Year 
deductibles for you and each of your covered dependents these expenses will also count toward the out-of-network 
Calendar Year family deductible limit. Your out-of-network family deductible limit will be considered to be met for 
the rest of the Calendar Year once the combined covered expenses reach the out-of-network family deductible 
limit in a Calendar Year. 
 
Covered expenses applied to the out-of-network deductible will be applied to satisfy the network deductible and 
covered expenses applied to the network deductible will be applied to satisfy the out-of-network deductible. 
 
Coinsurance Provisions (GR-9N S-09-020 01) 
 
Coinsurance 
This is the percentage of your covered expenses that the plan pays and the percentage of covered expenses that 
you pay. The percentage that the plan pays is referred to as the “Plan Coinsurance”. Once applicable deductibles 
have been met, your plan will pay a percentage of the covered expenses, and you will be responsible for the rest of 
the costs. The coinsurance percentage may vary by the type of expense. Refer to your Schedule of Benefits for 
coinsurance amounts for each covered benefit. 
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Maximum Benefit Provisions (GR-9N S-09-025 01) 
 
Calendar Year Maximum Benefit 
The most the plan will pay for covered expenses incurred by any one covered person in a Calendar Year is called the 
Calendar Year maximum benefit. 
 
The Calendar Year maximum benefit will not deny benefits for certain covered expenses in any one Calendar Year. 
 
The Calendar Year maximum benefit applies to network care and out-of-network care expenses combined. 
 


General (GR-9N S-28-01 01) 
 
This Schedule of Benefits replaces any similar Schedule of Benefits previously in effect under your plan of benefits. 
Requests for coverage other than that to which you are entitled in accordance with this Schedule of Benefits cannot 
be accepted. This Schedule is part of your Booklet-Certificate and should be kept with your Booklet-Certificate form 
GR-9N. Coverage is underwritten by Aetna Life Insurance Company. 
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What is Phased Retirement? 


Phased Retirement k'ts you work 


on 50'X) nf a full-time schedule


fur up tu three years from the start 


of Phased Retirement- while 


rccci\'in .~ 65% of yuur base salary, 


plus llther benefits. If yuu already 


wurk p;Ht time, yuu will cuntinue 


on your current schedule hut will 


he paid 65'){) uf base salary. 


If yuu elect Phased Retirement, 


you must retire as uf any July)[ 


within three academic years uf the 


start llf your Phased Retirement. 


Phased Retirement 
To be eligible for Phased Retirement, you must meet the following 


requirements as of the July 31 when your Phased Retirement starts: 


• You must be a tenured faculty member 


• You must be age 62 or older, and 


• You must havelO or more year~ of service with the College. 


What's Included 
If you choose this option, you will teach half time (i.e., a two (2) day schedule 


all year) for a maximum of three academic years from the start of Phased 


Retirement, after which you must retire. During Phased Retirement, you will 


receive: 


• 65% of your full-time base salary, plus any usual salary increases 


(Note: If you currently work part time on 50% schedule and you elect this 


option, you will continue to work 50% of a full-time schedule with your base 


salary increasing to 65% of your full-time-equivalent base salary.) 


• Coverage under all active employee health insurance benefits (medical, 


dental, vision) for you, your spouse or domestic partner, and your eligible 


dependents, in which you are enrolled when Phased Retirement starts, 


• Retirement Plan contributions based on 65% of your full-time equivalent 


base salary, and 


• Life insurance coverage based on 100% of your pre-Phased Retirement 


base salary. 


When you actually retire: 


• You and your spouse or domestic partner will be eligible for subsidized 


post-65 retiree medical insurance upon reaching age 65 and becoming 


eligible for Medicare, and 


• You will maintain a continuing connection with Sarah Lawrence through 


membership in the Professor Emeritus Society for Retired Faculty as 


described on the following page. 





		Translation Services Notice

		ATTACHMENT 1 - Health EPO

		A-1b SLC Health EPO Certificate and Riders

		A,B,D,E-all c Phased Retirement Program Flyer





		D-2b FOC-PPO Certificate 875727-focppo book [[November 1, 2010]]

		D-2c FOC-PPO 875727-focppo sob Sch of Bene

		D,E-all c Phased Retirement Program Flyer (already attached to health and life)






Notice to Employees of 


Sarah Lawrence College 
(the "Customer") 


Interpreter and Translation Services 
You may contact Member Services at the toll-free telephone number listed on your I.D. card to receive information on 
interpreter and translation services related to administrative procedures. A TDD# for the hearing impaired is also available. 


French 


Services d'interpretation et de traduction 
Vous pouvez contacter les services aux membres au numero de telephone sans frais indique sur votre carte d'identification 
pour recevoir de !'information sur les services d'interpretation et de traduction se rapportant aux procedures administratives. 
Les professionnels du service a Ia clientele Aetna ont acces a des services de traduction par le biais des services linguistiques 
telephoniques de AT&T. Un numero de telephone ATME est aussi disponible pour les malentendants. 


Greek 


Y 1t11 pscns~ Ms'ta~pacrsro~ 
rw: va A.apE'tE 7tAT)po$optEc; ocmv a$opa 'tCOV U7tTJpE<HCOV flUe; 
flE'ta$pacr~:coc; crx~:nKa f!E 'tTJY Ota8tKacrta 8tolKTJ'tlKTJ, fl1tOpEnE va 
Epxocracr't£ cr~: ~:na$TJ f!E 'tTJV YnTJpEma yta 1:a MEATJ cr1:ov apt9f!o 
(xpcotc; 8to8ta) 7tOU pptcrKf:'tat E7tUVCO <r'tTJV E~aKptpcocrT) crac; 
'taUW'tTJ'tac;. Ot ~:nayy~:A.f!a'tlKOl unaAATJAOL (1:ou 'tflTJflU'toc; 'tTJc; 
AE'tYa 'tO 07t010 avacrxoA.~:nat f!E 'touc; 7tEAU'tEc;) fl1tOpouv va 
XPTJ<rlfl07totouv 'tTJV f!E'ta$pacrnKTJ U7tTJpEma 'tTJc; E'tatpEtac; AT&T. 


Italian 


Servizi di traduzione e di interpretariato 
Per ottenere informazioni sui servizi di traduzione e interpretariato connessi a procedure amministrative, potete rivolgervi al 
Servizio Membri chiamando il numero di linea verde indicato sulla vostra carta di ID. I professionisti del servizio clientela 
della Aetna hanno accesso ai servizio di traduzione della linea linguistica della AT&T. E anche disponibile un No TDD per 
deboli di udito. 


Portuguese 
Servi.;os de Interprete e de Tradu.;ao 
Voce podera entrar em contato com os Servi<;os dos Associados ao telefone livre de tarifa indicado no seu cartao de 
identifica<;ao para obter informa<;oes sobre servi<;os de interprete e de tradu<;ao com rela<;ao aos procedimentos 
administrativos. Os profissionais dos servi<;os aos clientes tern acesso aos servi<;os de tradu<;ao atraves da Jinha de idiomas da 
AT&T. Existe tambem uma linha TDD para quem tern dilficuldades com a audi<;ao. 


Russian 


M -::K! re- c:C pa.m :a r -:,: ,! ·s. :c .r :t. f:Jl :eSc: rr;t:scu =ra H: n .a: 'rJ n~ s: ,.c-o:r:s: 


yna.c:s::aH:f.t'·CM:} .. e:a :a-·a:mt:':il ·q_n-e:H:c!:-~Joii s:aprc,-qK-5. 
n n:: :nH 


n:n:u ,: 


Spanish 


Servicio de Interprete y Traduccion 


~)5- ;;:· .:"!~,.-:&:~ n ·:;:a :a: :tt-:rz Knit e:_H rr;; s· 11 J\1 ·E: r.:·-:r 
e :.:· r -: .]:- -·'I :a .K:<E: <t yc -r p c !1 c r ·a, c- : B _Jf-511 


Usted puede ponerse en contacto con Servicios a Miembros, a! numero de telefono gratis que aparece en su tarjeta de 
identificaci6n para recibir informacion sobre servicios de interprete y traducci6n relativo a los procedimientos 
administrativos. Los profesionales de servicio a clientes de Aetna tienen acceso a los servicios de traducci6n por medio de la 
linea de idiomas de AT&T. Ademas hay un numero de TDD para las personas con impedimento de audici6n. 







Haitian-Creole 
Sevis intepret ak tradikte 
Ou kapab pran kontak avek Sevis pou manm-yo si ou rele nimewo telefon gratis ki sou kat I.D.-ou-a (idantifikasyon) pou ou 
jwenn ranseyman sou sevis intepret ak tradikte konsenan pwosedi administratif. Pwofesyonnel nan sevis kliyan "Aetna" gen 
mwaydenjwenn sevis tradiksyon nan "AT&T language line" (sevis lang AT&T). Yon nimewo TDD disponnib tou pou 
moun ki pa tande byen. 


Lao 
l'1uUW:11'1UlJ'1UW"1lii'1CCQ~:n'1UCCtlW'1l:l!'1 


Cambodian 


'Mtl R!! &~nun &t,t5 m nn 


ifnmtHn l'i9 .e&Mtl nt!MY'lan mt!frumus il ii fiii&a tarur;mrl &rum ii nhmlimfJ 
Cit "'"'t C"v I 


fin &flf!t!f!frlHlmY'IS uti &Mfrfit!GtifiUFiG1JUfllft51 G8ru!rlfi9.es.e1amiitr;.emf '1 
Clli f.J ... -. Gli 


~nrlSl!] filfG~fi &Mtl fi!!GSfffigdsm fJ Aetna Y1 St!&tt]lYI rum &6Utr fiJ!Ufi &tu 


Chinese 


=I~&¥~n!Uj§ 


~~~a~•rr~~~-fi~~~~••~••••a•R•a 
~ • J.-YJ~ 1~.fEI)Cf;i. 1m 'flml!Rff; (:J·~ D ~ & ifF~ ff~$J~ J:l§R o AetnaA"J~ 


~fflp}j~:f9tAffii{JefflAT&Tililf~f:Wf.* (AT&T Language Line) 8'1lfm§! 
!~t;fi o ~~ fl -111 ~ F~j ~~ }J tif!~@E 89 ffl p :!:tE#tft'JTDD~ftli!j o 


Arabic 
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Preface   
 
Aetna Life Insurance Company (ALIC) is pleased to provide you with this Booklet-Certificate. Read this Booklet-Certificate 
carefully. The plan is underwritten by Aetna Life Insurance Company of Hartford, Connecticut (referred to as Aetna). 
 
This Booklet-Certificate is part of the Group Insurance Policy between Aetna Life Insurance Company and the Policyholder. 
The Group Insurance Policy determines the terms and conditions of coverage. Aetna agrees with the Policyholder to 
provide coverage in accordance with the conditions, rights, and privileges as set forth in this Booklet-Certificate. The 
Policyholder selects the products and benefit levels under the plan. A person covered under this plan and their 
covered dependents are subject to all the conditions and provisions of the Group Insurance Policy. 
 
The Booklet-Certificate describes the rights and obligations of you and Aetna, what the plan covers and how benefits are 
paid for that coverage. It is your responsibility to understand the terms and conditions in this Booklet-Certificate. Your 
Booklet-Certificate includes the Schedule of Benefits and any amendments or riders. 
 
If you become insured, this Booklet-Certificate becomes your Certificate of Coverage under the Group Insurance Policy, and it 
replaces and supersedes all certificates describing similar coverage that Aetna previously issued to you. 
 
Group Policyholder: Sarah Lawrence College 
Group Policy Number: GP-875727 
Effective Date: November 1, 2010 
Issue Date: February 9, 2011 
Booklet-Certificate Number: 5 
 


 
 


Ronald A. Williams 
Chairman, Chief Executive Officer and President 
 
Aetna Life Insurance Company 
(A Stock Company) 
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Important Information Regarding Availability of Coverage (GR-9N 02-005 02)  
No services are covered under this Booklet-Certificate in the absence of payment of current premiums subject to the 
Grace Period and the Premium section of the Group Insurance Policy. 
 
Unless specifically provided in any applicable termination or continuation of coverage provision described in this 
Booklet-Certificate or under the terms of the Group Insurance Policy, the plan does not pay benefits for a loss or claim for a 
health care, medical or dental care expense incurred before coverage starts under this plan. 
 
This plan will not pay any benefits for any claims, or expenses incurred after the date this plan terminates. 
 
This provision applies even if the loss, or expense, was incurred because of an accident, injury or illness that 
occurred, began or existed while coverage was in effect.  
 
Please refer to the sections, “Termination of Coverage (Extension of Benefits)” and “Continuation of Coverage” for more details 
about these provisions. 
 
Benefits may be modified during the term of this plan as specifically provided under the terms of the Group Insurance 
Policy or upon renewal. If benefits are modified, the revised benefits (including any reduction in benefits or elimination 
of benefits) apply to any expenses incurred for services or supplies furnished on or after the effective date of the plan 
modification. There is no vested right to receive any benefits described in the Group Insurance Policy or in this Booklet-
Certificate beyond the date of termination or renewal including if the service or supply is furnished on or after the 
effective date of the plan modification, but prior to your receipt of amended plan documents. 
 


Coverage for You and Your Dependents  
 


Health Expense Coverage   
 
Benefits are payable for covered health care expenses that are incurred by you or your covered dependents while 
coverage is in effect. An expense is “incurred” on the day you receive a health care service or supply. 
 
Coverage under this plan is non-occupational. Only non-occupational injuries and non-occupational illnesses are 
covered. 
 
Refer to the What the Plan Covers section of the Booklet-Certificate for more information about your coverage. 
 
Treatment Outcomes of Covered Services   
Aetna is not a provider of health care services and therefore is not responsible for and does not guarantee any results 
or outcomes of the covered health care services and supplies you receive. Except for Aetna RX Home Delivery LLC, 
providers of health care services, including hospitals, institutions, facilities or agencies, are independent contractors 
and are neither agents nor employees of Aetna or its affiliates. 
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When Your Coverage Begins  
(GR-9N 29-005-01-NY) 


 


 Who Can Be Covered 
 
 How and When to Enroll 
 
 When Your Coverage Begins 
 


 
Throughout this section you will find information on who can be covered under the plan, how to enroll and what to 
do when there is a change in your life that affects coverage. In this section, “you” means the employee. 
 


Who Can Be Covered  
 
Employees  
To be covered by this plan, the following requirements must be met:  
 
 You will need to be in an “eligible class”, as defined below; and 
 You will need to meet the “eligibility date criteria” described below. 


 
Eligible Classes  
You are in an eligible class if: 
 
 You are a regular full-time employee, as defined by your employer. 


 
Determining When You Become Eligible  
You become eligible for the plan on your eligibility date, which is determined as follows. 
 
On the Effective Date of the Plan 
If you are in an eligible class on the effective date of this plan, your coverage eligibility date is the effective date of the 
plan. 
 
After the Effective Date of the Plan 
If you are hired after the effective date of this plan, your coverage eligibility date is the date you are hired. 
 
If you enter an eligible class after the effective date of this plan, your coverage eligibility date is the date you enter the 
eligible class. 
 
Obtaining Coverage for Dependents (GR-9N-29-010-02 NY)  
Your dependents can be covered under your plan. You may enroll the following dependents:  
 
 Your legal spouse; or 
 Your domestic partner who meets the rules set by your employer; and 
 Your dependent children. 


 
Aetna will rely upon your employer to determine whether or not a person meets the definition of a dependent for 
coverage under the plan. This determination will be conclusive and binding upon all persons for the purposes of this 
plan. 
 
Coverage for Domestic Partner (GR-9N 29-010 01-NY) 
To be eligible for coverage, you and your domestic partner will need to complete and sign a Declaration of Domestic 
Partnership. 
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Coverage for Dependent Children (GR-9N-29-010-02 NY)  
To be eligible, a dependent child must be: 
 
 Unmarried; and 
 Under 19 years of age; or 
 Under age 25, as long as he or she is a full-time student at an accredited institution of higher education and solely 


depends on your support*. 
 
*Note: Proof of full-time student status is required each year. This means that the child is enrolled as an 
undergraduate student with a total course load of at least 12 credits or is enrolled as a graduate student with a total 
course load of at least 9 credits. 
 
An eligible dependent child includes:  
 
 Your biological children; 
 Your stepchildren; 
 Your legally adopted children; 
 Your foster children, including any children placed with you for adoption; 
 Any children for whom you are responsible under court order; 
 Your grandchildren in your court-ordered custody; and 
 Any other child who lives with you in a parent-child relationship. 


 
Coverage for a handicapped child may be continued past the age limits shown above. See Handicapped Dependent 
Children for more information. 
 
Important Reminder 
Keep in mind that you cannot receive coverage under this Plan as: 
 
 Both an employee and a dependent; or 
 A dependent of more than one employee. 


 


How and When to Enroll (GR-9N 29-015 03 NY)  
 
Initial Enrollment in the Plan  
You will be provided with plan benefit and enrollment information when you first become eligible to enroll. To 
complete the enrollment process, you will need to provide all requested information for yourself and your eligible 
dependents. You will also need to agree to make required contributions for any contributory coverage. Your employer 
will determine the amount of your plan contributions, which you will need to agree to before you can enroll. 
Remember plan contributions are subject to change.  
 
You will need to enroll within 31 days of your eligibility date. 
 
Newborns are automatically covered for 31 days after birth. To continue coverage after 31 days, you will need to 
complete a change form and return it to your employer within the 31-day enrollment period. 
 
Annual Enrollment  
During the annual enrollment period, you will have the opportunity to review your coverage needs for the upcoming 
year. During this period, you have the option to change your coverage. The choices you make during this annual 
enrollment period will become effective the following year. 
 
If you do not enroll yourself or a dependent for coverage when you first become eligible, but wish to do so later, you 
will need to do so during the next annual enrollment period. 
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When Your Coverage Begins   
 
Your Effective Date of Coverage  
Your coverage takes effect on the later of: 
 
 The date you are eligible for coverage; and 
 The date you return your completed enrollment information. 


 
If you do not return your completed enrollment information within 31 days of your eligibility date, the rules under 
Rules and Limits That Apply to the Dental Plan section will apply. 
 
Your Dependent’s Effective Date of Coverage  
Your dependent’s coverage takes effect on the same day that your coverage becomes effective, if you have enrolled 
them in the plan by then. 
 
Note: New dependents need to be reported to Aetna within 31 days because they may affect your contributions. 
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Requirements For Coverage (GR-9N S-09-005-01 NY)  
 
To be covered by the plan, services and supplies must meet all of the following requirements:  
 
1. The service or supply must be covered by the plan. For a service or supply to be covered, it must: 
 


 Be included as a covered expense in this Booklet-Certificate; 
 Not be an excluded expense under this Booklet-Certificate. Refer to the Exclusions sections of this Booklet-


Certificate for a list of services and supplies that are excluded; 
 Not exceed the maximums and limitations outlined in this Booklet-Certificate. Refer to the What the Plan 


Covers section and the Schedule of Benefits for information about certain expense limits; and 
 Be obtained in accordance with all the terms, policies and procedures outlined in this Booklet-Certificate. 


 
2. The service or supply must be provided while coverage is in effect. See the Who Can Be Covered, How and When to 


Enroll, When Your Coverage Begins, When Coverage Ends and Continuation of Coverage sections for details on when 
coverage begins and ends. 


 
3. The service or supply must be medically necessary. To meet this requirement, the dental service or supply must 


be provided by a physician, or other health care provider or dental provider, exercising prudent clinical 
judgment, to a patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease 
or its symptoms. The provision of the service or supply must be: 


 
(a) In accordance with generally accepted standards of dental practice; 
(b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient’s illness, injury or disease; and 
(c) Not primarily for the convenience of the patient, physician or dental provider or other health care 


provider; 
(d) And not more costly than an alternative service or sequence of services at least as likely to produce equivalent 


therapeutic or diagnostic results as to the diagnosis or treatment of that patient’s illness, injury, or disease. 
 
For these purposes “generally accepted standards of dental practice” means standards that are based on credible 
scientific evidence published in peer-reviewed dental literature generally recognized by the relevant dental community, 
or otherwise consistent with physician or dental specialty society recommendations and the views of physicians or 
dentists practicing in relevant clinical areas and any other relevant factors. 
 
Clinical Review Criteria Requests  
If you or your covered dependent needs additional information on a specific clinical issue, you may request a clinical 
review criteria by submitting written request to Aetna. The written request must contain the following information:  
 
 Person’s name; address; and telephone number. 
 A request for the clinical review criteria; which Aetna would utilize in making a coverage determination involving 


a specific condition, treatment or device. 
 
The written request should be sent to the following address:  
 
Aetna 
CRC Requests - Mail Code: F074 
3 Independence Way 
Princeton, N.J. 08540 
 
Aetna will take into consideration the person’s individual situation in applying the clinical review criteria. 
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For questions, or further assistance, the person should call the Customer Services toll-free telephone number shown 
in the Identification Card. 
 
Important Note 
Not every service or supply fitting the definition for medical necessity is covered by the plan. Exclusions and 
limitations apply to certain dental services, supplies and expenses. For example some benefits are limited to a certain 
number of days, visits or a dollar maximum. Refer to your What the Plan Covers and Schedule of Benefits for the plan limits 
and maximums. 
 
In case of a denial of coverage, you have full advantage of all appeal rights available under New York State insurance 
law. 
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How Your Aetna Dental 
Plan Works 
(GR-9N 16-005-01) 


 


 Common Terms 
 
 What the Plan Covers 
 
 Rules that Apply to the Plan 
 
 What the Plan Does Not Cover 
 


 


Understanding Your Aetna Dental Plan  
 
It is important that you have the information and useful resources to help you get the most out of your Aetna dental 
plan. This Booklet-Certificate explains: 
 
 Definitions you need to know; 
 How to access care, including procedures you need to follow;  
 What services and supplies are covered and what limits may apply; 
 What services and supplies are not covered by the plan; 
 How you share the cost of your covered services and supplies; and 
 Other important information such as eligibility, complaints and appeals, termination, continuation of coverage 


and general administration of the plan. 
 
This Booklet-Certificate describes a dental program with two options: 
 
 The first option is a managed dental plan. You must live or work inside the service area to be eligible for this 


option. 
 The second option is an alternate dental plan. 


 
You may choose either plan, but you cannot be covered for both at the same time. 
 
The choice you make for your coverage also applies to your covered dependents. You may request a switch from one 
plan to the other. Just call the telephone number on your ID Card. The change will be effective as follows: 
 
 If Aetna receives a request on or before the 15th day of the month; the change will be effective on the first day of 


the next month. 
 If Aetna receives a request after the 15th day of the month; the change will be effective on the first day of the 


month following the next month. 
 Once the change is effective, your benefits are subject to all the terms and conditions of the plan under which you 


are covered. The terms and conditions of the plan under which you were covered immediately before the change 
in coverage no longer apply. However, dollar maximums or frequency limitations for services or supplies obtained 
under the prior plan will also be applied to coverage under the current plan. 


 
Important Notes: 
Unless otherwise indicated, "you" refers to you and your covered dependents. 
 
This Booklet-Certificate applies to coverage only and does not restrict your ability to receive covered expenses that are 
not or might not be covered expenses under this dental plan. 
 
Store this Booklet-Certificate in a safe place for future reference. 
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Getting Started: Common Terms (GR-9N 16-010-01)  
 
Many terms throughout this Booklet-Certificate are defined in the Glossary Section at the back of this document. 
Defined terms appear in bolded print. Understanding these terms will also help you understand how your plan works 
and provide you with useful information regarding your coverage. 
 


About the Comprehensive Dental Plan (GR-9N 16-030 01)  
 
This dental plan covers a wide range of necessary dental services and supplies. You have the freedom to choose the 
dental provider of your choice. 
 
The comprehensive dental plan begins to pay benefits after you satisfy a deductible. 
 
You share the cost of covered services and supplies by paying a portion of certain expenses (your coinsurance). 
 
If your dentist charges more than the recognized charge, you must also pay any expenses above the recognized 
charge. 
 
You must file a claim to receive reimbursement from the plan. 
 
Important Reminder 
Refer to the Schedule of Benefits for details about any deductibles, coinsurance and maximums that apply. 
 


Getting an Advance Claim Review (GR-9N 16-035-01) 
 
The purpose of the advance claim review is to determine, in advance, the benefits the plan will pay for proposed 
services. Knowing ahead of time which services are covered by the plan, and the benefit amount payable, helps you 
and your dentist make informed decisions about the care you are considering. 
 
Important Note 
The pre-treatment review process is not a guarantee of benefit payment, but rather an estimate of the amount or 
scope of benefits to be paid. 
 
When to Get an Advance Claim Review  
An advance claim review is recommended whenever a course of dental treatment is likely to cost more than $350. Ask 
your dentist to write down a full description of the treatment you need, using either an Aetna claim form or an ADA 
approved claim form. Then, before actually treating you, your dentist should send the form to Aetna. Aetna may 
request supporting x-rays and other diagnostic records. Once all of the information has been gathered, Aetna will 
review the proposed treatment plan and provide you and your dentist with a statement outlining the benefits payable 
by the plan. You and your dentist can then decide how to proceed. 
 
The advance claim review is voluntary. It is a service that provides you with information that you and your dentist 
can consider when deciding on a course of treatment. It is not necessary for emergency treatment or routine care such 
as cleaning teeth or check-ups. 
 
In determining the amount of benefits payable, Aetna will take into account alternate procedures, services, or courses 
of treatment for the dental condition in question in order to accomplish the anticipated result. (See Benefits When 
Alternate Procedures Are Available for more information on alternate dental procedures.) 
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What is a Course of Dental Treatment? 
A course of dental treatment is a planned program of one or more services or supplies. The services or supplies are 
provided by one or more dentists to treat a dental condition that was diagnosed by the attending dentist as a result 
of an oral examination. A course of treatment starts on the date your dentist first renders a service to correct or treat 
the diagnosed dental condition. 
 


What The Plan Covers (GR-9N 18-005-01)  
 
Comprehensive Dental Plan  
Schedule of Benefits for the Comprehensive Dental Plan  
Comprehensive Dental is merely a name of the benefits in this section. The plan does not pay a benefit for all dental 
care expenses you incur. 
 
Important Reminder 
Your dental services and supplies must meet the following rules to be covered by the plan: 
 
 The services and supplies must be medically necessary. 
 The services and supplies must be covered by the plan. 
 You must be covered by the plan when you incur the expense. 


 
Covered expenses include charges made by a dentist for the services and supplies that are listed in the dental care 
schedule as shown in the Schedule of Benefits. 
 
The next sentence applies if: 
 
 A charge is made for an unlisted service given for the dental care of a specific condition; and 
 The list includes one of more services that, under standard practices, are separately suitable for the dental care of 


that condition. 
 
In that case, the charge will be considered to have been made for a service in the list that Aetna determines would 
have produced a professionally acceptable result. 
 
Dental Care Schedule  
The dental care schedule is a list of dental expenses that are covered by the plan. There are several categories of 
covered expenses: 
 
 Preventive 
 Diagnostic 
 Restorative 
 Oral surgery 
 Endodontics 
 Periodontics 


 
These covered services and supplies are grouped as Type A, Type B or Type C. 
 
Important Reminder (GR-9N 18-010-04) 
The deductible, coinsurance and maximums that apply to each type of dental care are shown in the Schedule of 
Benefits. 
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Type A Expenses: Diagnostic and Preventive Care 
 
Visits and X-Rays 
Office visit during regular office hours, for oral examination (limited to 2 visits per year) 
Prophylaxis (cleaning) (limited to 2 treatments per year) 
 Adult 
 Child 
Topical application of fluoride, (limited to one course of treatment per year and to children under age 18) 
Sealants, per tooth (limited to one application every 3 years for permanent molars only, and to children under age 
16) 
Bitewing X-rays (limited to 2 sets per year) 
Complete X-ray series, including bitewings if necessary, or panoramic film (limited to 1 set every 3 years) 
Vertical bitewing X-rays (limited to 1 set every 3 years) 
 
Type B Expenses: Basic Restorative Care 
 
Visits and X-Rays 
Professional visit after hours (payment will be made on the basis of services rendered or visit, whichever is greater) 
Emergency palliative treatment, per visit 
 
X-Ray and Pathology 
Periapical x-rays (single films up to 13) 
Intra-oral, occlusal view, maxillary or mandibular 
Upper or lower jaw, extra-oral 
Biopsy and histopathologic examination of oral tissue 
Diagnostic casts 
 
Oral Surgery 
Extractions 
 Erupted tooth or exposed root 
 Coronal remnants 
 Surgical removal of erupted tooth/root tip 
 Postoperative visit (sutures and complications) after multiple extractions and impaction 
Impacted Teeth 
 Removal of tooth 
Alveolar of Gingival Reconstructions 
 Alveolectomy (edentulous) per quadrant 
 Alveolectomy (in addition to removal of teeth) per quadrant 
 Alveoplasty with ridge extension, per arch 
 Removal of exostosis 
 Excision of hyperplactic tissue per arch 
 Excision of pericoronal gingiva 
Odontogenic Cysts and Neoplasms 
 Incision and drainage of abscess 
 Removal of odontogenic cyst or tumor 
Other Surgical Procedures 
 Sialolithotomy: removal of salivary calculus 
 Closure of salivary fistula 
 Dilation of salivary duct 
 Transplantation of tooth or tooth bud 
 Removal of foreign body from bone (independent procedure) 
 Maxillary sinusotomy for removal of tooth fragment or foreign body 
 Closure of oral fistula of maxillary sinus 
 Sequestrectomy for osteomyelitis or bone abcess, superficial 
 Condylectomy of temporomandibular joint 
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 Meniscectomy of temporomandibular joint 
 Radical resection of mandible with bone graft 
 Crown exposure to aid eruption 
 Removal of foreign body from soft tissue 
 Frenectomy 
 Suture of soft tissue injury 
 Injection of sclerosing agent into temporomandibular joint 
 Treatment of trigeminal neuralgia by injection into second and third divisions 
 
General Anesthesia and Intravenous Sedation (only when medically necessary and only when provided in 
conjunction with a covered surgical procedure) 
 
Periodontics 
Occlusal adjustment (other than with an appliance or by restoration) 
Root planing and scaling, per quadrant (limited to 4 separate quadrants per year) 
Root planing and scaling – 1 to 3 teeth per quadrant (limited to once per site every year) 
Gingivectomy, per quadrant 
Gingivectomy, 1 to 3 teeth per quadrant 
Gingival flap procedure, including root planing - per quadrant 
Gingival flap procedure, including root planing – 1 to 3 teeth per quadrant 
Periodontal maintenance procedures following active therapy (limited to 2 per year) 
Localized delivery of antimicrobial agents 
Osseous surgery (including flap entry and closure), 1 to 3 teeth per quadrant 
Osseous surgery (including flap entry and closure), per quadrant 
Soft tissue graft procedures 
 
Endodontics 
Pulp capping 
Pulpotomy 
Apexification/recalcification 
Apicoectomy 
Root canal therapy including necessary X-rays  
 Anterior 
 Bicuspid 
 Molar 
 
Restorative Dentistry Excludes inlays, crowns (other than prefabricated stainless steel or resin) and bridges. 
(Multiple restorations in 1 surface will be considered as a single restoration.) 
Amalgam restorations 
Resin-based composite restorations 
Sedative fillings 
Pins 
 Pin retention—per tooth, in addition to amalgam or resin restoration 
Crowns (when tooth cannot be restored with a filling material) 
 Prefabricated stainless steel 
 Prefabricated resin crown (excluding temporary crowns) 
Recementation 
 Inlay 
 Crown 
 Bridge 
Repairs: crowns and bridges 
Full and partial denture repairs 
 Broken dentures, no teeth involved 
 Repair cast framework 
 Replacing missing or broken teeth, each tooth 
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Space Maintainers Only when needed to preserve space resulting from premature loss of primary teeth. (Includes 
all adjustments within 6 months after installation.) 
 Fixed (unilateral or bilateral) 
 Removable (unilateral or bilateral) 
 Removable inhibiting appliance to correct thumbsucking 
 Fixed or cemented inhibiting appliance to correct thumbsucking 
Occlusal guard (for bruxism only), limited to 1 every 3 years 
 
Type C Expenses: Major Restorative Care 
 
Restorative. Inlays, onlays, labial veneers and crowns are covered only as treatment for decay or acute traumatic 
injury and only when teeth cannot be restored with a filling material or when the tooth is an abutment to a fixed 
bridge (limited to 1 per tooth every 8 years- see Replacement Rule). 
Inlays/Onlays 
Labial Veneers 
 Laminate-chairside 
 Resin laminate – laboratory 
 Porcelain laminate – laboratory 
Crowns 
 Resin 
 Resin with noble metal 
 Resin with base metal 
 Porcelain/ceramic substrate 
 Porcelain with noble metal 
 Porcelain with base metal 
 Base metal (full cast) 
 Noble metal (full cast) 
 3/4 cast metallic or porcelain/ceramic 
Post and core 
 
Prosthodontics- First installation of dentures and bridges is covered only if needed to replace teeth extracted while 
coverage was in force and which were not abutments to a denture or bridge less than 5 years old. (See Tooth Missing 
But Not Replaced Rule.) Replacement of existing bridges or dentures is limited to 1 every 5 years. (See Replacement 
Rule.) 
Bridge Abutments (See Inlays and Crowns) 
Pontics 
 Base metal (full cast) 
 Noble metal (full cast) 
 Porcelain with noble metal 
 Porcelain with base metal 
 Resin with noble metal 
 Resin with base metal 
Removable Bridge (unilateral) 
 One piece casting, chrome cobalt alloy clasp attachment (all types) per unit, including pontics 
Dentures and Partials (Fees for dentures and partial dentures include relines, rebases and adjustments within 6 
months after installation. Fees for relines and rebases include adjustments within 6 months after installation. 
Specialized techniques and characterizations are not eligible.) 
 Complete upper denture 
 Complete lower denture 
 Partial upper or lower, resin base (including any conventional clasps, rests and teeth) 
 Partial upper or lower, cast metal base with resin saddles (including any conventional clasps, rests and 
teeth) 
 Stress breakers 
 Interim partial denture (stayplate), anterior only 
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 Office reline 
 Laboratory reline 
 Special tissue conditioning, per denture 
 Rebase, per denture 
 Adjustment to denture more than 6 months after installation 
 Adding teeth to existing partial denture  
  Each tooth 
  Each clasp 
 


Rules and Limits That Apply to the Dental Plan (GR-9N-S-20-005-01-NY)  
 
Several rules apply to the dental plan. Following these rules will help you use the plan to your advantage by avoiding 
expenses that are not covered by the plan. 
 
Replacement Rule (GR-9N 20-010-01)  
Crowns, inlays, onlays and veneers, complete dentures, removable partial dentures, fixed partial dentures (bridges) and 
other prosthetic services are subject to the plan's replacement rule. That means certain replacements of, or additions 
to, existing crowns, inlays, onlays, veneers, dentures or bridges are covered only when you give proof to Aetna that: 
 
 While you were covered by the plan, you had a tooth (or teeth) extracted after the existing denture or bridge was 


installed. As a result, you need to replace or add teeth to your denture or bridge. 
 The present crown, inlay and onlay, veneer, complete denture, removable partial denture, fixed partial denture 


(bridge), or other prosthetic service was installed at least 5 years before its replacement and cannot be made 
serviceable. 


 You had a tooth (or teeth) extracted while you were covered by the plan. Your present denture is an immediate 
temporary one that replaces that tooth (or teeth). A permanent denture is needed, and the temporary denture 
cannot be used as a permanent denture. Replacement must occur within 12 months from the date that the 
temporary denture was installed. 


 
Tooth Missing but Not Replaced Rule  
The first installation of complete dentures, removable partial dentures, fixed partial dentures (bridges), and other 
prosthetic services will be covered if: 
 
 The dentures, bridges or other prosthetic services are needed to replace one or more natural teeth that were 


removed while you were covered by the plan; and 
 The tooth that was removed was not an abutment to a removable or fixed partial denture installed during the 


prior 5 years. The extraction of a third molar does not qualify. Any such appliance or fixed bridge must include 
the replacement of an extracted tooth or teeth. 


 
Alternate Treatment Rule (GR-9N-20-015-01)  
Sometimes there are several ways to treat a dental problem, all of which provide acceptable results. When alternate 
services or supplies can be used, the plan's coverage will be limited to the cost of the least expensive service or supply 
that is:  
 
 Customarily used nationwide for treatment, and 
 Deemed by the dental profession to be appropriate for treatment of the condition in question. The service or 


supply must meet broadly accepted standards of dental practice, taking into account your current oral condition. 
 
You should review the differences in the cost of alternate treatment with your dental provider. Of course, you and 
your dental provider can still choose the more costly treatment method. You are responsible for any charges in 
excess of what the plan will cover. 
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Coverage for Dental Work Begun Before You Are Covered by the Plan (GR-9N 20-020-01)  
The plan does not cover dental work that began before you were covered by the plan. This means that the following 
dental work is not covered:  
 
 An appliance, or modification of an appliance, if an impression for it was made before you were covered by the 


plan; 
 A crown, bridge, or cast or processed restoration, if a tooth was prepared for it before you were covered by the 


plan; or 
 Root canal therapy, if the pulp chamber for it was opened before you were covered by the plan. 


 
Coverage for Dental Work Completed After Termination of Coverage  
Your dental coverage may end while you or your covered dependent is in the middle of treatment. The plan does not 
cover dental services that are given after your coverage terminates. There is an exception. The plan will cover the 
following services if they are ordered while you were covered by the plan, and installed within 30 days after your 
coverage ends. 
 
 Inlays; 
 Onlays; 
 Crowns; 
 Removable bridges; 
 Cast or processed restorations; 
 Dentures; 
 Fixed partial dentures (bridges); and 
 Root canals. 


 
"Ordered" means:  
 
 For a denture: the impressions from which the denture will be made were taken. 
 For a root canal: the pulp chamber was opened. 
 For any other item: the teeth which will serve as retainers or supports, or the teeth which are being restored: 


− Must have been fully prepared to receive the item; and 
− Impressions have been taken from which the item will be prepared. 


 
Late Entrant Rule (GR-9N 20-025-01)  
The plan does not cover services and supplies given to a person age 5 or more if that person did not enroll in the 
plan:  
 
 During the first 31 days the person is eligible for this coverage, or 
 During any period of open enrollment agreed to by the Policyholder and Aetna. 


 
This exclusion does not apply to charges incurred:  
 
 After the person has been covered by the plan for 12 months, or 
 As a result of injuries sustained while covered by the plan, or 
 For services listed as Visits and X-rays, Visits and Exams, and X-ray and Pathology in the Dental Care Schedule. 
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What The Comprehensive Dental Plan Does Not Cover (GR 9 N S 28-015 01 
NY) (GR-9N 28-025 01)  
 
Not every dental care service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What the Plan Covers section or by amendment attached to this Booklet-Certificate. In addition, some services are 
specifically limited or excluded. This section describes expenses that are not covered or subject to special limitations. 
 
Any instruction for diet, plaque control and oral hygiene. 
 
Cosmetic services and supplies including plastic surgery, reconstructive surgery, cosmetic surgery, personalization or 
characterization of dentures or other services and supplies which improve alter or enhance appearance, augmentation 
and vestibuloplasty, and other substances to protect, clean, whiten bleach or alter the appearance of teeth; whether or 
not for psychological or emotional reasons; except to the extent coverage is specifically provided in the What the Plan 
Covers section. Facings on molar crowns and pontics will always be considered cosmetic. But this exclusion will not 
apply to dental care or treatment due to accidental injury to sound natural teeth within 12 months of the accident, or 
to dental care or treatment necessary due to a congenital disease or anomaly. 
 
Crown, inlays and onlays, and veneers unless:  
 
 It is treatment for decay or traumatic injury and teeth cannot be restored with a filling material; or 
 The tooth is an abutment to a covered partial denture or fixed bridge. 


 
Dental implants, braces, mouth guards, and other devices to protect, replace or reposition teeth and removal of 
implants. 
 
Dental services and supplies that are covered in whole or in part:  
 
 Under any other part of this plan; or 
 Under any other plan of group benefits provided by the policyholder. 


 
Dentures, crowns, inlays, onlays, bridges, or other appliances or services used for the purpose of splinting, to alter 
vertical dimension, to restore occlusion, or correcting attrition, abrasion, or erosion. 
 
Except as covered in the What the Plan Covers section, treatment of any jaw joint disorder and treatments to alter bite 
or the alignment or operation of the jaw, including temporomandibular joint disorder (TMJ) treatment, orthognathic 
surgery, and treatment of malocclusion or devices to alter bite or alignment. 
 
First installation of a denture or fixed bridge, and any inlay and crown that serves as an abutment to replace 
congenitally missing teeth or to replace teeth all of which were lost while the person was not covered. 
 
General anesthesia and intravenous sedation, unless specifically covered and only when done in connection with 
another necessary covered service or supply. 
 
Orthodontic treatment except as covered in the What the Plan Covers section. 
 
Pontics, crowns, cast or processed restorations made with high noble metals (gold or titanium). 
 
Prescribed drugs; pre-medication; or analgesia. 
 
Replacement of a device or appliance that is lost, missing or stolen, and for the replacement of appliances that have 
been damaged due to abuse, misuse or neglect and for an extra set of dentures. 
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Services and supplies done where there is no evidence of pathology, dysfunction, or disease other than covered 
preventive services. 
 
Services and supplies provided for your personal comfort or convenience, or the convenience of any other person, 
including a provider. 
 
Services and supplies provided in connection with treatment or care that is not covered under the plan. 
 
Space maintainers except when needed to preserve space resulting from the premature loss of deciduous teeth. 
 
Surgical removal of impacted wisdom teeth only for orthodontic reasons. 
 
Treatment by other than a dentist. However, the plan will cover some services provided by a licensed dental hygienist 
under the supervision and guidance of a dentist. These are:  
 
 Scaling of teeth; and 
 Cleaning of teeth. 


 


Additional Items Not Covered By A Health Plan (GR 9 N S 28-025 01 NY) (GR-9N-28-
015-01-NY)  
 
Not every health service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What The Plan Covers section or by amendment attached to this Booklet-Certificate. 
 
Costs for services resulting from the commission of, or attempt to commit a felony by the covered person. 
 
Examinations:  
 
 Any dental examinations:  


 
− required by a third party, including examinations and treatments required to obtain or maintain employment, 


or which an employer is required to provide under a labor agreement; 
− required by any law of a government, securing insurance or school admissions, or professional or other 


licenses; 
− required to travel, attend a school, camp, or sporting event or participate in a sport or other recreational 


activity; and 
− any special medical reports not directly related to treatment except when provided as part of a covered 


service. 
 
Non-medically necessary services, including but not limited to, those treatments, services, prescription drugs and 
supplies which are not medically necessary, as determined by Aetna, for the diagnosis and treatment of illness, 
injury, restoration of physiological functions, or covered preventive services. This applies even if they are prescribed, 
recommended or approved by your physician or dentist. 
 
Routine dental exams and other preventive services and supplies, except as specifically provided in the What the Plan 
Covers section. 
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When Coverage Ends (GR-9N 30-005 05)  (GR-9N 30-005-HRPA-NY)  
 
Coverage under your plan can end for a variety of reasons. In this section, you will find details on how and why 
coverage ends, and how you may still be able to continue coverage. 
 
When Coverage Ends for Employees  
Your coverage under the plan will end if:  
 
 The plan is discontinued; 
 You voluntarily stop your coverage; 
 The group policy ends; 
 You are no longer eligible for coverage; 
 You do not make any required contributions; 
 You become covered under another plan offered by your employer; 
 You have exhausted your overall maximum lifetime benefit under your health plan, if your plan contains such a 


maximum benefit; or 
 Your employment stops for any reason, including a job elimination or being placed on severance. This will be 


either the date you stop active work, or the day before the first premium due date that occurs after you stop active 
work. However, if premium payments are made on your behalf, Aetna may deem your employment to continue, 
for purposes of remaining eligible for coverage under this Plan, as described below: 
− If you are not actively at work due to illness or injury, your coverage may continue, until stopped by your 


employer, but not beyond 30 months from the start of your absence. 
− If you are not actively at work due to temporary lay-off or leave of absence, your coverage will stop on your 


last full day you are actively at work before the start of the lay-off or leave of absence. 
 
It is your employer’s responsibility to let Aetna know when your employment ends. The limits above may be 
extended only if Aetna and your employer agree, in writing, to extend them. 
 
Reinstatement After Your Dental Coverage Terminates (GR-9N 30-005 01 NY)  
If your coverage ends because your contributions are not paid when due, you may not be covered again for a period 
of two years from the date your coverage ends. If you are in an eligible class, you may re-enroll yourself and your 
eligible dependents at the end of such two-year period. Your dental coverage will be subject to the rules under the 
Late Enrollment section, and will be effective as described in the Effective Date of Coverage section. 
 
When Coverage Ends for Dependents (GR-9N-30-015-02) (GR-9N 030-030 01)  
Coverage for your dependents will end if:  
 
 You are no longer eligible for dependents’ coverage; 
 You do not make the required contribution toward the cost of dependents’ coverage; 
 Your own coverage ends for any of the reasons listed under When Coverage Ends for Employees (other than 


exhaustion of your overall maximum lifetime benefit, if included); 
 Your dependent is no longer eligible for coverage. In this case, coverage ends at the end of the calendar month 


when your dependent no longer meets the plan’s definition of a dependent; or 
 Your dependent becomes eligible for comparable benefits under this or any other group plan offered by your 


employer. 
 
In addition, a "domestic partner" will no longer be considered to be a defined dependent on the earlier to occur of:  
 
 The date this plan no longer allows coverage for domestic partners. 
 The date of termination of the domestic partnership. In that event, you should provide your Employer with a 


completed and signed Declaration of Termination of Domestic Partnership. 
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Coverage for dependents may continue for a period after your death. Coverage for handicapped dependents may 
continue after your dependent reaches any limiting age. See Continuation of Coverage for more information. 
 


Continuation of Coverage (GR-9N 31-010 03) (GR-9N 31-015 02-NY)  
 
Continuing Health Care Benefits (GR-9N 31-015 01-NY) (GR-9N DEP30)  
 
Continuing Coverage for Dependent Students on Medical Leave of Absence (GR-9N 31-015 
01-NY)  
If your dependent child who is eligible for coverage and enrolled in this plan by reason of his or her status as a full-
time student at a postsecondary educational institution ceases to be eligible due to: 
 
 a medically necessary leave of absence from school; or 
 a change in his or her status as a full-time student, 


 
resulting from a serious illness or injury, such child's coverage under this plan may continue. 
 
Coverage under this continuation provision will end when the first of the following occurs:  
 
 The end of the 12 month period following the first day of your dependent child's leave of absence from school, 


or a change in his or her status as a full-time student; 
 Your dependent child's coverage would otherwise end under the terms of this plan; 
 Dependent coverage is discontinued under this plan; or 
 You fail to make any required contribution toward the cost of this coverage. 


 
To be eligible for this continuation, the dependent child must have been enrolled in this plan and attending school on 
a full-time basis immediately before the first day of the leave of absence. 
 
To continue your dependent child's coverage under this provision you should notify your employer as soon as 
possible after your child's leave of absence begins or the change in his or her status as a full-time student. Aetna may 
require a written certification from the treating physician which states that the child is suffering from a serious 
illness or injury and that the resulting leave of absence (or change in full-time student status) is medically 
necessary. 
 
Important Note 
If at the end of this 12 month continuation period, your dependent child's leave of absence from school (or change in 
full-time student status) continues, such child may qualify for a further continuation of coverage under the 
Handicapped Dependent Children provision of this plan. Please see the section, Handicapped Dependent Children, for 
more information. 
 
Handicapped Dependent Children (GR-9N 31-015 01-NY)  
Health Expense Coverage for your fully handicapped dependent child may be continued past the maximum age for a 
dependent child. However, such coverage may not be continued if the child has been issued an individual medical 
conversion policy. 
 
Your child is fully handicapped if:  
 
 he or she is not able to earn his or her own living because of mental retardation or a physical handicap which 


started prior to the date he or she reaches the maximum age for dependent children under your plan; and 
 he or she depends chiefly on you for support and maintenance. 


 
Proof that your child is fully handicapped must be submitted to Aetna no later than 31 days after the date your child 
reaches the maximum age under your plan. 
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Coverage will cease on the first to occur of:  
 
 Cessation of the handicap. 
 Failure to give proof that the handicap continues. 
 Failure to have any required exam. 
 Termination of Dependent Coverage as to your child for any reason other than reaching the maximum age under 


your plan. 
 
Aetna will have the right to require proof of the continuation of the handicap. Aetna also has the right to examine 
your child as often as needed while the handicap continues at its own expense. An exam will not be required more 
often than once each year after 2 years from the date your child reached the maximum age under your plan. 
 


Extension of Benefits (GR-9N 31-020 01)  
 
Coverage for Health Benefits  
If your health benefits end while you are totally disabled, your health expenses will be extended as described below. 
To find out why and when your coverage may end, please refer to When Coverage Ends. 
 
“Totally disabled” means that because of an injury or illness: 
 
 You are not able to work at your own occupation and you cannot work at any occupation for pay or profit. 
 Your dependent is not able to engage in most normal activities of a healthy person of the same age and gender. 


 
Extended Health Coverage (GR-9N 31-020 01) 
 
(GR-9N 31-020 01) 
Dental Benefits (other than Basic Dental benefits): Coverage will be available while you are totally disabled, for up to 12 
months. Coverage will be available only if covered services and supplies have been rendered and received, including 
delivered and installed, prior to the end of that 12 month period. 
 
When Extended Health Coverage Ends 
Extension of benefits will end on the first to occur of the date:  
 
 You are no longer totally disabled, or become covered under any other group plan with like benefits. 
 Your dependent is no longer totally disabled, or he or she becomes covered under any other group plan with like 


benefits. 
 
(This does not apply if coverage ceased because the benefit section ceased for your eligible class.) 
 


COBRA Continuation of Coverage (GR-9N 31-025 NY)  
 
If your employer is subject to COBRA requirements, the health plan continuation is governed by the Federal 
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requirements. With COBRA you and your 
dependents can continue health coverage, subject to certain conditions and your payment of premiums. Continuation 
rights are available following a “qualifying event” that would cause you or family members to otherwise lose coverage. 
Qualifying events are listed in this section. 
 
Continuing Coverage through COBRA  
When you or your covered dependents become eligible, your employer will provide you with detailed information on 
continuing your health coverage through COBRA. 
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You or your dependents will need to:  
 
 Complete and submit an application for continued health coverage, which is an election notice of your intent to 


continue coverage. 
 Submit your application within 60 days of the qualifying event, or within 60 days of your employer’s notice of this 


COBRA continuation right, if later. 
 Agree to pay the required premiums. 


 
Who Qualifies for COBRA  
You have 60 days from the qualifying event to elect COBRA. If you do not submit an application within 60 days, you 
will forfeit your COBRA continuation rights. 
 
Below you will find the qualifying events and a summary of the maximum coverage periods according to COBRA 
requirements. 
 


Qualifying Event Causing Loss 
of Health Coverage 


Covered Persons Eligible to 
Elect Continuation 


Maximum Continuation Periods 


Your active employment ends for 
reasons other than gross 
misconduct 


You and your dependents 18 months 


Your working hours are reduced You and your dependents 18 months 
Your marriage is annulled, you 
divorce or legally separate and are 
no longer responsible for 
dependent coverage 


Your dependents 36 months 


You become entitled to benefits 
under Medicare 


Your dependents 36 months 


Your covered dependent children 
no longer qualify as dependents 
under the plan 


Your dependent children 36 months 


You die Your dependents 36 months 
You are a retiree eligible for health 
coverage and your former employer 
files for bankruptcy 


You and your dependents 18 months 


 
Disability May Increase Maximum Continuation to 29 Months  
If You or Your Covered Dependents Are Disabled. 
 
If you or your covered dependent qualify for disability status under Title II or XVI of the Social Security Act during 
the 18 month continuation period, you or your covered dependent:  
 
 Have the right to extend coverage beyond the initial 18 month maximum continuation period. 
 Qualify for an additional 11 month period, subject to the overall COBRA conditions. 
 Must notify your employer within 60 days of the disability determination status and before the 18 month 


continuation period ends. 
 Must notify the employer within 30 days after the date of any final determination that you or a covered dependent 


is no longer disabled. 
 Are responsible to pay the premiums after the 18th month, through the 29th month. 


 
If There Are Multiple Qualifying Events. 
 
A covered dependent could qualify for an extension of the 18 or 29 month continuation period by meeting the 
requirements of another qualifying event, such as divorce or death. The total continuation period, however, can never 
exceed 36 months. 
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Determining Your Premium Payments for Continuation Coverage  
Your premium payments are regulated by law, based on the following:  
 
 For the 18 or 36 month periods, premiums may never exceed 102 percent of the plan costs. 
 During the 18 through 29 month period, premiums for coverage during an extended disability period may never 


exceed 150 percent of the plan costs. 
 
When You Acquire a Dependent During a Continuation Period  
If through birth, adoption or marriage, you acquire a new dependent during the continuation period, your dependent 
can be added to the health plan for the remainder of the continuation period if:  
 
 He or she meets the definition of an eligible dependent, 
 Your employer is notified about your dependent within 31 days of eligibility, and 
 Additional premiums for continuation are paid on a timely basis. 


 
Important Note 
For more information about dependent eligibility, see the Eligibility, Enrollment and Effective Date section. 
 
When Your COBRA Continuation Coverage Ends  
Your COBRA coverage will end when the first of the following events occurs:  
 
 You or your covered dependents reach the maximum COBRA continuation period – the end of the 18, 29 or 36 


months. (Coverage for a newly acquired dependent who has been added for the balance of a continuation period 
would end at the same time your continuation period ends, if he or she is not disabled nor eligible for an extended 
maximum). 


 You or your covered dependents do not pay required premiums. 
 You or your covered dependents become covered under another group plan that does not restrict coverage for 


pre-existing conditions. If your new plan limits pre-existing condition coverage, the continuation coverage under 
this plan may remain in effect until the pre-existing clause ceases to apply or the maximum continuation period is 
reached under this plan. 


 The date your employer no longer offers a group health plan. 
 The date you or a covered dependent becomes enrolled in benefits under Medicare. This does not apply if it is 


contrary to the Medicare Secondary Payer Rules or other federal law. 
 You or your dependent dies. 


 
Conversion from a Group to an Individual Plan  
You may be eligible to apply for an individual health plan without providing proof of good health:  
 
 At the termination of employment. 
 When loss of coverage under the group plan occurs. 
 When loss of dependent status occurs. 
 At the end of the maximum health coverage continuation period. 


 
The individual policy will not provide the same coverage as the former group plan offered by your employer. Certain 
benefits may not be available. You will be required to pay the associated premium costs for the coverage. For 
additional conversion information, contact your employer or call the toll-free number on your member ID card. 
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Coordination of Benefits - 
What Happens When 
There is More Than One 
Health Plan 
 
 


 


 When Coordination of Benefits 
Applies 


 
 Getting Started - Important Terms 
 
 Which Plan Pays First 
 
 How Coordination of Benefits Works 
 


 


When Coordination of Benefits Applies  
 
This Coordination of Benefits (COB) provision applies to this plan when you or your covered dependent has health 
coverage under more than one plan. “Plan” and “This plan” are defined herein. The Order of Benefit Determination 
Rules below determines which plan will pay as the primary plan. The primary plan pays first without regard to the 
possibility that another plan may cover some expenses. A secondary plan pays after the primary plan and may reduce 
the benefits it pays so that payments from all group plans do not exceed 100% of the total allowable expense. 
 


Getting Started - Important Terms  
 
When used in this provision, the following words and phrases have the meaning explained herein. 
 
Allowable Expense means a health care service or expense, including, coinsurance and copayments and without 
reduction of any applicable deductible, that is covered at least in part by any of the Plans covering the person. When 
a Plan provides benefits in the form of services (for example an HMO), the reasonable cash value of each service will 
be considered an allowable expense and a benefit paid. An expense or service that is not covered by any of the Plans 
is not an allowable expense. Any expense that a health care provider by law or in accordance with a contractual 
agreement is prohibited from charging a covered person is not an allowable expense. The following are examples of 
expenses and services that are not allowable expenses:  
 
 If a covered person is confined in a private hospital room, the difference between the cost of a semi-private 


room in the hospital and the private room (unless the patient's stay in the private room is medically necessary in 
terms of generally accepted medical practices, or one of the Plans routinely provides coverage of hospital private 
rooms) is not an allowable expense. 


 
If a person is covered by one Plan that computes its benefit payments on the basis of recognized charges and another 
Plan that provides its benefits or services on the basis of negotiated charges, the primary plan’s payment arrangements 
shall be the allowable expense for all the Plans. However, if the secondary plan has a negotiated fee or payment 
amount different from the primary plan and if the provider contract permits, that negotiated fee will be the allowable 
expense used by the secondary plan to determine benefits. 
 
When a plan provides benefits in the form of services, the reasonable cash value of each service rendered shall be 
deemed an allowable expense and a benefit paid. 
 
Closed Panel Plan(s). A plan that provides health benefits to covered persons primarily in the form of services 
through a panel of providers that have contracted with or are employed by the plan, and that limits or excludes 
benefits for services provided by other providers, except in cases of emergency or referral by a panel member. 
 
Custodial Parent. A parent awarded custody by a court decree. In the absence of a court decree, it is the parent with 
whom the child resides more than one half of the calendar year without regard to any temporary visitation. 
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Plan. Any Plan providing benefits or services by reason of health care or treatment, which benefits or services are 
provided by one of the following:  
 
 Group or nongroup, blanket, or franchise health insurance policies issued by insurers, including health care 


service contractors;  
 Other prepaid coverage under service plan contracts, or under group or individual practice;  
 Uninsured arrangements of group or group-type coverage;  
 Labor-management trustee plans, labor organization plans, employer organization plans, or employee benefit 


organization plans; 
 Medical benefits coverage in a group, group-type, and individual automobile “no-fault” and traditional automobile 


“fault” type contracts;  
 Medicare or other governmental benefits;  
 Other group-type contracts. Group type contracts are those which are not available to the general public and can 


be obtained and maintained only because membership in or connection with a particular organization or group. 
 
If the Plan includes medical, prescription drug, dental, vision and hearing coverage, those coverages will be considered 
separate plans. For example, Medical coverage will be coordinated with other Medical plans, and dental coverage will 
be coordinated with other dental plans. 
 
This Plan is any part of the policy that provides benefits for health care expenses. 
 
Primary Plan/Secondary Plan. The order of benefit determination rules state whether This Plan is a Primary Plan 
or Secondary Plan as to another Plan covering the person. 
 
When This Plan is a Primary Plan, its benefits are determined before those of the other Plan and without considering 
the other Plan’s benefits. 
 
When This Plan is a Secondary Plan, its benefits are determined after those of the other Plan and may be reduced 
because of the other Plan’s benefits. 
 
When there are more than two Plans covering the person, This Plan may be a Primary Plan as to one or more other 
Plans, and may be a Secondary Plan as to a different Plan or Plans. 
 


Which Plan Pays First (GR-9N 33-010 01 NY)  
 
To find out whether the regular benefits under this plan will be reduced, the order in which the various plans will pay 
benefits must first be figured. This will be done as follows:  
 
 A plan with no rules for coordination with other benefits will be deemed to pay its benefits before a plan which 


contains such rules. 
 A plan which covers a person as other than a dependent will be deemed to pay its benefits before a plan which 


covers the person as a dependent. 
 


1. Except in the case of a dependent child whose parents are divorced or separated; the plan which covers the 
person as a dependent of a person whose birthday comes first in a calendar year will be primary to the plan 
which covers a person as a dependent of a person whose birthday comes later in the year; however: 
(a) if both parents have the same birthday, the benefits of the plan which covered the parent longer are 


determined before those of the plan which covered the other parent for a shorter period of time; 
(b) if the other plan does not have the rules described above, but instead has a rule based on the gender of 


the parent, and if, as a result, the plans do not agree on the order of benefit, the rule in the other plan will 
determine the order of benefits. 
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2. In the case of a dependent child whose parents are divorces or separated: 
(a) If there is a court decree which makes one parent financially responsible for the health care expenses with 


respect to the child and the entity obligated to pay or provide the benefits of that parent has actual 
knowledge of those terms, the benefits of that plan which covers the child as a dependent of such parent 
shall be determined before the benefits of any other plan which covers the child as a dependent child. 


(b) If there is no such court decree, the order of benefits is: 
− The plan of the custodial parent;  
− The plan of the spouse of the custodial parent;  
− The plan of the noncustodial parent; and then 


3. Active Employee or Retired or Laid off Employee. The plan that covers a person as an employee who is 
neither laid off nor retired or as a dependent of an active employee, is the primary plan. The plan covering 
that same person as a retired or laid off employee or as a dependent of a retired or laid off employee is the 
secondary plan. If the other plan does not have this rule, and if, as a result, the plans do not agree on the 
order of benefits, this rule is ignored. This rule will not apply if the Non-Dependent or Dependent rules 
above determine the order of benefits. 


4. Longer or Shorter Length of Coverage. The plan that covered the person as an employee, member, 
subscriber longer is primary. 


5. If the preceding rules do not determine the primary plan, the allowable expenses shall be shared equally 
between the plans meeting the definition of plan under this provision. In addition, This Plan will not pay 
more than it would have paid had it been primary. 


 


How Coordination of Benefits Works   
 
When this plan is secondary, it may reduce its benefits so that total benefits paid or provided by all plans during a 
claim determination period are not more than 100% of total allowable expenses. The difference between the benefit 
payments that this plan would have paid had it been the primary plan, and the benefit payments that it actually paid or 
provided shall be recorded as a benefit reserve for the covered person and used by this plan to pay any allowable 
expenses, not otherwise paid during the claim determination period. 
 
In addition, a secondary plan will credit to its plan deductible any amounts that would have been credited in the 
absence of other coverage. 
 
Under the COB provision of This Plan, the amount normally reimbursed for covered benefits or expenses under 
This Plan is reduced to take into account payments made by other plans. The general rule is that the benefits 
otherwise payable under This Plan for all covered benefits or expenses will be reduced by all other plan benefits 
payable for those expenses. When the COB rules of This Plan and another plan both agree that This Plan 
determines its benefits before such other plan, the benefits of the other plan will be ignored in applying the general 
rule above to the claim involved. Such reduced amount will be charged against any applicable benefit limit of this 
coverage. 
 
If a covered person is enrolled in two or more closed panel plans COB generally does not occur with respect to the 
use of panel providers. However, COB may occur if a person receives emergency services that would have been 
covered by both plans. 
 
Right To Receive And Release Needed Information  
Certain facts about health care coverage and services are needed to apply these COB rules and to determine benefits 
under this plan and other plans. Aetna has the right to release or obtain any information and make or recover any 
payments it considers necessary in order to administer this provision. 
 







     


 
 26 


Facility of Payment  
Any payment made under another plan may include an amount, which should have been paid under this plan. If so, 
Aetna may pay that amount to the organization, which made that payment. That amount will then be treated as 
though it were a benefit paid under this plan. Aetna will not have to pay that amount again. The term “payment 
made” means reasonable cash value of the benefits provided in the form of services. 
 
Right of Recovery  
If the amount of the payments made by Aetna is more than it should have paid under this COB provision, it may 
recover the excess from one or more of the persons it has paid or for whom it has paid; or any other person or 
organization that may be responsible for the benefits or services provided for the covered person. The “amount of 
the payments made” includes the reasonable cash value of any benefits provided in the form of services. 
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When You Have Medicare 
Coverage  
(GR-9N 33-020-01) 
 


 


 Which Plan Pays First 
 
 How Coordination with 


Medicare Works 
 
 What is Not Covered 
 


 
This section explains how the benefits under This Plan interact with benefits available under Medicare. 
 
Medicare, when used in this Booklet-Certificate, means the health insurance provided by Title XVIII of the Social 
Security Act, as amended. It includes Health Maintenance Organization (HMO) or similar coverage that is an 
authorized alternative to Parts A and B of Medicare 
 
You are eligible for Medicare if you are:  
 
 Covered under it by reason of age, disability, or 
 End Stage Renal Disease; or 
 Not covered under it because you:  


1. Refused it; 
2. Dropped it; or 
3. Failed to make a proper request for it. 


 
If you are eligible for Medicare, the plan coordinates the benefits it pays with the benefits that Medicare pays. 
Sometimes, the plan is the primary payor, which means that the plan pays benefits before Medicare pays benefits. 
Under other circumstances, the plan is the secondary payor, and pays benefits after Medicare. 
 


Which Plan Pays First  
 
The plan is the primary payor when your coverage for the plan’s benefits is based on current employment with your 
employer. The plan will act as the primary payor for the Medicare beneficiary who is eligible for Medicare:  
 
 Solely due to age if the plan is subject to the Social Security Act requirements for Medicare with respect to 


working aged (i.e., generally a plan of an employer with 20 or more employees); 
 Due to diagnosis of end stage renal disease, but only during the first 30 months of such eligibility for Medicare 


benefits. This provision does not apply if, at the start of eligibility, you were already eligible for Medicare 
benefits, and the plan’s benefits were payable on a secondary basis; 


 Solely due to any disability other than end stage renal disease; but only if the plan meets the definition of a large 
group health plan as outlined in the Internal Revenue Code (i.e., generally a plan of an employer with 100 or more 
employees). 


 
The plan is the secondary payor in all other circumstances. 
 


How Coordination With Medicare Works  
 
When the Plan is Primary 
The plan pays benefits first when it is the primary payor. You may then submit your claim to Medicare for 
consideration. 
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When Medicare is Primary 
Your health care expense must be considered for payment by Medicare first. You may then submit the expense to 
Aetna for consideration. 
 
Aetna will calculate the benefits the plan would pay in the absence of Medicare:  
 
 If the result is more than the benefit paid by Medicare, the plan will pay the difference, up to 100% of plan 


expenses.  Plan expenses are any medically necessary health expenses which are covered, in whole or in part, 
under the plan. 


 If the result is less than the benefit paid by Medicare, the plan will not pay a benefit, except as required by law. 
 
This review is done on a claim-by-claim basis. 
 
Charges used to satisfy your Part B deductible under Medicare will be applied under the plan in the order received 
by Aetna. Aetna will apply the largest charge first when two or more charges are received at the same time. 
 
Aetna will apply any rule for coordinating health care benefits after determining the benefits payable. 
 
Right to Receive and Release Required Information (GR-9N-S-33-025-01) 
Certain facts about health care coverage and services are required to apply coordination of benefits (COB) rules to 
determine benefits under This Plan and other plans. Aetna has the right to obtain or release any information, and 
make or recover any payments it considers necessary, in order to administer this provision. 
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General Provisions  
(GR-9N-32-005-02-NY) 
 


Type of Coverage  
 
Coverage under the plan is non-occupational. Only non-occupational accidental injuries and non-occupational 
illnesses are covered. The plan covers charges made for services and supplies only while the person is covered under 
the plan. 
 


Physical Examinations  
 
Aetna will have the right and opportunity to examine and evaluate any person who is the basis of any claim at all 
reasonable times while a claim is pending or under review. This will be done at no cost to you. 
 


Legal Action  
 
No legal action can be brought to recover payment under any benefit after 3 years from the deadline for filing claims. 
 
Aetna will not try to reduce or deny a benefit payment on the grounds that a condition existed before your coverage 
went into effect, if the loss occurs more than 2 years from the date coverage commenced. This will not apply to 
conditions excluded from coverage on the date of the loss. 
 


Confidentiality  
 
Information contained in your medical records and information received from any provider incident to the provider-
patient relationship shall be kept confidential in accordance with applicable law. Information may be used or disclosed 
by Aetna when necessary for your care or treatment, the operation of the plan and administration of this Booklet-
Certificate, or other activities, as permitted by applicable law. You can obtain a copy of Aetna’s Notice of 
Information Practices by calling Aetna’s toll-free Member Service telephone. 
 


Additional Provisions  
 
The following additional provisions apply to your coverage:  
 
 This Booklet-Certificate applies to coverage only, and does not restrict your ability to receive health care services 


that are not, or might not be, covered. 
 You cannot receive multiple coverage under the plan because you are connected with more than one employer. 
 This document describes the main features of the plan. Additional provisions are described elsewhere in the group 


policy. If you have any questions about the terms of the plan or about the proper payment of benefits, contact your 
employer or Aetna. 


 Your employer hopes to continue the plan indefinitely but, as with all group plans, the plan may be changed or 
discontinued with respect to your coverage. 
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Assignments  
 
Coverage may be assigned only with the written consent of Aetna. To the extent allowed by law, Aetna will not 
accept an assignment to an out-of-network provider, including but not limited to, an assignment of: 
 The benefits due under this group insurance policy;  
 The right to receive payments due under this group insurance policy; or 
 Any claim you make for damages resulting from a breach or alleged breach, of the terms of this group insurance 


policy. 
 


Misstatements  
 
If any fact as to the Policyholder or you is found to have been misstated, a fair change in premiums may be made. If 
the misstatement affects the existence or amount of coverage, the true facts will be used in determining whether 
coverage is or remains in force and its amount. 
 
All statements made by the Policyholder or you shall be deemed representations and not warranties. No written 
statement made by you shall be used by Aetna in a contest unless a copy of the statement is or has been furnished to 
you or your beneficiary, or the person making the claim. 
 
Aetna’s failure to implement or insist upon compliance with any provision of this policy at any given time or times, 
shall not constitute a waiver of Aetna’s right to implement or insist upon compliance with that provision at any other 
time or times. This includes, but is not limited to, the payment of premiums. This applies whether or not the 
circumstances are the same. 
 


Incontestability  
 
As to Accident and Health Benefits:  
 
Except as to a fraudulent misstatement, or issues concerning Premiums due:  
 
 No statement made by the Policyholder or you or your dependent shall be the basis for voiding coverage or 


denying coverage or be used in defense of a claim unless it is in writing after it has been in force for 2 years from 
its effective date. 


 No statement made by the Policyholder shall be the basis for voiding this Policy after it has been in force for 2 
years from its effective date. 


 No statement made by you, an eligible employee or your dependent shall be used in defense of a claim for loss 
incurred or starting after coverage as to which claim is made has been in effect for 2 years. 


 


Recovery of Overpayments (GR-9N-S-30-015-01)  
 
Health Coverage  
If a benefit payment is made by Aetna, to or on your behalf, which exceeds the benefit amount that you are entitled 
to receive, Aetna has the right:  
 
 To require the return of the overpayment; or 
 To reduce by the amount of the overpayment, any future benefit payment made to or on behalf of that person or 


another person in his or her family. 
 
Such right does not affect any other right of recovery Aetna may have with respect to such overpayment. 
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Reporting of Claims  (GR-9N-S-30-015-01)  
 
A claim must be submitted to Aetna in writing. It must give proof of the nature and extent of the loss. Your employer 
has claim forms. 
 
All claims should be reported promptly. The deadline for filing a claim is 90 days after the date of the loss. 
 
If, through no fault of your own, you are not able to meet the deadline for filing claim, your claim will still be accepted 
if you file as soon as possible. 
 


Payment of Benefits (GR-9N 32-025 02-NY)  
 
Benefits will be paid as soon as the necessary proof to support the claim is received, but not later than 45 days after 
receipt of such proof. Written proof must be provided for all benefits. 
 
All covered health benefits are payable to you. However, Aetna has the right to pay any health benefits to the service 
provider. This will be done unless you have told Aetna otherwise by the time you file the claim. 
 
Aetna will notify you in writing, at the time it receives a claim, when an assignment of benefits to a health care 
provider or facility will not be accepted. 
 
Any unpaid balance will be paid within 30 days of receipt by Aetna of the due written proof. 
 
Aetna may pay up to $1,000 of any other benefit to any of your relatives whom it believes are fairly entitled to it. This 
can be done if the benefit is payable to you and you are a minor or not able to give a valid release. It can also be done 
if a benefit is payable to your estate. 
 


Records of Expenses (GR-9N-32-030-02)  
 
Keep complete records of the expenses of each person. They will be required when a claim is made. 
 
Very important are: 
 
 Names of dentists who furnish services. 
 Dates expenses are incurred. 
 Copies of all bills and receipts. 


 


Contacting Aetna  
 
If you have questions, comments or concerns about your benefits or coverage, or if you are required to submit 
information to Aetna, you may contact Aetna’s Home Office at:  
 


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 


 
You may also use Aetna’s toll free Member Services phone number on your ID card or visit Aetna’s web site at 
www.aetna.com. 
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Effect of Benefits Under Other Plans (GR-9N 32-035-01)  
 
Effect of An Health Maintenance Organization Plan (HMO Plan) On Coverage  
If you are in an eligible class and have chosen dental coverage under an HMO Plan offered by your employer, you will 
be excluded from dental expense coverage on the date of your coverage under such HMO Plan. 
 
If you are in an eligible class and are covered under an HMO Plan providing dental coverage, you can choose to 
change to coverage for yourself and your covered dependents under this plan. If you: 
 
 Live in an HMO Plan enrollment area and choose to change dental coverage during an open enrollment period, 


coverage will take effect on the group policy anniversary date after the open enrollment period. There will be no 
rules for waiting periods or preexisting conditions. 


 Live in an HMO Plan enrollment area and choose to change dental coverage when there is not an open 
enrollment period, coverage will take effect only if and when Aetna gives its written consent. 


 Move from an HMO Plan enrollment area or if the HMO discontinues and you choose to change dental coverage 
within 31 days of the move or the discontinuance, coverage will take effect on the date you elect such coverage. 
There will be no restrictions for waiting periods or preexisting conditions. If you choose to change coverage after 
31 days, coverage will take effect only if and when Aetna gives its written consent. 


 
Any extension of dental benefits under this plan will not apply on or after the date of a change to an HMO Plan. 
 
No benefits will be paid for any charges for services rendered or supplies furnished under an HMO Plan. 
 


Effect of Prior Coverage - Transferred Business (GR-9N-32-040-02 NY)  
 
If your coverage under any part of this plan replaces any prior coverage for you, the rules below apply to that part. 
 
"Prior coverage" is any plan of group coverage that has been replaced by coverage under part or all of this plan; it 
must have been sponsored by your employer (e.g., transferred business). The replacement can be complete or in part 
for the eligible class to which you belong. Any such plan is prior coverage if provided by another group contract or 
any benefit section of this plan. 
 
Coverage under any other section of this plan will be in exchange for all privileges and benefits provided under any 
like prior coverage. Any benefits provided under such prior coverage may reduce benefits payable under this plan. 
 
If: 
 
 A dependent child's eligibility under the prior coverage is a result of his or her status as a full-time student at a 


postsecondary educational institution; and 
 Such dependent child is in a period of coverage continuation pursuant to a medically necessary leave of absence 


from school (or change in full-time student status); and 
 This plan provides coverage for eligible dependents; 


 
health coverage under this plan will continue uninterrupted as to such dependent child for the remainder of the 
continuation period as provided under the section, Continuing Coverage for Dependent Students on Medical Leave of Absence. 
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Glossary 
(GR-9N 34-005 01-NY) 
 
In this section, you will find definitions for the words and phrases that appear in bold type throughout the text of this 
Booklet-Certificate. 
 


A (GR-9N 34-010 01-NY) (GR-9N 34-005 02) 
 
Accident (GR-9N 34-005 01-NY) 
This means a sudden; unexpected; and unforeseen; identifiable occurrence or event producing, at the time, objective 
symptoms of a bodily injury. The accident must occur while the person is covered under this Policy. The 
occurrence or event must be definite as to time and place. It must not be due to, or contributed by, an illness or 
disease of any kind. 
 
Aetna 
Aetna Life Insurance Company, an affiliate, or a third party vendor under contract with Aetna. 
 


C (GR-9N 34-015 02) 
 
Coinsurance 
Coinsurance is both the percentage of covered expenses that the plan pays, and the percentage of covered 
expenses that you pay.  The percentage that the plan pays is referred to as “plan coinsurance” and varies by the type 
of expense.  Please refer to the Schedule of Benefits for specific information on coinsurance amounts. 
 
Copay or Copayment 
The specific dollar amount or percentage required to be paid by you or on your behalf. The plan includes various 
copayments, and these copayment amounts or percentages are specified in the Schedule of Benefits. 
 
Cosmetic 
Services or supplies that alter, improve or enhance appearance. 
 
Covered Expenses 
Medical, dental, vision or hearing services and supplies shown as covered under this Booklet. 
 


D (GR-9N 34-020 01) (GR-9N 34-095 01-NY) 
 
Deductible 
The part of your covered expenses you pay before the plan starts to pay benefits. Additional information regarding 
deductibles and deductible amounts can be found in the Schedule of Benefits. 
 
Dental Provider 
This is: 
 
 Any dentist; 
 Group; 
 Organization; 
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 Dental facility; or 
 Other institution or person. 


 
legally qualified to furnish dental services or supplies. 
 
Dental Emergency 
Any dental condition that: 
 
 Occurs unexpectedly; 
 Requires immediate diagnosis and treatment in order to stabilize the condition; and 
 Is characterized by symptoms such as severe pain and bleeding. 


 
Dentist 
A legally qualified dentist, or a physician licensed to do the dental work he or she performs. 
 
Directory 
A listing of all network providers serving the class of employees to which you belong. The policyholder will give you 
a copy of this directory. Network provider information is available through Aetna's online provider directory, 
DocFind®. You can also call the Member Services phone number listed on your ID card to request a copy of this 
directory. 
 


E (GR-9N 34-025 01 NY) 
 
Experimental or Investigational 
A drug, a device, a procedure, or treatment will be determined to be experimental or investigational if: 
 
 There are insufficient outcomes data available from controlled clinical trials published in the peer-reviewed 


literature to substantiate its safety and effectiveness for the illness or injury involved; or 
 Approval required by the FDA has not been granted for marketing; or 
 A recognized national medical or dental society or regulatory agency has determined, in writing, that it is 


experimental or investigational, or for research purposes; or 
 It is a type of drug, device or treatment that is the subject of a Phase I or Phase II clinical trial or the experimental 


or research arm of a Phase III clinical trial, using the definition of “phases” indicated in regulations and other 
official actions and publications of the FDA and Department of Health and Human Services; or 


 The written protocol or protocols used by the treating facility, or the protocol or protocols of any other facility 
studying substantially the same drug, device, procedure, or treatment, or the written informed consent used by the 
treating facility or by another facility studying the same drug, device, procedure, or treatment states that it is 
experimental or investigational, or for research purposes. 


 


H (GR-9N 34-040 02) 
 
Hospital 
This means a short-term, acute, general hospital which:  
 
 Is primarily engaged in providing, by or under the continuous supervision of physicians, to inpatients, diagnostic 


services and therapeutic services for diagnostic, treatment and care of injured and sick persons; 
 Has organized departments of medicine and major surgery; 
 Has a requirement that every patient must be under the care of a physician or dentist; 
 Provides 24 hour nursing service by or under the supervision of a registered professional nurse (R.N.); 
 If located in New York State, has in effect a hospitalization review plan applicable to all patients which meets at 


least the standards set forth in Section 1861k of U.S. Public Law 89-97 (42 USCA 1395x(k)); 
 Is duly licensed by the agency responsible for licensing such hospitals; 
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 Makes charges; and 
 Is not, other than incidentally, a place for rest, a place primarily for the treatment of tuberculosis, a place for the 


aged, a place for drug addicts, alcoholics, or a place for convalescent, custodial, educational or rehabilitative care.  
 


I (GR-9N 34-045 02) 
 
Illness (GR-9N 34-045 02) 
A pathological condition of the body that presents a group of clinical signs and symptoms and laboratory findings 
peculiar to it and that sets the condition apart as an abnormal entity differing from other normal or pathological body 
states. 
 
Injury 
An accidental bodily injury that is the sole and direct result of: 
 
 An unexpected or reasonably unforeseen occurrence or event; or 
 The reasonable unforeseeable consequences of a voluntary act by the person. 
 An act or event must be definite as to time and place. 


 


J (GR-9N 34-050 01) 
 
Jaw Joint Disorder (GR-9N 34-050 01) 
This is: 
 
 A Temporomandibular Joint (TMJ) dysfunction or any similar disorder of the jaw joint; or 
 A Myofacial Pain Dysfunction (MPD); or  
 Any similar disorder in the relationship between the jaw joint and the related muscles and nerves. 


 


L (GR-9N 34-055 01) 
 
Lifetime Maximum 
This is the most the plan will pay for covered expenses incurred by any one covered person during their lifetime. 
 


M  (GR-9N-34-065-04 NY) 
 
Medically Necessary or Medical Necessity 
Health care or dental services, and supplies or prescription drugs that a physician, other health care provider or 
dental provider, exercising prudent clinical judgment, would provide to a patient for the purpose of preventing, 
evaluating, diagnosing or treating an illness, injury, disease or its symptoms, and that provision of the service, supply 
or prescription drug is: 
 
a) In accordance with generally accepted standards of medical or dental practice; 
b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and 
c) Not primarily for the convenience of the patient, physician, other health care or dental provider; and 
d) Not more costly than an alternative service or sequence of services at least as likely to produce equivalent 


therapeutic or diagnostic results as to the diagnosis or treatment of that patient's illness, injury, or disease.  
 
For these purposes “generally accepted standards of medical or dental practice” means standards that are based on 
credible scientific evidence published in peer-reviewed literature generally recognized by the relevant medical or dental 
community, or otherwise consistent with physician or dental specialty society recommendations and the views of 
physicians or dentists practicing in relevant clinical areas and any other relevant factors. 
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N (GR-9N 34-070 02) 
 
Negotiated Charge 
The maximum charge a network provider has agreed to make as to any service or supply for the purpose of the 
benefits under this plan. 
 
Network Provider 
A health care provider who has contracted to furnish services or supplies for this plan; but only if the provider is, with Aetna's 
consent, included in the directory as a network provider for:  
 
 The service or supply involved; and 
 The class of employees to which you belong. 


 
Non-Occupational Illness 
A non-occupational illness is an illness that does not: 
 
 Arise out of (or in the course of) any work for pay or profit; or 
 Result in any way from an illness that does. 


 
An illness will be deemed to be non-occupational regardless of cause if proof is furnished that the person: 
 
 Is covered under any type of workers' compensation law; and 
 Is not covered for that illness under such law. 


 
Non-Occupational Injury 
A non-occupational injury is an accidental bodily injury that does not: 
 
 Arise out of (or in the course of) any work for pay or profit; or 
 Result in any way from an injury which does. 


 


O (GR-9N-34-065 01-NY) (GR-9N 34-075 01) 
 
Occupational Injury or Occupational Illness 
An injury or illness that: 
 
 Arises out of (or in the course of) any activity in connection with employment or self-employment whether or not 


on a full time basis; or 
 Results in any way from an injury or illness that does. 


 
Occurrence 
This means a period of disease or injury. An occurrence ends when 60 consecutive days have passed during which 
the covered person: 
 
 Receives no medical treatment; services; or supplies; for a disease or injury; and 
 Neither takes any medication, nor has any medication prescribed, for a disease or injury. 


 
Out-of-Network Provider 
A dental provider who has not contracted with Aetna, an affiliate, or a third party vendor, to furnish services or 
supplies for this plan. 
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P (GR-9N-34-080-05 NY)    
 
Physician 
A duly licensed member of a medical profession who: 
 
 Has an M.D. or D.O. degree;  
 Is properly licensed or certified to provide medical care under the laws of the jurisdiction where the individual 


practices; and 
 Provides medical services which are within the scope of his or her license or certificate. 


 
This also includes a health professional who: 
 
 Is properly licensed or certified to provide medical care under the laws of the jurisdiction where he or she 


practices;  
 Provides medical services which are within the scope of his or her license or certificate;  
 Under applicable insurance law is considered a "physician" for purposes of this coverage;  
 Has the medical training and clinical expertise suitable to treat your condition;  
 Specializes in psychiatry, if your illness or injury is caused, to any extent, by alcohol abuse, substance abuse or a 


mental disorder; and 
 A physician is not you or related to you. 


 
Precertification or Precertify 
A process where Aetna is contacted before certain services are provided, such as hospitalization or outpatient 
surgery, or prescription drugs are prescribed to determine whether the services being recommended or the drugs 
prescribed are considered covered expenses under the plan. It is not a guarantee that benefits will be payable. 
 
Prescriber 
Any physician or dentist, acting within the scope of his or her license, who has the legal authority to write an order 
for a prescription drug. 
 
Prescription 
An order for the dispensing of a prescription drug by a prescriber. If it is an oral order, it must be promptly put in 
writing by the pharmacy. 
 
Prescription Drug 
A drug, biological, or compounded prescription which, by State and Federal Law, may be dispensed only by 
prescription and which is required to be labeled "Caution: Federal Law prohibits dispensing without prescription." 
This includes: 
 
 An injectable drug prescribed to be self-administered or administered by any other person except one who is 


acting within his or her capacity as a paid healthcare professional. Covered injectable drugs include injectable 
insulin. 


 


R  (GR-9N-34-065-04 NY) (GR-9N 34-095 01-NY) 
 
R.N. 
A registered nurse. 
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S (GR-9N 34-095-02) (GR-9N 34-090 01-NY) 
 
Specialist 
A physician who practices in any generally accepted medical or surgical sub-specialty. 
 
Specialist Dentist 
Any dentist who, by virtue of advanced training is board eligible or certified by a Specialty Board as being qualified to 
practice in a special field of dentistry. 
 
Specialty Care 
Health care services or supplies that require the services of a specialist. 
 







Confidentiality Notice 
Aetna considers personal information to be confidential and has policies and procedures in place to protect it against 
unlawful use and disclosure. By "personal information," we mean information that relates to a member's physical or 
mental health or condition, the provision of health care to the member, or payment for the provision of health care or 
disability or life benefits to the member. Personal information does not include publicly available information or 
information that is available or reported in a summarized or aggregate fashion but does not identify the member 
 
When necessary or appropriate for your care or treatment, the operation of our health, disability or life insurance 
plans, or other related activities, we use personal information internally, share it with our affiliates, and disclose it to 
health care providers (doctors, dentists, pharmacies, hospitals and other caregivers), payors (health care provider 
organizations, employers who sponsor self-funded health plans or who share responsibility for the payment of 
benefits, and others who may be financially responsible for payment for the services or benefits you receive under 
your plan), other insurers, third party administrators, vendors, consultants, government authorities, and their 
respective agents. These parties are required to keep personal information confidential as provided by applicable law. 
In our health plans, participating network providers are also required to give you access to your medical records 
within a reasonable amount of time after you make a request. 
 
Some of the ways in which personal information is used include claim payment; utilization review and management; 
medical necessity reviews; coordination of care and benefits; preventive health, early detection, vocational 
rehabilitation and disease and case management; quality assessment and improvement activities; auditing and anti-
fraud activities; performance measurement and outcomes assessment; health, disability and life claims analysis and 
reporting; health services, disability and life research; data and information systems management; compliance with 
legal and regulatory requirements; formulary management; litigation proceedings; transfer of policies or contracts to 
and from other insurers, HMOs and third party administrators; underwriting activities; and due diligence activities in 
connection with the purchase or sale of some or all of our business. We consider these activities key for the operation 
of our health, disability and life plans. To the extent permitted by law, we use and disclose personal information as 
provided above without member consent. However, we recognize that many members do not want to receive 
unsolicited marketing materials unrelated to their health, disability and life benefits. We do not disclose personal 
information for these marketing purposes unless the member consents. We also have policies addressing 
circumstances in which members are unable to give consent. 
 
To obtain a copy of our Notice of Privacy Practices, which describes in greater detail our practices concerning use and 
disclosure of personal information, please call the toll-free Member Services number on your ID card or visit our 
Internet site at www.aetna.com. 
 







     


      


Additional Information Provided by 
 


Sarah Lawrence College 
 
The following information is provided to you in accordance with the Employee Retirement Income Security Act of 
1974 (ERISA). It is not a part of your booklet-certificate. Your Plan Administrator has determined that this 
information together with the information contained in your booklet-certificate is the Summary Plan Description 
required by ERISA. 
 
In furnishing this information, Aetna is acting on behalf of your Plan Administrator who remains responsible for 
complying with the ERISA reporting rules and regulations on a timely and accurate basis. 
 
Name of Plan: 
Sarah Lawrence College - Health Plan 
 
Employer Identification Number: 
23-7223216 
 
Plan Number: 
509 
 
Type of Plan: 
Welfare 
 
Type of Administration: 
Group Insurance Policy with: 
 


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 


 
Plan Administrator: 
Sarah Lawrence College 
1 Mead Way 
Bronxville, NY  10708-5999 
Telephone Number: (914) 395-2365 
 
Agent For Service of Legal Process: 
Sarah Lawrence College 
1 Mead Way 
Bronxville, NY  10708-5999 
 
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 written instrument signed by the person designated by the 
Plan Administrator. 
 







     


      


ERISA Rights 
As a participant in the group insurance plan you are entitled to certain rights 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 summary annual 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 
coverage rights. 
 
Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health plan, 
if you have creditable coverage from another plan. You should be provided a certificate of creditable coverage, free of 
charge, from your group health plan or health insurance issuer when you lose coverage under the Plan, when you 
become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you 
request it before losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of 
creditable coverage, you may be subject to preexisting condition exclusion for 12 months after your enrollment date in 
your coverage under this Plan. Contact your Plan Administrator for assistance in obtaining a certificate of creditable 
coverage. 
 
Prudent Actions by Plan Fiduciaries 
In addition to creating rights for plan participants, ERISA imposes 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 way to 
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, and to appeal any denial, all within certain time 
schedules. 
 
Under ERISA there 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 $ 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 suit in a state or federal 
court. In addition, if you disagree with the Plan’s decision or lack thereof concerning the status of a 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 
sued to 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. 
 
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 such approved 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 date you are required to make any contribution and you fail to do so. 
 The date your Employer determines your approved FMLA leave is terminated. 
 The date the coverage involved 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 to be 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 return to 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. 
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Schedule of Benefits 
(GR-29N 01-01-01NY) 
 
Applies to the Alternate Dental Coverage (Comprehensive Dental Expense Coverage) 
 
Employer: Sarah Lawrence College 
 
Group Policy Number: GP-875727 
 
Issue Date: February 9, 2011 
Effective Date: November 1, 2010 
Schedule: 5A 
Cert Base: 5 
 
For: Freedom of Choice - Comprehensive Dental Plan 
 
This is an ERISA plan, and you have certain rights under this plan. Please contact your Employer for additional 
information. 
 


Comprehensive Dental Plan (GR-9N-S-20-005-01-NY) 
 
Schedule of Comprehensive Dental Benefits 
Plan Features 
Calendar Year Deductible 
 


$75 Individual 
$225 Family 
 


The Calendar Year deductible applies to all covered expenses except Type A Expenses. 
 
 
(GR-9N-S-20-005-01-NY) 
Plan Coinsurance:  
Please refer to the listing of covered expenses and the percentage payable appearing below. The percentage the plan 
will pay varies by the type of expense. 
 
Type A Expenses 80% 
Type B Expenses 50% 
Type C Expenses 50% 
 
(GR-9N-S-20-005-01-NY) 
Calendar Year Maximum Benefit 
Calendar Year Maximum Benefit 
 


$1,000 


The most the plan will pay for covered expenses incurred by any one covered person in a Calendar Year is called the 
Calendar Year maximum benefit. 
 
Expense Provisions (GR-9N S-09-05-01 NY) 
 
The following provisions apply to your health expense plan. 
This section describes cost sharing features, benefit maximums and other important provisions that apply to your 
Plan. The specific cost sharing features and the applicable dollar amounts or benefit percentages are contained in the 
attached health expense sections of this Schedule of Benefits. 
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The insurance described in this Schedule of Benefits is underwritten by Aetna Life Insurance Company, policy form GR-
29N. 
 
Keep This Schedule of Benefits With Your Booklet-Certificate. 
 
Deductible Provisions (GR-9N S-09-05-01 NY) 
 
Calendar Year Deductible 
This is an amount of covered expenses incurred each Calendar Year for which no benefits will be paid. The 
Calendar Year deductible applies separately to you and each of your covered dependents. After covered expenses 
reach the Calendar Year deductible, the plan will begin to pay benefits for covered expenses for the rest of the 
Calendar Year.  
 
Family Deductible Limit 
When you incur covered expenses that apply toward the Calendar Year deductibles for you and each of your 
covered dependents these expenses will also count toward the Calendar Year family deductible limit. Your family 
deductible limit will be considered to be met for the rest of the Calendar Year once the combined covered expenses 
reach the family deductible limit in a Calendar Year. 
 
Coinsurance Provisions (GR-9N S-09-020 01) 
 
Coinsurance 
This is the percentage of your covered expenses that the plan pays and the percentage of covered expenses that 
you pay. The percentage that the plan pays is referred to as the “Plan Coinsurance”. Once applicable deductibles 
have been met, your plan will pay a percentage of the covered expenses, and you will be responsible for the rest of 
the costs. The coinsurance percentage may vary by the type of expense. Refer to your Schedule of Benefits for 
coinsurance amounts for each covered benefit. 
 
Maximum Benefit Provisions (GR-9N S-09-025 01) 
 
Calendar Year Maximum Benefit 
The most the plan will pay for covered expenses incurred by any one covered person in a Calendar Year is called the 
Calendar Year maximum benefit. 
 
The Calendar Year maximum benefit will not deny benefits for certain covered expenses in any one Calendar Year. 
 
The Calendar Year maximum benefit applies to network care and out-of-network care expenses combined. 
 


General (GR-9N S-28-01 01) 
 
This Schedule of Benefits replaces any similar Schedule of Benefits previously in effect under your plan of benefits. 
Requests for coverage other than that to which you are entitled in accordance with this Schedule of Benefits cannot 
be accepted. This Schedule is part of your Booklet-Certificate and should be kept with your Booklet-Certificate form 
GR-9N. Coverage is underwritten by Aetna Life Insurance Company. 
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What is Phased Retirement? 


Phased Retirement k'ts you work 


on 50'X) nf a full-time schedule


fur up tu three years from the start 


of Phased Retirement- while 


rccci\'in .~ 65% of yuur base salary, 


plus llther benefits. If yuu already 


wurk p;Ht time, yuu will cuntinue 


on your current schedule hut will 


he paid 65'){) uf base salary. 


If yuu elect Phased Retirement, 


you must retire as uf any July)[ 


within three academic years uf the 


start llf your Phased Retirement. 


Phased Retirement 
To be eligible for Phased Retirement, you must meet the following 


requirements as of the July 31 when your Phased Retirement starts: 


• You must be a tenured faculty member 


• You must be age 62 or older, and 


• You must havelO or more year~ of service with the College. 


What's Included 
If you choose this option, you will teach half time (i.e., a two (2) day schedule 


all year) for a maximum of three academic years from the start of Phased 


Retirement, after which you must retire. During Phased Retirement, you will 


receive: 


• 65% of your full-time base salary, plus any usual salary increases 


(Note: If you currently work part time on 50% schedule and you elect this 


option, you will continue to work 50% of a full-time schedule with your base 


salary increasing to 65% of your full-time-equivalent base salary.) 


• Coverage under all active employee health insurance benefits (medical, 


dental, vision) for you, your spouse or domestic partner, and your eligible 


dependents, in which you are enrolled when Phased Retirement starts, 


• Retirement Plan contributions based on 65% of your full-time equivalent 


base salary, and 


• Life insurance coverage based on 100% of your pre-Phased Retirement 


base salary. 


When you actually retire: 


• You and your spouse or domestic partner will be eligible for subsidized 


post-65 retiree medical insurance upon reaching age 65 and becoming 


eligible for Medicare, and 


• You will maintain a continuing connection with Sarah Lawrence through 


membership in the Professor Emeritus Society for Retired Faculty as 


described on the following page. 





		Translation Services Notice

		ATTACHMENT 1 - Health EPO

		A-1b SLC Health EPO Certificate and Riders

		A,B,D,E-all c Phased Retirement Program Flyer





		D-3b FOC-Comp Certificate 875727-comp book [[November 1, 2010]]

		D-3c FOC-Comp 875727-comp sob Summary of Benefits

		D,E-all c Phased Retirement Program Flyer (already attached to health and life)






Notice to Employees of 


Sarah Lawrence College 
(the "Customer") 


Interpreter and Translation Services 
You may contact Member Services at the toll-free telephone number listed on your I.D. card to receive information on 
interpreter and translation services related to administrative procedures. A TDD# for the hearing impaired is also available. 


French 


Services d'interpretation et de traduction 
Vous pouvez contacter les services aux membres au numero de telephone sans frais indique sur votre carte d'identification 
pour recevoir de !'information sur les services d'interpretation et de traduction se rapportant aux procedures administratives. 
Les professionnels du service a Ia clientele Aetna ont acces a des services de traduction par le biais des services linguistiques 
telephoniques de AT&T. Un numero de telephone ATME est aussi disponible pour les malentendants. 


Greek 


Y 1t11 pscns~ Ms'ta~pacrsro~ 
rw: va A.apE'tE 7tAT)po$optEc; ocmv a$opa 'tCOV U7tTJpE<HCOV flUe; 
flE'ta$pacr~:coc; crx~:nKa f!E 'tTJY Ota8tKacrta 8tolKTJ'tlKTJ, fl1tOpEnE va 
Epxocracr't£ cr~: ~:na$TJ f!E 'tTJV YnTJpEma yta 1:a MEATJ cr1:ov apt9f!o 
(xpcotc; 8to8ta) 7tOU pptcrKf:'tat E7tUVCO <r'tTJV E~aKptpcocrT) crac; 
'taUW'tTJ'tac;. Ot ~:nayy~:A.f!a'tlKOl unaAATJAOL (1:ou 'tflTJflU'toc; 'tTJc; 
AE'tYa 'tO 07t010 avacrxoA.~:nat f!E 'touc; 7tEAU'tEc;) fl1tOpouv va 
XPTJ<rlfl07totouv 'tTJV f!E'ta$pacrnKTJ U7tTJpEma 'tTJc; E'tatpEtac; AT&T. 


Italian 


Servizi di traduzione e di interpretariato 
Per ottenere informazioni sui servizi di traduzione e interpretariato connessi a procedure amministrative, potete rivolgervi al 
Servizio Membri chiamando il numero di linea verde indicato sulla vostra carta di ID. I professionisti del servizio clientela 
della Aetna hanno accesso ai servizio di traduzione della linea linguistica della AT&T. E anche disponibile un No TDD per 
deboli di udito. 


Portuguese 
Servi.;os de Interprete e de Tradu.;ao 
Voce podera entrar em contato com os Servi<;os dos Associados ao telefone livre de tarifa indicado no seu cartao de 
identifica<;ao para obter informa<;oes sobre servi<;os de interprete e de tradu<;ao com rela<;ao aos procedimentos 
administrativos. Os profissionais dos servi<;os aos clientes tern acesso aos servi<;os de tradu<;ao atraves da Jinha de idiomas da 
AT&T. Existe tambem uma linha TDD para quem tern dilficuldades com a audi<;ao. 


Russian 


M -::K! re- c:C pa.m :a r -:,: ,! ·s. :c .r :t. f:Jl :eSc: rr;t:scu =ra H: n .a: 'rJ n~ s: ,.c-o:r:s: 


yna.c:s::aH:f.t'·CM:} .. e:a :a-·a:mt:':il ·q_n-e:H:c!:-~Joii s:aprc,-qK-5. 
n n:: :nH 


n:n:u ,: 


Spanish 


Servicio de Interprete y Traduccion 


~)5- ;;:· .:"!~,.-:&:~ n ·:;:a :a: :tt-:rz Knit e:_H rr;; s· 11 J\1 ·E: r.:·-:r 
e :.:· r -: .]:- -·'I :a .K:<E: <t yc -r p c !1 c r ·a, c- : B _Jf-511 


Usted puede ponerse en contacto con Servicios a Miembros, a! numero de telefono gratis que aparece en su tarjeta de 
identificaci6n para recibir informacion sobre servicios de interprete y traducci6n relativo a los procedimientos 
administrativos. Los profesionales de servicio a clientes de Aetna tienen acceso a los servicios de traducci6n por medio de la 
linea de idiomas de AT&T. Ademas hay un numero de TDD para las personas con impedimento de audici6n. 







Haitian-Creole 
Sevis intepret ak tradikte 
Ou kapab pran kontak avek Sevis pou manm-yo si ou rele nimewo telefon gratis ki sou kat I.D.-ou-a (idantifikasyon) pou ou 
jwenn ranseyman sou sevis intepret ak tradikte konsenan pwosedi administratif. Pwofesyonnel nan sevis kliyan "Aetna" gen 
mwaydenjwenn sevis tradiksyon nan "AT&T language line" (sevis lang AT&T). Yon nimewo TDD disponnib tou pou 
moun ki pa tande byen. 


Lao 
l'1uUW:11'1UlJ'1UW"1lii'1CCQ~:n'1UCCtlW'1l:l!'1 


Cambodian 


'Mtl R!! &~nun &t,t5 m nn 


ifnmtHn l'i9 .e&Mtl nt!MY'lan mt!frumus il ii fiii&a tarur;mrl &rum ii nhmlimfJ 
Cit "'"'t C"v I 


fin &flf!t!f!frlHlmY'IS uti &Mfrfit!GtifiUFiG1JUfllft51 G8ru!rlfi9.es.e1amiitr;.emf '1 
Clli f.J ... -. Gli 


~nrlSl!] filfG~fi &Mtl fi!!GSfffigdsm fJ Aetna Y1 St!&tt]lYI rum &6Utr fiJ!Ufi &tu 


Chinese 


=I~&¥~n!Uj§ 


~~~a~•rr~~~-fi~~~~••~••••a•R•a 
~ • J.-YJ~ 1~.fEI)Cf;i. 1m 'flml!Rff; (:J·~ D ~ & ifF~ ff~$J~ J:l§R o AetnaA"J~ 


~fflp}j~:f9tAffii{JefflAT&Tililf~f:Wf.* (AT&T Language Line) 8'1lfm§! 
!~t;fi o ~~ fl -111 ~ F~j ~~ }J tif!~@E 89 ffl p :!:tE#tft'JTDD~ftli!j o 


Arabic 
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Preface   
 
Aetna Life Insurance Company (ALIC) is pleased to provide you with this Booklet-Certificate. Read this Booklet-Certificate 
carefully. The plan is underwritten by Aetna Life Insurance Company of Hartford, Connecticut (referred to as Aetna). 
 
This Booklet-Certificate is part of the Group Insurance Policy between Aetna Life Insurance Company and the Policyholder. 
The Group Insurance Policy determines the terms and conditions of coverage. Aetna agrees with the Policyholder to 
provide coverage in accordance with the conditions, rights, and privileges as set forth in this Booklet-Certificate. The 
Policyholder selects the products and benefit levels under the plan. A person covered under this plan and their 
covered dependents are subject to all the conditions and provisions of the Group Insurance Policy. 
 
The Booklet-Certificate describes the rights and obligations of you and Aetna, what the plan covers and how benefits are 
paid for that coverage. It is your responsibility to understand the terms and conditions in this Booklet-Certificate. Your 
Booklet-Certificate includes the Schedule of Benefits and any amendments or riders. 
 
If you become insured, this Booklet-Certificate becomes your Certificate of Coverage under the Group Insurance Policy, and it 
replaces and supersedes all certificates describing similar coverage that Aetna previously issued to you. 
 
Group Policyholder: Sarah Lawrence College 
Group Policy Number: GP-875727 
Effective Date: November 1, 2010 
Issue Date: February 9, 2011 
Booklet-Certificate Number: 6 
 


 
 


Ronald A. Williams 
Chairman, Chief Executive Officer and President 
 
Aetna Life Insurance Company 
(A Stock Company) 
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Important Information Regarding Availability of Coverage (GR-9N 02-005 02)  
No services are covered under this Booklet-Certificate in the absence of payment of current premiums subject to the 
Grace Period and the Premium section of the Group Insurance Policy. 
 
Unless specifically provided in any applicable termination or continuation of coverage provision described in this 
Booklet-Certificate or under the terms of the Group Insurance Policy, the plan does not pay benefits for a loss or claim for a 
health care, medical or dental care expense incurred before coverage starts under this plan. 
 
This plan will not pay any benefits for any claims, or expenses incurred after the date this plan terminates. 
 
This provision applies even if the loss, or expense, was incurred because of an accident, injury or illness that 
occurred, began or existed while coverage was in effect.  
 
Please refer to the sections, “Termination of Coverage (Extension of Benefits)” and “Continuation of Coverage” for more details 
about these provisions. 
 
Benefits may be modified during the term of this plan as specifically provided under the terms of the Group Insurance 
Policy or upon renewal. If benefits are modified, the revised benefits (including any reduction in benefits or elimination 
of benefits) apply to any expenses incurred for services or supplies furnished on or after the effective date of the plan 
modification. There is no vested right to receive any benefits described in the Group Insurance Policy or in this Booklet-
Certificate beyond the date of termination or renewal including if the service or supply is furnished on or after the 
effective date of the plan modification, but prior to your receipt of amended plan documents. 
 


Coverage for You and Your Dependents  
 


Health Expense Coverage   
 
Benefits are payable for covered health care expenses that are incurred by you or your covered dependents while 
coverage is in effect. An expense is “incurred” on the day you receive a health care service or supply. 
 
Coverage under this plan is non-occupational. Only non-occupational injuries and non-occupational illnesses are 
covered. 
 
Refer to the What the Plan Covers section of the Booklet-Certificate for more information about your coverage. 
 
Treatment Outcomes of Covered Services   
Aetna is not a provider of health care services and therefore is not responsible for and does not guarantee any results 
or outcomes of the covered health care services and supplies you receive. Except for Aetna RX Home Delivery LLC, 
providers of health care services, including hospitals, institutions, facilities or agencies, are independent contractors 
and are neither agents nor employees of Aetna or its affiliates. 
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When Your Coverage Begins  
(GR-9N 29-005-01-NY) 


 


 Who Can Be Covered 
 
 How and When to Enroll 
 
 When Your Coverage Begins 
 


 
Throughout this section you will find information on who can be covered under the plan, how to enroll and what to 
do when there is a change in your life that affects coverage. In this section, “you” means the employee. 
 


Who Can Be Covered  
 
Employees  
To be covered by this plan, the following requirements must be met:  
 
 You will need to be in an “eligible class”, as defined below; and 
 You will need to meet the “eligibility date criteria” described below. 


 
Eligible Classes  
You are in an eligible class if: 
 
 You are a regular full-time employee, as defined by your employer. 


 
Determining When You Become Eligible  
You become eligible for the plan on your eligibility date, which is determined as follows. 
 
On the Effective Date of the Plan 
If you are in an eligible class on the effective date of this plan, your coverage eligibility date is the effective date of the 
plan. 
 
After the Effective Date of the Plan 
If you are hired after the effective date of this plan, your coverage eligibility date is the date you are hired. 
 
If you enter an eligible class after the effective date of this plan, your coverage eligibility date is the date you enter the 
eligible class. 
 
Obtaining Coverage for Dependents (GR-9N-29-010-02 NY)  
Your dependents can be covered under your plan. You may enroll the following dependents:  
 
 Your legal spouse; or 
 Your domestic partner who meets the rules set by your employer; and 
 Your dependent children. 


 
Aetna will rely upon your employer to determine whether or not a person meets the definition of a dependent for 
coverage under the plan. This determination will be conclusive and binding upon all persons for the purposes of this 
plan. 
 
Coverage for Domestic Partner (GR-9N 29-010 01-NY) 
To be eligible for coverage, you and your domestic partner will need to complete and sign a Declaration of Domestic 
Partnership. 
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Coverage for Dependent Children (GR-9N-29-010-02 NY)  
To be eligible, a dependent child must be: 
 
 Unmarried; and 
 Under 19 years of age; or 
 Under age 25, as long as he or she is a full-time student at an accredited institution of higher education and solely 


depends on your support*. 
 
*Note: Proof of full-time student status is required each year. This means that the child is enrolled as an 
undergraduate student with a total course load of at least 12 credits or is enrolled as a graduate student with a total 
course load of at least 9 credits. 
 
An eligible dependent child includes:  
 
 Your biological children; 
 Your stepchildren; 
 Your legally adopted children; 
 Your foster children, including any children placed with you for adoption; 
 Any children for whom you are responsible under court order; 
 Your grandchildren in your court-ordered custody; and 
 Any other child who lives with you in a parent-child relationship. 


 
Coverage for a handicapped child may be continued past the age limits shown above. See Handicapped Dependent 
Children for more information. 
 
Important Reminder 
Keep in mind that you cannot receive coverage under this Plan as: 
 
 Both an employee and a dependent; or 
 A dependent of more than one employee. 


 


How and When to Enroll (GR-9N 29-015 03 NY)  
 
Initial Enrollment in the Plan  
You will be provided with plan benefit and enrollment information when you first become eligible to enroll. To 
complete the enrollment process, you will need to provide all requested information for yourself and your eligible 
dependents. You will also need to agree to make required contributions for any contributory coverage. Your employer 
will determine the amount of your plan contributions, which you will need to agree to before you can enroll. 
Remember plan contributions are subject to change.  
 
You will need to enroll within 31 days of your eligibility date. 
 
Newborns are automatically covered for 31 days after birth. To continue coverage after 31 days, you will need to 
complete a change form and return it to your employer within the 31-day enrollment period. 
 
Annual Enrollment  
During the annual enrollment period, you will have the opportunity to review your coverage needs for the upcoming 
year. During this period, you have the option to change your coverage. The choices you make during this annual 
enrollment period will become effective the following year. 
 
If you do not enroll yourself or a dependent for coverage when you first become eligible, but wish to do so later, you 
will need to do so during the next annual enrollment period. 
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When Your Coverage Begins   
 
Your Effective Date of Coverage  
Your coverage takes effect on the later of: 
 
 The date you are eligible for coverage; and 
 The date you return your completed enrollment information. 


 
If you do not return your completed enrollment information within 31 days of your eligibility date, the rules under 
Rules and Limits That Apply to the Dental Plan section will apply. 
 
Your Dependent’s Effective Date of Coverage  
Your dependent’s coverage takes effect on the same day that your coverage becomes effective, if you have enrolled 
them in the plan by then. 
 
Note: New dependents need to be reported to Aetna within 31 days because they may affect your contributions. 
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Requirements For Coverage (GR-9N S-09-005-01 NY)  
 
To be covered by the plan, services and supplies must meet all of the following requirements:  
 
1. The service or supply must be covered by the plan. For a service or supply to be covered, it must: 
 


 Be included as a covered expense in this Booklet-Certificate; 
 Not be an excluded expense under this Booklet-Certificate. Refer to the Exclusions sections of this Booklet-


Certificate for a list of services and supplies that are excluded; 
 Not exceed the maximums and limitations outlined in this Booklet-Certificate. Refer to the What the Plan 


Covers section and the Schedule of Benefits for information about certain expense limits; and 
 Be obtained in accordance with all the terms, policies and procedures outlined in this Booklet-Certificate. 


 
2. The service or supply must be provided while coverage is in effect. See the Who Can Be Covered, How and When to 


Enroll, When Your Coverage Begins, When Coverage Ends and Continuation of Coverage sections for details on when 
coverage begins and ends. 


 
3. The service or supply must be medically necessary. To meet this requirement, the dental service or supply must 


be provided by a physician, or other health care provider or dental provider, exercising prudent clinical 
judgment, to a patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease 
or its symptoms. The provision of the service or supply must be: 


 
(a) In accordance with generally accepted standards of dental practice; 
(b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient’s illness, injury or disease; and 
(c) Not primarily for the convenience of the patient, physician or dental provider or other health care 


provider; 
(d) And not more costly than an alternative service or sequence of services at least as likely to produce equivalent 


therapeutic or diagnostic results as to the diagnosis or treatment of that patient’s illness, injury, or disease. 
 
For these purposes “generally accepted standards of dental practice” means standards that are based on credible 
scientific evidence published in peer-reviewed dental literature generally recognized by the relevant dental community, 
or otherwise consistent with physician or dental specialty society recommendations and the views of physicians or 
dentists practicing in relevant clinical areas and any other relevant factors. 
 
Clinical Review Criteria Requests  
If you or your covered dependent needs additional information on a specific clinical issue, you may request a clinical 
review criteria by submitting written request to Aetna. The written request must contain the following information:  
 
 Person’s name; address; and telephone number. 
 A request for the clinical review criteria; which Aetna would utilize in making a coverage determination involving 


a specific condition, treatment or device. 
 
The written request should be sent to the following address:  
 
Aetna 
CRC Requests - Mail Code: F074 
3 Independence Way 
Princeton, N.J. 08540 
 
Aetna will take into consideration the person’s individual situation in applying the clinical review criteria. 
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For questions, or further assistance, the person should call the Customer Services toll-free telephone number shown 
in the Identification Card. 
 
Important Note 
Not every service or supply fitting the definition for medical necessity is covered by the plan. Exclusions and 
limitations apply to certain dental services, supplies and expenses. For example some benefits are limited to a certain 
number of days, visits or a dollar maximum. Refer to your What the Plan Covers and Schedule of Benefits for the plan limits 
and maximums. 
 
In case of a denial of coverage, you have full advantage of all appeal rights available under New York State insurance 
law. 
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How Your Aetna Dental 
Plan Works  
(GR-9N 16-005-01) 


 


 Common Terms 
 
 What the Plan Covers 
 
 Rules that Apply to the Plan 
 
 What the Plan Does Not Cover 
 


 


Understanding Your Aetna Dental Plan  
 
It is important that you have the information and useful resources to help you get the most out of your Aetna dental 
plan. This Booklet-Certificate explains:  
 
 Definitions you need to know; 
 How to access care, including procedures you need to follow; 
 What services and supplies are covered and what limits may apply; 
 What services and supplies are not covered by the plan; 
 How you share the cost of your covered services and supplies; and 
 Other important information such as eligibility, complaints and appeals, termination, continuation of coverage 


and general administration of the plan. 
 
Important Notes:  
Unless otherwise indicated, "you" refers to you and your covered dependents. You can refer to the Eligibility section 
for a complete definition of "you". 
 
This Booklet-Certificate applies to coverage only and does not restrict your ability to receive covered expenses that are 
not or might not be covered expenses under this dental plan. 
 
Store this Booklet-Certificate in a safe place for future reference. 
 


Getting Started: Common Terms (GR-9N 16-010-01)  
 
Many terms throughout this Booklet-Certificate are defined in the Glossary Section at the back of this document. 
Defined terms appear in bolded print. Understanding these terms will also help you understand how your plan works 
and provide you with useful information regarding your coverage. 
 


About the PPO Dental Plan (GR-9N 16-025-01)  
 
The plan is a Preferred Provider Organization (PPO) that covers a wide range of dental services and supplies. You 
can visit the dental provider of your choice when you need dental care. 
 
You can choose a dental provider who is in the dental network. You may pay less out of your own pocket when you 
choose a network provider. 
 
You have the freedom to choose a dental provider who is not in the dental network. You may pay more if you 
choose an out-of-network provider. 
 
The Schedule of Benefits shows you how the plan's level of coverage is different for network services and supplies and 
out-of-network services and supplies. 
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The Choice Is Yours 
You have a choice each time you need dental care: 
 
Using Network Providers 
 
 Your out-of-pocket expenses will be lower when your care is provided by a network provider. 
 The plan begins to pay benefits after you satisfy a deductible. 
 You share the cost of covered services and supplies by paying a portion of certain expenses (your coinsurance). 


Network providers have agreed to provide covered services and supplies at a negotiated charge. Your 
coinsurance is based on the negotiated charge. In no event will you have to pay any amounts above the 
negotiated charge for a covered service or supply. You have no further out-of pocket expenses when the plan 
covers in network services at 100%. 


 You will not have to submit dental claims for treatment received from network providers. Your network 
provider will take care of claim submission. You will be responsible for deductibles, coinsurance and 
copayments, if any. 


 You will receive notification of what the plan has paid toward your covered expenses. It will indicate any 
amounts you owe towards your deductible, copayment, coinsurance or other non-covered expenses you 
have incurred. You may elect to receive this notification by e-mail, or through the mail. Call or e-mail Member 
Services if you have questions regarding your statement. 


 
Availability of Providers 
Aetna cannot guarantee the availability or continued participation of a particular provider. Either Aetna or any 
network provider may terminate the provider contract or limit the number of patients accepted in a practice. 
 
Using Out-of-Network Providers 
You can obtain dental care from dental providers who are not in the network. The plan covers out-of-network 
services and supplies, but your expenses will generally be higher. 
 
You must satisfy a deductible before the plan begins to pay benefits. 
 
You share the cost of covered services and supplies by paying a portion of certain expenses (your coinsurance). 
 
You must file a claim to receive reimbursement from the plan. 
 
Important Reminder 
Refer to the Schedule of Benefits for details about any deductibles, copays, coinsurance and maximums that apply. 
 


Getting an Advance Claim Review (GR-9N 16-035-01) 
 
The purpose of the advance claim review is to determine, in advance, the benefits the plan will pay for proposed 
services. Knowing ahead of time which services are covered by the plan, and the benefit amount payable, helps you 
and your dentist make informed decisions about the care you are considering. 
 
Important Note 
The pre-treatment review process is not a guarantee of benefit payment, but rather an estimate of the amount or 
scope of benefits to be paid. 
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When to Get an Advance Claim Review  
An advance claim review is recommended whenever a course of dental treatment is likely to cost more than $350. Ask 
your dentist to write down a full description of the treatment you need, using either an Aetna claim form or an ADA 
approved claim form. Then, before actually treating you, your dentist should send the form to Aetna. Aetna may 
request supporting x-rays and other diagnostic records. Once all of the information has been gathered, Aetna will 
review the proposed treatment plan and provide you and your dentist with a statement outlining the benefits payable 
by the plan. You and your dentist can then decide how to proceed. 
 
The advance claim review is voluntary. It is a service that provides you with information that you and your dentist 
can consider when deciding on a course of treatment. It is not necessary for emergency treatment or routine care such 
as cleaning teeth or check-ups. 
 
In determining the amount of benefits payable, Aetna will take into account alternate procedures, services, or courses 
of treatment for the dental condition in question in order to accomplish the anticipated result. (See Benefits When 
Alternate Procedures Are Available for more information on alternate dental procedures.) 
 
What is a Course of Dental Treatment? 
A course of dental treatment is a planned program of one or more services or supplies. The services or supplies are 
provided by one or more dentists to treat a dental condition that was diagnosed by the attending dentist as a result 
of an oral examination. A course of treatment starts on the date your dentist first renders a service to correct or treat 
the diagnosed dental condition. 
 


What The Plan Covers (GR-9N 18-005-01)  
 
PPO Dental Plan  
Schedule of Benefits for the PPO Dental Plan  
PPO Dental is merely a name of the benefits in this section. The plan does not pay a benefit for all dental care 
expenses you incur. 
 
Important Reminder 
Your dental services and supplies must meet the following rules to be covered by the plan:  
 
 The services and supplies must be medically necessary. 
 The services and supplies must be covered by the plan. 
 You must be covered by the plan when you incur the expense. 


 
Covered expenses include charges made by a dentist for the services and supplies that are listed in the dental care 
schedule. 
 
The next sentence applies if:  
 
 A charge is made for an unlisted service given for the dental care of a specific condition; and 
 The list includes one of more services that, under standard practices, are separately suitable for the dental care of 


that condition. 
 
In that case, the charge will be considered to have been made for a service in the list that Aetna determines would 
have produced a professionally acceptable result. 
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Dental Care Schedule  
The dental care schedule is a list of dental expenses that are covered by the plan. There are several categories of 
covered expenses:  
 
 Preventive 
 Diagnostic 
 Restorative 
 Oral surgery 
 Endodontics 
 Periodontics 


 
These covered services and supplies are grouped as Type A, Type B or Type C. 
 
PPO Dental Expense Coverage Plan (GR-9N 18-006-01) 
 
(GR-9N-19-006-01) 
The following additional dental expenses will be considered covered expenses for you and your covered dependent 
if you have medical coverage and have at least one of the following conditions:  
 
 Pregnancy; 
 Coronary artery disease/cardiovascular disease; 
 Cerebrovascular disease; or 
 Diabetes 


 
Additional Covered Dental Expenses 
 
 One additional prophylaxis (cleaning) per year. 
 Scaling and root planing, (4 or more teeth); per quadrant; 
 Scaling and root planing (limited to 1-3 teeth); per quadrant;  
 Full mouth debridement; 
 Periodontal maintenance (one additional treatment per year); and 
 Localized delivery of antimicrobial agents. (Not covered for pregnancy) 


 
Payment of Benefits 
The additional prophylaxis, the benefit will be payable the same as other prophylaxis under the plan. 
 
The payment percentage applied to the other covered dental expenses above will be 100% for network expenses 
and 100 % for out-of-network expenses. These additional benefits will not be subject to any frequency limits except as 
shown above or any Calendar Year maximum. 
 
Aetna will reimburse the provider directly, or you may pay the provider directly and then submit a claim for 
reimbursement for covered expenses. 
 
Important Reminder (GR-9N 18-010-04) 
The deductible, coinsurance and maximums that apply to each type of dental care are shown in the Schedule of 
Benefits. 
 
You may receive services and supplies from network and out-of-network providers. Services and supplies given by 
a network provider are covered at the network level of benefits shown in the Schedule of Benefits. Services and 
supplies given by an out-of-network provider are covered at the out-of-network level of benefits shown in the 
Schedule of Benefits. 
 
Refer to About the PPO Dental Coverage for more information about covered services and supplies. 
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Type A Expenses: Diagnostic and Preventive Care 
 
Visits and X-Rays 
Office visit during regular office hours, for oral examination (limited to 2 visits per year) 
Prophylaxis (cleaning) (limited to 2 treatments per year) 
 Adult 
 Child 
Topical application of fluoride, (limited to one course of treatment per year and to children under age 18) 
Sealants, per tooth (limited to one application every 3 years for permanent molars only, and to children under age 
16) 
Bitewing X-rays (limited to 2 sets per year) 
Complete X-ray series, including bitewings if necessary, or panoramic film (limited to 1 set every 3 years) 
Vertical bitewing X-rays (limited to 1 set every 3 years) 
 
Type B Expenses: Basic Restorative Care 
Visits and X-Rays 
Professional visit after hours (payment will be made on the basis of services rendered or visit, whichever is greater) 
Emergency palliative treatment, per visit 
 
X-Ray and Pathology 
Periapical x-rays (single films up to 13) 
Intra-oral, occlusal view, maxillary or mandibular 
Upper or lower jaw, extra-oral 
Biopsy and histopathologic examination of oral tissue 
Diagnostic casts 
 
Oral Surgery 
Extractions 
 Erupted tooth or exposed root 
 Coronal remnants 
 Surgical removal of erupted tooth/root tip 
 Postoperative visit (sutures and complications) after multiple extractions and impaction 
Impacted Teeth 
 Removal of tooth 
Alveolar of Gingival Reconstructions 
 Alveolectomy (edentulous) per quadrant 
 Alveolectomy (in addition to removal of teeth) per quadrant 
 Alveoplasty with ridge extension, per arch 
 Removal of exostosis 
 Excision of hyperplactic tissue per arch 
 Excision of pericoronal gingiva 
Odontogenic Cysts and Neoplasms 
 Incision and drainage of abscess 
 Removal of odontogenic cyst or tumor 
Other Surgical Procedures 
 Sialolithotomy: removal of salivary calculus 
 Closure of salivary fistula 
 Dilation of salivary duct 
 Transplantation of tooth or tooth bud 
 Removal of foreign body from bone (independent procedure) 
 Maxillary sinusotomy for removal of tooth fragment or foreign body 
 Closure of oral fistula of maxillary sinus 
 Sequestrectomy for osteomyelitis or bone abcess, superficial 
 Condylectomy of temporomandibular joint 
 Meniscectomy of temporomandibular joint 
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 Radical resection of mandible with bone graft 
 Crown exposure to aid eruption 
 Removal of foreign body from soft tissue 
 Frenectomy 
 Suture of soft tissue injury 
 Injection of sclerosing agent into temporomandibular joint 
 Treatment of trigeminal neuralgia by injection into second and third divisions 
 
General Anesthesia and Intravenous Sedation (only when medically necessary and only when provided in 
conjunction with a covered surgical procedure) 
 
Periodontics 
Occlusal adjustment (other than with an appliance or by restoration) 
Root planing and scaling, per quadrant (limited to 4 separate quadrants per year) 
Root planing and scaling – 1 to 3 teeth per quadrant (limited to once per site every year) 
Gingivectomy, per quadrant 
Gingivectomy, 1 to 3 teeth per quadrant 
Gingival flap procedure, including root planing - per quadrant 
Gingival flap procedure, including root planing – 1 to 3 teeth per quadrant 
Periodontal maintenance procedures following active therapy (limited to 2 per year) 
Localized delivery of antimicrobial agents 
Osseous surgery (including flap entry and closure), 1 to 3 teeth per quadrant 
Osseous surgery (including flap entry and closure), per quadrant 
Soft tissue graft procedures 
 
Endodontics 
Pulp capping 
Pulpotomy 
Apexification/recalcification 
Apicoectomy 
Root canal therapy including necessary X-rays  
 Anterior 
 Bicuspid 
 Molar 
 
Restorative Dentistry Excludes inlays, crowns (other than prefabricated stainless steel or resin) and bridges. 
(Multiple restorations in 1 surface will be considered as a single restoration.) 
Amalgam restorations 
Resin-based composite restorations 
Sedative fillings 
Pins 
 Pin retention—per tooth, in addition to amalgam or resin restoration 
Crowns (when tooth cannot be restored with a filling material) 
 Prefabricated stainless steel 
 Prefabricated resin crown (excluding temporary crowns) 
Recementation 
 Inlay 
 Crown 
 Bridge 
Repairs: crowns and bridges 
Full and partial denture repairs 
 Broken dentures, no teeth involved 
 Repair cast framework 
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 Replacing missing or broken teeth, each tooth 
 
Space Maintainers Only when needed to preserve space resulting from premature loss of primary teeth. (Includes 
all adjustments within 6 months after installation.) 
 Fixed (unilateral or bilateral) 
 Removable (unilateral or bilateral) 
 Removable inhibiting appliance to correct thumbsucking 
 Fixed or cemented inhibiting appliance to correct thumbsucking 
Occlusal guard (for bruxism only), limited to 1 every 3 years 
 
Type C Expenses: Major Restorative Care 
Restorative. Inlays, onlays, labial veneers and crowns are covered only as treatment for decay or acute traumatic 
injury and only when teeth cannot be restored with a filling material or when the tooth is an abutment to a fixed 
bridge (limited to 1 per tooth every 8 years- see Replacement Rule). 
Inlays/Onlays 
Labial Veneers 
 Laminate-chairside 
 Resin laminate – laboratory 
 Porcelain laminate – laboratory 
Crowns 
 Resin 
 Resin with noble metal 
 Resin with base metal 
 Porcelain/ceramic substrate 
 Porcelain with noble metal 
 Porcelain with base metal 
 Base metal (full cast) 
 Noble metal (full cast) 
 3/4 cast metallic or porcelain/ceramic 
Post and core 
 
Prosthodontics- First installation of dentures and bridges is covered only if needed to replace teeth extracted while 
coverage was in force and which were not abutments to a denture or bridge less than 5 years old. (See Tooth Missing 
But Not Replaced Rule.) Replacement of existing bridges or dentures is limited to 1 every 5 years. (See Replacement 
Rule.) 
Bridge Abutments (See Inlays and Crowns) 
Pontics 
 Base metal (full cast) 
 Noble metal (full cast) 
 Porcelain with noble metal 
 Porcelain with base metal 
 Resin with noble metal 
 Resin with base metal 
Removable Bridge (unilateral) 
 One piece casting, chrome cobalt alloy clasp attachment (all types) per unit, including pontics 
Dentures and Partials (Fees for dentures and partial dentures include relines, rebases and adjustments within 6 
months after installation. Fees for relines and rebases include adjustments within 6 months after installation. 
Specialized techniques and characterizations are not eligible.) 
 Complete upper denture 
 Complete lower denture 
 Partial upper or lower, resin base (including any conventional clasps, rests and teeth) 
 Partial upper or lower, cast metal base with resin saddles (including any conventional clasps, rests and 
teeth) 
 Stress breakers 
 Interim partial denture (stayplate), anterior only 
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 Office reline 
 Laboratory reline 
 Special tissue conditioning, per denture 
 Rebase, per denture 
 Adjustment to denture more than 6 months after installation 
 Adding teeth to existing partial denture  
  Each tooth 
  Each clasp 
 


Rules and Limits That Apply to the Dental Plan (GR-9N-S-20-005-01-NY)  
 
Several rules apply to the dental plan. Following these rules will help you use the plan to your advantage by avoiding 
expenses that are not covered by the plan. 
 
Replacement Rule (GR-9N 20-010-01)  
Crowns, inlays, onlays and veneers, complete dentures, removable partial dentures, fixed partial dentures (bridges) and 
other prosthetic services are subject to the plan's replacement rule. That means certain replacements of, or additions 
to, existing crowns, inlays, onlays, veneers, dentures or bridges are covered only when you give proof to Aetna that: 
 
 While you were covered by the plan, you had a tooth (or teeth) extracted after the existing denture or bridge was 


installed. As a result, you need to replace or add teeth to your denture or bridge. 
 The present crown, inlay and onlay, veneer, complete denture, removable partial denture, fixed partial denture 


(bridge), or other prosthetic service was installed at least 5 years before its replacement and cannot be made 
serviceable. 


 You had a tooth (or teeth) extracted while you were covered by the plan. Your present denture is an immediate 
temporary one that replaces that tooth (or teeth). A permanent denture is needed, and the temporary denture 
cannot be used as a permanent denture. Replacement must occur within 12 months from the date that the 
temporary denture was installed. 


 
Tooth Missing but Not Replaced Rule  
The first installation of complete dentures, removable partial dentures, fixed partial dentures (bridges), and other 
prosthetic services will be covered if: 
 
 The dentures, bridges or other prosthetic services are needed to replace one or more natural teeth that were 


removed while you were covered by the plan; and 
 The tooth that was removed was not an abutment to a removable or fixed partial denture installed during the 


prior 5 years. The extraction of a third molar does not qualify. Any such appliance or fixed bridge must include 
the replacement of an extracted tooth or teeth. 


 
Alternate Treatment Rule (GR-9N-20-015-01)  
Sometimes there are several ways to treat a dental problem, all of which provide acceptable results. When alternate 
services or supplies can be used, the plan's coverage will be limited to the cost of the least expensive service or supply 
that is:  
 
 Customarily used nationwide for treatment, and 
 Deemed by the dental profession to be appropriate for treatment of the condition in question. The service or 


supply must meet broadly accepted standards of dental practice, taking into account your current oral condition. 
 
You should review the differences in the cost of alternate treatment with your dental provider. Of course, you and 
your dental provider can still choose the more costly treatment method. You are responsible for any charges in 
excess of what the plan will cover. 
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Coverage for Dental Work Begun Before You Are Covered by the Plan (GR-9N 20-020-01)  
The plan does not cover dental work that began before you were covered by the plan. This means that the following 
dental work is not covered:  
 
 An appliance, or modification of an appliance, if an impression for it was made before you were covered by the 


plan; 
 A crown, bridge, or cast or processed restoration, if a tooth was prepared for it before you were covered by the 


plan; or 
 Root canal therapy, if the pulp chamber for it was opened before you were covered by the plan. 


 
Coverage for Dental Work Completed After Termination of Coverage  
Your dental coverage may end while you or your covered dependent is in the middle of treatment. The plan does not 
cover dental services that are given after your coverage terminates. There is an exception. The plan will cover the 
following services if they are ordered while you were covered by the plan, and installed within 30 days after your 
coverage ends. 
 
 Inlays; 
 Onlays; 
 Crowns; 
 Removable bridges; 
 Cast or processed restorations; 
 Dentures; 
 Fixed partial dentures (bridges); and 
 Root canals. 


 
"Ordered" means:  
 
 For a denture: the impressions from which the denture will be made were taken. 
 For a root canal: the pulp chamber was opened. 
 For any other item: the teeth which will serve as retainers or supports, or the teeth which are being restored: 


− Must have been fully prepared to receive the item; and 
− Impressions have been taken from which the item will be prepared. 


 
Late Entrant Rule (GR-9N 20-025-01)  
The plan does not cover services and supplies given to a person age 5 or more if that person did not enroll in the 
plan:  
 
 During the first 31 days the person is eligible for this coverage, or 
 During any period of open enrollment agreed to by the Policyholder and Aetna. 


 
This exclusion does not apply to charges incurred:  
 
 After the person has been covered by the plan for 12 months, or 
 As a result of injuries sustained while covered by the plan, or 
 For services listed as Visits and X-rays, Visits and Exams, and X-ray and Pathology in the Dental Care Schedule. 
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What The PPO Dental Plan Does Not Cover (GR-9N-28-015-01-NY) (GR 9 N S 28-025 01 NY)  
 
Not every dental care service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What the Plan Covers section or by amendment attached to this Booklet-Certificate. In addition, some services are 
specifically limited or excluded. This section describes expenses that are not covered or subject to special limitations. 
 
Any instruction for diet, plaque control and oral hygiene. 
 
Cosmetic services and supplies including plastic surgery, reconstructive surgery, cosmetic surgery, personalization or 
characterization of dentures or other services and supplies which improve alter or enhance appearance, augmentation 
and vestibuloplasty, and other substances to protect, clean, whiten bleach or alter the appearance of teeth; whether or 
not for psychological or emotional reasons; except to the extent coverage is specifically provided in the What the Plan 
Covers section. Facings on molar crowns and pontics will always be considered cosmetic. But this exclusion will not 
apply to dental care or treatment due to accidental injury to sound natural teeth within 12 months of the accident, or 
to dental care or treatment necessary due to a congenital disease or anomaly. 
 
Crown, inlays and onlays, and veneers unless:  
 
 It is treatment for decay or traumatic injury and teeth cannot be restored with a filling material; or 
 The tooth is an abutment to a covered partial denture or fixed bridge. 


 
Dental implants, braces, mouth guards, and other devices to protect, replace or reposition teeth and removal of 
implants. 
 
Dental services and supplies that are covered in whole or in part:  
 
 Under any other part of this plan; or 
 Under any other plan of group benefits provided by the policyholder. 


 
Dentures, crowns, inlays, onlays, bridges, or other appliances or services used for the purpose of splinting, to alter 
vertical dimension, to restore occlusion, or correcting attrition, abrasion, or erosion. 
 
Except as covered in the What the Plan Covers section, treatment of any jaw joint disorder and treatments to alter bite 
or the alignment or operation of the jaw, including temporomandibular joint disorder (TMJ) treatment, orthognathic 
surgery, and treatment of malocclusion or devices to alter bite or alignment. 
 
First installation of a denture or fixed bridge, and any inlay and crown that serves as an abutment to replace 
congenitally missing teeth or to replace teeth all of which were lost while the person was not covered. 
 
General anesthesia and intravenous sedation, unless specifically covered and only when done in connection with 
another necessary covered service or supply. 
 
Orthodontic treatment except as covered in the What the Plan Covers section. 
 
Pontics, crowns, cast or processed restorations made with high noble metals (gold or titanium). 
 
Prescribed drugs; pre-medication; or analgesia. 
 
Replacement of a device or appliance that is lost, missing or stolen, and for the replacement of appliances that have 
been damaged due to abuse, misuse or neglect and for an extra set of dentures. 
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Services and supplies done where there is no evidence of pathology, dysfunction, or disease other than covered 
preventive services. 
 
Services and supplies provided for your personal comfort or convenience, or the convenience of any other person, 
including a provider. 
 
Services and supplies provided in connection with treatment or care that is not covered under the plan. 
 
Space maintainers except when needed to preserve space resulting from the premature loss of deciduous teeth.  
 
Surgical removal of impacted wisdom teeth only for orthodontic reasons. 
 
Treatment by other than a dentist. However, the plan will cover some services provided by a licensed dental hygienist 
under the supervision and guidance of a dentist. These are:  
 
 Scaling of teeth; and 
 Cleaning of teeth. 


 


Additional Items Not Covered By A Health Plan (GR 9 N S 28-025 01 NY) (GR-9N-28-
015-01-NY)  
 
Not every health service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What The Plan Covers section or by amendment attached to this Booklet-Certificate. 
 
Costs for services resulting from the commission of, or attempt to commit a felony by the covered person. 
 
Examinations:  
 
 Any dental examinations:  


 
− required by a third party, including examinations and treatments required to obtain or maintain employment, 


or which an employer is required to provide under a labor agreement; 
− required by any law of a government, securing insurance or school admissions, or professional or other 


licenses; 
− required to travel, attend a school, camp, or sporting event or participate in a sport or other recreational 


activity; and 
− any special medical reports not directly related to treatment except when provided as part of a covered 


service. 
 
Non-medically necessary services, including but not limited to, those treatments, services, prescription drugs and 
supplies which are not medically necessary, as determined by Aetna, for the diagnosis and treatment of illness, 
injury, restoration of physiological functions, or covered preventive services. This applies even if they are prescribed, 
recommended or approved by your physician or dentist. 
 
Routine dental exams and other preventive services and supplies, except as specifically provided in the What the Plan 
Covers section. 
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When Coverage Ends (GR-9N 30-005 05)  (GR-9N 30-005-HRPA-NY)  
 
Coverage under your plan can end for a variety of reasons. In this section, you will find details on how and why 
coverage ends, and how you may still be able to continue coverage. 
 
When Coverage Ends for Employees  
Your coverage under the plan will end if:  
 
 The plan is discontinued; 
 You voluntarily stop your coverage; 
 The group policy ends; 
 You are no longer eligible for coverage; 
 You do not make any required contributions; 
 You become covered under another plan offered by your employer; 
 You have exhausted your overall maximum lifetime benefit under your health plan, if your plan contains such a 


maximum benefit; or 
 Your employment stops for any reason, including a job elimination or being placed on severance. This will be 


either the date you stop active work, or the day before the first premium due date that occurs after you stop active 
work. However, if premium payments are made on your behalf, Aetna may deem your employment to continue, 
for purposes of remaining eligible for coverage under this Plan, as described below: 
− If you are not actively at work due to illness or injury, your coverage may continue, until stopped by your 


employer, but not beyond 30 months from the start of your absence. 
− If you are not actively at work due to temporary lay-off or leave of absence, your coverage will stop on your 


last full day you are actively at work before the start of the lay-off or leave of absence. 
 
It is your employer’s responsibility to let Aetna know when your employment ends. The limits above may be 
extended only if Aetna and your employer agree, in writing, to extend them. 
 
Reinstatement After Your Dental Coverage Terminates (GR-9N 30-005 01 NY)  
If your coverage ends because your contributions are not paid when due, you may not be covered again for a period 
of two years from the date your coverage ends. If you are in an eligible class, you may re-enroll yourself and your 
eligible dependents at the end of such two-year period. Your dental coverage will be subject to the rules under the 
Late Enrollment section, and will be effective as described in the Effective Date of Coverage section. 
 
When Coverage Ends for Dependents (GR-9N-30-015-02) (GR-9N 030-030 01)  
Coverage for your dependents will end if:  
 
 You are no longer eligible for dependents’ coverage; 
 You do not make the required contribution toward the cost of dependents’ coverage; 
 Your own coverage ends for any of the reasons listed under When Coverage Ends for Employees (other than 


exhaustion of your overall maximum lifetime benefit, if included); 
 Your dependent is no longer eligible for coverage. In this case, coverage ends at the end of the calendar month 


when your dependent no longer meets the plan’s definition of a dependent; or 
 Your dependent becomes eligible for comparable benefits under this or any other group plan offered by your 


employer. 
 
In addition, a "domestic partner" will no longer be considered to be a defined dependent on the earlier to occur of:  
 
 The date this plan no longer allows coverage for domestic partners. 
 The date of termination of the domestic partnership. In that event, you should provide your Employer with a 


completed and signed Declaration of Termination of Domestic Partnership. 
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Coverage for dependents may continue for a period after your death. Coverage for handicapped dependents may 
continue after your dependent reaches any limiting age. See Continuation of Coverage for more information. 
 


Continuation of Coverage (GR-9N 31-010 03) (GR-9N 31-015 02-NY)  
 
Continuing Health Care Benefits (GR-9N 31-015 01-NY) (GR-9N DEP30)  
 
Continuing Coverage for Dependent Students on Medical Leave of Absence (GR-9N 31-015 
01-NY)  
If your dependent child who is eligible for coverage and enrolled in this plan by reason of his or her status as a full-
time student at a postsecondary educational institution ceases to be eligible due to: 
 
 a medically necessary leave of absence from school; or 
 a change in his or her status as a full-time student, 


 
resulting from a serious illness or injury, such child's coverage under this plan may continue. 
 
Coverage under this continuation provision will end when the first of the following occurs:  
 
 The end of the 12 month period following the first day of your dependent child's leave of absence from school, 


or a change in his or her status as a full-time student; 
 Your dependent child's coverage would otherwise end under the terms of this plan; 
 Dependent coverage is discontinued under this plan; or 
 You fail to make any required contribution toward the cost of this coverage. 


 
To be eligible for this continuation, the dependent child must have been enrolled in this plan and attending school on 
a full-time basis immediately before the first day of the leave of absence. 
 
To continue your dependent child's coverage under this provision you should notify your employer as soon as 
possible after your child's leave of absence begins or the change in his or her status as a full-time student. Aetna may 
require a written certification from the treating physician which states that the child is suffering from a serious 
illness or injury and that the resulting leave of absence (or change in full-time student status) is medically 
necessary. 
 
Important Note 
If at the end of this 12 month continuation period, your dependent child's leave of absence from school (or change in 
full-time student status) continues, such child may qualify for a further continuation of coverage under the 
Handicapped Dependent Children provision of this plan. Please see the section, Handicapped Dependent Children, for 
more information. 
 
Handicapped Dependent Children (GR-9N 31-015 01-NY)  
Health Expense Coverage for your fully handicapped dependent child may be continued past the maximum age for a 
dependent child. However, such coverage may not be continued if the child has been issued an individual medical 
conversion policy. 
 
Your child is fully handicapped if:  
 
 he or she is not able to earn his or her own living because of mental retardation or a physical handicap which 


started prior to the date he or she reaches the maximum age for dependent children under your plan; and 
 he or she depends chiefly on you for support and maintenance. 


 
Proof that your child is fully handicapped must be submitted to Aetna no later than 31 days after the date your child 
reaches the maximum age under your plan. 
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Coverage will cease on the first to occur of:  
 
 Cessation of the handicap. 
 Failure to give proof that the handicap continues. 
 Failure to have any required exam. 
 Termination of Dependent Coverage as to your child for any reason other than reaching the maximum age under 


your plan. 
 
Aetna will have the right to require proof of the continuation of the handicap. Aetna also has the right to examine 
your child as often as needed while the handicap continues at its own expense. An exam will not be required more 
often than once each year after 2 years from the date your child reached the maximum age under your plan. 
 


Extension of Benefits (GR-9N 31-020 01)  
 
Coverage for Health Benefits  
If your health benefits end while you are totally disabled, your health expenses will be extended as described below. 
To find out why and when your coverage may end, please refer to When Coverage Ends. 
 
“Totally disabled” means that because of an injury or illness: 
 
 You are not able to work at your own occupation and you cannot work at any occupation for pay or profit. 
 Your dependent is not able to engage in most normal activities of a healthy person of the same age and gender. 


 
Extended Health Coverage (GR-9N 31-020 01) 
 
(GR-9N 31-020 01) 
Dental Benefits (other than Basic Dental benefits): Coverage will be available while you are totally disabled, for up to 12 
months. Coverage will be available only if covered services and supplies have been rendered and received, including 
delivered and installed, prior to the end of that 12 month period. 
 
When Extended Health Coverage Ends 
Extension of benefits will end on the first to occur of the date:  
 
 You are no longer totally disabled, or become covered under any other group plan with like benefits. 
 Your dependent is no longer totally disabled, or he or she becomes covered under any other group plan with like 


benefits. 
 
(This does not apply if coverage ceased because the benefit section ceased for your eligible class.) 
 


COBRA Continuation of Coverage (GR-9N 31-025 NY)  
 
If your employer is subject to COBRA requirements, the health plan continuation is governed by the Federal 
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requirements. With COBRA you and your 
dependents can continue health coverage, subject to certain conditions and your payment of premiums. Continuation 
rights are available following a “qualifying event” that would cause you or family members to otherwise lose coverage. 
Qualifying events are listed in this section. 
 
Continuing Coverage through COBRA  
When you or your covered dependents become eligible, your employer will provide you with detailed information on 
continuing your health coverage through COBRA. 
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You or your dependents will need to:  
 
 Complete and submit an application for continued health coverage, which is an election notice of your intent to 


continue coverage. 
 Submit your application within 60 days of the qualifying event, or within 60 days of your employer’s notice of this 


COBRA continuation right, if later. 
 Agree to pay the required premiums. 


 
Who Qualifies for COBRA  
You have 60 days from the qualifying event to elect COBRA. If you do not submit an application within 60 days, you 
will forfeit your COBRA continuation rights. 
 
Below you will find the qualifying events and a summary of the maximum coverage periods according to COBRA 
requirements. 
 


Qualifying Event Causing Loss 
of Health Coverage 


Covered Persons Eligible to 
Elect Continuation 


Maximum Continuation Periods 


Your active employment ends for 
reasons other than gross 
misconduct 


You and your dependents 18 months 


Your working hours are reduced You and your dependents 18 months 
Your marriage is annulled, you 
divorce or legally separate and are 
no longer responsible for 
dependent coverage 


Your dependents 36 months 


You become entitled to benefits 
under Medicare 


Your dependents 36 months 


Your covered dependent children 
no longer qualify as dependents 
under the plan 


Your dependent children 36 months 


You die Your dependents 36 months 
You are a retiree eligible for health 
coverage and your former employer 
files for bankruptcy 


You and your dependents 18 months 


 
Disability May Increase Maximum Continuation to 29 Months  
If You or Your Covered Dependents Are Disabled. 
 
If you or your covered dependent qualify for disability status under Title II or XVI of the Social Security Act during 
the 18 month continuation period, you or your covered dependent:  
 
 Have the right to extend coverage beyond the initial 18 month maximum continuation period. 
 Qualify for an additional 11 month period, subject to the overall COBRA conditions. 
 Must notify your employer within 60 days of the disability determination status and before the 18 month 


continuation period ends. 
 Must notify the employer within 30 days after the date of any final determination that you or a covered dependent 


is no longer disabled. 
 Are responsible to pay the premiums after the 18th month, through the 29th month. 


 
If There Are Multiple Qualifying Events. 
 
A covered dependent could qualify for an extension of the 18 or 29 month continuation period by meeting the 
requirements of another qualifying event, such as divorce or death. The total continuation period, however, can never 
exceed 36 months. 
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Determining Your Premium Payments for Continuation Coverage  
Your premium payments are regulated by law, based on the following:  
 
 For the 18 or 36 month periods, premiums may never exceed 102 percent of the plan costs. 
 During the 18 through 29 month period, premiums for coverage during an extended disability period may never 


exceed 150 percent of the plan costs. 
 
When You Acquire a Dependent During a Continuation Period  
If through birth, adoption or marriage, you acquire a new dependent during the continuation period, your dependent 
can be added to the health plan for the remainder of the continuation period if:  
 
 He or she meets the definition of an eligible dependent, 
 Your employer is notified about your dependent within 31 days of eligibility, and 
 Additional premiums for continuation are paid on a timely basis. 


 
Important Note 
For more information about dependent eligibility, see the Eligibility, Enrollment and Effective Date section. 
 
When Your COBRA Continuation Coverage Ends  
Your COBRA coverage will end when the first of the following events occurs:  
 
 You or your covered dependents reach the maximum COBRA continuation period – the end of the 18, 29 or 36 


months. (Coverage for a newly acquired dependent who has been added for the balance of a continuation period 
would end at the same time your continuation period ends, if he or she is not disabled nor eligible for an extended 
maximum). 


 You or your covered dependents do not pay required premiums. 
 You or your covered dependents become covered under another group plan that does not restrict coverage for 


pre-existing conditions. If your new plan limits pre-existing condition coverage, the continuation coverage under 
this plan may remain in effect until the pre-existing clause ceases to apply or the maximum continuation period is 
reached under this plan. 


 The date your employer no longer offers a group health plan. 
 The date you or a covered dependent becomes enrolled in benefits under Medicare. This does not apply if it is 


contrary to the Medicare Secondary Payer Rules or other federal law. 
 You or your dependent dies. 


 
Conversion from a Group to an Individual Plan  
You may be eligible to apply for an individual health plan without providing proof of good health:  
 
 At the termination of employment. 
 When loss of coverage under the group plan occurs. 
 When loss of dependent status occurs. 
 At the end of the maximum health coverage continuation period. 


 
The individual policy will not provide the same coverage as the former group plan offered by your employer. Certain 
benefits may not be available. You will be required to pay the associated premium costs for the coverage. For 
additional conversion information, contact your employer or call the toll-free number on your member ID card. 
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Coordination of Benefits - 
What Happens When 
There is More Than One 
Health Plan 
 
 


 


 When Coordination of Benefits 
Applies 


 
 Getting Started - Important Terms 
 
 Which Plan Pays First 
 
 How Coordination of Benefits Works 
 


 


When Coordination of Benefits Applies  
 
This Coordination of Benefits (COB) provision applies to this plan when you or your covered dependent has health 
coverage under more than one plan. “Plan” and “This plan” are defined herein. The Order of Benefit Determination 
Rules below determines which plan will pay as the primary plan. The primary plan pays first without regard to the 
possibility that another plan may cover some expenses. A secondary plan pays after the primary plan and may reduce 
the benefits it pays so that payments from all group plans do not exceed 100% of the total allowable expense. 
 


Getting Started - Important Terms  
 
When used in this provision, the following words and phrases have the meaning explained herein. 
 
Allowable Expense means a health care service or expense, including, coinsurance and copayments and without 
reduction of any applicable deductible, that is covered at least in part by any of the Plans covering the person. When 
a Plan provides benefits in the form of services (for example an HMO), the reasonable cash value of each service will 
be considered an allowable expense and a benefit paid. An expense or service that is not covered by any of the Plans 
is not an allowable expense. Any expense that a health care provider by law or in accordance with a contractual 
agreement is prohibited from charging a covered person is not an allowable expense. The following are examples of 
expenses and services that are not allowable expenses:  
 
 If a covered person is confined in a private hospital room, the difference between the cost of a semi-private 


room in the hospital and the private room (unless the patient's stay in the private room is medically necessary in 
terms of generally accepted medical practices, or one of the Plans routinely provides coverage of hospital private 
rooms) is not an allowable expense. 


 
If a person is covered by one Plan that computes its benefit payments on the basis of recognized charges and another 
Plan that provides its benefits or services on the basis of negotiated charges, the primary plan’s payment arrangements 
shall be the allowable expense for all the Plans. However, if the secondary plan has a negotiated fee or payment 
amount different from the primary plan and if the provider contract permits, that negotiated fee will be the allowable 
expense used by the secondary plan to determine benefits. 
 
When a plan provides benefits in the form of services, the reasonable cash value of each service rendered shall be 
deemed an allowable expense and a benefit paid. 
 
Closed Panel Plan(s). A plan that provides health benefits to covered persons primarily in the form of services 
through a panel of providers that have contracted with or are employed by the plan, and that limits or excludes 
benefits for services provided by other providers, except in cases of emergency or referral by a panel member. 
 
Custodial Parent. A parent awarded custody by a court decree. In the absence of a court decree, it is the parent with 
whom the child resides more than one half of the calendar year without regard to any temporary visitation. 
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Plan. Any Plan providing benefits or services by reason of health care or treatment, which benefits or services are 
provided by one of the following:  
 
 Group or nongroup, blanket, or franchise health insurance policies issued by insurers, including health care 


service contractors;  
 Other prepaid coverage under service plan contracts, or under group or individual practice;  
 Uninsured arrangements of group or group-type coverage;  
 Labor-management trustee plans, labor organization plans, employer organization plans, or employee benefit 


organization plans; 
 Medical benefits coverage in a group, group-type, and individual automobile “no-fault” and traditional automobile 


“fault” type contracts;  
 Medicare or other governmental benefits;  
 Other group-type contracts. Group type contracts are those which are not available to the general public and can 


be obtained and maintained only because membership in or connection with a particular organization or group. 
 
If the Plan includes medical, prescription drug, dental, vision and hearing coverage, those coverages will be considered 
separate plans. For example, Medical coverage will be coordinated with other Medical plans, and dental coverage will 
be coordinated with other dental plans. 
 
This Plan is any part of the policy that provides benefits for health care expenses. 
 
Primary Plan/Secondary Plan. The order of benefit determination rules state whether This Plan is a Primary Plan 
or Secondary Plan as to another Plan covering the person. 
 
When This Plan is a Primary Plan, its benefits are determined before those of the other Plan and without considering 
the other Plan’s benefits. 
 
When This Plan is a Secondary Plan, its benefits are determined after those of the other Plan and may be reduced 
because of the other Plan’s benefits. 
 
When there are more than two Plans covering the person, This Plan may be a Primary Plan as to one or more other 
Plans, and may be a Secondary Plan as to a different Plan or Plans. 
 


Which Plan Pays First (GR-9N 33-010 01 NY)  
 
To find out whether the regular benefits under this plan will be reduced, the order in which the various plans will pay 
benefits must first be figured. This will be done as follows:  
 
 A plan with no rules for coordination with other benefits will be deemed to pay its benefits before a plan which 


contains such rules. 
 A plan which covers a person as other than a dependent will be deemed to pay its benefits before a plan which 


covers the person as a dependent. 
 


1. Except in the case of a dependent child whose parents are divorced or separated; the plan which covers the 
person as a dependent of a person whose birthday comes first in a calendar year will be primary to the plan 
which covers a person as a dependent of a person whose birthday comes later in the year; however: 
(a) if both parents have the same birthday, the benefits of the plan which covered the parent longer are 


determined before those of the plan which covered the other parent for a shorter period of time; 
(b) if the other plan does not have the rules described above, but instead has a rule based on the gender of 


the parent, and if, as a result, the plans do not agree on the order of benefit, the rule in the other plan will 
determine the order of benefits. 
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2. In the case of a dependent child whose parents are divorces or separated: 
(a) If there is a court decree which makes one parent financially responsible for the health care expenses with 


respect to the child and the entity obligated to pay or provide the benefits of that parent has actual 
knowledge of those terms, the benefits of that plan which covers the child as a dependent of such parent 
shall be determined before the benefits of any other plan which covers the child as a dependent child. 


(b) If there is no such court decree, the order of benefits is: 
− The plan of the custodial parent;  
− The plan of the spouse of the custodial parent;  
− The plan of the noncustodial parent; and then 


3. Active Employee or Retired or Laid off Employee. The plan that covers a person as an employee who is 
neither laid off nor retired or as a dependent of an active employee, is the primary plan. The plan covering 
that same person as a retired or laid off employee or as a dependent of a retired or laid off employee is the 
secondary plan. If the other plan does not have this rule, and if, as a result, the plans do not agree on the 
order of benefits, this rule is ignored. This rule will not apply if the Non-Dependent or Dependent rules 
above determine the order of benefits. 


4. Longer or Shorter Length of Coverage. The plan that covered the person as an employee, member, 
subscriber longer is primary. 


5. If the preceding rules do not determine the primary plan, the allowable expenses shall be shared equally 
between the plans meeting the definition of plan under this provision. In addition, This Plan will not pay 
more than it would have paid had it been primary. 


 


How Coordination of Benefits Works   
 
When this plan is secondary, it may reduce its benefits so that total benefits paid or provided by all plans during a 
claim determination period are not more than 100% of total allowable expenses. The difference between the benefit 
payments that this plan would have paid had it been the primary plan, and the benefit payments that it actually paid or 
provided shall be recorded as a benefit reserve for the covered person and used by this plan to pay any allowable 
expenses, not otherwise paid during the claim determination period. 
 
In addition, a secondary plan will credit to its plan deductible any amounts that would have been credited in the 
absence of other coverage. 
 
Under the COB provision of This Plan, the amount normally reimbursed for covered benefits or expenses under 
This Plan is reduced to take into account payments made by other plans. The general rule is that the benefits 
otherwise payable under This Plan for all covered benefits or expenses will be reduced by all other plan benefits 
payable for those expenses. When the COB rules of This Plan and another plan both agree that This Plan 
determines its benefits before such other plan, the benefits of the other plan will be ignored in applying the general 
rule above to the claim involved. Such reduced amount will be charged against any applicable benefit limit of this 
coverage. 
 
If a covered person is enrolled in two or more closed panel plans COB generally does not occur with respect to the 
use of panel providers. However, COB may occur if a person receives emergency services that would have been 
covered by both plans. 
 
Right To Receive And Release Needed Information  
Certain facts about health care coverage and services are needed to apply these COB rules and to determine benefits 
under this plan and other plans. Aetna has the right to release or obtain any information and make or recover any 
payments it considers necessary in order to administer this provision. 
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Facility of Payment  
Any payment made under another plan may include an amount, which should have been paid under this plan. If so, 
Aetna may pay that amount to the organization, which made that payment. That amount will then be treated as 
though it were a benefit paid under this plan. Aetna will not have to pay that amount again. The term “payment 
made” means reasonable cash value of the benefits provided in the form of services. 
 
Right of Recovery  
If the amount of the payments made by Aetna is more than it should have paid under this COB provision, it may 
recover the excess from one or more of the persons it has paid or for whom it has paid; or any other person or 
organization that may be responsible for the benefits or services provided for the covered person. The “amount of 
the payments made” includes the reasonable cash value of any benefits provided in the form of services. 
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When You Have Medicare 
Coverage  
(GR-9N 33-020-01) 
 


 


 Which Plan Pays First 
 
 How Coordination with 


Medicare Works 
 
 What is Not Covered 
 


 
This section explains how the benefits under This Plan interact with benefits available under Medicare. 
 
Medicare, when used in this Booklet-Certificate, means the health insurance provided by Title XVIII of the Social 
Security Act, as amended. It includes Health Maintenance Organization (HMO) or similar coverage that is an 
authorized alternative to Parts A and B of Medicare 
 
You are eligible for Medicare if you are:  
 
 Covered under it by reason of age, disability, or 
 End Stage Renal Disease; or 
 Not covered under it because you:  


1. Refused it; 
2. Dropped it; or 
3. Failed to make a proper request for it. 


 
If you are eligible for Medicare, the plan coordinates the benefits it pays with the benefits that Medicare pays. 
Sometimes, the plan is the primary payor, which means that the plan pays benefits before Medicare pays benefits. 
Under other circumstances, the plan is the secondary payor, and pays benefits after Medicare. 
 


Which Plan Pays First  
 
The plan is the primary payor when your coverage for the plan’s benefits is based on current employment with your 
employer. The plan will act as the primary payor for the Medicare beneficiary who is eligible for Medicare:  
 
 Solely due to age if the plan is subject to the Social Security Act requirements for Medicare with respect to 


working aged (i.e., generally a plan of an employer with 20 or more employees); 
 Due to diagnosis of end stage renal disease, but only during the first 30 months of such eligibility for Medicare 


benefits. This provision does not apply if, at the start of eligibility, you were already eligible for Medicare 
benefits, and the plan’s benefits were payable on a secondary basis; 


 Solely due to any disability other than end stage renal disease; but only if the plan meets the definition of a large 
group health plan as outlined in the Internal Revenue Code (i.e., generally a plan of an employer with 100 or more 
employees). 


 
The plan is the secondary payor in all other circumstances. 
 


How Coordination With Medicare Works  
 
When the Plan is Primary 
The plan pays benefits first when it is the primary payor. You may then submit your claim to Medicare for 
consideration. 
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When Medicare is Primary 
Your health care expense must be considered for payment by Medicare first. You may then submit the expense to 
Aetna for consideration. 
 
Aetna will calculate the benefits the plan would pay in the absence of Medicare:  
 
 If the result is more than the benefit paid by Medicare, the plan will pay the difference, up to 100% of plan 


expenses.  Plan expenses are any medically necessary health expenses which are covered, in whole or in part, 
under the plan. 


 If the result is less than the benefit paid by Medicare, the plan will not pay a benefit, except as required by law. 
 
This review is done on a claim-by-claim basis. 
 
Charges used to satisfy your Part B deductible under Medicare will be applied under the plan in the order received 
by Aetna. Aetna will apply the largest charge first when two or more charges are received at the same time. 
 
Aetna will apply any rule for coordinating health care benefits after determining the benefits payable. 
 
Right to Receive and Release Required Information (GR-9N-S-33-025-01) 
Certain facts about health care coverage and services are required to apply coordination of benefits (COB) rules to 
determine benefits under This Plan and other plans. Aetna has the right to obtain or release any information, and 
make or recover any payments it considers necessary, in order to administer this provision. 
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General Provisions  
(GR-9N-32-005-02-NY) 
 


Type of Coverage  
 
Coverage under the plan is non-occupational. Only non-occupational accidental injuries and non-occupational 
illnesses are covered. The plan covers charges made for services and supplies only while the person is covered under 
the plan. 
 


Physical Examinations  
 
Aetna will have the right and opportunity to examine and evaluate any person who is the basis of any claim at all 
reasonable times while a claim is pending or under review. This will be done at no cost to you. 
 


Legal Action  
 
No legal action can be brought to recover payment under any benefit after 3 years from the deadline for filing claims. 
 
Aetna will not try to reduce or deny a benefit payment on the grounds that a condition existed before your coverage 
went into effect, if the loss occurs more than 2 years from the date coverage commenced. This will not apply to 
conditions excluded from coverage on the date of the loss. 
 


Confidentiality  
 
Information contained in your medical records and information received from any provider incident to the provider-
patient relationship shall be kept confidential in accordance with applicable law. Information may be used or disclosed 
by Aetna when necessary for your care or treatment, the operation of the plan and administration of this Booklet-
Certificate, or other activities, as permitted by applicable law. You can obtain a copy of Aetna’s Notice of 
Information Practices by calling Aetna’s toll-free Member Service telephone. 
 


Additional Provisions  
 
The following additional provisions apply to your coverage:  
 
 This Booklet-Certificate applies to coverage only, and does not restrict your ability to receive health care services 


that are not, or might not be, covered. 
 You cannot receive multiple coverage under the plan because you are connected with more than one employer. 
 This document describes the main features of the plan. Additional provisions are described elsewhere in the group 


policy. If you have any questions about the terms of the plan or about the proper payment of benefits, contact your 
employer or Aetna. 


 Your employer hopes to continue the plan indefinitely but, as with all group plans, the plan may be changed or 
discontinued with respect to your coverage. 
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Assignments  
 
Coverage may be assigned only with the written consent of Aetna. To the extent allowed by law, Aetna will not 
accept an assignment to an out-of-network provider, including but not limited to, an assignment of: 
 The benefits due under this group insurance policy;  
 The right to receive payments due under this group insurance policy; or 
 Any claim you make for damages resulting from a breach or alleged breach, of the terms of this group insurance 


policy. 
 


Misstatements  
 
If any fact as to the Policyholder or you is found to have been misstated, a fair change in premiums may be made. If 
the misstatement affects the existence or amount of coverage, the true facts will be used in determining whether 
coverage is or remains in force and its amount. 
 
All statements made by the Policyholder or you shall be deemed representations and not warranties. No written 
statement made by you shall be used by Aetna in a contest unless a copy of the statement is or has been furnished to 
you or your beneficiary, or the person making the claim. 
 
Aetna’s failure to implement or insist upon compliance with any provision of this policy at any given time or times, 
shall not constitute a waiver of Aetna’s right to implement or insist upon compliance with that provision at any other 
time or times. This includes, but is not limited to, the payment of premiums. This applies whether or not the 
circumstances are the same. 
 


Incontestability  
 
As to Accident and Health Benefits:  
 
Except as to a fraudulent misstatement, or issues concerning Premiums due:  
 
 No statement made by the Policyholder or you or your dependent shall be the basis for voiding coverage or 


denying coverage or be used in defense of a claim unless it is in writing after it has been in force for 2 years from 
its effective date. 


 No statement made by the Policyholder shall be the basis for voiding this Policy after it has been in force for 2 
years from its effective date. 


 No statement made by you, an eligible employee or your dependent shall be used in defense of a claim for loss 
incurred or starting after coverage as to which claim is made has been in effect for 2 years. 


 


Recovery of Overpayments (GR-9N-S-30-015-01)  
 
Health Coverage  
If a benefit payment is made by Aetna, to or on your behalf, which exceeds the benefit amount that you are entitled 
to receive, Aetna has the right:  
 
 To require the return of the overpayment; or 
 To reduce by the amount of the overpayment, any future benefit payment made to or on behalf of that person or 


another person in his or her family. 
 
Such right does not affect any other right of recovery Aetna may have with respect to such overpayment. 
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Reporting of Claims  (GR-9N-S-30-015-01)  
 
A claim must be submitted to Aetna in writing. It must give proof of the nature and extent of the loss. Your employer 
has claim forms. 
 
All claims should be reported promptly. The deadline for filing a claim is 90 days after the date of the loss. 
 
If, through no fault of your own, you are not able to meet the deadline for filing claim, your claim will still be accepted 
if you file as soon as possible. 
 


Payment of Benefits (GR-9N 32-025 02-NY)  
 
Benefits will be paid as soon as the necessary proof to support the claim is received, but not later than 45 days after 
receipt of such proof. Written proof must be provided for all benefits. 
 
All covered health benefits are payable to you. However, Aetna has the right to pay any health benefits to the service 
provider. This will be done unless you have told Aetna otherwise by the time you file the claim. 
 
Aetna will notify you in writing, at the time it receives a claim, when an assignment of benefits to a health care 
provider or facility will not be accepted. 
 
Any unpaid balance will be paid within 30 days of receipt by Aetna of the due written proof. 
 
Aetna may pay up to $1,000 of any other benefit to any of your relatives whom it believes are fairly entitled to it. This 
can be done if the benefit is payable to you and you are a minor or not able to give a valid release. It can also be done 
if a benefit is payable to your estate. 
 


Records of Expenses (GR-9N-32-030-02)  
 
Keep complete records of the expenses of each person. They will be required when a claim is made. 
 
Very important are: 
 
 Names of dentists who furnish services. 
 Dates expenses are incurred. 
 Copies of all bills and receipts. 


 


Contacting Aetna  
 
If you have questions, comments or concerns about your benefits or coverage, or if you are required to submit 
information to Aetna, you may contact Aetna’s Home Office at:  
 


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 


 
You may also use Aetna’s toll free Member Services phone number on your ID card or visit Aetna’s web site at 
www.aetna.com. 
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Effect of Benefits Under Other Plans (GR-9N 32-035-01)  
 
Effect of An Health Maintenance Organization Plan (HMO Plan) On Coverage  
If you are in an eligible class and have chosen dental coverage under an HMO Plan offered by your employer, you will 
be excluded from dental expense coverage on the date of your coverage under such HMO Plan. 
 
If you are in an eligible class and are covered under an HMO Plan providing dental coverage, you can choose to 
change to coverage for yourself and your covered dependents under this plan. If you: 
 
 Live in an HMO Plan enrollment area and choose to change dental coverage during an open enrollment period, 


coverage will take effect on the group policy anniversary date after the open enrollment period. There will be no 
rules for waiting periods or preexisting conditions. 


 Live in an HMO Plan enrollment area and choose to change dental coverage when there is not an open 
enrollment period, coverage will take effect only if and when Aetna gives its written consent. 


 Move from an HMO Plan enrollment area or if the HMO discontinues and you choose to change dental coverage 
within 31 days of the move or the discontinuance, coverage will take effect on the date you elect such coverage. 
There will be no restrictions for waiting periods or preexisting conditions. If you choose to change coverage after 
31 days, coverage will take effect only if and when Aetna gives its written consent. 


 
Any extension of dental benefits under this plan will not apply on or after the date of a change to an HMO Plan. 
 
No benefits will be paid for any charges for services rendered or supplies furnished under an HMO Plan. 
 


Effect of Prior Coverage - Transferred Business (GR-9N-32-040-02 NY)  
 
If your coverage under any part of this plan replaces any prior coverage for you, the rules below apply to that part. 
 
"Prior coverage" is any plan of group coverage that has been replaced by coverage under part or all of this plan; it 
must have been sponsored by your employer (e.g., transferred business). The replacement can be complete or in part 
for the eligible class to which you belong. Any such plan is prior coverage if provided by another group contract or 
any benefit section of this plan. 
 
Coverage under any other section of this plan will be in exchange for all privileges and benefits provided under any 
like prior coverage. Any benefits provided under such prior coverage may reduce benefits payable under this plan. 
 
If: 
 
 A dependent child's eligibility under the prior coverage is a result of his or her status as a full-time student at a 


postsecondary educational institution; and 
 Such dependent child is in a period of coverage continuation pursuant to a medically necessary leave of absence 


from school (or change in full-time student status); and 
 This plan provides coverage for eligible dependents; 


 
health coverage under this plan will continue uninterrupted as to such dependent child for the remainder of the 
continuation period as provided under the section, Continuing Coverage for Dependent Students on Medical Leave of Absence. 
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Glossary 
(GR-9N 34-005 01-NY) 
 
In this section, you will find definitions for the words and phrases that appear in bold type throughout the text of this 
Booklet-Certificate. 
 


A (GR-9N 34-010 01-NY) (GR-9N 34-005 02) 
 
Accident (GR-9N 34-005 01-NY) 
This means a sudden; unexpected; and unforeseen; identifiable occurrence or event producing, at the time, objective 
symptoms of a bodily injury. The accident must occur while the person is covered under this Policy. The 
occurrence or event must be definite as to time and place. It must not be due to, or contributed by, an illness or 
disease of any kind. 
 
Aetna 
Aetna Life Insurance Company, an affiliate, or a third party vendor under contract with Aetna. 
 


C (GR-9N 34-015 02) 
 
Coinsurance 
Coinsurance is both the percentage of covered expenses that the plan pays, and the percentage of covered 
expenses that you pay.  The percentage that the plan pays is referred to as “plan coinsurance” and varies by the type 
of expense.  Please refer to the Schedule of Benefits for specific information on coinsurance amounts. 
 
Copay or Copayment 
The specific dollar amount or percentage required to be paid by you or on your behalf. The plan includes various 
copayments, and these copayment amounts or percentages are specified in the Schedule of Benefits. 
 
Cosmetic 
Services or supplies that alter, improve or enhance appearance. 
 
Covered Expenses 
Medical, dental, vision or hearing services and supplies shown as covered under this Booklet. 
 


D (GR-9N 34-020 01) (GR-9N 34-095 01-NY) 
 
Deductible 
The part of your covered expenses you pay before the plan starts to pay benefits. Additional information regarding 
deductibles and deductible amounts can be found in the Schedule of Benefits. 
 
Dental Provider 
This is: 
 
 Any dentist; 
 Group; 
 Organization; 







     


 
 35 


 Dental facility; or 
 Other institution or person. 


 
legally qualified to furnish dental services or supplies. 
 
Dental Emergency 
Any dental condition that: 
 
 Occurs unexpectedly; 
 Requires immediate diagnosis and treatment in order to stabilize the condition; and 
 Is characterized by symptoms such as severe pain and bleeding. 


 
Dentist 
A legally qualified dentist, or a physician licensed to do the dental work he or she performs. 
 
Directory 
A listing of all network providers serving the class of employees to which you belong. The policyholder will give you 
a copy of this directory. Network provider information is available through Aetna's online provider directory, 
DocFind®. You can also call the Member Services phone number listed on your ID card to request a copy of this 
directory. 
 


E (GR-9N 34-025 01 NY) 
 
Experimental or Investigational 
A drug, a device, a procedure, or treatment will be determined to be experimental or investigational if: 
 
 There are insufficient outcomes data available from controlled clinical trials published in the peer-reviewed 


literature to substantiate its safety and effectiveness for the illness or injury involved; or 
 Approval required by the FDA has not been granted for marketing; or 
 A recognized national medical or dental society or regulatory agency has determined, in writing, that it is 


experimental or investigational, or for research purposes; or 
 It is a type of drug, device or treatment that is the subject of a Phase I or Phase II clinical trial or the experimental 


or research arm of a Phase III clinical trial, using the definition of “phases” indicated in regulations and other 
official actions and publications of the FDA and Department of Health and Human Services; or 


 The written protocol or protocols used by the treating facility, or the protocol or protocols of any other facility 
studying substantially the same drug, device, procedure, or treatment, or the written informed consent used by the 
treating facility or by another facility studying the same drug, device, procedure, or treatment states that it is 
experimental or investigational, or for research purposes. 


 


H (GR-9N 34-040 02) 
 
Hospital 
This means a short-term, acute, general hospital which:  
 
 Is primarily engaged in providing, by or under the continuous supervision of physicians, to inpatients, diagnostic 


services and therapeutic services for diagnostic, treatment and care of injured and sick persons; 
 Has organized departments of medicine and major surgery; 
 Has a requirement that every patient must be under the care of a physician or dentist; 
 Provides 24 hour nursing service by or under the supervision of a registered professional nurse (R.N.); 
 If located in New York State, has in effect a hospitalization review plan applicable to all patients which meets at 


least the standards set forth in Section 1861k of U.S. Public Law 89-97 (42 USCA 1395x(k)); 
 Is duly licensed by the agency responsible for licensing such hospitals; 
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 Makes charges; and 
 Is not, other than incidentally, a place for rest, a place primarily for the treatment of tuberculosis, a place for the 


aged, a place for drug addicts, alcoholics, or a place for convalescent, custodial, educational or rehabilitative care.  
 


I (GR-9N 34-045 02) 
 
Illness (GR-9N 34-045 02) 
A pathological condition of the body that presents a group of clinical signs and symptoms and laboratory findings 
peculiar to it and that sets the condition apart as an abnormal entity differing from other normal or pathological body 
states. 
 
Injury 
An accidental bodily injury that is the sole and direct result of: 
 
 An unexpected or reasonably unforeseen occurrence or event; or 
 The reasonable unforeseeable consequences of a voluntary act by the person. 
 An act or event must be definite as to time and place. 


 


J (GR-9N 34-050 01) 
 
Jaw Joint Disorder (GR-9N 34-050 01) 
This is: 
 
 A Temporomandibular Joint (TMJ) dysfunction or any similar disorder of the jaw joint; or 
 A Myofacial Pain Dysfunction (MPD); or  
 Any similar disorder in the relationship between the jaw joint and the related muscles and nerves. 


 


L (GR-9N 34-055 01) 
 
Lifetime Maximum 
This is the most the plan will pay for covered expenses incurred by any one covered person during their lifetime. 
 


M  (GR-9N-34-065-04 NY) 
 
Medically Necessary or Medical Necessity 
Health care or dental services, and supplies or prescription drugs that a physician, other health care provider or 
dental provider, exercising prudent clinical judgment, would provide to a patient for the purpose of preventing, 
evaluating, diagnosing or treating an illness, injury, disease or its symptoms, and that provision of the service, supply 
or prescription drug is: 
 
a) In accordance with generally accepted standards of medical or dental practice; 
b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and 
c) Not primarily for the convenience of the patient, physician, other health care or dental provider; and 
d) Not more costly than an alternative service or sequence of services at least as likely to produce equivalent 


therapeutic or diagnostic results as to the diagnosis or treatment of that patient's illness, injury, or disease.  
 
For these purposes “generally accepted standards of medical or dental practice” means standards that are based on 
credible scientific evidence published in peer-reviewed literature generally recognized by the relevant medical or dental 
community, or otherwise consistent with physician or dental specialty society recommendations and the views of 
physicians or dentists practicing in relevant clinical areas and any other relevant factors. 
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N (GR-9N 34-070 02) 
 
Negotiated Charge 
The maximum charge a network provider has agreed to make as to any service or supply for the purpose of the 
benefits under this plan. 
 
Network Provider 
A dental provider who has contracted to furnish services or supplies for this plan; but only if the provider is, with Aetna's 
consent, included in the directory as a network provider for:  
 
 The service or supply involved; and 
 The class of employees to which you belong. 


 
Network Service(s) or Supply(ies) 
Health care service or supply that is: 
 
 Furnished by a network provider 


 
Non-Occupational Illness 
A non-occupational illness is an illness that does not: 
 
 Arise out of (or in the course of) any work for pay or profit; or 
 Result in any way from an illness that does. 


 
An illness will be deemed to be non-occupational regardless of cause if proof is furnished that the person: 
 
 Is covered under any type of workers' compensation law; and 
 Is not covered for that illness under such law. 


 
Non-Occupational Injury 
A non-occupational injury is an accidental bodily injury that does not: 
 
 Arise out of (or in the course of) any work for pay or profit; or 
 Result in any way from an injury which does. 


 


O (GR-9N-34-065 01-NY) (GR-9N 34-075 01) 
 
Occupational Injury or Occupational Illness 
An injury or illness that: 
 
 Arises out of (or in the course of) any activity in connection with employment or self-employment whether or not 


on a full time basis; or 
 Results in any way from an injury or illness that does. 


 
Occurrence 
This means a period of disease or injury. An occurrence ends when 60 consecutive days have passed during which 
the covered person: 
 
 Receives no medical treatment; services; or supplies; for a disease or injury; and 
 Neither takes any medication, nor has any medication prescribed, for a disease or injury. 
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Orthodontic Treatment (GR-9N 34-075 01) 
This is any:  
 
 Medical service or supply; or 
 Dental service or supply; 


 
furnished to prevent or to diagnose or to correct a misalignment:  
 


− Of the teeth; or 
− Of the bite; or 
− Of the jaws or jaw joint relationship;  


 
whether or not for the purpose of relieving pain. 
 
Out-of-Network Service(s) and Supply(ies) (GR-9N 34-075 01) 
Health care service or supply that is:  
 
 Furnished by an out-of network provider. 


 
Out-of-Network Provider 
A dental provider who has not contracted with Aetna, an affiliate, or a third party vendor, to furnish services or 
supplies for this plan. 
 


P (GR-9N-34-080-05 NY)    
 
Physician 
A duly licensed member of a medical profession who: 
 
 Has an M.D. or D.O. degree;  
 Is properly licensed or certified to provide medical care under the laws of the jurisdiction where the individual 


practices; and 
 Provides medical services which are within the scope of his or her license or certificate. 


 
This also includes a health professional who: 
 
 Is properly licensed or certified to provide medical care under the laws of the jurisdiction where he or she 


practices;  
 Provides medical services which are within the scope of his or her license or certificate;  
 Under applicable insurance law is considered a "physician" for purposes of this coverage;  
 Has the medical training and clinical expertise suitable to treat your condition;  
 Specializes in psychiatry, if your illness or injury is caused, to any extent, by alcohol abuse, substance abuse or a 


mental disorder; and 
 A physician is not you or related to you. 


 
Precertification or Precertify 
A process where Aetna is contacted before certain services are provided, such as hospitalization or outpatient 
surgery, or prescription drugs are prescribed to determine whether the services being recommended or the drugs 
prescribed are considered covered expenses under the plan. It is not a guarantee that benefits will be payable. 
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Prescriber 
Any physician or dentist, acting within the scope of his or her license, who has the legal authority to write an order 
for a prescription drug. 
 
Prescription 
An order for the dispensing of a prescription drug by a prescriber. If it is an oral order, it must be promptly put in 
writing by the pharmacy. 
 
Prescription Drug 
A drug, biological, or compounded prescription which, by State and Federal Law, may be dispensed only by 
prescription and which is required to be labeled "Caution: Federal Law prohibits dispensing without prescription." 
This includes: 
 
 An injectable drug prescribed to be self-administered or administered by any other person except one who is 


acting within his or her capacity as a paid healthcare professional. Covered injectable drugs include injectable 
insulin. 


 


R  (GR-9N-34-065-04 NY) (GR-9N 34-095 01-NY) 
 
Recognized Charge 
 
Only that part of a charge which is less than or equal to the recognized charge is a covered benefit. The 
recognized charge for a service or supply is the lowest of: 
 
 The provider's usual charge for furnishing it;  
 The charge Aetna determines to be appropriate, based on factors such as the cost of providing the same or a 


similar service or supply and the manner in which charges for the service or supply are made, billed or coded; or 
the provider charge data from the Ingenix Incorporated Prevailing HealthCare Charges System (PHCS) at the 
80th percentile of PHCS data. This PHCS data is generally updated at least every six months. 


 The charge Aetna determines to be the usual charge level made for it in the geographic area where it is furnished. 
 
In determining the recognized charge for a service or supply that is: 
 
 Unusual; or 
 Not often provided in the geographic area; or 
 Provided by only a small number of providers in the geographic area;  


 
Aetna may take into account factors, such as: 
 
 The complexity;  
 The degree of skill needed;  
 The type of specialty of the provider;  
 The range of services or supplies provided by a facility; and 
 The recognized charge in other geographic areas. 


 
In some circumstances, Aetna may have an agreement with a provider (either directly, or indirectly through a third 
party) which sets the rate that Aetna will pay for a service or supply. In these instances, in spite of the methodology 
described above, the recognized charge is the rate established in such agreement. 
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As used above, the term “geographic area” means a Prevailing HealthCare Charges System (PHCS) expense area 
grouping. Expense areas are defined by the first three digits of the U.S. Postal Service zip codes. If the volume of 
charges in a single three digit zip code is sufficient to produce a statistically valid sample, an expense area is made up 
of a single three digit zip code. If the volume of charges is not sufficient to produce a statistically valid sample, two or 
more three digit zip codes are grouped to produce a statistically valid sample. When it is necessary to group three digit 
zip codes, PHCS never crosses state lines. This data is produced semi-annually. Current procedure codes that have 
been developed by the American Medical Association, the American Dental Association, and the Centers for 
Medicare and Medicaid Services are utilized. 
 
R.N. 
A registered nurse. 
 


S (GR-9N 34-095-02) (GR-9N 34-090 01-NY) 
 
Specialist 
A physician who practices in any generally accepted medical or surgical sub-specialty. 
 
Specialist Dentist 
Any dentist who, by virtue of advanced training is board eligible or certified by a Specialty Board as being qualified to 
practice in a special field of dentistry. 
 
Specialty Care 
Health care services or supplies that require the services of a specialist. 
 







Confidentiality Notice 
Aetna considers personal information to be confidential and has policies and procedures in place to protect it against 
unlawful use and disclosure. By "personal information," we mean information that relates to a member's physical or 
mental health or condition, the provision of health care to the member, or payment for the provision of health care or 
disability or life benefits to the member. Personal information does not include publicly available information or 
information that is available or reported in a summarized or aggregate fashion but does not identify the member 
 
When necessary or appropriate for your care or treatment, the operation of our health, disability or life insurance 
plans, or other related activities, we use personal information internally, share it with our affiliates, and disclose it to 
health care providers (doctors, dentists, pharmacies, hospitals and other caregivers), payors (health care provider 
organizations, employers who sponsor self-funded health plans or who share responsibility for the payment of 
benefits, and others who may be financially responsible for payment for the services or benefits you receive under 
your plan), other insurers, third party administrators, vendors, consultants, government authorities, and their 
respective agents. These parties are required to keep personal information confidential as provided by applicable law. 
In our health plans, participating network providers are also required to give you access to your medical records 
within a reasonable amount of time after you make a request. 
 
Some of the ways in which personal information is used include claim payment; utilization review and management; 
medical necessity reviews; coordination of care and benefits; preventive health, early detection, vocational 
rehabilitation and disease and case management; quality assessment and improvement activities; auditing and anti-
fraud activities; performance measurement and outcomes assessment; health, disability and life claims analysis and 
reporting; health services, disability and life research; data and information systems management; compliance with 
legal and regulatory requirements; formulary management; litigation proceedings; transfer of policies or contracts to 
and from other insurers, HMOs and third party administrators; underwriting activities; and due diligence activities in 
connection with the purchase or sale of some or all of our business. We consider these activities key for the operation 
of our health, disability and life plans. To the extent permitted by law, we use and disclose personal information as 
provided above without member consent. However, we recognize that many members do not want to receive 
unsolicited marketing materials unrelated to their health, disability and life benefits. We do not disclose personal 
information for these marketing purposes unless the member consents. We also have policies addressing 
circumstances in which members are unable to give consent. 
 
To obtain a copy of our Notice of Privacy Practices, which describes in greater detail our practices concerning use and 
disclosure of personal information, please call the toll-free Member Services number on your ID card or visit our 
Internet site at www.aetna.com. 
 







     


      


Additional Information Provided by 
 


Sarah Lawrence College 
 
The following information is provided to you in accordance with the Employee Retirement Income Security Act of 
1974 (ERISA). It is not a part of your booklet-certificate. Your Plan Administrator has determined that this 
information together with the information contained in your booklet-certificate is the Summary Plan Description 
required by ERISA. 
 
In furnishing this information, Aetna is acting on behalf of your Plan Administrator who remains responsible for 
complying with the ERISA reporting rules and regulations on a timely and accurate basis. 
 
Name of Plan: 
Sarah Lawrence College - Health Plan 
 
Employer Identification Number: 
23-7223216 
 
Plan Number: 
509 
 
Type of Plan: 
Welfare 
 
Type of Administration: 
Group Insurance Policy with: 
 


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 


 
Plan Administrator: 
Sarah Lawrence College 
1 Mead Way 
Bronxville, NY  10708-5999 
Telephone Number: (914) 395-2365 
 
Agent For Service of Legal Process: 
Sarah Lawrence College 
1 Mead Way 
Bronxville, NY  10708-5999 
 
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 written instrument signed by the person designated by the 
Plan Administrator. 
 







     


      


ERISA Rights 
As a participant in the group insurance plan you are entitled to certain rights 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 summary annual 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 
coverage rights. 
 
Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health plan, 
if you have creditable coverage from another plan. You should be provided a certificate of creditable coverage, free of 
charge, from your group health plan or health insurance issuer when you lose coverage under the Plan, when you 
become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you 
request it before losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of 
creditable coverage, you may be subject to preexisting condition exclusion for 12 months after your enrollment date in 
your coverage under this Plan. Contact your Plan Administrator for assistance in obtaining a certificate of creditable 
coverage. 
 
Prudent Actions by Plan Fiduciaries 
In addition to creating rights for plan participants, ERISA imposes 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 way to 
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, and to appeal any denial, all within certain time 
schedules. 
 
Under ERISA there 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 $ 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 suit in a state or federal 
court. In addition, if you disagree with the Plan’s decision or lack thereof concerning the status of a 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 
sued to 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. 
 
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 such approved 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 date you are required to make any contribution and you fail to do so. 
 The date your Employer determines your approved FMLA leave is terminated. 
 The date the coverage involved 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 to be 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 return to 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. 
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Schedule of Benefits  
(GR-29N 01-01 01) 
 
 
Employer: Sarah Lawrence College 
 
Group Policy Number: GP-875727 
 
Issue Date: February 9, 2011 
Effective Date: November 1, 2010 
Schedule: 6A 
Cert Base: 6 
 
For: PPO Dental Plan 
 
This is an ERISA plan, and you have certain rights under this plan. Please contact your Employer for additional 
information. 
 


Comprehensive Dental Plan (PPO) 
 
Schedule of Comprehensive Dental Benefits (GR-9N-S-21-005-01) 
PLAN FEATURES NETWORK OUT-OF-NETWORK 
Calendar Year 
Deductible 
 


Individual $75 
Family $225 
 


Individual $75 
Family $225 
 


 
The calendar year deductible applies to all covered expenses except Type A Expenses. 
 
(GR-9N-S-21-010-01-NY) 
Please refer to the listing of covered expenses and the percentage payable appearing below. The percentage the plan 
will pay varies by the type of expense. 
 
PLAN COINSURANCE NETWORK COINSURANCE OUT-OF-NETWORK 


COINSURANCE 
Type A Expenses 
 


80% 80% 


Type B Expenses 
 


50% 50% 


Type C Expenses 
 


50% 50% 


 
Calendar Year Maximum Benefit (GR-9N-S-21-010-01-NY) 
Calendar Year Maximum:  $1,500 
 
The most the plan will pay for covered expenses incurred by any one covered person in a Calendar Year is called the 
Calendar Year Maximum Benefit. 
 
The Calendar Year maximum benefit applies to network and out-of-network covered dental expenses combined. 
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Expense Provisions (GR-9N S-09-05-01 NY) 
 
The following provisions apply to your health expense plan. 
This section describes cost sharing features, benefit maximums and other important provisions that apply to your 
Plan. The specific cost sharing features and the applicable dollar amounts or benefit percentages are contained in the 
attached health expense sections of this Schedule of Benefits. 
 
The insurance described in this Schedule of Benefits is underwritten by Aetna Life Insurance Company, policy form GR-
29N. 
 
Keep This Schedule of Benefits With Your Booklet-Certificate. 
 
Deductible Provisions (GR-9N S-09-05-01 NY) 
 
Network Calendar Year Deductible 
This is an amount of network covered expenses incurred each Calendar Year for which no benefits will be paid. 
The network Calendar Year deductible applies separately to you and each of your covered dependents. After 
covered expenses reach the network Calendar Year deductible, the plan will begin to pay benefits for covered 
expenses for the rest of the Calendar Year. 
 
Out-of-Network Calendar Year Deductible 
This is an amount of out-of-network covered expenses incurred each Calendar Year for which no benefits will be 
paid. The out-of-network Calendar Year deductible applies separately to you and each of your covered dependents. 
After covered expenses reach the out-of-network Calendar Year deductible, the plan will begin to pay benefits for 
covered expenses for the rest of the Calendar Year. 
 
Covered expenses applied to the out-of-network deductible will be applied to satisfy the network deductible and 
covered expenses applied to the network deductible will be applied to satisfy the out-of-network deductible. 
 
Network Family Deductible Limit 
When you incur network covered expenses that apply toward the network Calendar Year deductibles for you and 
each of your covered dependents these expenses will also count toward the network Calendar Year family 
deductible limit. Your network family deductible limit will be considered to be met for the rest of the Calendar 
Year once the combined covered expenses reach the network family deductible limit in a Calendar Year. 
 
Out-of-Network Family Deductible Limit 
When you incur out-of-network covered expenses that apply toward the out-of-network Calendar Year 
deductibles for you and each of your covered dependents these expenses will also count toward the out-of-network 
Calendar Year family deductible limit. Your out-of-network family deductible limit will be considered to be met for 
the rest of the Calendar Year once the combined covered expenses reach the out-of-network family deductible 
limit in a Calendar Year. 
 
Covered expenses applied to the out-of-network deductible will be applied to satisfy the network deductible and 
covered expenses applied to the network deductible will be applied to satisfy the out-of-network deductible. 
 
Coinsurance Provisions (GR-9N S-09-020 01) 
 
Coinsurance 
This is the percentage of your covered expenses that the plan pays and the percentage of covered expenses that 
you pay. The percentage that the plan pays is referred to as the “Plan Coinsurance”. Once applicable deductibles 
have been met, your plan will pay a percentage of the covered expenses, and you will be responsible for the rest of 
the costs. The coinsurance percentage may vary by the type of expense. Refer to your Schedule of Benefits for 
coinsurance amounts for each covered benefit. 
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Maximum Benefit Provisions (GR-9N S-09-025 01) 
 
Calendar Year Maximum Benefit 
The most the plan will pay for covered expenses incurred by any one covered person in a Calendar Year is called the 
Calendar Year maximum benefit. 
 
The Calendar Year maximum benefit will not deny benefits for certain covered expenses in any one Calendar Year. 
 
The Calendar Year maximum benefit applies to network care and out-of-network care expenses combined. 
 


General (GR-9N S-28-01 01) 
 
This Schedule of Benefits replaces any similar Schedule of Benefits previously in effect under your plan of benefits. 
Requests for coverage other than that to which you are entitled in accordance with this Schedule of Benefits cannot 
be accepted. This Schedule is part of your Booklet-Certificate and should be kept with your Booklet-Certificate form 
GR-9N. Coverage is underwritten by Aetna Life Insurance Company. 
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What is Phased Retirement? 


Phased Retirement k'ts you work 


on 50'X) nf a full-time schedule


fur up tu three years from the start 


of Phased Retirement- while 


rccci\'in .~ 65% of yuur base salary, 


plus llther benefits. If yuu already 


wurk p;Ht time, yuu will cuntinue 


on your current schedule hut will 


he paid 65'){) uf base salary. 


If yuu elect Phased Retirement, 


you must retire as uf any July)[ 


within three academic years uf the 


start llf your Phased Retirement. 


Phased Retirement 
To be eligible for Phased Retirement, you must meet the following 


requirements as of the July 31 when your Phased Retirement starts: 


• You must be a tenured faculty member 


• You must be age 62 or older, and 


• You must havelO or more year~ of service with the College. 


What's Included 
If you choose this option, you will teach half time (i.e., a two (2) day schedule 


all year) for a maximum of three academic years from the start of Phased 


Retirement, after which you must retire. During Phased Retirement, you will 


receive: 


• 65% of your full-time base salary, plus any usual salary increases 


(Note: If you currently work part time on 50% schedule and you elect this 


option, you will continue to work 50% of a full-time schedule with your base 


salary increasing to 65% of your full-time-equivalent base salary.) 


• Coverage under all active employee health insurance benefits (medical, 


dental, vision) for you, your spouse or domestic partner, and your eligible 


dependents, in which you are enrolled when Phased Retirement starts, 


• Retirement Plan contributions based on 65% of your full-time equivalent 


base salary, and 


• Life insurance coverage based on 100% of your pre-Phased Retirement 


base salary. 


When you actually retire: 


• You and your spouse or domestic partner will be eligible for subsidized 


post-65 retiree medical insurance upon reaching age 65 and becoming 


eligible for Medicare, and 


• You will maintain a continuing connection with Sarah Lawrence through 


membership in the Professor Emeritus Society for Retired Faculty as 


described on the following page. 
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		D-4b PPO Cert 875727-ppo book [[November 1, 2010]]

		D-4c PPO 875727-ppo sob Sch of Bene
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Notice to Employees of 


Sarah Lawrence College 
(the "Customer") 


Interpreter and Translation Services 
You may contact Member Services at the toll-free telephone number listed on your I.D. card to receive information on 
interpreter and translation services related to administrative procedures. A TDD# for the hearing impaired is also available. 


French 


Services d'interpretation et de traduction 
Vous pouvez contacter les services aux membres au numero de telephone sans frais indique sur votre carte d'identification 
pour recevoir de !'information sur les services d'interpretation et de traduction se rapportant aux procedures administratives. 
Les professionnels du service a Ia clientele Aetna ont acces a des services de traduction par le biais des services linguistiques 
telephoniques de AT&T. Un numero de telephone ATME est aussi disponible pour les malentendants. 


Greek 


Y 1t11 pscns~ Ms'ta~pacrsro~ 
rw: va A.apE'tE 7tAT)po$optEc; ocmv a$opa 'tCOV U7tTJpE<HCOV flUe; 
flE'ta$pacr~:coc; crx~:nKa f!E 'tTJY Ota8tKacrta 8tolKTJ'tlKTJ, fl1tOpEnE va 
Epxocracr't£ cr~: ~:na$TJ f!E 'tTJV YnTJpEma yta 1:a MEATJ cr1:ov apt9f!o 
(xpcotc; 8to8ta) 7tOU pptcrKf:'tat E7tUVCO <r'tTJV E~aKptpcocrT) crac; 
'taUW'tTJ'tac;. Ot ~:nayy~:A.f!a'tlKOl unaAATJAOL (1:ou 'tflTJflU'toc; 'tTJc; 
AE'tYa 'tO 07t010 avacrxoA.~:nat f!E 'touc; 7tEAU'tEc;) fl1tOpouv va 
XPTJ<rlfl07totouv 'tTJV f!E'ta$pacrnKTJ U7tTJpEma 'tTJc; E'tatpEtac; AT&T. 


Italian 


Servizi di traduzione e di interpretariato 
Per ottenere informazioni sui servizi di traduzione e interpretariato connessi a procedure amministrative, potete rivolgervi al 
Servizio Membri chiamando il numero di linea verde indicato sulla vostra carta di ID. I professionisti del servizio clientela 
della Aetna hanno accesso ai servizio di traduzione della linea linguistica della AT&T. E anche disponibile un No TDD per 
deboli di udito. 


Portuguese 
Servi.;os de Interprete e de Tradu.;ao 
Voce podera entrar em contato com os Servi<;os dos Associados ao telefone livre de tarifa indicado no seu cartao de 
identifica<;ao para obter informa<;oes sobre servi<;os de interprete e de tradu<;ao com rela<;ao aos procedimentos 
administrativos. Os profissionais dos servi<;os aos clientes tern acesso aos servi<;os de tradu<;ao atraves da Jinha de idiomas da 
AT&T. Existe tambem uma linha TDD para quem tern dilficuldades com a audi<;ao. 


Russian 


M -::K! re- c:C pa.m :a r -:,: ,! ·s. :c .r :t. f:Jl :eSc: rr;t:scu =ra H: n .a: 'rJ n~ s: ,.c-o:r:s: 


yna.c:s::aH:f.t'·CM:} .. e:a :a-·a:mt:':il ·q_n-e:H:c!:-~Joii s:aprc,-qK-5. 
n n:: :nH 


n:n:u ,: 


Spanish 


Servicio de Interprete y Traduccion 


~)5- ;;:· .:"!~,.-:&:~ n ·:;:a :a: :tt-:rz Knit e:_H rr;; s· 11 J\1 ·E: r.:·-:r 
e :.:· r -: .]:- -·'I :a .K:<E: <t yc -r p c !1 c r ·a, c- : B _Jf-511 


Usted puede ponerse en contacto con Servicios a Miembros, a! numero de telefono gratis que aparece en su tarjeta de 
identificaci6n para recibir informacion sobre servicios de interprete y traducci6n relativo a los procedimientos 
administrativos. Los profesionales de servicio a clientes de Aetna tienen acceso a los servicios de traducci6n por medio de la 
linea de idiomas de AT&T. Ademas hay un numero de TDD para las personas con impedimento de audici6n. 







Haitian-Creole 
Sevis intepret ak tradikte 
Ou kapab pran kontak avek Sevis pou manm-yo si ou rele nimewo telefon gratis ki sou kat I.D.-ou-a (idantifikasyon) pou ou 
jwenn ranseyman sou sevis intepret ak tradikte konsenan pwosedi administratif. Pwofesyonnel nan sevis kliyan "Aetna" gen 
mwaydenjwenn sevis tradiksyon nan "AT&T language line" (sevis lang AT&T). Yon nimewo TDD disponnib tou pou 
moun ki pa tande byen. 


Lao 
l'1uUW:11'1UlJ'1UW"1lii'1CCQ~:n'1UCCtlW'1l:l!'1 


Cambodian 


'Mtl R!! &~nun &t,t5 m nn 


ifnmtHn l'i9 .e&Mtl nt!MY'lan mt!frumus il ii fiii&a tarur;mrl &rum ii nhmlimfJ 
Cit "'"'t C"v I 


fin &flf!t!f!frlHlmY'IS uti &Mfrfit!GtifiUFiG1JUfllft51 G8ru!rlfi9.es.e1amiitr;.emf '1 
Clli f.J ... -. Gli 


~nrlSl!] filfG~fi &Mtl fi!!GSfffigdsm fJ Aetna Y1 St!&tt]lYI rum &6Utr fiJ!Ufi &tu 


Chinese 


=I~&¥~n!Uj§ 


~~~a~•rr~~~-fi~~~~••~••••a•R•a 
~ • J.-YJ~ 1~.fEI)Cf;i. 1m 'flml!Rff; (:J·~ D ~ & ifF~ ff~$J~ J:l§R o AetnaA"J~ 


~fflp}j~:f9tAffii{JefflAT&Tililf~f:Wf.* (AT&T Language Line) 8'1lfm§! 
!~t;fi o ~~ fl -111 ~ F~j ~~ }J tif!~@E 89 ffl p :!:tE#tft'JTDD~ftli!j o 


Arabic 
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Foreword 
 
The Plan is described in: 
 
Part I – The DMO Dental Coverage – Primary Care Dentist Services 
 
Part IA – The DMO Dental Coverage – Specialty Dentist Services 
 
Part II – The Alternate Dental Coverage (Comprehensive Dental Expense Coverage) 
 
• Under the DMO Dental Coverage, Primary Care and Specialty Dentists furnish the services.  There is no deductible and no 


annual maximum when Primary Care or Specialty Dentists furnish the services.  There are copayments for certain dental 
services. 


• The Alternate Dental Coverage provides benefits for many of the charges incurred for dental care.  A deductible and an 
annual maximum may apply.  There are copayments for certain dental services. 


• You may choose either Coverage if you are included in the Eligible Classes.  You can become covered for the DMO 
Dental Coverage or the Alternate Dental Coverage, but you cannot be covered for both at the same time.  To get further 
information about either plan, or to change from one plan to the other, you must call the number shown on your ID card.  
The change will be effective as follows: 


 
If Aetna receives a request on or before the 15th day of the month, the change will be effective on the first day of the 
next month. 


 
If Aetna receives a request after the 15th day of the month, the change will be effective on the first day of the month 
following the next month. 


 
Once the change is effective, all the terms and conditions of the plan under which you and any eligible dependents are 
covered will apply in lieu of the terms and conditions of the plan under which you and any eligible dependents were 
covered immediately before the change in coverage.  However, dollar maximums or frequency limitations for services or 
supplies obtained under the prior plan will also be applied to coverage under the current plan.  For further details, call the 
number shown on your ID card. 
 


• The rules of any Effective Date of Coverage provision may delay the start of your coverage. 
 
We believe this Program provides worthwhile protection for you and your family. 







    


 


 


Part I 
The DMO Dental Coverage 
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AETNA DENTAL INC. 


NEW JERSEY 
 


GROUP CERTIFICATE 
 
This Certificate is part of the Group Dental Contract (“Contract”) between Aetna Dental Inc. (“Dental Plan”) and the Contract Holder.  
The Contract determines the terms and conditions of coverage.  The Certificate describes covered dental care benefits.  Provisions of 
this Certificate include any riders, and any amendments, endorsements, inserts or attachments.  Riders amendments, endorsements, 
inserts or attachments may be delivered with the Certificate or added thereafter. 
 
Aetna Dental Inc., operates a prepaid dental care program, which provides dental care services and benefits to Members who are 
covered under this Certificate.  Subscribers covered under this Certificate are subject to all the conditions and provisions of the 
Contract. 
 
Dental Plan agrees with the Subscriber, subject to all the conditions and provisions of this Certificate to provide the services and 
benefits and other rights and privileges which are set forth in this Certificate. 
 
This Certificate and all attachments and endorsements incorporated herein by reference are delivered by Dental Plan in consideration 
of the Contract Holder's payment of premiums and shall take effect on the Contract Effective Date.  No services are deliverable under 
this Certificate in the absence of current payment of such premiums. 
 
Dental Plan will rely upon the statements of each Subscriber in his/her Enrollment Application. 
 
This Certificate is governed by the laws of the State of New Jersey. 
 


SECTION I - DEFINITIONS 
 
A. The following words and phrases when used in this Certificate shall have, unless the context clearly indicates otherwise, the 


meaning given to them below: 
 


1. Contract - The Group Dental Contract issued to the Contract Holder by Dental Plan. 
 


2. Contract Holder - An employer or organization who agrees to remit the premiums for coverage payable to Dental Plan.  The 
Contract Holder shall act only as an agent of Dental Plan Members in the Contract Holder's group, and shall not be an agent 
of Dental Plan for any purpose. 


 
3. Contract Year - One (1) year period commencing on the effective date of the Contract or any anniversary date thereof, during 


which the Contract is in effect. 
 


4. Copayment - The amount required to be paid by or on behalf of a Member in connection with the services set forth in Section 
II of this Booklet-Certificate. 


 
5. Covered Dental Services - Those dental services and supplies set forth in this Certificate provided to a Member, while the 


person is covered.  Those services and supplies are subject to the limitations and exclusions of the Dental Plan. 
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6. Dependent - Any person in a Subscriber's family who meets all the eligibility requirements of Section IV. B, has enrolled in 


Dental Plan, and is subject to premium requirements set forth in the Contract. 
 


7. Effective Date - The commencement date of coverage under this Certificate as shown on the records of Dental Plan. 
 


8. Emergency Condition - Any traumatic injury or condition which occurs unexpectedly; requires immediate diagnosis and 
treatment in order to stabilize the condition; and has symptoms such as severe pain and bleeding. 


 
9. Group - Those employees in the eligible class(es) as shown in Section IV under this Certificate who are enrolled in Dental 


Plan and whose premiums are remitted to Dental Plan by the Contract Holder. 
 


10. Identification Card - Card issued to each Dental Plan Member which displays the name of Member and the telephone number 
of the Primary Dentist chosen by the Member. 


 
11. Jaw Joint Disorder - A Temporomandibular Joint (TMJ) Dysfunction or any similar disorder of the jaw joint, or a Myofacial 


Pain Dysfunction (MPD), or any similar disorder in the relationship between the jaw joint and related muscles and nerves. 
 


12. Member - A Subscriber or Dependent as defined in this Section. 
 


13. Non-Participating (Non-Par) Dentist - A Dentist who has not entered into a written agreement with the Dental Plan to provide 
covered services to covered persons. 


 
14. Open Enrollment Period - A period of not less than ten (10) consecutive working days, each calendar year, when eligible 


employees of Contract Holder may enroll in Dental Plan without a waiting period or exclusion or limitation based on health 
status or, if already enrolled in Dental Plan, may transfer to an alternative health plan offered by Contract Holder. 


 
15. Out-Of-Area Emergency Dental Care - Dental Care that is given to a Member by a Non-Par Dental Provider for the palliative 


(pain relieving; stabilizing) treatment of an Emergency Condition.  The emergency care is rendered outside of the 50 mile 
radius of the Member’s home address.  Coverage for Out-Of-Area Emergency Dental Care is subject to specific limitations 
described in this Dental Care Plan. 


 
16. Primary Care Dentist (PCD) - A state licensed dentist whose area of practice and training is general dentistry, and who has 


contracted with DPO (Dental Plan Organization) to provide dental services to Members.  A PCD chosen by a Member takes 
effect as a Member’s PCD on the Effective Date of that person’s coverage. 


 
If a Member does not choose a PCD, Dental Plan will have the right to make a selection for that Member.  Dental Plan will 
notify the Member of the selection. 


 
Members may change their PCD by notifying Dental Plan by telephone or in writing. 


 
The change will be effective as follows: 


 
If the Dental Plan receives a request on or before the 15th day of the month, the change will be effective on the first day of 
the next month. 


 
If the Dental Plan receives a request after the 15th day of the month, the change will be effective on the first day of the 
month following the next month. 


 
17. Subscriber - A person who meets all applicable eligibility requirements of Section IV.A, has enrolled in Dental Plan, and is 


subject to premium requirements set forth in the Premiums section of the Contract. 
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SECTION II - DENTAL BENEFITS 


 
SCHEDULE OF COVERED SERVICES AND COPAYMENTS 


 
Applies to Covered Services Provided by Primary Care Dentists (PCD’s) 
 
Copayment: 
 
PCD Services 
Type A Services The Copayment percentage is 0% 
Type B Services The Copayment percentage is 20% 
Type C Services The Copayment percentage is 40% 
 
This Dental Care Schedule applies to covered services provided by PCDs.  It includes only services in the list below. 
 
The next sentence applies if: 
 
(1) A charge is made for an unlisted service given for the dental care of a specific condition; and 
(2) The list includes one or more services that, under standard practices, are separately suitable for the dental care of that condition. 
 
In that case, the charge will be considered to have been made for a service in the list that Aetna determines would have produced a 
professionally acceptable result. 


 
Primary Care Dentist Services 


Type A Expenses 
 
VISITS AND X-RAYS 
• Office visit for oral examination (limited to 4 visits per year) 
• Emergency palliative treatment 
• Prophylaxis (cleaning) (limited to 2 treatments per year) 
• Topical application of fluoride (limited to 1 treatment per year and to covered persons under age 16) 
• Oral hygiene instruction 
• Sealants, per tooth (limited to one application every 3 years for permanent molars only) 
• Pulp vitality test 
 
X-RAYS AND PATHOLOGY 
• Bitewing X-rays (limited to 2 sets per year) 
• Entire series, including bitewings, or panoramic film (limited to 1 set every 3 years) 
• Vertical bitewing X-rays (limited to 1 set every 3 years) 
• Periapical X-rays 
• Intra-oral, occlusal view, maxillary, or mandibular 
• Extra-oral upper or lower jaw 
• Biopsy and histopathologic examination of oral tissue 
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Type B Expenses 


 
ENDODONTICS 
• Pulp capping 
• Pulpotomy 
• Surgical exposure for rubber dam isolation 
• Root canal therapy, including necessary X-rays 


Anterior 
Bicuspid 


 
RESTORATIONS AND REPAIRS 
• Amalgam restoration 


1 surface 
2 surfaces 
3 or more surfaces 


• Resin restoration (other than for molars) 
1 surface 
2 surfaces 
3 or more surfaces or incisal angle 


• Retention pins 
• Sedative fillings 
• Stainless steel crowns 
• Prefabricated resin crowns (excluding temporary crowns) 
• Recementing inlays, crowns, bridges, space maintainers 
• Tissue conditioning for dentures 
 
PERIODONTICS 
• Emergency treatment (abscess, acute periodontitis, etc.) 
• Subgingival curettage (limited to 4 separate quadrants, every year) 
• Scaling and root planing (limited to 4 separate quadrants, every year) 
• Periodontal maintenance procedures following surgical therapy (limited to 2 per year) 
 
ORAL SURGERY  Includes local anesthetics and routine post-operative care 
• Extractions, uncomplicated 
• Surgical removal of erupted tooth 
• Surgical removal of impacted tooth (soft tissue) 
• Excision of hyperplastic tissue 
• Excision of pericoronal gingiva 
• Incision and drainage of abscess 
• Crown exposure to aid eruption 
• Removal of foreign body from soft tissue 
• Suture of soft tissue injury 
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Type C Expenses 


 
RESTORATIONS 
• Inlays 


1 surface 
2 surfaces 
3 or more surfaces 


• Onlays 
2 surfaces 
3 surfaces 
4 or more surfaces 


• Crowns (including build-ups when necessary) 
• Post and core 
• Pontics 
• Dentures and Partials (includes relines, rebases, and adjustments within six months after installation). 


Complete (upper and lower) 
Partial 
Stress breakers (per unit) 
Interim partial denture (stayplate), interior only 
Crown and bridge repairs 
Adding teeth to an existing denture 
Full and partial denture repairs 
Relining/rebasing dentures (including adjustments within six months after installation) 
Occlusal guard (for bruxism only) 


 
SPACE MAINTAINERS  Includes all adjustments within six months after installation. 
• Fixed, band type 
• Removable acrylic with round wire clasp 
• Removable appliance to correct habits 
• Fixed or cemented appliance to correct habits 
 
PERIODONTICS 
• Full mouth debridement (limited to 1 per lifetime) 
 







USHCDP/NJ Group Dental Certificate 
 


FORM:  USHDP/NJ GCERT -1 (01/00) 6 


 
OUT-OF-AREA EMERGENCY CARE 
“Out-Of-Area Emergency Dental Care” consists of Dental care that is given to a Member by a Non-Par Dentist for the palliative 
(pain relieving; stabilizing) treatment of an Emergency Condition.  The emergency care is rendered outside of the 50 mile radius of the 
Member’s home address.  Coverage for Out-Of-Area Emergency Dental Care is subject to specific limitations described in this 
Dental Care Plan. 
 
When care for an Emergency Condition is received; a benefit will be paid for the reasonable charges incurred by a Member for such 
care.  The amount paid will not be more than $100; regardless of the number of treatments needed for each separate Emergency 
Condition. 
 
Payment will be made only if all of the following rules are met: 
 
• The care meets the definition of Out-Of-Area Emergency Dental Care.  Care is given more than 50 miles from the Member’s 


home address. 
• The care is for the temporary relief of the Emergency Condition until the Member can be seen by the PCD. 
• The person provides an itemized bill to the Dental Plan.  It must describe the care given. 
• The dental service given is listed on the Dental Care Schedule that applies. 
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SECTION III - EXCLUSIONS AND LIMITATIONS 


 
A. Coverage is not provided for the following charges: 
 


• Those for services and supplies which are covered in whole or in part: 
 


under any other part of this Plan; or 
 


under any other plan of group benefits provided by or through your Employer. 
 


• Those for services and supplies furnished to diagnose or treat a disease or injury that is not a non-occupational disease or injury. 
• Those for services and supplies not furnished by a Primary Care Dentist; except if provided as Out-of-Area Emergency 


Dental Care. 
• Those for plastic, reconstructive, or cosmetic surgery or other dental services or supplies which are primarily intended to: 
 


improve; 
alter; or 
enhance appearance; 


 
whether or not for psychological or emotional reasons. 


 
Facings on molar crowns or pontics will always be considered cosmetic. 


• Those for or in connection with services or supplies that are, as determined by the Dental Plan, to be experimental or 
investigational.  A drug, a device, a procedure or treatment will be determined to be experimental or investigational if: 


 
there are insufficient outcomes data available from controlled clinical trials published in the peer reviewed literature to 
substantiate its safety and effectiveness for the disease or injury involved; or 


 
if required by the FDA, approval has not been granted for marketing; or 


 
a recognized national medical or dental society or regulatory agency has determined, in writing that it is experimental, 
investigational or for research purposes; or 


 
the written protocol or protocols used by the treating facility or the protocol or protocols of any other facility studying 
substantially the same drug, device, procedure, or treatment or the written informed consent used by the treating facility 
or by another facility studying the same drug, device, procedure, or treatment states that it is experimental, 
investigational, or for research purposes. 
 


• Those for services which the Dental Plan defines as not necessary for the diagnosis, care, or treatment of the condition 
involved. This applies even if they are prescribed, recommended, or approved by the attending PCD. 


• Those for services not listed as Covered Dental Expenses. 
• Those for services intended for treatment of any Jaw Joint Disorder. 
• Those for dental services given after the person's coverage in the Dental Plan ends. 
• Those for out-of-area charges that the Dental Plan determines are not reasonable. 
• To the extent allowed by the law of the jurisdiction where the group contract is delivered, those for:  services and supplies: 
 


Furnished, paid for, or for which benefits are provided or required by reason of the past or present service of any 
individual in the armed forces of a government. 


 
Furnished, paid for, or for which benefits are provided or required under any law of a government.  (This does not 
include a plan established by a government for its own employees or their dependents or Medicaid). 
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• Those for replacement of lost or stolen appliances; or extra sets of dentures; or other appliances. 
• Those for dental services given after the person's coverage in the Dental Plan ends.  However, the following will be covered if 


ordered prior to the date coverage ends and installed or delivered no more than 30 days after coverage ends: 
 


onlays; inlays; crowns; removable bridges; cast or processed restorations; dentures; root canals; and fixed bridgework. 
 


Ordered means that prior to the date coverage ends: 
 


As to a denture: 
 


impressions have been taken from which the denture will be prepared. 
 


As to a root canal: 
 


the pulp chamber was opened. 
 


As to any other item listed above: 
 


the teeth which will serve as retainers or support; or 
which are being restored; have been fully prepared to receive the item; and impressions have been taken from which the 
item will be prepared. 
 


• Those for any of the following services: 
 


An appliance; or modification of one; if an impression for it was made before the person became a Member; 
A crown, bridge, or cast or processed restoration if a tooth was prepared for it before the person became a Member; 
Root canal therapy; if the pulp chamber for it was opened before the person became a Member. 
 


• Those for treatment by other than a Dentist; except that scaling or cleaning of teeth and topical application of fluoride may be 
done by a licensed dental hygienist.  In this case, the treatment must be given under the supervision and guidance of a Dentist. 


• Those in connection with a service given to a person age 5 or more if that person becomes a Member other than: (i) during the 
first 31 days the person is eligible for this coverage; or (ii) as prescribed for any period of open enrollment agreed to by the 
Employer and the Dental Plan.  This does not apply to charges incurred: 


 
(a) After the end of the twelve month period starting on the date the person became a Member; or 
(b) As a result of accidental injuries sustained while the person was a Member; or 
(c) For a Primary Care Service in the Dental Care Schedule that applies shown under the headings Visits and Exams; and X-


rays and Pathology. 
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• Those for services needed solely in connection with non covered services. 
• Those for a crown; cast; or processed restoration unless: 
 


it is treatment for decay or traumatic injury and teeth cannot be restored with a filling material; or 
 


the tooth is an abutment to a covered partial denture or fixed bridge for orthodontic treatment; except when shown in the 
Dental Care Schedule. 
 


• Those for services done where there is no evidence of pathology; dysfunction; or disease other than covered preventive 
services. 


• General anesthesia and intravenous sedation; unless otherwise specified by the Dental Plan and used in conjunction with 
another covered Necessary Service or Supply that is listed on the applicable Dental Care Schedule. 


 
Any exclusion above will not apply to the extent that: 
 


coverage is specifically provided by name in your Group Certificate; or 
coverage of the charges is required under any law that applies to the coverage. 


 
Dental Care Plan coverage is subject to the following rules: 
 
Replacement Rule 
The replacement of; addition to; or modification of: 
 


existing dentures; 
crowns; 
casts or processed restorations; 
removable bridges; or 
fixed bridgework 


 
is covered only if one of the following terms is met: 
 


The replacement or addition of teeth is required to replace one or more teeth extracted after the existing denture or bridgework 
was installed.  Dental Care Plan must have been in force for the covered person when the extraction took place. 


 
The existing denture, crown, cast, or processed restoration, removable bridge, or bridgework cannot be made serviceable, and was 
installed at least 5 years before its replacement. 


 
The existing denture is an immediate temporary one to replace one or more natural teeth extracted while the person is covered, 
and cannot be made permanent, and replacement by a permanent denture is required.  The replacement must take place within 12 
months from the date of initial installation of the immediate temporary denture. 


 
Tooth Missing But Not Replaced Rule 
Coverage for the first installation of removable dentures, removable bridges, and fixed bridgework is subject to the requirements that 
such dentures, removable bridges, and fixed bridgework are (i) needed to replace one or more natural teeth that were removed while 
this policy was in force for the covered person; and (ii) are not abutments to a partial denture, removable bridge, or fixed bridge 
installed during the prior 5 years. 
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Alternate Treatment Rule 
If more than one service can be used to treat a covered person’s dental condition, Aetna may decide to authorize coverage only for a 
less costly covered service provided that all of the following terms are met: 
 


the service must be listed on the Dental Care Schedule; 
the service selected must be deemed by the dental profession to be an appropriate method of treatment; and 
the service selected must meet broadly accepted national standards of dental practice. 


 
If treatment is being given by a Primary Care Dentist and the covered person asks for a more costly covered service than that for 
which coverage is approved, the specific copayment for such service will consist of: 
 


the copayment for the approved less costly service; plus 
the difference in cost between the approved less costly service and the more costly covered service. 
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SECTION IV - MEMBERSHIP ELIGIBILITY REQUIREMENTS 


 
A. Subscriber Eligibility 
 


To be eligible to enroll as a Subscriber, a person must: 
 


On the Effective Date of this Contract: 
 


a. be a regular full-time employee; and 
b. be a resident of or work in the Dental Plan service area. 


 
After the Effective Date of this Contract: 


 
a. be a regular full-time employee; and 
b. be a resident of or work in the Dental Plan service area. 


 
B. Dependent Eligibility 
 


1. To be eligible to enroll as a Dependent, a person must be:  a) the spouse of a Subscriber under this Contract; or b) a 
dependent unmarried child (includes natural, foster, step and legally adopted children) residing with Subscriber or with 
Subscriber's former spouse in the Dental Plan service area who is: 


 
i. under nineteen years of age, or  
ii. nineteen years of age or older but incapable of self-support due to mental retardation or physical handicap, either of 


which commenced prior to age nineteen, or 
iii. under twenty-five and attending a recognized college or university, trade or secondary school on a regular basis. 


 
2. Newborn children will be treated as Dependents from birth subject to enrollment requirements described in Section VI.B of 


this Booklet-Certificate. 
 


3. You may also cover as your dependent a person who is your domestic partner, as defined below.  A domestic partner is a 
person: 


 
• who is of the same or opposite gender; 
• who is engaged in a spouse-like relationship with you; 
• who is at least 18 years of age and mentally competent to consent to a contract; 
• who is not related to you by blood; 
• who is not married to or legally separated from anyone else; 
• who has been residing with you in the same household for at least 6 months and intends to so reside indefinitely; 
• who is engaged in a committed relationship of mutual caring and support with you (This means that you are jointly 


responsible for each other’s common welfare and living expenses.); and 
• who is not in the relationship solely for the purpose of obtaining insurance. 


 
You must complete and sign a “Declaration of Domestic Partnership” which is acceptable to your Employer.  In addition, 
you must submit proof of at least three of the items from the following List of Items that May Serve as Proof of a Domestic 
Partnership: 
 
• a joint deed, a mortgage agreement, or a common leasehold interest in property; 
• common ownership of a motor vehicle; 
• a driver’s license listing a common address; 
• status as the other’s primary beneficiary for life insurance, for retirement benefits, or under a will; 
• power of attorney for property or health care. 
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C. Change of Group Eligibility Rules 
 


The eligibility of the Group, the composition of the Group and the eligibility requirements used to determine membership in the 
Group which exist at the effective date of this Contract are material to the execution of this Contract by Dental Plan.  No change 
in the eligibility or participation requirements of the Group shall be permitted to affect eligibility or enrollment under this 
Contract unless such change is agreed to by Dental Plan and the Contract Holder, and is not otherwise contrary to State law, rules 
or regulations.  Breach of this provision is considered a material breach of this Contract and may be the basis for termination 
under Section XII.B.3 of the Contract. 
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SECTION V - ENROLLMENT AND ENROLLMENT ELIGIBILITY DATES 


 
A. Enrollment Procedure 
 


Any person who satisfies the membership eligibility requirements described in Section IV of this Booklet-Certificate is eligible to 
enroll in Dental Plan in accordance with Subsection B, below by submitting a completed Dental Plan enrollment application form 
to Dental Plan. 


 
B. Enrollment Eligibility Date 
 


The Enrollment Eligibility Date is the date that a person who satisfies the membership eligibility requirements described in 
Section IV of this Booklet-Certificate is eligible to enroll in Dental Plan. 


 
1. The Enrollment Eligibility Date for any person who satisfies the membership eligibility requirements described in Section IV 


of this Booklet-Certificate on the Effective Date of this Contract shall be the same date as the Effective Date of the Contract. 
 


2. The Enrollment Eligibility Date for any person who first satisfies the membership eligibility requirements described in 
Section IV of this Booklet-Certificate after the Effective Date of this Contract shall be the first Premium Due Date following 
the date that such person satisfied the membership eligibility requirements. 
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SECTION VI - EFFECTIVE DATE OF COVERAGE 


 
A. Effective Date of Coverage Other Than of a Newborn Child 
 


Subject to payment of applicable premiums as provided by the Premiums section of the Contract and in accordance with the 
applicable provisions and conditions of this Contract, the effective date of a Member's coverage hereunder is: 
 
1. The Member's Enrollment Eligibility Date (Section V.B above) provided that his or her completed Dental Plan enrollment 


application form is received by Dental Plan within 30 days of the Member's Enrollment Eligibility Date; or 
 


2. If a completed Dental Plan enrollment application form is not received by Dental Plan within 30 days of the Member's 
Enrollment Eligibility Date (Section V.B above), the effective date of Member's coverage is the next Open Enrollment Period 
during which Member's completed Dental Plan enrollment application form is received by Dental Plan. 


 
B. Effective Date of Coverage of a Newborn Child.  Coverage of a newborn child of a Member is effective at the time of birth and 


shall automatically extend for a period of 31 days following birth.  The Subscriber shall have the right, within the 31 day period 
following the birth of the newborn child, to continue coverage for the child beyond the 31 day period by enrolling the newborn 
child as a Dependent Member in Dental Plan, provided that the Member eligibility requirements as described in Section IV of this 
Booklet-Certificate are satisfied, all premium payments required by the Premiums section of the Contract are paid for said child, 
and a completed Dental Plan enrollment application form, specifically naming the newborn child to be added, is received by 
Dental Plan within 31 days following the birth of the child. 
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SECTION VII - TERMINATION OF COVERAGE 


 
A. Coverage of a Member or Members under this Contract will terminate under any of the following conditions, and termination will 


be effective on the date indicated: 
 


1. In the event that a Subscriber ceases to meet the eligibility requirements of Section IV.A of this Group Certificate, coverage 
of Subscriber and Subscriber's Dependents, if any, will terminate on the next premium due date following the date on which 
the subscriber ceased to meet the eligibility requirements. 


 
2. In the event that a Subscriber's Dependent ceases to meet the eligibility requirements of Section IV.B of this Booklet-


Certificate of this Contract or, in the case of a domestic partner, the relationship ends as indicated on the completed and 
signed Declaration of Termination of Domestic Partnership, coverage of such Dependent will terminate on the next premium 
due date following the date on which the subscriber ceased to meet the eligibility requirements. 


 
3. In the event that Group coverage under this Contract terminates pursuant to Section VII, coverage of any Member under this 


Contract will terminate as provided in Section VII. 
 


4. In the event that a Subscriber becomes covered under an alternative dental plan or under any other plan, which is offered by, 
through or in connection with the Group in lieu of coverage under this Contract, coverage of Subscriber and Subscriber's 
Dependents, if any, will terminate under this Contract. 


 
5. In the event that a Member acts fraudulently or makes a material misrepresentation in applying for or obtaining coverage 


under this Contract, or misuses the Dental Plan Identification Card, including but not limited to allowing a person other than 
the Member named on the Identification Card to use Dental Plan services, Member's coverage under this Contract shall be 
terminated not less than 15 days from the date written notice is mailed to Subscriber.  In the absence of fraud or material 
misrepresentation, all statements made by any Member or any person applying for coverage under the Contract will be 
deemed representations and not warranties.  No statement made for the purpose of obtaining coverage will result in the 
termination of coverage or reduction of benefits unless the statement is contained in writing and signed by the Member, and a 
copy of same has been furnished to Member. 


 
6. In the event that Dental Plan or Primary Care Dentists, after reasonable efforts, are unable to establish and maintain what it 


and Member agree to be a satisfactory relationship with each other, then the rights of such Member under this Contract may 
be terminated on not less than 30 days written notice to Member and Contract Holder, subject to the Appeals Procedure 
described in Section VIII.H of this Booklet-Certificate.  At the effective date of such termination, prepayments received on 
account of such terminated Member or Members for periods after the effective date of termination shall be refunded to the 
Contract Holder, and Dental Plan shall have no further liability or responsibility under this Contract with respect to such 
Member or Members. 


 
7. In the event the coverage of a Subscriber terminates for any reason listed in this section, coverage of Subscriber's dependents, 


if any under this Contract, will also terminate. 
 
Reinstatement After Your Coverage Terminates:  If your coverage terminates because your contributions are not paid when due, 
you may not be covered again for a period of two years from the date your coverage terminates.  If you are in an eligible class, you 
may re-enroll yourself and your eligible dependents at the end of such two-year period.  Your dental coverage will be effective as 
described in the Effective date of Coverage section of the Booklet-Certificate.  Your dental coverage will be subject to any rules that 
apply to a person who enrolls after the first 31 days the person is eligible for the coverage. 
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DENTAL BENEFITS AFTER TERMINATION 


 
A. If a Subscriber is totally disabled when his or her dental care benefits cease, benefits will be available to such Subscriber while he 


or she continues to be totally disabled for up to the applicable period shown below. 
 


The words “totally disabled” mean that due to injury or disease: 
 
• The Subscriber is not able to engage in their customary occupation and are not working for pay or profit. 
• The Subscriber’s Dependent is not able to engage in most of the normal activities of a person of like age and sex in good health. 


 
B. Dental Plan benefits will be available to the Subscriber while disabled for up to 90 days.  The benefits will be available for 


covered services and supplies which have been rendered and received, including delivered and installed, if these apply, prior to 
the end of that 90 day period. 


 
C. Dental Plan benefits will cease when the person becomes covered under any group plan with like benefits.  (This does not apply if 


his or her coverage ceased because the benefit section ceased as to your Eligible Class.) 
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SECTION VIII - GENERAL PROVISIONS 


 
A. Identification Card 


The Identification Card issued by Dental Plan to Member pursuant to this Contract is for identification purposes only.  Possession 
of a Dental Plan Identification Card confers no right to services or benefits under this Contract, and misuse of such identification 
card may be grounds for termination of Member's coverage pursuant to Section VII.A.6.  If the Member who misuses the card is 
the Subscriber, coverage may be terminated for the Subscriber as well as any dependents.  To be eligible for services or benefits 
under this Contract, the holder of the card must be a Member on whose behalf all applicable premium charges under this Contract 
have been paid.  Any person receiving services or benefits which he or she is not entitled to receive pursuant to the provisions of 
this Contract shall be charged for such services or benefits at prevailing rates. 


 
If any Member permits the use of his or her Dental Plan Identification Card by any other person, such card may be retained by 
Dental Plan, and all rights of such Member and his or her Dependents, if any, pursuant to this Contract shall be terminated 
immediately, subject to the Appeals Procedure set forth in Section VIII.H. 


 
B. Necessary Care 


Members will receive benefits under the Contract only for necessary care.  Dental Plan may determine, following Utilization 
Review, whether any benefit provided under the Contract was necessary care. 


 
C. Reports and Records 


Dental Plan is entitled to receive from any provider of services to Member, information reasonably necessary to administer this 
Contract subject to all applicable confidentiality requirements as defined in this Contract.  By accepting coverage under this 
Contract, Subscriber, for himself or herself, and for all Dependents covered hereunder, authorizes each and every provider who 
renders services to Member hereunder to disclose all facts pertaining to the care, treatment and physical condition of Member and 
render reports pertaining to same to Dental Plan upon request and to permit copying of Member's records by Dental Plan. 


 
D. Refusal of Treatment 


Member may, for personal reasons, refuse to accept procedures, medicines, or courses of treatment recommended by a Primary 
Care Dentist.  If such Primary Care Dentist (after a second Primary Care Dentist's opinion, if requested by Member), believes that 
no professionally acceptable alternative exists, and if after being so advised, Member still refuses to follow the recommended 
treatment or procedure, Member will receive no further treatment for the condition involved.  In such case neither the Dentist, nor 
Dental Plan, will have further responsibility to provide any of the benefits available under this Contract for treatment of such 
condition.  Dental Plan will provide written notice to Member of a decision not to render further treatment for a particular 
condition.  The decision is subject to the Appeals Procedure set forth in this Contract.  Treatment for the condition involved will 
be resumed in the event Member agrees to follow the recommended treatment or procedure. 


 
E. Legal Action 


No action at law or in equity may be maintained against Dental Plan for any expense or bill unless brought within the statute of 
limitations for such cause of action. 


 
F. Inability to Provide Service 


In the event that due to circumstances not within the control of Dental Plan including but not limited to major disaster, epidemic, 
complete or partial destruction of facilities, riot, civil insurrection, disability of a significant part of Dental Plan's Primary Care 
Dentists or entities with whom Dental Plan has arranged for services under this Contract, or similar causes, the rendition of dental 
benefits or other services provided under this Contract is delayed or rendered impractical, Dental Plan shall not have any liability 
or obligation on account of such delay or failure to provide services except to refund the amount of the unearned prepaid 
premiums held by Dental Plan on the date such event occurs.  Dental Plan is required only to make a good-faith effort to provide 
or arrange for the provision of service, taking into account the impact of the event. 


 
G. Confidentiality 


Information contained in the dental records of Members and information received from Dentists incident to the dentist-patient 
relationship shall be kept confidential and except for use incident to bona fide medical research and education as may be 
permitted by law, or reasonably necessary in connection with the administration of this Contract, or in the compiling of aggregate 
statistical data, may not be disclosed without the consent of the Member. 
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H. Appeals Procedure 


Dental Plan has established a procedure for resolving complaints by covered persons.  If you have a complaint, please follow this 
procedure: 
 
• An Appeal is defined as a written request for review of a decision that has been denied in whole, or in part, for: claim payment, 


certification, eligibility, or referral, etc.  This will be done after consideration of any relevant information. 
• An Appeal must be submitted to Dental Plan within 60 days of the date Dental Plan provides notice of denial. 
• An acknowledgement letter will be sent to you within 5 days of Dental Plan’s receipt of the Appeal.  This letter may request 


additional information.  If so, it must be submitted within 15 days of the date of the letter. 
• You will be sent a response within 30 days of Dental Plan’s receipt of the Appeal.  The response will be based on the 


information provided with or right after the Appeal. 
• If the Appeal concerns an eligibility issue, and if additional information is not submitted to Dental Plan after receipt of Dental 


Plan’s response, the decision is considered Dental Plan’s final response 60 days after receipt of the Appeal.  For all other 
Appeals, if additional information is submitted to Dental Plan after receipt of Dental Plan’s response, it must be submitted 
within 15 days of the date of Dental Plan’s response letter. 


• Dental Plan’s final response will be sent within 30 days from the date of Dental Plan’s first response letter. 
• If additional time is needed to resolve the Appeal, Dental Plan will send you a letter indicating that additional time is needed; 


explaining why such time is needed; and setting a new date for a response.  The additional time will not be extended beyond 
another 30 days. 


• In any urgent or emergency situation, the Expedited Appeal procedure may be initiated by a telephone call to Member Services.  
Dental Plan’s Member services telephone number is on your ID card.  A verbal response to the Appeal will be given to the 
provider within 2 business days, provided that all necessary information is available.  Written notice of the decision will be sent 
within 2 business days of Dental Plan’s verbal response.  If you are dissatisfied with Dental Plan’s response, the Appeal 
procedure outlined above may be utilized. 


• Dental Plan will keep records of your complaint for 3 years. 
 
I. Clerical Records 


1. Dental Plan shall keep records of all Members. 
2. The Group shall forward the information required by Dental Plan in connection with the administration of this Contract. 
3. All records of the Group which are incident to the coverage provided under this Contract shall be available for inspection by 


Dental Plan at any reasonable time. 
4. Dental Plan shall not be liable for the fulfillment of any obligation dependent upon such information prior to its receipt in a 


form satisfactory to Dental Plan. 
5. Incorrect information furnished to Dental Plan may be corrected, provided that Dental Plan has not acted to its prejudice in 


reliance thereon.  Coverage under this Contract shall not be invalidated by failure of the Group due to clerical error, provided 
all premiums are properly adjusted.  However in no case will any changes, additions, or deletions in Dental Plan's Member 
list be made effective more than two (2) Premium Due Dates prior to the date Dental Plan is notified, in a written form 
satisfactory to Dental Plan, of the requested change, addition, or deletion. 


 
J. Limitation on Services 


Services are available only from Primary Care Dentists and Dental Plan shall not have any liability or obligation whatsoever on 
account of any service or benefit sought or received by a Member from any, dentist or other person, institution or organization 
unless prior arrangements are made by Dental Plan. 
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K. Coordination of Benefits With Other Group Health Plans 


None of these coordination of benefits rules will serve as a barrier to the Member first receiving direct health services from DPO 
(Dental Plan Organization) which are covered under this Contract. 


 
The rules establishing the order of benefit determination between this Contract and any other plan covering the Member are as 
follows: 
 
1. The benefits of a plan which does not have a coordination of benefits with other health plans provision shall in all cases be 


determined before the benefits of this Contract. 
 


2. For those plans which have applicable Coordination of Benefit clauses, the following rules will apply: 
 


a. The benefits of a plan which cover the Member as other than dependent will be determined before the benefits of a 
plan which cover the Member as a dependent; 


b. Except as stated in subparagraph (c) below, when a plan and another plan cover the same child as a dependent of 
different parents: 


 
1) The benefits of the plan of the parent whose birthday falls earlier in a year are determined before those of the plan 


of the parent whose birthday falls later in that year; but 
 


2) If both parents have the same birthday, the benefits of the plan which covered the parent longer are determined 
before those of the plan which covered the other parent for a shorter period of time; 


 
3) If the other plan does not have the rule described above, but instead has a rule based upon the gender of the parent, 


and if, as a result, the plans do not agree on the order of benefits, the rule in the other plan will determine the order 
of benefits; 


 
4) The word "birthday" refers only to the month and day in a calendar year, not the year in which the person was 


born. 
 


c. If two or more plans cover a person as a dependent child of divorced or separated parents, benefits for the child are 
determined in this order: 


 
1) First, the plan of the parent with custody of the child; 
2) Then, the plan of the spouse of the parent with custody of the child; 
3) Finally, the plan of the parent not having custody of the child; and 
4) If the specific terms of a court decree state that one of the parents is responsible for the health care expenses of the 


child, and the entity obligated to pay or provide the benefits of the plan of that parent has actual knowledge of 
those terms, the benefits of that plan are determined first. 


 
d. The benefits of a plan which covers a person as an employee who is neither laid-off nor retired (or as that employee's 


dependent) are determined before those of a plan which covers that person as a laid-off or retired employee (or as that 
employee's dependent).  If the other plan does not have this rule and if, as a result, the plans do not agree on the order 
of benefits, this rule (d) shall be ignored; 


 
e. If none of the above rules determine the order of benefits, the benefits of the plan which covered an employee, 


Member, or Subscriber longer are determined before those of the plan which covered that person for a shorter time. 
 


3. If a Member who has enrolled under this Contract is entitled to maternity benefits under another contract or policy of 
insurance (such as extended benefits for pregnancies which began while the Member was enrolled under a previously held 
policy), DPO (Dental Plan Organization) will pay, subject to Copayments under this Contract, the difference between 
entitlements under this Contract and entitlements under the other contract or policy of insurance. 
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4. Member agrees to permit DPO (Dental Plan Organization) to coordinate its obligations under this Contract with payment 


under any other contract or policy of insurance that covers Member. 
 


5. For purposes of these provisions, DPO (Dental Plan Organization) may release to or obtain from any insurance company or 
other organization any necessary information, subject to applicable confidentiality requirements, as defined in Section 
VIII.G of this Booklet-Certificate.  Any Member claiming benefits under this Contract must furnish to DPO (Dental Plan 
Organization) all information deemed necessary by it to implement this provision. 
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SECTION IX - CONTINUATION OF COVERAGE 


 
A.1. The continuation of coverage rules of this section, do not apply to any Contract Holder who normally employed fewer than 20 


employees on a typical business day during the preceding calendar year.  This exception applies to the number of employees 
employed, not the number of employees covered by a health plan, and includes full-time and part-time employees. 


 
If a Member's coverage terminates due to termination of Subscriber's employment (other than by reason of Subscriber's gross 
misconduct) or reduction of hours of Subscriber's employment, Member may elect to continue coverage for 18 months after 
eligibility for coverage under this Contract would otherwise cease. 


 
If Member's coverage terminates due to a) divorce or legal separation, b) Subscriber's death, c) Subscriber's entitlement to 
Medicare benefits, or d) cessation of dependent child status of this Certificate, Member may elect to continue coverage for 36 
months after eligibility for coverage under this Contract would otherwise cease. 


 
Continuation coverage ends at the earliest of the following events: 
 
a. The last day of the 18-month period. 
b. The last day of the 36-month period. 
c. The first day on which timely payment of premium is not made. 
d. The first day on which the Contract Holder ceases to maintain any group health plan. 
e. The first day on which a Member is actually covered by any other group health plan.  In the event the Member has a 


pre-existing condition, and the Member would be denied coverage under the new plan for a pre-existing condition, 
continuation coverage will not be terminated until the last day of the 18-month continuation period, or the date upon which 
the Member's pre-existing condition becomes covered under the new plan, whichever occurs first. 


f. The date the Member is entitled to Medicare. 
g. The date the Member no longer resides in the service area. 


 
The 18-month coverage period may be extended if an event which would otherwise qualify the Member for the 36-month 
coverage period occurs during the 18-month period, but in no event may coverage be longer than 36 months from the event which 
qualified the Member for continuation coverage initially. 


 
In the event a Member becomes disabled within the meaning of the Social Security Act, and notifies the employer before the end 
of the initial 18-month period, continuation coverage may be extended up to an additional 11 months for a total of 29 months.  
This provision is limited to members who are disabled at the time of their qualifying event and only when the qualifying event is 
the employees reduction in hours or termination. The member may be charged a higher rate for the extended period. 


 
Contract Holder is responsible for providing the necessary notification to Members as required by the Consolidated Omnibus 
Budget Reconciliation Act of 1985 and the Tax Reform Act of 1986.  Coverage for the sixty (60) day period will be extended 
only where the Subscriber or Dependent pays the applicable premium charges due within forty-five (45) days of submitting the 
application to the Contract Holder and Contract Holder in turn remitting same to DPO. 


 
Premiums payable to DPO for the continuation of coverage under this Section shall be due in accordance with the procedures of 
Premiums section of the Contract and shall be calculated in accordance with applicable federal law and regulations. 


 
 







 


 


 
CONFIDENTIALITY NOTICE 


 
Aetna considers personal information to be confidential and has policies and procedures in place to protect it against unlawful use and 
disclosure.  By "personal information," we mean information that relates to a member's physical or mental health or condition, the 
provision of health care to the member, or payment for the provision of health care or disability or life benefits to the member.  
Personal information does not include publicly available information or information that is available or reported in a summarized or 
aggregate fashion but does not identify the member. 
 
When necessary or appropriate for your care or treatment, the operation of our health, disability or life insurance plans, or other related 
activities, we use personal information internally, share it with our affiliates, and disclose it to health care providers (doctors, dentists, 
pharmacies, hospitals and other caregivers), payors (health care provider organizations, employers who sponsor self-funded health 
plans or who share responsibility for the payment of benefits, and others who may be financially responsible for payment for the 
services or benefits you receive under your plan), other insurers, third party administrators, vendors, consultants, government 
authorities, and their respective agents.  These parties are required to keep personal information confidential as provided by applicable 
law.  In our health plans, participating network providers are also required to give you access to your medical records within a 
reasonable amount of time after you make a request. 
 
Some of the ways in which personal information is used include claim payment; utilization review and management; medical 
necessity reviews; coordination of care and benefits; preventive health, early detection, vocational rehabilitation and disease and case 
management; quality assessment and improvement activities; auditing and anti-fraud activities; performance measurement and 
outcomes assessment; health, disability and life claims analysis and reporting; health services, disability and life research; data and 
information systems management; compliance with legal and regulatory requirements; formulary management; litigation proceedings; 
transfer of policies or contracts to and from other insurers, HMOs and third party administrators; underwriting activities; and due 
diligence activities in connection with the purchase or sale of some or all of our business.  We consider these activities key for the 
operation of our health, disability and life plans.  To the extent permitted by law, we use and disclose personal information as provided 
above without member consent.  However, we recognize that many members do not want to receive unsolicited marketing materials 
unrelated to their health, disability and life benefits.  We do not disclose personal information for these marketing purposes unless the 
member consents.  We also have policies addressing circumstances in which members are unable to give consent. 
 
To obtain a copy of our Notice of Privacy Practices, which describes in greater detail our practices concerning use and disclosure of 
personal information, please call the toll-free Member Services number on your ID card or visit our Internet site at www.aetna.com. 
 







 


 


 
Continuation Coverage Rights Under COBRA 
Introduction 
You are receiving this notice because you have recently become covered under a group health plan (the Plan).  This notice contains 
important information about your right to COBRA continuation coverage, which is a temporary extension of coverage under the Plan.  
This notice generally explains COBRA continuation coverage, when it may become available to you and your family, and what 
you need to do to protect the right to receive it. 
 
The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget Reconciliation Act of 
1985 (COBRA).  COBRA continuation coverage can become available to you when you would otherwise lose your group health 
coverage.  It can also become available to other members of your family who are covered under the Plan when they would otherwise 
lose their group health coverage.  For additional information about your rights and obligations under the Plan and under federal law, 
you should review the Plan’s Summary Plan Description or contact the Plan Administrator. 
 
What is COBRA Continuation Coverage? 
COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise end because of a life event known 
as a “qualifying event.”  Specific qualifying events are listed later in this notice.  After a qualifying event, COBRA continuation 
coverage must be offered to each person who is a “qualified beneficiary.”  You, your spouse, and your dependent children could 
become qualified beneficiaries if coverage under the Plan is lost because of the qualifying event.  Under the Plan, qualified 
beneficiaries who elect COBRA continuation coverage must pay for COBRA continuation coverage. 
 
If you are an employee, you will become a qualified beneficiary if you lose your coverage under the Plan because either one of the 
following qualifying events happens: 


• Your hours of employment are reduced, or 
• Your employment ends for any reason other than your gross misconduct. 
 
If you are the spouse of an employee, you will become a qualified beneficiary if you lose your coverage under the Plan because any of 
the following qualifying events happens: 


• Your spouse dies; 
• Your spouse’s hours of employment are reduced; 
• Your spouse’s employment ends for any reason other than his or her gross misconduct; 
• Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or 
• You become divorced or legally separated from your spouse. 
 
Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because any of the following 
qualifying events happens: 


• The parent-employee dies; 
• The parent-employee’s hours of employment are reduced; 
• The parent-employee’s employment ends for any reason other than his or her gross misconduct; 
• The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both); 
• The parents become divorced or legally separated; or 
• The child stops being eligible for coverage under the plan as a “dependent child.” 
 
If your employer offers Retiree coverage, sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be 
a qualifying event.  If a proceeding in bankruptcy is filed with respect to your Employer, and that bankruptcy results in the loss of 
coverage of any retired employee covered under the Plan, the retired employee will become a qualified beneficiary with respect to the 
bankruptcy.  The retired employee’s spouse, surviving spouse, and dependent children will also become qualified beneficiaries if 
bankruptcy results in the loss of their coverage under the Plan. 
 
When is COBRA Coverage Available? 
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has been notified that a 
qualifying event has occurred.  When the qualifying event is the end of employment or reduction of hours of employment, death of the 
employee, or the employee's becoming entitled to Medicare benefits (under Part A, Part B, or both), the employer must notify the Plan 
Administrator of the qualifying event. 
 







 


 


You Must Give Notice of Some Qualifying Events 
For the other qualifying events (divorce or legal separation of the employee and spouse or a dependent child’s losing eligibility for 
coverage as a dependent child), you must notify the Plan Administrator within 60 days after the qualifying event occurs. 
 
How is COBRA Coverage Provided? 
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage will be offered to 
each of the qualified beneficiaries.  Each qualified beneficiary will have an independent right to elect COBRA continuation coverage.  
Covered employees may elect COBRA continuation coverage on behalf of their spouses, and parents may elect COBRA continuation 
coverage on behalf of their children. 
 
COBRA continuation coverage is a temporary continuation of coverage.  When the qualifying event is the death of the employee, the 
employee's becoming entitled to Medicare benefits (under Part A, Part B, or both), your divorce or legal separation, or a dependent 
child's losing eligibility as a dependent child, COBRA continuation coverage lasts for up to a total of 36 months.  When the qualifying 
event is the end of employment or reduction of the employee's hours of employment, and the employee became entitled to Medicare 
benefits less than 18 months before the qualifying event, COBRA continuation coverage for qualified beneficiaries other than the 
employee lasts until 36 months after the date of Medicare entitlement.  For example, if a covered employee becomes entitled to 
Medicare 8 months before the date on which his employment terminates, COBRA continuation coverage for his spouse and children 
can last up to 36 months after the date of Medicare entitlement, which is equal to 28 months after the date of the qualifying event (36 
months minus 8 months).  Otherwise, when the qualifying event is the end of employment or reduction of the employee’s hours of 
employment, COBRA continuation coverage generally lasts for only up to a total of 18 months.  There are two ways in which this 18-
month period of COBRA continuation coverage can be extended. 
 
Disability extension of 18-month period of continuation coverage 
If you or anyone in your family covered under the Plan is determined by the Social Security Administration to be disabled and you 
notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to receive up to an additional 11 months 
of COBRA continuation coverage, for a total maximum of 29 months.  The disability would have to have started at some time before 
the 60th day of COBRA continuation coverage and must last at least until the end of the 18-month period of continuation coverage.  In 
order to qualify for this extension you must provide a copy of your Disability Award letter that is received from the Social Security 
Administration prior to the end of your COBRA continuation period to the Plan administrator. 
 
Second qualifying event extension of 18-month period of continuation coverage 
If your family experiences another qualifying event while receiving 18 months of COBRA continuation coverage, the spouse and 
dependent children in your family can get up to 18 additional months of COBRA continuation coverage, for a maximum of 36 
months, if notice of the second qualifying event is properly given to the Plan.  This extension may be available to the spouse and any 
dependent children receiving continuation coverage if the employee or former employee dies, becomes entitled to Medicare benefits 
(under Part A, Part B, or both), or gets divorced or legally separated, or if the dependent child stops being eligible under the Plan as a 
dependent child, but only if the event would have caused the spouse or dependent child to lose coverage under the Plan had the first 
qualifying event not occurred. 
 
Keep Your Plan Informed of Address Changes 
In order to protect your family’s rights, you should keep the Plan Administrator informed of any changes in the addresses of family 
members.  You should also keep a copy, for your records, of any notices you send to the Plan Administrator. 
 
If You Have Questions 
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact or contacts identified 
below.  For more information about your rights under ERISA, including COBRA, the Health Insurance Portability and Accountability 
Act (HIPAA), and other laws affecting group health plans, contact the nearest Regional or District Office of the U.S. Department of 
Labor’s Employee Benefits Security Administration (EBSA) in your area or visit the EBSA website at www.dol.gov/ebsa.  (Addresses 
and phone numbers of Regional and District EBSA Offices are available through EBSA’s website.) 
 







 


 


 
The following information is provided to you in accordance with the Employee Retirement Income Security Act of 1974 
(ERISA).  It is not a part of your Booklet-Certificate.  Your Plan Administrator has determined that this information together 
with the information contained in your Booklet-Certificate is the Summary Plan Description required by ERISA. 
 
In furnishing this information, Aetna is acting on behalf of your Plan Administrator who remains responsible for complying 
with the ERISA reporting rules and regulations on a timely and accurate basis. 
 
Employer Identification Number: 
 
23-7223216 
 
Plan Number: 
 
509 
 
Type of Plan: 
 
Welfare 
 
Type of Administration: 
 
Group Insurance Policy with: 
 
Aetna Dental, Inc. 
980 Jolly Road 
Post Office Box 1109 
Blue Bell, Pennsylvania  19422 
 
Plan Administrator: 
 
Sarah Lawrence College 
1 Mead Way 
Bronxville, NY 10708-5999 
 
Agent For Service of Legal Process: 
 
Sarah Lawrence College 
1 Mead Way 
Bronxville, NY 10708-5999 
 
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 written instrument signed by the person designated by the Plan 
Administrator 
 







 


 


ERISA RIGHTS 
 
As a participant in the group insurance plan you are entitled to certain rights 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 summary annual 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 coverage rights. 
 
Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health plan, if you 
have creditable coverage from another plan.  You should be provided a certificate of creditable coverage, free of charge, from 
your group health plan or health insurance issuer when you lose coverage under the Plan, when you become entitled to elect 
COBRA continuation coverage, when your COBRA continuation coverage ceases, if you request it before losing coverage, 
or if you request it up to 24 months after losing coverage. 
 
Without evidence of creditable coverage, you may be subject to a preexisting condition exclusion for 12 months after your 
enrollment date in your coverage under this Plan.  Contact your Plan Administrator for assistance in obtaining a certificate of 
creditable coverage. 
 
Prudent Actions by Plan Fiduciaries 
 
In addition to creating rights for plan participants, ERISA imposes 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 way to 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, and to appeal any denial, all within certain time schedules. 
 
Under ERISA there 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 $ 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 suit in a state or federal court.  
In addition, if you disagree with the Plan’s decision or lack thereof concerning the status of a 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 sued to 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. 
 


ADDITIONAL INFORMATION 
 
Provider Networks 
 
If plan benefits differ depending on whether care is given by, or accessed through, a network provider, you may obtain, 
without charge, a listing of network providers from your Plan Administrator, or by calling the toll - free Member Services 
number on your ID Card.  A current list of providers in the Aetna network is available through DocFind®, at 
www.aetna.com. 
 







 


USHDP/NJ GCERT - CIVIL UNION AMEND (09/07) 
 


AETNA DENTAL, INC. 
(NEW JERSEY) 


CIVIL UNION AMENDMENT 


 
Contract Holder Group Agreement Effective Date:   November 1, 2010  
 
 
The Aetna Dental Inc. Certificate of Coverage is hereby amended as follows: 
 
1. The Dependent Eligibility provision under the Membership Eligibility Requirements is hereby revised to add the 


following: 
 


The term “spouse” shall include a Civil Union partner as defined by New Jersey State Law.  In addition, if 
applicable, any references under this Certificate made to “marriage”, “husband”, “wife”, “family”, “immediate 
family”, “dependent”, “next of kin”, ”widow”, “widower”, “widowed” or another word which in a specific context 
denotes a marital or spousal relationship, the same shall include a Civil Union.  In addition, a same sex relationship 
entered into outside of New Jersey which is valid under the law of another state or foreign nation that provides 
substantially all of the rights and benefits of marriage, shall be valid in New Jersey. 
 
A Subscriber, who is a Civil Union partner, who is eligible for COBRA continuation of coverage may elect COBRA 
continuation of coverage for the Subscriber and the Subscriber’s Dependent, including a Civil Union partner.  
However, a Dependent who is a Civil Union partner, may not make a COBRA continuation of coverage election for 
themselves and their eligible dependents after any event that would otherwise give rise to COBRA rights, as they do 
not meet the federal definition of a “qualified beneficiary” under COBRA rules. 


 
All other terms and conditions of the Certificate shall remain in full force and effect except as amended herein. 
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AETNA DENTAL INC. 
(NEW JERSEY) 


 
 


DOMESTIC PARTNER AMENDMENT 
 
 
Contract Holder Group Agreement Effective Date:  November 1, 2010  
 
 
The Aetna Dental Inc. Certificate of Coverage is hereby amended as follows: 
 
1. The Domestic Partner Eligibility (Item 3) appearing in the Dependent Eligibility provision under the Membership 


Eligibility Requirements is hereby deleted and replaced with the following: 
 


3. Opposite Gender Domestic Partner:  You may also cover as your dependent a person who is your opposite gender 
domestic partner, as defined below.  A opposite gender domestic partner is a person: 
• who is of the opposite gender; 
• who is engaged in a spouse-like relationship with you; 
• who is at least 18 years of age and mentally competent to consent to a contract; 
• who is not related to you by blood; 
• who is not married to or legally separated from anyone else; 
• who has been residing with you in the same household for at least 6 months and intends to so reside 


indefinitely; 
• who is engaged in a committed relationship of mutual caring and support with you (This means that you are 


jointly responsible for each other’s common welfare and living expenses.); and 
• who is not in the relationship solely for the purpose of obtaining insurance. 


 
You must complete and sign a “Declaration of Domestic Partnership” which is acceptable to your Employer.  In 
addition, you must submit proof of at least three of the items from the following list of items that may serve as proof 
of a domestic partnership: 


• a joint deed, a mortgage agreement, or a common leasehold interest in property; 
• common ownership of a motor vehicle; 
• a driver’s license listing a common address; 
• status as the other’s primary beneficiary for life insurance, for retirement benefits, or under a will; 
• power of attorney for property or health care. 


 
Same Gender Domestic Partner:  You may also cover as your dependent a person who is your same gender domestic 
partner if you and your partner have jointly executed and filed an Affidavit of Domestic Partnership with the local 
registrar and have been issued a copy of the Affidavit marked “filed”. 
 
A domestic partnership shall be established when all of the following requirements are met: 
 
(1) Both persons have a common residence and are otherwise jointly responsible for each other's common welfare 


as evidenced by joint financial arrangements or joint ownership of real or personal property, which shall be 
demonstrated by at least one of the following: 


 
(a) a joint deed, mortgage agreement or lease; 
(b) a joint bank account; 
(c) designation of one of the persons as a primary beneficiary in the other person's will; 
(d) designation of one of the persons as a primary beneficiary in the other person's life insurance policy or 


retirement plan; or 
(e) joint ownership of a motor vehicle; 
 


(2) Both persons agree to be jointly responsible for each other's basic living expenses during the domestic 
partnership; 
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(3) Neither person is in a marriage recognized by New Jersey law or a member of another domestic partnership; 
 
(4) Neither person is related to the other by blood or affinity up to and including the fourth degree of consanguinity; 
 
(5) Both persons have chosen to share each other's lives in a committed relationship of mutual caring; 
 
(6) Both persons are at least 18 years of age; 
 
(7) Both persons are of the same sex and therefore unable to enter into a marriage with each other that is recognized 


by New Jersey law, except that two persons who are each 62 years of age or older and not of the same sex may 
establish a domestic partnership if they meet the requirements set forth in this section;  


 
(8) Both persons file jointly an Affidavit of Domestic Partnership; and 
 
(9) Neither person has been a partner in a domestic partnership that was terminated less than 180 days prior to the 


filing of the current Affidavit of Domestic Partnership, except that this prohibition shall not apply if one of the 
partners died. 


 
Those same-sex relationships entered into outside the State of New Jersey that most closely approximate New Jersey 
domestic partnerships that is, relationships that provide some, but not all of the rights and obligations of marriage, 
will be treated as domestic partnerships under New Jersey state law. 


 
All other terms and conditions of the Certificate shall remain in full force and effect except as amended herein. 
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AETNA DENTAL INC. 
(NEW JERSEY) 


 


DENTAL BENEFITS COVERAGE AMENDMENT 


 
 
Contract Holder Group Agreement Effective Date: November 1, 2010  
 


 
The Aetna Dental Inc. Group Agreements, Certificates of Coverage, Schedules of Benefits, riders, amendments, 
endorsements, inserts and attachments (the “Plan Documents”) are hereby amended as follows: 
 
The following dental services will be considered Covered Dental Services under the Dental Benefits under certain conditions 
as follows. 
 
Additional dental services are provided for a covered person who: 
 
• is pregnant; or 
• has coronary artery disease/cardiovascular disease; or diabetes; and 
• is a covered person for medical coverage insured or administered by Aetna. 


 
Covered Dental Services 
 
If the above conditions are met, the following dental services will be considered Covered Dental Services 
 
• One additional prophylaxis (cleaning)  per year. 
• Scaling and root planing, (4 or more teeth); per quadrant; 
• Scaling and root planing (limited to 1-3 teeth); per quadrant;  
• Full mouth debridement; 
• Periodontal maintenance (one additional treatment per year); and 
• Localized delivery of antimicrobial agents.  (Not covered for pregnancy.) 
 
With respect to the additional prophylaxis, the benefit will be payable the same as other prophylaxis under the plan. 
 
With respect to the other dental services above, the Copayment will be waived and will not be subject to any frequency limits 
except as shown above. 
 
This Amendment shall be attached to and become part of the Plan Documents and is subject to all terms, conditions and 
limitations of the Plan Documents. 
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Preface (GR-9N-02-005-02 NJ)  
 
Aetna is pleased to provide you with this Booklet-Certificate. Your Booklet-Certificate (which includes the Schedule of Benefits 
and any amendments or riders), describes what the plan covers and how benefits are paid for that coverage. 
 
The plan is underwritten by Aetna Life Insurance Company of Hartford, Connecticut (referred to as Aetna). 
 
If you become insured, this Booklet-Certificate becomes your Certificate of Coverage (certificate) under the group policy 
issued as follows: 
 
Group Policyholder: Sarah Lawrence College 
Group Policy Number: GP-875727-NJ 
Effective Date: November 1, 2010 
Issue Date: February 9, 2011 
Booklet-Certificate Number: 1 
 
This certificate supersedes all certificates describing similar coverage that Aetna previously issued to you.  This 
certificate is subject to the laws of the State of New Jersey. 
 
Aetna Life Insurance Company, 151 Farmington Avenue, Hartford, CT 06156 
 


 
 


Ronald A. Williams 
Chairman, Chief Executive Officer and President 
 
Aetna Life Insurance Company 
(A Stock Company) 
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Important Information Regarding Availability of Coverage (GR-9N-02-005-02 NJ)  
No benefits are covered under this Booklet-Certificate in the absence of payment of current premiums by the Group 
Policyholder subject to the Grace Period provision and the Premium section of the Group Insurance Policy. 
 
Unless specifically provided in any applicable termination or continuation of coverage provision described in this 
Booklet-Certificate or under the terms of the Group Insurance Policy, the plan does not pay benefits for a loss or claim for a 
health care, medical or dental care expense incurred before coverage starts under this plan. 
 
Except as provided for under the sections Termination of Coverage (Extension of Benefits) and Continuation of Coverage, this 
plan will not pay any benefits for any claims, or expenses incurred after the date this plan terminates. 
 
This provision applies even if the loss, or expense, was incurred because of an accident, injury or illness that 
occurred, began or existed while coverage was in effect. 
 
Benefits may be modified during the term of this plan as specifically provided under the terms of the Group Insurance 
Policy or upon renewal. If benefits are modified, the revised benefits (including any reduction in benefits or elimination 
of benefits) apply to any expenses incurred for services or supplies furnished on or after the effective date of the plan 
modification. There is no vested right to receive any benefits described in the Group Insurance Policy or in this Booklet-
Certificate if the service or supply is furnished on or after the effective date of the plan modification. 
 


Coverage for You and Your Dependents (GR-9N-02-005-02 NJ) 
 


Health Expense Coverage   
 
Benefits are payable for covered health care expenses that are incurred by you or your covered dependents while 
coverage is in effect. An expense is “incurred” on the day you receive a health care service or supply. 
 
Only non-occupational injuries and non-occupational illnesses are covered. Conditions that are related to the 
complications of pregnancy will be covered under this plan. 
 
Refer to the What the Plan Covers section of the Booklet-Certificate for more information about your coverage. 
 
Treatment Outcomes of Covered Services   
Aetna is not a provider of health care services and therefore is not responsible for and does not guarantee any results 
or outcomes of the covered health care services and supplies you receive. Except for Aetna RX Home Delivery LLC, 
providers of health care services, including hospitals, institutions, facilities or agencies, are independent contractors 
and are neither agents nor employees of Aetna or its affiliates. 
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When Your Coverage Begins  
 


 


 Who Can Be Covered 
 
 How and When to Enroll 
 
 When Your Coverage Begins 
 


 
Throughout this section you will find information on who can be covered under the plan, how to enroll and what to 
do when there is a change in your life that affects coverage. In this section, “you” means the employee. 
 


Who Can Be Covered  
 
Employees  
To be covered by this plan, the following requirements must be met:  
 
 You will need to be in an “eligible class”, as defined below; and 
 You will need to meet the “eligibility date criteria” described below. 


 
Determining if You Are in an Eligible Class   
You are in an eligible class if:  
 
 You are a regular full-time employee, as defined by your employer. 


 
Determining When You Become Eligible  
You become eligible for the plan on your eligibility date, which is determined as follows. 
 
On the Effective Date of the Plan 
If you are in an eligible class on the effective date of this plan, your coverage eligibility date is the effective date of the 
plan. 
 
After the Effective Date of the Plan 
If you are hired after the effective date of this plan, your coverage eligibility date is the date you are hired. 
 
If you enter an eligible class after the effective date of this plan, your coverage eligibility date is the date you enter the 
eligible class. 
 
Obtaining Coverage for Dependents (GR-9N 29-010 01)  
Your dependents can be covered under your plan. You may enroll the following dependents:  
 
 Your legal spouse/civil union partner; or 
 Your domestic partner who meets the rules as defined by the State of New Jersey; and 
 Your dependent children. 


 
Aetna will rely upon your employer to determine whether or not a person meets the definition of a dependent for 
coverage under the plan. This determination will be conclusive and binding upon all persons for the purposes of this 
plan. 
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Coverage for Domestic Partner (GR-9N 29-010 01) 
You may also cover as your dependent a person who is your domestic partner if you and your partner have jointly 
executed and filed an Affidavit of Domestic Partnership with the local registrar and have been issued a copy of the 
Affidavit marked “filed”. 
 
A domestic partnership shall be established when all of the following requirements are met:  
 
(1) Both persons have a common residence and are otherwise jointly responsible for each other's common welfare as 


evidenced by joint financial arrangements or joint ownership of real or personal property, which shall be 
demonstrated by at least one of the following: 
(a) a joint deed, mortgage agreement or lease; 
(b) a joint bank account; 
(c) designation of one of the persons as a primary beneficiary in the other person's will; 
(d) designation of one of the persons as a primary beneficiary in the other person's life insurance policy or 


retirement plan; or 
(e) joint ownership of a motor vehicle; 


(2) Both persons agree to be jointly responsible for each other's basic living expenses during the domestic 
partnership; 


(3) Neither person is in a marriage recognized by New Jersey law or a member of another domestic partnership; 
(4) Neither person is related to the other by blood or affinity up to and including the fourth degree of consanguinity; 
(5) Both persons are of the same sex and therefore unable to enter into a marriage with each other that is recognized 


by New Jersey law, except that two persons who are each 62 years of age or older may establish a domestic 
partnership if they meet the requirements set forth in this section; 


(6) Both persons have chosen to share each other's lives in a committed relationship of mutual caring; 
(7) Both persons file jointly an Affidavit of Domestic Partnership; and 
(8) Neither person has been a partner in a domestic partnership that was terminated less than 180 days prior to the 


filing of the current Affidavit of Domestic Partnership, except that this prohibition shall not apply if one of the 
partners died. 


 
Those same-sex relationships entered into outside the State of New Jersey that most closely approximate New Jersey 
domestic partnerships that is, relationships that provide some, but not all of the rights and obligations of marriage will 
be treated as domestic partnerships under New Jersey law. 
 
Coverage for Dependent Children 
To be eligible, a dependent child must be:  
 
 Unmarried; and 
 Under 19 years of age; or 
 Under age 25, as long as he or she is a full-time student at an accredited institution of higher education and solely 


depends on your support*. 
 Newborn children from the moment of birth; however if payment of premium is required to provide coverage for 


the newborn child, Aetna may require notification of birth and payment of the required premium within 31 days 
after the date of birth in order to have the coverage continue beyond the 31 day period. 


 
* Note: Proof of full-time student status is required each year. This means that the child is enrolled as an 


undergraduate student with a total course load of at least 6-18 credits or is enrolled as a graduate student with a total 
course load of at least 9 credits. 


 
An eligible dependent child includes:  
 
 Your biological children; 
 Children of civil union partners; 
 Children of domestic partners; 
 Your stepchildren; 
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 Your legally adopted children; 
 Your foster children, including any children placed with you for adoption; 
 Any children for whom you are responsible under court order; 
 Your grandchildren in your court-ordered custody; and 
 Any other child who lives with you in a parent-child relationship. 


 
Coverage for a handicapped child may be continued past the age limits shown above. See Handicapped Dependent 
Children for more information. 
 
Important Reminder 
Keep in mind that you cannot receive coverage under this Plan as: 
 
 Both an employee and a dependent; or 
 A dependent of more than one employee. 


 


How and When to Enroll (GR-9N 29-015-02)  
 
Initial Enrollment in the Plan  
You will be provided with plan benefit and enrollment information when you first become eligible to enroll. You will 
need to enroll in a manner determined by Aetna and your employer. To complete the enrollment process, you will 
need to provide all requested information for yourself and your eligible dependents. You will also need to agree to 
make required contributions for any contributory coverage. Your employer will determine the amount of your plan 
contributions, which you will need to agree to before you can enroll. Your employer will advise you of the required 
amount of your contributions and will deduct your contributions from your pay. Remember plan contributions are 
subject to change. 
 
You will need to enroll within 31 days of your eligibility date. 
 
If you do not enroll for coverage when you first become eligible, but wish to do so later, your employer will provide 
you with information on when and how you can enroll. 
 
Newborns are automatically covered for 31 days after birth. To continue coverage after 31 days, you will need to 
complete a change form and return it to your employer within the 31-day enrollment period. 
 
Annual Enrollment  
During the annual enrollment period, you will have the opportunity to review your coverage needs for the upcoming 
year. During this period, you have the option to change your coverage. The choices you make during this annual 
enrollment period will become effective the following year. 
 
If you do not enroll yourself or a dependent for coverage when you first become eligible, but wish to do so later, you 
will need to do so during the next annual enrollment period. 
 


When Your Coverage Begins (GR-9N-29-025-02 NJ)  
 
Your Effective Date of Coverage  
Your coverage takes effect on the later of: 
 
 The date you are eligible for coverage; and 
 The date you return your completed enrollment information. 


 
If you do not return your completed enrollment information within 31 days of your eligibility date, the rules under 
Rules and Limits That Apply to the Dental Plan section will apply. 
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Your Dependent’s Effective Date of Coverage  
Your dependent’s coverage takes effect on the same day that your coverage becomes effective, if you have enrolled 
them in the plan by then. 
 
Note: New dependents need to be reported to Aetna within 31 days because they may affect your contributions. 
 
Dependents’ coverage will be effective:  
 
 In the case of marriage, on the date of the marriage; 
 In the case of civil union, on the date of the civil union; 
 In the case of a newborn, on the date of birth; 
 In the case of adoption, on the date of the child’s adoption or placement for adoption; 
 In the case of court ordered coverage of a spouse/civil union partner or child, on the date specified in the court 


order; 
 In the case of loss of COBRA coverage under another plan, on the date the COBRA coverage ends; and 
 In the case of loss of coverage for other reasons, the date on which the applicable life event occurs. 
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Requirements For Coverage (GR-9N 09-005 01 NJ)  
 
To be covered by the plan, services and supplies must meet all of the following requirements:  
 
1. The service or supply must be covered by the plan. For a service or supply to be covered, it must: 
 


 Be included as a covered expense in this Booklet-Certificate; 
 Not be an excluded expense under this Booklet-Certificate. Refer to the Exclusions sections of this Booklet-


Certificate for a list of services and supplies that are excluded; 
 Not exceed the maximums and limitations outlined in this Booklet-Certificate. Refer to the What the Plan 


Covers section and the Schedule of Benefits for information about certain expense limits; and 
 Be obtained in accordance with all the terms, policies and procedures outlined in this Booklet-Certificate. 


 
2. The service or supply must be provided while coverage is in effect. See the Who Can Be Covered, How and When to 


Enroll, When Your Coverage Begins, When Coverage Ends and Continuation of Coverage sections for details on when 
coverage begins and ends. 


 
(GR-9N-27-005-01 NJ) 
3. The service or supply must be medically necessary. To meet this requirement, the dental services, supply must 


be provided by a physician, or other health care provider or dental provider, exercising prudent clinical 
judgment, to a patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease 
or its symptoms. The provision of the service or supply must be:  


 
 In accordance with generally accepted standards of dental practice; 
 Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient’s illness, injury or disease; and 
 Not primarily for the convenience of the patient, physician or dental provider or other health care 


provider; 
 And not more costly than an alternative service or sequence of services at least as likely to produce equivalent 


therapeutic or diagnostic results as to the diagnosis or treatment of that patient’s illness, injury, or disease. 
 
For these purposes “generally accepted standards of dental practice” means standards that are based on credible 
scientific evidence published in peer-reviewed dental literature generally recognized by the relevant dental community, 
or otherwise consistent with physician or dental specialty society recommendations and the views of physicians or 
dentists practicing in relevant clinical areas and any other relevant factors. 
 
Important Note 
 Not every service or supply that fits the definition for medical necessity is covered by the plan. Exclusions and 


limitations apply to certain dental services, supplies and expenses. For example some benefits are limited to a 
certain number of days, visits or a dollar maximum. Refer to the What the Plan Covers section and the Schedule of 
Benefits for the plan limits and maximums. 


 







     


 
 8 


How Your Aetna Dental 
Plan Works  
(GR-9N 16-005-01) 


 


 Common Terms 
 
 What the Plan Covers 
 
 Rules that Apply to the Plan 
 
 What the Plan Does Not Cover 
 


 


Understanding Your Aetna Dental Plan  
 
It is important that you have the information and useful resources to help you get the most out of your Aetna dental 
plan. This Booklet-Certificate explains:  
 
 Definitions you need to know; 
 How to access care, including procedures you need to follow; 
 What services and supplies are covered and what limits may apply; 
 What services and supplies are not covered by the plan; 
 How you share the cost of your covered services and supplies; and 
 Other important information such as eligibility, complaints and appeals, termination, continuation of coverage 


and general administration of the plan. 
 
Important Notes:  
Unless otherwise indicated, "you" refers to you and your covered dependents. You can refer to the Eligibility section 
for a complete definition of "you". 
 
This Booklet-Certificate applies to coverage only and does not restrict your ability to receive covered expenses that are 
not or might not be covered expenses under this dental plan. 
 
Store this Booklet-Certificate in a safe place for future reference. 
 


Getting Started: Common Terms (GR-9N S 16-010-01)  
 
Many terms throughout this Booklet-Certificate are defined in the Glossary Section at the back of this Booklet-
Certificate. Defined terms appear in bolded print. Understanding these terms will also help you understand how your 
plan works and provide you with useful information regarding your coverage. 
 


About the Comprehensive Dental Plan (GR-9N 16-030 01)  
 
This dental plan covers a wide range of necessary dental services and supplies. You have the freedom to choose the 
dental provider of your choice. 
 
The comprehensive dental plan begins to pay benefits after you satisfy a deductible. 
 
You share the cost of covered services and supplies by paying a portion of certain expenses (your coinsurance). 
 
If your dentist charges more than the recognized charge, you must also pay any expenses above the recognized 
charge. 
 
You must file a claim to receive reimbursement from the plan. 
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Important Reminder 
Refer to the Schedule of Benefits for details about any deductibles, coinsurance and maximums that apply. 
 


What The Plan Covers (GR-9N-S-18-005-01 NJ)  
 
Comprehensive Dental Plan  
Schedule of Benefits for the Comprehensive Dental Plan  
Comprehensive Dental is merely a name of the benefits in this section. The plan does not pay a benefit for all dental 
care expenses you incur. 
 
Important Reminder 
Your dental services and supplies must meet the following rules to be covered by the plan:  
 
 The services and supplies must be medically necessary. 
 The services and supplies must be covered by the plan. 
 You must be covered by the plan when you incur the expense. 


 
Covered expenses include charges made by a dentist for the services and supplies that are listed in the dental care 
schedule as shown in the Schedule of Benefits. 
 
The next sentence applies if:  
 
 A charge is made for an unlisted service given for the dental care of a specific condition; and 
 The list includes one of more services that, under standard practices, are separately suitable for the dental care of 


that condition. 
 
In that case, the charge will be considered to have been made for a service in the list that Aetna determines would 
have produced a professionally acceptable result. 
 
Dental Care Schedule  
The dental care schedule is a list of dental expenses that are covered by the plan. There are several categories of 
covered expenses:  
 
 Oral surgery 
 Endodontics 
 Periodontics 
 Orthodontics 


 
This Dental Care Schedule applies to covered services and supplies provided by specialty care dentists. The plan 
covers only the services and supplies in the list below. 
 
Specialty Dental Services (GR-9N-S-20-031-01) 
Type B Expenses 
 
Endodontics - Includes local anesthetics where necessary 
Apexification/recalcification 
Apicoectomy/periradicular surgery (per tooth) - first root 
Apicoectomy (per tooth) - each additional root 
Retrograde filling 
Root amputation 
Hemisection 
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Oral Surgery - Includes local anesthetics where necessary and post-operative care  
Surgical removal of root tip, root recovery 
Removal of residual root 
Removal of odontogenic cyst 
Closure of oral fistula 
Removal of foreign body from bone 
Sequestrectomy 
Frenectomy 
Transplantation of tooth or tooth bud 
Alveoloplasty in conjunction with extractions - per quadrant 
Alveoloplasty not in conjunction with extractions - per quadrant 
Removal of exostosis 
Sialolithotomy, removal of salivary calculus 
Closure of salivary fistula 
 
Periodontics 
Gingivectomy or gingivoplasty - per quadrant (limited to 1 per quadrant every 3 years) 
Gingivectomy or gingivoplasty - per tooth (limited to 1 per site every 3 years) 
Gingival flap procedure - per quadrant 
Occlusal adjustment (other than with an appliance or restoration) 
 
Type C Expenses 
 
Endodontics - Includes local anesthetics where necessary 
Molar root canal therapy, including necessary X-rays 
 
Oral Surgery - Includes local anesthetics where necessary and post-operative care  
Surgical removal of impacted tooth 


Partially bony 
Completely bony 
Completely bony with unusual surgical complications 


 
Periodontics 
Osseous surgery (including flap entry and closure) - per quadrant, limited to 1 per quadrant, every 3 years 
Osseous surgery (including flap and closure), per quadrant (limited to 1 per site, every 3 years) 
Soft tissue graft procedure 
Clinical crown lengthening - hard tissue 
 
Intravenous Sedations and General Anesthesia 
 
Orthodontics 
Orthodontic screening exam 
Orthodontic diagnostic records 
Orthodontic retention 
Comprehensive orthodontic treatment of adolescent and adult dentition 
Post treatment stabilization 
 


Rules and Limits That Apply to the Dental Plan (GR-9N-S-20-005-01 NJ)  
 
Several rules apply to the dental plan. Following these rules will help you use the plan to your advantage by avoiding 
expenses that are not covered by the plan. 
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Orthodontic Treatment Rule  
Orthodontic coverage is only for covered dependent children who are under age 20 on the date active orthodontic 
treatment begins. 
 
The plan does not cover the following orthodontic services and supplies:  
 
 Replacement of broken appliances; 
 Re-treatment of orthodontic cases; 
 Changes in treatment necessitated by an accident; 
 Maxillofacial surgery; 
 Myofunctional therapy; 
 Treatment of cleft palate; 
 Treatment of micrognathia; 
 Treatment of macroglossia; 
 Lingually placed direct bonded appliances and arch wires (i.e. "invisible braces"); or 
 Removable acrylic aligners (i.e. "invisible aligners"). 


 
The plan will not cover the charges for an orthodontic procedure if an active appliance for that procedure was 
installed before you were covered by the plan. 
 
Orthodontic Limitation for Late Enrollees  
The plan will not cover the charges for an orthodontic procedure for which an active appliance for that procedure has 
been installed within the two year-period starting with the date you became covered by the plan. This limit applies 
only if you do not become enrolled in the plan within 31 days after you first become eligible. 
 
Replacement Rule (GR-9N-S-20-010-03 NJ)  
Crowns, inlays, onlays and veneers, complete dentures, removable partial dentures, fixed partial dentures (bridges) and 
other prosthetic services are subject to the plan's replacement rule. That means certain replacements of, or additions 
to, existing crowns, inlays, onlays, veneers, dentures or bridges are covered only when you give proof to Aetna that: 
 
 While you were covered by the plan, you had a tooth (or teeth) extracted after the existing denture or bridge was 


installed. As a result, you need to replace or add teeth to your denture or bridge. 
 The present crown, inlay and onlay, veneer, complete denture, removable partial denture, fixed partial denture 


(bridge), or other prosthetic service was installed at least 5 years before its replacement and cannot be made 
serviceable. 


 You had a tooth (or teeth) extracted while you were covered by the plan. Your present denture is an immediate 
temporary one that replaces that tooth (or teeth). A permanent denture is needed, and the temporary denture 
cannot be used as a permanent denture. Replacement must occur within 12 months from the date that the 
temporary denture was installed. 


 
Tooth Missing but Not Replaced Rule  
The first installation of complete dentures, removable partial dentures, fixed partial dentures (bridges), and other 
prosthetic services will be covered if: 
 
 The dentures, bridges or other prosthetic services are needed to replace one or more natural teeth that were 


removed while you were covered by the plan; and 
 The tooth that was removed was not an abutment to a removable partial denture installed during the prior 5 


years. The extraction of a third molar does not qualify. Any such appliance bridge must include the replacement 
of an extracted tooth or teeth. 


 The tooth that was removed was not an abutment to a fixed partial denture installed during the prior 5 years. The 
extraction of a third molar does not qualify. Any such fixed bridge must include the replacement of an extracted 
tooth or teeth. 
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Alternate Treatment Rule (GR-9N-20-015-01)  
Sometimes there are several ways to treat a dental problem, all of which provide acceptable results. When alternate 
services or supplies can be used, the plan's coverage will be limited to the cost of the least expensive service or supply 
that is:  
 
 Customarily used nationwide for treatment, and 
 Deemed by the dental profession to be appropriate for treatment of the condition in question. The service or 


supply must meet broadly accepted standards of dental practice, taking into account your current oral condition. 
 
You should review the differences in the cost of alternate treatment with your dental provider. Of course, you and 
your dental provider can still choose the more costly treatment method. You are responsible for any charges in 
excess of what the plan will cover. 
 
Coverage for Dental Work Begun Before You Are Covered by the Plan (GR-9N-S-20-020-03 NJ)  
The plan does not cover dental work that began before you were covered by the plan. This means that the following 
dental work is not covered:  
 
 An appliance, or modification of an appliance, if an impression for it was made before you were covered by the 


plan; 
 A crown, bridge, or cast or processed restoration, if a tooth was prepared for it before you were covered by the 


plan; or 
 Root canal therapy, if the pulp chamber for it was opened before you were covered by the plan. 


 
Coverage for Dental Work Completed After Termination of Coverage  
Your dental coverage may end while you or your covered dependent is in the middle of treatment. The plan does not 
cover dental services that are given after your coverage terminates. There is an exception. The plan will cover the 
following services if they are ordered while you were covered by the plan, and installed within 30 days after your 
coverage ends. 
 
 Inlays; 
 Onlays; 
 Crowns; 
 Removable bridges; 
 Cast or processed restorations; 
 Dentures; 
 Fixed partial dentures (bridges); and 
 Root canals. 


 
"Ordered" means:  
 
 For a denture: the impressions from which the denture will be made were taken. 
 For a root canal: the pulp chamber was opened. 
 For any other item: the teeth which will serve as retainers or supports, or the teeth which are being restored: 


− Must have been fully prepared to receive the item; and 
− Impressions have been taken from which the item will be prepared. 


 
Late Entrant Rule (GR-9N-S-20-025-01 NJ)  
The plan does not cover services and supplies given to a person age 5 or more if that person did not enroll in the 
plan:  
 
 During the first 31 days the person is eligible for this coverage, or 
 During any period of open enrollment agreed to by the Policyholder and Aetna. 
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This exclusion does not apply to charges incurred:  
 
 After the person has been covered by the plan for 12 months, or 
 As a result of injuries sustained while covered by the plan, or 
 For services listed as Visits and X-rays, Visits and Exams, and X-ray and Pathology in the Dental Care Schedule. 


 


What The Comprehensive Dental Plan Does Not Cover (GR-9N-28-015-01-
NJ)(GR-9N 28-025 01)  
 
Not every dental care service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What the Plan Covers section or by amendment attached to this Booklet-Certificate. In addition, some services are 
specifically limited or excluded. This section describes expenses that are not covered or subject to special limitations. 
 
These dental exclusions are in addition to the exclusions that apply to health coverage. 
 
Any instruction for diet, plaque control and oral hygiene. 
 
Cosmetic services and supplies including plastic surgery, reconstructive surgery, cosmetic surgery (except coverage 
will be provided for covered newborns from the moment of birth for the medically necessary care and treatment of 
medically diagnosed congenital defects and birth abnormalities), personalization or characterization of dentures or 
other services and supplies which improve alter or enhance appearance, augmentation and vestibuloplasty, and other 
substances to protect, clean, whiten bleach or alter the appearance of teeth; whether or not for psychological or 
emotional reasons; except to the extent coverage is specifically provided in the What the Plan Covers section. Facings on 
molar crowns and pontics will always be considered cosmetic. 
 
Crown, inlays and onlays, and veneers unless:  
 
 It is treatment for decay or traumatic injury and teeth cannot be restored with a filling material; or 
 The tooth is an abutment to a covered partial denture or fixed bridge. 


 
Dental implants, braces, mouth guards, and other devices to protect, replace or reposition teeth and removal of 
implants. 
 
Dental services and supplies that are covered in whole or in part:  
 
 Under any other part of this plan; or 
 Under any other plan of group benefits provided by the policyholder. 


 
Dentures, crowns, inlays, onlays, bridges, or other appliances or services used for the purpose of splinting, to alter 
vertical dimension, to restore occlusion, or correcting attrition, abrasion, or erosion. 
 
Except as covered in the What the Plan Covers section, treatment of any jaw joint disorder and treatments to alter bite 
or the alignment or operation of the jaw, including temporomandibular joint disorder (TMJ) treatment, orthognathic 
surgery, and treatment of malocclusion or devices to alter bite or alignment. 
 
First installation of a denture or fixed bridge, and any inlay and crown that serves as an abutment to replace 
congenitally missing teeth or to replace teeth all of which were lost while the person was not covered. 
 
General anesthesia and intravenous sedation, unless specifically covered and only when done in connection with 
another necessary covered service or supply. 
 
Orthodontic treatment except as covered in the What the Plan Covers section. 
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Pontics, crowns, cast or processed restorations made with high noble metals (gold or titanium). 
 
Prescribed drugs; pre-medication; or analgesia. 
 
Replacement of a device or appliance that is lost, missing or stolen, and for the replacement of appliances that have 
been damaged due to abuse, misuse or neglect and for an extra set of dentures. 
 
Services and supplies done where there is no evidence of pathology, dysfunction, or disease other than covered 
preventive services. 
 
Services and supplies provided for your personal comfort or convenience, or the convenience of any other person, 
including a provider. 
 
Services and supplies provided in connection with treatment or care that is not covered under the plan. 
 
Space maintainers except when needed to preserve space resulting from the premature loss of deciduous teeth. 
 
Surgical removal of impacted wisdom teeth only for orthodontic reasons. 
 
Treatment by other than a dentist. However, the plan will cover some services provided by a licensed dental hygienist 
under the supervision and guidance of a dentist. These are:  
 
 Scaling of teeth; and 
 Cleaning of teeth. 


 
Treatment of malignancies, cysts and neoplasm. 
 


Additional Items Not Covered By A Health Plan (GR-9N-28-015-01-NJ)  
 
Not every health service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What The Plan Covers section or by amendment attached to this Booklet-Certificate. 
 
Acupuncture, acupressure and acupuncture therapy, except as provided in the What the Plan Covers section. 
 
Any charges in excess of the benefit, dollar, day, visit or supply limits stated in this Booklet-Certificate. 
 
Charges submitted for services by an unlicensed hospital, physician or other provider or not within the scope of the 
provider’s license. 
 
Charges submitted for services that are not rendered, or rendered to a person not eligible for coverage under the plan. 
 
Court ordered services, including those required as a condition of parole or release. 
 
Examinations:  
 
 Any dental examinations: 


− required by a third party, including examinations and treatments required to obtain or maintain employment, 
or which an employer is required to provide under a labor agreement; 


− required by any law of a government, securing insurance or school admissions, or professional or other 
licenses; 
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− required to travel, attend a school, camp, or sporting event or participate in a sport or other recreational 
activity; and 


− any special medical reports not directly related to treatment except when provided as part of a covered 
service. 


 
Experimental or investigational drugs, devices, treatments or procedures, except as described in the What the Plan 
Covers section. 
 
Medicare: Payment for that portion of the charge for which Medicare or another party is the primary payer. 
 
Miscellaneous charges for services or supplies including:  
 
 Cancelled or missed appointment charges or charges to complete claim forms; 
 Charges the recipient has no legal obligation to pay; or the charges would not be made if the recipient did not 


have coverage (to the extent exclusion is permitted by law) including: 
− Care in charitable institutions; 
− Care for conditions related to current or previous military service; or 
− Care while in the custody of a governmental authority. 


 
Non-medically necessary services, including but not limited to, those treatments, services, prescription drugs and 
supplies which are not medically necessary, as determined by Aetna, for the diagnosis and treatment of illness, 
injury, restoration of physiological functions, or covered preventive services. This applies even if they are prescribed, 
recommended or approved by your physician or dentist. 
 
Routine dental exams and other preventive services and supplies, except as specifically provided in the What the Plan 
Covers section. 
 
Services rendered before the effective date or after the termination of coverage, unless coverage is continued under 
the Continuation of Coverage section of this Booklet-Certificate. 
 
Work related: Any illness or injury related to employment or self-employment including any injuries that arise out of 
(or in the course of) any work for pay or profit, unless no other source of coverage or reimbursement is available to 
you for the services or supplies. Sources of coverage or reimbursement may include your employer, workers’ 
compensation, or an occupational illness or similar program under local, state or federal law. A source of coverage 
or reimbursement will be considered available to you even if you waived your right to payment from that source. If 
you are also covered under a workers’ compensation law or similar law, and submit proof that you are not covered for 
a particular illness or injury under such law, that illness or injury will be considered “non-occupational” regardless 
of cause. 
 


When Coverage Ends (GR-9N 30-005 05)  (GR-9N-30-005-HRPA-01 NJ)  
 
Coverage under your plan can end for a variety of reasons. In this section, you will find details on how and why 
coverage ends, and how you may still be able to continue coverage. 
 
When Coverage Ends for Employees  
Your coverage under the plan will end if:  
 
 The plan is discontinued; 
 You voluntarily stop your coverage; 
 The group policy ends; 
 You are no longer eligible for coverage; 
 You do not make any required contributions; 
 You become covered under another plan offered by your employer; 
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 You have exhausted your overall maximum lifetime benefit under your medical plan, if your plan contains such a 
maximum benefit; or 


 Your employment stops for any reason, including a job elimination or being placed on severance, except as 
described in the Extension of Benefits and A Totally Disabled Employee’s Right to Continue Health Benefits section of the 
Booklet-Certificate. This will be either the end of the month, end of the month following the month in which you 
stop active work, or the day before the first premium due date that occurs after you stop active work, whichever 
occurs first. The premium due date is the 30th day of the calendar month. However, if premium payments are 
made on your behalf, Aetna will consider your employment to continue, for purposes of remaining eligible for 
coverage under this Plan. as described below: 
− If you are not actively at work due to illness or injury, your coverage may continue, until stopped by your 


employer, but not beyond 30 months from the start of your absence. 
− If you are not actively at work due to temporary lay-off or leave of absence, your coverage will stop on your 


last full day your are actively at work before the start of the lay-off or leave of absence. 
 
If you are totally disabled you shall be entitled to continue your health insurance in accordance with the Extension of 
Benefits and A Totally Disabled Employee’s Right To Continue Health Benefits sections. 
 
It is your employer’s responsibility to let Aetna know when your employment ends. The limits above may be 
extended only if Aetna and your employer agree, in writing, to extend them. 
 
Reinstatement After Your Dental Coverage Terminates (GR-9N-30-005-01 NJ)  
If your coverage ends because your contributions are not paid when due, you may not be covered again for a period 
of two years from the date your coverage ends. If you are in an eligible class, you may re-enroll yourself and your 
eligible dependents at the end of such two-year period. Your dental coverage will be subject to the rules under the 
Late Enrollment section, and will be effective as described in the Effective Date of Coverage section. 
 
When Coverage Ends for Dependents (GR-9N-30-015-03 NJ)  
Coverage for your dependents will end if:  
 
 The date you are no longer eligible for dependents’ coverage; 
 The date you do not make the required contribution toward the cost of dependents’ coverage; 
 The date your own coverage ends for any of the reasons listed under When Coverage Ends for Employees (other 


than exhaustion of your overall maximum lifetime benefit, if included); 
 Your dependent is no longer eligible for coverage. In this case, coverage ends at the end of the calendar month 


when your dependent no longer meets the plan’s definition of a dependent. 
 
In addition, a "domestic partner" will no longer be considered to be a defined dependent on the earlier to occur of:  
 
 The date this plan no longer allows coverage for domestic partners; 
 The date of termination of the domestic partnership. In that event, you should provide your Employer with a 


completed and signed Declaration of Termination of Domestic Partnership. 
 
Coverage for dependents may continue for a period after your death. Coverage for handicapped dependents may 
continue after your dependent reaches any limiting age. See Continuation of Coverage for more information. 
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Continuation of Coverage (GR-9N 31-010-03 NJ) (GR 9N 31-015 02)  
 
Continuing Health Care Benefits (GR-9N-31-015-03 NJ) (GR-9N DEP30)  
 
Handicapped Dependent Children (GR-9N-31-015-03 NJ)  
Health Expense Coverage for your fully handicapped dependent child may be continued past the maximum age for a 
dependent child. However, such coverage may not be continued if the child has been issued an individual medical 
conversion policy. 
 
Your child is fully handicapped if:  
 
 he or she is not able to earn his or her own living because of mental retardation or a physical handicap which 


started prior to the date he or she reaches the maximum age for dependent children under your plan; and 
 he or she depends chiefly on you for support and maintenance. 


 
Proof that your child is fully handicapped must be submitted to Aetna no later than 31 days after the date your child 
reaches the maximum age under your plan. 
 
Coverage will cease on the first to occur of:  
 
 Cessation of the handicap. 
 Failure to give proof that the handicap continues. 
 Failure to have any required exam. 
 Termination of dependent coverage as to your child, as stated in the "When Coverage Ends for Dependents" 


section, other than reaching the maximum age under your plan. 
 
Aetna will have the right to require proof of the continuation of the handicap. Aetna also has the right to examine 
your child as often as needed while the handicap continues at its own expense. An exam will not be required more 
often than once each year after 2 years from the date your child reached the maximum age under your plan. 
 


Extension of Benefits (GR-9N-31-020-03 NJ)  
 
Coverage for Health Benefits  
If your health benefits end while you are totally disabled due to discontinuance of the health policy, your health 
expenses will be extended as described below. To find out why and when your coverage may end, please refer to When 
Coverage Ends. 
 
“Totally disabled” means that because of an injury or illness:  
 
 You are not able to work at your own occupation and you cannot work at any occupation for pay or profit for 


which you are reasonably fitted by education, training and experience. 
 Your dependent is not able to engage in most normal activities of a healthy person of the same age and gender. 


 
Extended Health Coverage (GR-9N-31-020-03 NJ) 
 
(GR-9N-31-020-03 NJ) 
Dental Benefits (other than Basic Dental benefits): Coverage will be available while you are totally disabled, for up to 12 
months. Coverage will be available only if covered services and supplies have been rendered and received, including 
delivered and installed, prior to the end of that 12 month period. 
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When Extended Health Coverage Ends 
Extension of benefits will end on the first to occur of the date:  
 
 You are no longer totally disabled, or become covered under any other group plan with like benefits. 
 Your dependent is no longer totally disabled, or he or she becomes covered under any other group plan with like 


benefits. 
 
(This does not apply if coverage ceased because the benefit section ceased for your eligible class.) 
 


COBRA Continuation of Coverage (GR-9N-31-025-02 NJ)  
 
If your employer is subject to COBRA requirements, the health plan continuation is governed by the Federal 
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requirements. With COBRA you and your 
dependents can continue health coverage, subject to certain conditions and your payment of premiums. Continuation 
rights are available following a “qualifying event” that would cause you or family members to otherwise lose coverage. 
Qualifying events are listed in this section. 
 
You and your covered dependents may be eligible to continue group health benefits under the COBRA Continuation 
of Coverage section and under other continuation sections of the plan at the same time. If an individual is eligible to 
continue group health benefits under both the plan's COBRA Continuation of Coverage section and certain other 
continuation provisions of the plan, your rights to elect continuation and the benefits provided may be affected. 
 
Under this section, "Qualified Continuee" means any person who, on the day before any event which would qualify 
the individual for continuation under this section, is covered for group health benefits under the Contract as:  
 
 an active, covered employee; 
 the spouse of an active, covered employee; or 
 the dependent child of an active, covered employee. Except as stated below, any person who becomes covered 


under the plan during a continuation provided by this section is not a Qualified Continuee. 
 
Exceptions:  
 
 A child who is born to the covered employee, or who is placed for adoption with the covered employee during 


the continuation provided by this section is a Qualified Continuee. 
 If you are a civil union partner, who is eligible for COBRA continuation of coverage you may elect COBRA 


continuation of coverage for you and your eligible dependents, including a civil union partner. However, an 
eligible dependent who is a civil union partner, may not make a COBRA continuation of coverage election for 
themselves and their eligible dependents after any event that would otherwise give rise to COBRA rights, as they 
do not meet the federal definition of a “qualified beneficiary” under COBRA rules. 


 
If An Employee's Group Health Benefits Ends 
If your group health benefits end due to termination of employment or reduction of work hours, you may elect to 
continue such benefits for up to 18 months, unless you were terminated due to gross misconduct. 
 
A Qualified Continuee may elect to continue coverage under COBRA even if the Qualified Continuee:  
 
 is covered under another group plan on or before the date of the COBRA election; or 
 is entitled to Medicare on or before the date of the COBRA election. 


 
The continuation:  
 
1. may cover you and any other Qualified Continuee; and 
2. is subject to the When Continuation Ends section. 
 







     


 
 19 


Additional Continuation for Disabled Qualified Continuees 
If a Qualified Continuee is determined to be disabled under Title II or Title XVI of the United States Social Security 
Act on the date their group health benefits would otherwise end due to the employee's termination of employment or 
reduction of work hours or during the first 60 days of continuation coverage, the individual and any Qualified 
Continuee who is not disabled may elect to extend their 18 month continuation period above for up to an extra 11 
months. 
 
To elect the extra 11 months of continuation, the Qualified Continuee must give the employer written proof of Social 
Security's determination of his or her disability before the earlier of:  
 
 the end of the 18 month continuation period; and 
 60 days after the date the Qualified Continuee is determined to be disabled. 


 
If, during this extra 11 month continuation period, the Qualified Continuee is determined to be no longer disabled 
under the Social Security Act, the individual must notify the employer within 30 days of such determination, and 
continuation will end, as outlined in the When Continuation Ends section. 
 
An additional 50% of the total premium charge also may be required from the Qualified Continuee by the employer 
during this extra 11 month continuation period. 
 
If An Employee Dies While Covered 
If an employee dies while covered, any Qualified Continuee whose group health benefits would otherwise end may 
elect to continue such benefits. The continuation can last for up to 36 months, subject to the When Continuation 
Ends section. 
 
If An Employee's Marriage Ends 
If an Employee's marriage ends due to legal divorce or legal separation, any Qualified Continuee whose group health 
benefits would otherwise end may elect to continue such benefits. The continuation can last for up to 36 months, 
subject to the When Continuation Ends section. 
 
If A Dependent Loses Eligibility 
If a dependent child's group health benefits end due to his or her loss of dependent eligibility as defined in the plan, 
other than the employee's coverage ending, they may elect to continue such benefits. However, such dependent child 
must be a Qualified Continuee. The continuation can last for up to 36 months, subject to When Continuation Ends. 
 
Concurrent Continuations 
If a dependent elects to continue group health benefits due to your termination of employment or reduction of work 
hours, the dependent may elect to extend his or her 18 month continuation period to up to 36 months, if during the 
18 month continuation period, either:  
 
 the dependent becomes eligible for 36 months of group health benefits due to any of the reasons stated above; or 
 the employee becomes entitled to Medicare. 


 
The 36 month continuation period starts on the date the 18 month continuation period started, and the two 
continuation periods will be deemed to have run concurrently. 
 
Special Medicare Rule 
Except as stated below, the “special rule” applies to dependents of an employee when the employee becomes entitled 
to Medicare prior to termination of employment or reduction in work hours. The continuation period for a dependent 
upon the employee’s subsequent termination of employment or reduction in work hours will be the longer of the 
following:  
 
 18 months from the date of the employee’s termination of employment or reduction in work hours; or 
 36 months from the date of the employee’s earlier entitlement to Medicare. 
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Exception: If the employee becomes entitled to Medicare more than 18 months prior to termination of employment 
or reduction in work hours, this “special rule” will not apply. 
 
The Qualified Continuee's Responsibilities 
A person eligible for continuation under this section must notify the employer, in writing, of:  
 
 the legal divorce or legal separation of the Employee from his or her spouse; or 
 the loss of dependent eligibility, as defined in the plan, of a covered dependent child. 


 
Such notice must be given to the employer within 60 days of either of these events. 
 
The Employer's Responsibilities 
The Employer must notify the Qualified Continuee, in writing, of:  
 
 his or her right to continue the plan's group health benefits; 
 the monthly premium the individual must pay to continue such benefits; and 
 the times and manner in which such monthly payments must be made. 


 
Such written notice must be given to the Qualified Continuee within 44 days of:  
 
 the date a Qualified Continuee's group health benefits would otherwise end due to the employee's death or the 


employee's termination of employment or reduction of work hours; or 
  the date a Qualified Continuee notifies the employer, in writing, of the employee's legal divorce or legal 


separation from his or her spouse, or the loss of dependent eligibility of a covered dependent child. 
 
The Employer's Liability 
The employer will be liable for the Qualified Continuee's continued group health benefits to the same extent as, and 
in place of, Aetna, if:  
 
 the employer fails to remit a Qualified Continuee's timely premium payment to Aetna on time, thereby causing 


the Qualified Continuee's continued group health benefits to end; 
 the employer fails to notify the Qualified Continuee of his or her continuation rights, as described above. 


 
Election of Continuation 
To continue health benefits, the Qualified Continuee must give the employer written notice that they elect to continue 
coverage. An election by a minor dependent child can be made by the dependent child’s parent or legal guardian. This 
must be done within 60 days of the date a Qualified Continuee receives notice of his or her continuation rights from 
the employer as described above. And the Qualified Continuee must pay the first month's premium in a timely 
manner. 
 
The subsequent premiums must be paid to the employer, by the Qualified Continuee, in advance, at the times and in 
the manner specified by the employer. No further notice of when premiums are due will be given. 
 
The monthly premium will be the total rate which would have been charged for the group health benefits had the 
Qualified Continuee stayed covered under the plan on a regular basis. It includes any amount that would have been 
paid by the Employer. Except as explained in the Extra Continuation for Disabled Qualified Continuees section, an 
additional charge of two percent of the total premium charge may also be required by the employer. 
 
If the Qualified Continuee fails to give the employer notice of his or her intent to continue, or fails to pay any 
required premiums in a timely manner, he or she waives his or her continuation rights. 
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Grace in Payment of Premiums 
A Qualified Continuee's premium payment is timely if, with respect to the first payment after the Qualified Continuee 
elects to continue, such payment is made no later than 45 days after such election. In all other cases, such premium 
payment is timely if it is made within 31 days of the specified date. 
 
If timely payment is made to the plan in an amount that is not significantly less than the amount the Employer 
requires to be paid for the period of coverage, then the amount paid is deemed to satisfy the Employer’s requirement 
for the amount that must be paid, unless the plan notifies the Qualified Continuee of the amount of the deficiency 
and grants an additional 30 days for payment of the deficiency to be made. An amount is not significantly less than the 
amount the Employer requires to be paid for a period of coverage if and only if the shortfall is no greater than the 
lesser of the following two amounts:  
 
a) Fifty dollars (or such other amount as the Commissioner may provide in a revenue ruling, notice, or other 


guidance published in the Internal Revenue Code Bulletin); or 
b) Ten percent of the amount the plan requires to be paid. 
 
Payment is considered as made on the date on which it is sent to the Employer or Aetna. 
 
When Continuation Ends 
A Qualified Continuee's continued group health benefits end on the first of the following:  
 
 with respect to continuation upon the employee's termination of employment or reduction of work hours, the 


end of the 18 month period which starts on the date the group health benefits would otherwise end; 
 with respect to a Qualified Continuee who has elected an additional 11 months of continuation due to his or her 


own disability or the disability of a family member, the earlier of: 
− the end of the 29 month period which starts on the date the group health benefits would otherwise end; or 
− the first day of the month which coincides with or next follows the date which is 30 days after the date on 


which a final determination is made that a disabled Qualified Continuee is no longer disabled under Title II or 
Title XVI of the Social Security Act; 


 with respect to continuation upon the Employee's death, the employee's legal divorce or legal separation, or the 
end of a covered Dependent's eligibility, the end of the 36 month period which starts on the date the group health 
benefits would otherwise end; 


 with respect to a dependent whose continuation is extended due to the employee's entitlement to Medicare, the 
end of the 36 month period which starts on the date the group health benefits would otherwise end; 


 the date the plan ends; 
 the end of the period for which the last premium payment is made; 
 the date the individual becomes covered under any other group health plan which contains no limitation or 


exclusion with respect to any Pre-Existing Condition of the Qualified Continuee or contains a pre-existing 
conditions limitation or exclusion that is eliminated through the Qualified Continuee’s total period of Creditable 
Coverage; 


 the date the individual becomes entitled to Medicare; 
 termination of a Qualified Continuee for cause on the same basis that the employer terminates coverage of an 


active employee for cause. 
 
Conversion from a Group to an Individual Plan 
You may be eligible to apply for an individual health plan without providing proof of good health:  
 
 At the termination of employment; 
 When loss of coverage under the group plan occurs; 
 When loss of dependent status occurs; 
 At the end of the maximum health coverage continuation period. 
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The individual policy will not provide the same coverage as the former group plan offered by your employer. Certain 
benefits may not be available. You will be required to pay the associated premium costs for the coverage. For 
additional conversion information, contact your employer or call the toll-free number on your member ID card. 
 


Coordination of Benefits - 
What Happens When 
There is More Than One 
Health Plan  
 


 


 When Coordination of Benefits 
Applies 


 
 Getting Started - Important 


Terms 
 
 Which Plan Pays First 
 
 How Coordination of Benefits 


Works 
 


 


When Coordination of Benefits Applies  
 
This Coordination of Benefits (COB) provision applies to this plan when you or your covered dependent has health 
coverage under more than one plan. “Plan” and “This plan” are defined herein. The Order of Benefit Determination 
Rules below determines which plan will pay as the primary plan. The primary plan pays first without regard to the 
possibility that another plan may cover some expenses. A secondary plan pays after the primary plan so that payments 
from all group plans do not exceed 100% of the total allowable expense. 
 


Getting Started - Important Terms  
 
When used in this provision, the following words and phrases have the meaning explained herein. 
 
Allowable Expense means the charge for any health care service, supply or other item of expense for which the 
person is liable when the health care service, supply or other item of expense is covered at least in part under any of 
the Plans involved, except where a statute requires another definition, or as otherwise stated below. 
 
When This Plan is coordinating benefits with a Plan that provides benefits only for dental care, vision care, 
prescription drugs or hearing aids, Allowable Expense is limited to like items of expense. 
 
Aetna will not consider the difference between the cost of a private Hospital room and that of a semi-private 
Hospital room as an Allowable Expense unless the stay in a private room is Medically Necessary. 
 
When This Plan is coordinating benefits with a Plan that restricts COB to a specific coverage, This Plan will only 
consider corresponding services, supplies or items of expense to which COB applies as an Allowable Expense. 
 
"Claim Determination Period" means a calendar year or portion of a calendar year, during which a person is 
covered by This Plan and at least one other Plan and incurs one or more Allowable Expense(s) under such Plans. 
 
“Coordination of Benefits (COB)” means a provision that is intended to avoid claims payment delays and 
duplication of benefits when a person is covered by 2 or more Plans. It avoids claims payment delays by establishing 
an order in which Plans pay their claims and providing the authority for the orderly transfer of information needed to 
pay claims promptly. It may avoid duplication of benefits by permitting a reduction of the benefits of a Plan when, by 
the rules established by this provision, it does not have to pay its benefits first. 
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"Plan(s)" means coverage with which COB is allowed. Plan includes:  
 
i. Group insurance and group subscriber contracts, including insurance continued pursuant to a Federal or State 


continuation law; 
ii. Self-funded arrangements of group or group-type coverage, including insurance continued pursuant to a Federal 


or State continuation law; 
iii. Group or group-type coverage through a Health Maintenance Organization (HMO) or other prepayment, group 


practice and individual practice plans, including insurance continued pursuant to a Federal or State continuation 
law; 


iv. Group hospital indemnity benefit amounts that exceed $150 per day; 
v. Medicare or other governmental benefits, except when, pursuant to law, the benefits must be treated as in excess 


of those of any private insurance plan or non-governmental plan. 
 
“Plan(s)” shall not include:  
 
i. Individual or family insurance contracts or subscriber contracts; 
ii. Individual or family coverage through an HMO or under any other prepayment, group practice and individual 


practice plans; 
iii. Group or group-type coverage where the cost of the coverage is paid solely by the Member except when coverage 


is being continued pursuant to Federal or State continuation law; 
iv. Group hospital indemnity benefit amounts of $150.00 per day or less; 
v. School accident-type coverage; 
vi. A State plan under Medicaid. 
 
"This Plan" is the part of this Certificate that provides benefits for health care expenses. 
 
“Primary Plan(s)” means a Plan whose benefits for a person’s heath care coverage must be determined without 
taking into consideration the existence of any other Plan. There may be more than one Primary Plan. A Plan will be 
the Primary Plan if:  
 
i. the Plan has no order of benefit determination rules, or it has rules that differ from those contained in this 


Certificate; or 
ii. all Plans which cover the person use order of benefit determination rules consistent with those contained in this 


Certificate and under those rules, the Plan determines its benefit first. 
 
“Reasonable Charge” means an amount this is not more than the usual or customary charge for the service or 
supply as determined by This Plan, based on a standard which is most often charged for a given service by a provider 
within the same geographic area. 
 
“Secondary Plan(s)” means a Plan which is not a Primary Plan. If a person is covered by more than one Secondary 
Plan, the order of benefit determination rules of this COB section shall be used to determine the order in which the 
benefits payable under the multiple Secondary Plans are paid in relation to each other. The benefits of each 
Secondary Plan may take into consideration the benefits of the Primary Plan or Plans and the benefits of any other 
Plan which, under this Certificate, has its benefits determined before those of that Secondary Plan. 
 
If the Plan includes medical, prescription drug, dental, vision and hearing coverage, those coverages will be 
considered one plan. 
 
Primary and Secondary Plan:  
This Plan considers each Plan separately when coordinating payments. 
 
The Primary Plan pays or provides services or supplies first, without taking into consideration the existence of a 
Secondary Plan. If a Plan has no COB provision, or if the order of benefit determination rules differ from those set 
forth in this Certificate, it is the Primary Plan. 
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Secondary Plan takes into consideration the benefits provided by a Primary Plan when, according to the rules set 
forth below, the Plan is the Secondary Plan. If there is more than one Secondary Plan, the order of benefit 
determination rules determines the order among the Secondary Plans. The Secondary Plans will pay up to the 
remaining unpaid Allowable Expenses, but no Secondary Plan will pay more than it would have paid if it had been 
the Primary Plan. The method the Secondary Plan uses to determine the amount to pay is set forth below in the 
“Procedures to be followed by the Secondary Plan to Calculate Benefits” section. 
 


Which Plan Pays First   
 
Rules for the Order of Benefit Determination:  
The benefits of the Plan that covers the person as an employee, member, subscriber or retiree shall be determined 
before those of the Plan that covers the person as a dependent. The coverage as an employee, member, subscriber or 
retiree is the Primary Plan. 
 
The benefits of the Plan that covers the person as an employee who is neither laid off nor retired, or as a dependent 
of such person, shall be determined before those for the Plan that covers the person as a laid off or retired employee, 
or as such a person’s dependent. If the other Plan does not contain this rule, and as a result the Plans do not agree 
on the order of benefit determination, this provision shall be ignored. 
 
The benefits of the Plan that covers the person as an employee, member, subscriber or retiree, or dependent of such 
person, shall be determined before those of the Plan that covers the person under a right of continuation pursuant to 
Federal or State law. If the other Plan does not contain this rule, and as a result the Plans do not agree on the order 
of benefit determination, this provision shall be ignored. 
 
If a child is covered as a dependent under Plans through both parents, and the parents are neither separated nor 
divorced, the following rules apply:  
 
i. The benefits of the Plan of the parent whose birthday falls earlier in the calendar year shall be determined before 


those of the parent whose birthday falls later in the calendar year. 
ii. If both parents have the same birthday, the benefits of the Plan which covered the parent for a longer period of 


time shall be determined before those of the parent for a shorter period of time. 
iii. Birthday, as used above, refers only to month and day in a calendar year, not the year in which the parent was 


born. 
iv. If the other Plan contains a provision that determines the order of benefits based on the gender of the parent, the 


birthday rule in this provision shall be ignored. 
 
If a child is covered as a dependent under Plans through both parents, and the parents are separated or divorced, the 
following rules apply:  
 
i. The benefits of the Plan of the parent with custody of the child shall be determined first. 
ii. The benefits of the Plan of the spouse/civil union partner of the parent with custody shall be determined 


second. 
iii. The benefits of the Plan of the parent without custody shall be determined last. 
iv. If the terms of a court decree state that one of the parents is responsible for the health care expenses for the 


child, and if the entity providing coverage under that Plan has knowledge of the terms of the court decree, then 
the benefits of that plan shall be determined first. The benefits of the Plan of the other parent shall be considered 
as secondary. Until the entity providing coverage under the Plan has knowledge of the terms of the court decree 
regarding health care expenses, this portion of this provision shall be ignored. 


 
If the above order of benefits does not establish which Plan is the Primary Plan, the benefits of the Plan that covers 
the employee, member or subscriber for a longer period of time shall be determined before the benefits of the Plans 
that covered the person for a shorter period of time. 
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How Coordination of Benefits Works   
 
Procedures to be followed by the Secondary Plan to Calculate Benefits 
In order to determine which procedure to follow it is necessary to consider:  
 
i. the basis on which the Primary Plan and the Secondary Plan pay benefits; and 
ii. whether the provider who provides or arranges the services and supplies is in the network of either the Primary 


Plan or the Secondary Plan. 
 
Benefits may be based on the Reasonable Charge, or some similar term. This means that the provider bills a charge 
and the covered person may be held liable for the full amount of the bill charge. In this section, “Reasonable Charge 
Plan” means a plan that bases benefits on a Reasonable Charge. 
 
Benefits may be based on a contractual fee schedule, sometimes called a negotiated fee schedule, or some similar term. 
This means that although a provider, called a “Network Provider”, bills a charge, the covered person may be held 
liable only for an amount up to the negotiated fee. In this section, “Fee Schedule Plan(s)” means a Plan that bases 
benefits on a negotiated fee schedule. If the covered person uses the services of a non-network provider, the Plan 
will be treated as a Reasonable Charge Plan even though the Plan under which he or she is covered allows for a fee 
schedule. 
 
Payment to the provider may be based on a capitation. This means an HMO or other plan pays the Network 
Provider a fixed amount per covered person. The covered person is liable only for the applicable deductible, 
coinsurance or copayment. If the covered person uses the services of a non-network provider, an HMO or other 
plan will only pay benefits in the event of emergency care or urgent care. In this section, “Capitation Plan” means a 
Plan that pays Network Providers based upon capitation. 
 
Primary and Secondary Plans are Fee Schedule Plans 
If the provider is a Network Provider in both the Primary Plan and the Secondary Plan, the Allowable Expense 
shall be the fee schedule of the Primary Plan. The Secondary Plan shall pay the lesser of:  
 
i. the amount of any deductible, coinsurance or copayment required by the Primary Plan; or 
ii. the amount the Secondary Plan would have paid if it had been the Primary Plan. 
 
The total amount the provider receives from the Primary Plan, the Secondary Plan and the covered person shall 
not exceed the fee schedule of the Primary Plan. In no event shall the covered person be responsible for any 
payment in excess of the deductible, coinsurance or copayment of the Secondary Plan. 
 
Primary Plan is Reasonable Charge Plan and Secondary Plan is Fee Schedule Plan 
If the provider is a Network Provider in the Secondary Plan, the Secondary Plan shall pay the lesser of:  
 
i. the difference between the amount of the billed charges for the Allowable Charges and the amount paid by the 


Primary Plan; or 
ii. the amount the Secondary Plan would have paid if it had been the Primary Plan. 
 
The covered person shall only be liable for the deductible, coinsurance or copayment under the Secondary Plan 
if the covered person has no liability for deductible, coinsurance or copayment under the Primary Plan and the 
total payments by both the Primary Plan and the Secondary Plan are less than the providers billed charges. In no 
event shall the covered person be responsible for any payment in excess of the deductible, coinsurance or 
copayment of the Secondary Plan. 
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Primary Plan is Fee Schedule Plan and Secondary Plan is Recognized Charge Plan 
If the provider is a Network Provider in the Primary Plan, the Allowable Expense considered by the Secondary 
Plan shall be the fee schedule of the Primary Plan. The Secondary Plan shall pay the lesser of:  
 
i. the amount of any deductible, coinsurance or copayment required by the Primary Plan; or 
ii. the amount the Secondary Plan would have paid if it had been the Primary Plan. 
 
Primary Plan is Fee Schedule Plan and Secondary Plan is Recognized Charge Plan or Fee Schedule Plan 
If the Primary Plan is an HMO plan that does not allow for the use of non-network providers except in the event of 
urgent care or emergency care and the service or supply the Covered Person receives from a non-network provider is 
not considered as urgent care or emergency care, the Secondary Plan shall pay benefits as if it were the Primary 
Plan. 
 
Primary Plan is Capitation Plan and Secondary Plan is Fee Schedule Plan or Recognized Charge Plan 
If the covered person receives services or supplies from a provider who is a Network Provider of both the Primary 
Plan and the Secondary Plan, the Secondary Plan shall pay the lesser of:  
 
i. the amount of any deductible, coinsurance or copayment required by the Primary Plan; or 
ii. the amount the Secondary Plan would have paid if it had been the Primary Plan. 
 
Primary Plan is Capitation Plan or Fee Schedule Plan or Recognized Charge Plan and Secondary Plan is 
Capitation Plan 
If the covered person receives services or supplies from a Network Provider of the Secondary Plan, the Secondary 
Plan shall be liable to pay the capitation to the Network Provider and shall not be liable to pay the deductible, 
coinsurance or copayment imposed by the Primary Plan. The covered person shall not be liable to pay any 
deductible, coinsurance or copayment of either the Primary Plan or the Secondary Plan. 
 
Primary Plan is an HMO and Secondary Plan is an HMO 
If the Primary Plan is an HMO plan that does not allow for the use of non-network providers except in the event of 
urgent or emergency care and the service or supply the covered person receives from a non-network provider is not 
considered as urgent care or emergency care, but the provider is a Network Provider of the Secondary Plan, the 
Secondary Plan shall pay benefits as if it were the Primary Plan.  
 
Primary and Secondary Plans are Reasonable Charge Plans 
The Secondary Plan shall pay the lesser of:  
 
i. the difference between the amount of the billed charges and the amount paid by the Primary Plan; or 
ii. the amount the Secondary Plan would have paid if it had been the Primary Plan. 
 
When the benefits of the Secondary Plan are reduced as a result of this calculation, each benefit shall be reduced in 
proportion, and the amount paid shall be charged against any applicable benefit limit of the Plan. 
 







     


 
 27 


Effects of Automobile Plans for Automobile Related Injuries   
 
This section will be used to determine a covered person's benefits under this Plan when expenses are incurred as a 
result of an automobile related injury. 
 
Definitions 
 
"Automobile Related Injury" means bodily Injury sustained by a covered person as a result of an accident: 


iii. while occupying, entering, leaving or using an automobile; or 
iv. as a pedestrian; 
 
caused by an automobile or by an object propelled by or from an automobile. 


 
"Allowable Expense" means a medically necessary, reasonable and customary item of expense covered at least in 
part as an eligible expense by: 


a) the Policy; 
b) PIP; or 
c) OSAIC. 


 
"Eligible Expense" means that portion of expense incurred for treatment of an injury which is covered under this 
Plan without application of Cash Deductibles and Copayments, if any or Coinsurance. 
 
"Out-of-State Automobile Insurance Coverage" or "OSAIC" means  any coverage for medical expenses under an 
automobile insurance policy other than PIP.  OSAIC includes automobile insurance policies issued in another state or 
jurisdiction. 
 
"PIP" means personal injury protection coverage provided as part of an automobile insurance policy issued in New 
Jersey.  PIP refers specifically to provisions for medical expense coverage. 
 
Determination of primary or secondary coverage 
 
The Policy provides secondary coverage to PIP unless health coverage has been elected as primary coverage by or for 
the covered person under this Plan.  This election is made by the named insured under a PIP policy.  Such election 
affects that person's family members who are not themselves named insured's under another automobile policy.  The 
Policy may be primary for one covered person but not for another if the person has separate automobile policies 
and has made different selections regarding primary of health coverage. 
 
The Policy is secondary to OSAIC unless the OSAIC contains provisions which make it secondary or excess to the 
policyholder's plan.  In that case this Plan will be primary. 
 
If there is a dispute as to which policy is primary, this Plan will pay benefits as if it were primary. 
 
Benefits the Policy will pay if it is primary to PIP or OSAIC 
 
If this Plan is primary to PIP or OSAIC it will pay benefits for eligible expenses in accordance with its terms. 
 
The rules of the COORDINATION OF BENEFITS section of this Plan will apply if: 


a) the Covered Person is insured under more than one insurance plan; and 
b) such insurance plans are primary to automobile insurance coverage. 
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Benefits the Policy will pay if secondary to PIP or OSAIC 
 
If this Plan is secondary to PIP or OSAIC the actual benefits payable will be the lesser of: 


a) the allowable expenses left uncovered after PIP or OSAIC has provided coverage after applying Cash 
Deductibles and Copayments, or 


b) the benefits that would have been paid if this Plan had been primary. 
 
Medicare 
 
If this Plan supplements coverage under Medicare it can be primary to automobile insurance only to the extent that 
Medicare is primary to automobile insurance. 
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When You Have Medicare 
Coverage  
 
 


 


 Which Plan Pays First 
 
 How Coordination with 


Medicare Works 
 
 What is Not Covered 
 


 
This section explains how the benefits under This Plan interact with benefits available under Medicare. 
 
Medicare, when used in this Booklet-Certificate, means the health insurance provided by Title XVIII of the Social 
Security Act, as amended. It includes Health Maintenance Organization (HMO) or similar coverage that is an 
authorized alternative to Parts A and B of Medicare. 
 
You are eligible for Medicare:  
 
 by reason of age, disability; or 
 End Stage Renal Disease. 


 
If you are eligible for Medicare, the plan coordinates the benefits it pays with the benefits that Medicare pays. 
Sometimes, the plan is the primary payor, which means that the plan pays benefits before Medicare pays benefits. 
Under other circumstances, the plan is the secondary payor, and pays benefits after Medicare. 
 


Which Plan Pays First  
 
When a Covered Person Becomes Eligible for Medicare. 
The plan is the Primary Plan when your coverage for the plan’s benefits is based on current employment with your 
employer. The plan will act as the Primary Plan for the Medicare beneficiary who is eligible for Medicare:  
 
 Solely due to age if the plan is subject to the Social Security Act requirements for Medicare with respect to 


working aged (i.e., generally a plan of an employer with 20 or more employees); 
 Due to diagnosis of end stage renal disease, but only during the first 30 months of such eligibility for Medicare 


benefits. This provision does not apply if, at the start of eligibility, you were already eligible for Medicare 
benefits, and the plan’s benefits were payable on a secondary basis; 


 Solely due to any disability other than end stage renal disease; but only if the plan meets the definition of a large 
group health plan as outlined in the Internal Revenue Code (i.e., generally a plan of an employer with 100 or more 
employees). 


 
The plan is the Secondary Plan in all other circumstances. Benefits will be payable in accordance with the Rules for the 
Order of Benefits Determination within this Coordination of Benefits section. 
 
If Medicare is the Primary Plan and if This Plan is the Secondary Plan, and you are eligible for Medicare but 
refuse it, drop it, or fail to make proper request for it, Aetna will estimate the Medicare payment as if you were 
covered by Medicare, and as if Medicare was the Primary Plan and Aetna will pay as if it was the Secondary Plan. 
 


How Coordination With Medicare Works  
 
The plan pays benefits first when it is the Primary Plan. You may then submit your claim to Medicare for 
consideration. When Medicare is the Primary Plan, you must first submit your health care expenses to Medicare. 
You may then submit the expense to Aetna for consideration. 
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This review is done on a claim-by-claim basis. 
 
Charges used to satisfy your Part B deductible under Medicare will be applied under the plan in the order received 
by Aetna. Aetna will apply the largest charge first when two or more charges are received at the same time. 
 







     


 
 31 


General Provisions  
(GR-9N 32-005 02) 
 


Type of Coverage  
 
Coverage under the plan is non-occupational. Only non-occupational accidental injuries and non-occupational 
illnesses are covered. The plan covers charges made for services and supplies only while the person is covered under 
the plan. 
 


Physical Examinations  
 
Aetna will have the right and opportunity to examine and evaluate any person who is the basis of any claim at all 
reasonable times while a claim is pending or under review. This will be done at no cost to you. Aetna will also have 
the right and opportunity to make an autopsy, in case of death, where it is not prohibited by law. 
 


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


Confidentiality  
 
Information contained in your medical records and information received from any provider incident to the provider-
patient relationship shall be kept confidential in accordance with applicable law. Information may be used or disclosed 
by Aetna when necessary for your care or treatment, the operation of the plan and administration of this Booklet-
Certificate, or other activities, as permitted by applicable law. You can obtain a copy of Aetna’s Notice of 
Information Practices by calling Aetna’s toll-free Member Service telephone. 
 


Additional Provisions  
 
The following additional provisions apply to your coverage:  
 
 This Booklet-Certificate applies to coverage only, and does not restrict your ability to receive health care services 


that are not, or might not be, covered. 
 In the event of a misstatement of any fact affecting your coverage under the plan, the true facts will be used to 


determine the coverage in force. 
 If you have any questions about the terms of the plan or about the proper payment of benefits, contact your 


employer or Aetna. 
 Your employer hopes to continue the plan indefinitely but, as with all group plans, the plan may be changed or 


discontinued with respect to your coverage. 
 


Assignments (GR-9N 32-005 02)  
 
Coverage may be assigned only with the written consent of Aetna. 
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Misstatements  
 
If any fact as to the Policyholder or you is found to have been misstated, a fair change in premiums may be made. If 
the misstatement affects the existence or amount of coverage, the true facts will be used in determining whether 
coverage is or remains in force and its amount. 
 
All statements made by the Policyholder or you shall be deemed representations and not warranties. No written 
statement made by you shall be used by Aetna in a contest unless a copy of a written statement signed by the person 
insured is or has been furnished to you or your beneficiary, or the person making the claim. 
 
Aetna’s failure to implement or insist upon compliance with any provision of the policy at any given time or times, 
shall not constitute a waiver of Aetna’s right to implement or insist upon compliance with that provision at any other 
time or times. This includes, but is not limited to, the payment of premiums. This applies whether or not the 
circumstances are the same. 
 


Incontestability  
 
As to Accident and Health Benefits:  
 
Except as to a fraudulent misstatement, or issues concerning Premiums due:  
 
 No statement made by the Policyholder or you or your dependent shall be the basis for voiding coverage or 


denying coverage or be used in defense of a claim unless it is in writing after it has been in force for 2 years from 
its effective date. 


 No statement made by the Policyholder shall be the basis for voiding the Policy after it has been in force for 2 
years from its effective date. 


 No statement made by you, an eligible employee or your dependent shall be used in defense of a claim for loss 
incurred or starting after coverage as to which claim is made has been in effect for 2 years. 


 


Recovery of Overpayments (GR-9N-32-015-03-NJ)  
 
Health Coverage  
If a benefit payment is made by Aetna, to or on your behalf, which exceeds the benefit amount that you are entitled 
to receive, Aetna has the right; within the following guidelines:  
 
 To require the return of the overpayment; or 
 To reduce by the amount of the overpayment, any future benefit payment made to or on behalf of that person or 


another person in his or her family. 
 
With the exception of claims that were submitted fraudulently or submitted by health care providers that have a 
pattern of inappropriate billing or claims that were subject to coordination of benefits, Aetna will not seek 
reimbursement for overpayment of a claim previously paid later than 18 months after the date the first payment on 
the claim was made. Aetna will not seek more than one reimbursement for overpayment of a particular claim. At the 
time the reimbursement request is submitted to the health care provider, Aetna will provide written documentation 
that identifies the error made in the processing or payment of the claim that justifies the reimbursement request. 
Aetna will not base a reimbursement request for a particular claim on extrapolation of other claims, except under the 
following circumstances:  
 
(a) in judicial or quasi-judicial proceedings, including arbitration; 
(b) in administrative proceedings; 
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(c) in which relevant records required to be maintained by the health care provider have been improperly altered or 
reconstructed, or a material number of the relevant records are otherwise unavailable; or 


(d) in which there is clear evidence of fraud by the health care provider and Aetna has investigated the claim in 
accordance with its fraud prevention plan and referred the claim, together with supporting documentation, to the 
Office of the Insurance Fraud Prosecutor in the Department of Law and Public Safety. 


 
In seeking reimbursement for the overpayment from the health care provider, except in cases where the overpayment 
to the health care provider is a result of fraud, Aetna shall not collect or attempt to collect:  
 
(i) the funds for the reimbursement on or before the 45th calendar day following the submission of the 


reimbursement request to the health care provider; 
(ii) the funds for the reimbursement if the health care provider disputes the request and initiates an appeal on or 


before the 45th calendar day following the submission of the reimbursement request to the health care provider 
and until the health care provider's rights to appeal are exhausted; or 


(iii) a monetary penalty against the reimbursement request, including but not limited to, an interest charge or a late 
fee. 


 
Aetna may collect the funds for the reimbursement request by assessing them against payment of any future claims 
submitted by the health care provider after the 45th calendar day following the submission of the reimbursement 
request to the health care provider or after the health care provider's rights to appeal have been exhausted if Aetna 
submits an explanation in writing to the provider in sufficient detail so that the provider can reconcile your bill. 
 
If Aetna has determined that the overpayment to the health care provider is a result of fraud committed by the health 
care provider and the payer has conducted its investigation and reported the fraud to the Office of the Insurance 
Fraud Prosecutor as required by law, Aetna may collect an overpayment by assessing it against payment of any future 
claim submitted by the health care provider. 
 
Such right does not affect any other right of recovery Aetna may have with respect to such overpayment. 
 


Reporting of Claims   
 
Written notice of illness or of injury must be submitted to Aetna within 20 days after the date in which the illness 
or injury occurred. Any necessary claim forms required for filing a claim will be furnished by Aetna upon receipt of 
written request. Failure to give notice of loss shall not invalidate nor reduce any claim if notice was given as soon as 
reasonably possible. Written proof of loss must be furnished to Aetna within 90 days after the date of such loss. If the 
person making claim does not receive the requested claim forms before the expiration of 15 days after Aetna receives 
notice of any claim, the person making such claim shall be deemed to have complied with the requirements of the 
plan as to proof of loss upon submitting within the time fixed within the plan for filing proof of loss, written proof 
covering the occurrence, character and extent of the loss for which claim is made. 
 
Accident and Health expense insurance claims filed by a provider on behalf of you, the provider shall file with us the 
claim within 60 days of the last date of service or course of treatment. For Accident and Health expense insurance 
claims in which you have assigned your benefits to the provider, the provider shall file the claim within 180 days of 
the last date of service of a course of treatment. In the event the provider does not file the claim within 180 days of 
the last date of service of a course of treatment, Aetna reserves the right to deny or dispute the claim and the 
provider shall be prohibited from seeking payment in whole or in part directly from the member covered person. 
 
If, through no fault of your own, you are not able to meet the deadline for filing claim, your claim will still be accepted 
if you file as soon as possible. Failure to furnish such proof within such time shall not reduce any claim if it shall be 
shown not to have been reasonably possible to furnish such proof and that such proof was furnished as soon as 
reasonably possible. 
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Payment of Benefits (GR-9N-32-025-02)  
 
Health 
 
(1) Upon satisfactory proof of loss, Aetna will remit payment for claims submitted by you or your health care 


provider for covered expenses no later than 30 calendar days following receipt of the claim or no later than the 
time limit established for the payment of claims in the Medicare program, whichever is earlier, if the claim is 
submitted by electronic means and no later than 40 calendar days following receipt if the claim in submitted by 
other than electronic means, if: 
a) the health care provider is eligible at the date of service; 
b) the person who received the health care service was covered on the date of service; 
c) the claim is for a service or supply covered under this policy; 
d) the claim is submitted with all the information requested by Aetna on the claim form or in other instructions 


that were distributed in advance to the provider or member in accordance with New Jersey laws; and 
e) Aetna has no reason to believe that the claim has been submitted fraudulently. 


(2) If all or a portion of the claim is not paid within the timeframes provide above because: 
a) The claim submission is incomplete because the required substantiating documentation has not been 


submitted to Aetna; 
b) The diagnosis coding, procedure coding, or any other required information to be submitted with the claim is 


incorrect; 
c) Aetna disputes the amount claimed; or 
d) There is strong evidence of fraud by the provider and Aetna has initiated an investigation into the suspected 


fraud, Aetna shall notify the provider, by electronic means and the covered person in writing within 30 days 
of receiving an electronic claim, or notify the covered person and health care provider in writing within 40 
days of receiving a claim submitted by other than electronic means, that: 
i) The claim is incomplete with a statement as to what substantiating documentation is required for 


adjudication of the claim; 
ii) The claim contains incorrect information with a statement as to what information must be corrected for 


adjudication of the claim; 
iii) Aetna disputes the amount claimed in whole or in part with a statement as to the basis of what dispute; 


or 
iv) Aetna finds there is strong evidence of fraud and has initiated an investigation into the suspected fraud in 


accordance with Aetna’s fraud prevention plan, or referred the claim, together with supporting 
documentation, to the Office of the Insurance Fraud Prosecutor in the Department of Law and Public 
Safety. 


(3) If all or a portion of an electronically submitted claim cannot be adjudicated because the diagnosis coding, 
procedure coding or any other data required to be submitted with the claim was missing, Aetna shall 
electronically notify the provider or its agent within seven days of that determination and request any information 
required to complete adjudication of the claim. 


(4) Any portion of a claim that meets the criteria established in paragraph (1) of this subsection shall be paid by 
Aetna in accordance with the time limit established in paragraph (1) of this subsection. 


(5) Aetna shall acknowledge receipt of a claim submitted by electronic means from a health care provider no later 
than two working days following receipt of the transmission of the claim. 


(6) If Aetna has reason to believe that a claim has been submitted fraudulently, it shall investigate the claim in 
accordance with its fraud prevention plan, or refer the claim, together with supporting documentation, to the 
Office of the Insurance Fraud Prosecutor in the Department of Law and Public Safety. 


(7) Payment of an eligible claim pursuant to paragraphs (1) and (4) of this subsection shall be deemed to be overdue 
if not remitted to the claimant or his agent by Aetna on or before the 30th calendar day or the time limit 
established by the Medicare program, whichever is earlier, following receipt by Aetna of a claim submitted by 
electronic means and on or before the 40th calendar day following receipt of a claim submitted by other than 
electronic means. 
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If payment is withheld on all or a portion of a claim by Aetna pursuant to subparagraph (a) or (b) of paragraph (2) or 
paragraph (3) of this subsection, the claims payment shall be overdue if not remitted to the claimant or his agent by 
Aetna on or before the 30th calendar day or the time limit established by the Medicare program, whichever is earlier, 
for claims submitted by electronic means and the 40th calendar day for claims submitted by other than electronic 
means, following receipt by Aetna of the required documentation or information or modification of an initial 
submission. 
 
If payment is withheld on all or a portion of a claim by Aetna pursuant to paragraph (2) or (3) of this subsection and 
the covered person and the provider are not notified within the time frames provided for in those paragraphs, the 
claim shall be deemed to be overdue. 
 
Any overdue payment shall bear simple interest at the rate of 12% per annum. Aetna shall pay the interest to the 
provider at the time the overdue payment is made. The amount of interest paid to a provider for an overdue claim 
shall be credited to any civil penalty for late payment of the claim levied by the Department of Human Services 
against a payer that does not reserve the right to change the premium. 
 
Acknowledgement of receipt of claims:  
 
(a) Aetna shall acknowledge receipt of all claims. The acknowledgement shall include the date Aetna received the 


claim. 
1. If a claim is submitted by electronic means, the claim shall be acknowledged electronically no later than two 


working days following receipt of the claim. The acknowledgement of receipt of an electronic claim shall go 
to the entity from which Aetna received the claim. 


2. If a claim is submitted by written notice, the claim shall be acknowledged no later than 15 working days 
following receipt of the claim. 


(b) If Aetna remits payment within two working days of receipt of a claim submitted electronically, or 15 working 
days of receipt of a claim submitted by written notice, and such payment includes the date of receipt of the claim, 
the payment shall constitute acknowledgement of receipt. 


(c) If Aetna offers providers web-based access to claims status, the available information shall include the date of 
receipt of the claims. Such information, if posted within the timelines established in (a)2 above, shall constitute 
acknowledgement of receipt of those claims. 


(d) If Aetna offers providers access to claims status via an automated telephone system, and the available 
information includes the date of receipt of the claims, and that information is made available within the timelines 
established in (a)2 above, the posting of that information shall constitute acknowledgement of receipt of those 
claims. 


 
Any unpaid balance will be paid within 30 days of receipt by Aetna of the due written proof. 
 
Aetna may pay up to $1,000 of any other benefit to any of your relatives whom it believes are fairly entitled to it. This 
can be done if the benefit is payable to you and you are a minor or not able to give a valid release. It can also be done 
if a benefit is payable to your estate. 
 
All benefits are payable to you, except that, at the request of the employee or covered person or in the event of 
his/her death, payment of benefits to the extent of expenses incurred on account of hospitalization may be made by 
Aetna to the hospital and except that the group policy may provide that all or any portion of any benefits on account 
of hospital, nursing, medical or surgical services may, at Aetna’s option, be paid directly to the hospital or person 
rendering such services provided, further, that authorization for any such payments have been obtained from the 
covered person. 
 
Aetna will notify you in writing, at the time it receives a claim, when an assignment of benefits to a health care 
provider or facility will not be accepted. 
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Records of Expenses (GR-9N-32-030-02 NJ)  
 
Keep complete records of the expenses of each person. They will be required when a claim is made. 
 
Very important are: 
 
 Names of dentists who furnish services. 
 Dates expenses are incurred. 
 Copies of all bills and receipts. 


 


Contacting Aetna  
 
If you have questions, comments or concerns about your benefits or coverage, or if you are required to submit 
information to Aetna, you may contact Aetna’s Home Office at:  
 


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 


 
You may also use Aetna’s toll free Member Services phone number on your ID card or visit Aetna’s web site at 
www.aetna.com. 
 


Effect of Benefits Under Other Plans (GR-9N 32-035-01)  
 
Effect of An Health Maintenance Organization Plan (HMO Plan) On Coverage 
 
If you are in an eligible class and have chosen dental coverage under an HMO Plan offered by your employer, you will 
be excluded from dental expense coverage on the date of your coverage under such HMO Plan. 
 
If you are in an eligible class and are covered under an HMO Plan providing dental coverage, you can choose to 
change to coverage for yourself and your covered dependents under this plan. If you:  
 
 Live in an HMO Plan enrollment area and choose to change dental coverage during an open enrollment period, 


coverage will take effect on the group policy anniversary date after the open enrollment period. There will be no 
rules for waiting periods or preexisting conditions. 


 Live in an HMO Plan enrollment area and choose to change dental coverage when there is not an open 
enrollment period, coverage will take effect only if and when Aetna gives its written consent. 


 Move from an HMO Plan enrollment area or if the HMO discontinues and you choose to change dental coverage 
within 31 days of the move or the discontinuance, coverage will take effect on the date you elect such coverage. 
There will be no restrictions for waiting periods or preexisting conditions. If you choose to change coverage after 
31 days, coverage will take effect only if and when Aetna gives its written consent. 


 
No benefits will be paid for any charges for services rendered or supplies furnished under an HMO Plan. 
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Effect of Prior Coverage - Transferred Business (GR-9N 32-040-01)  
 
If your coverage under any part of this plan replaces any prior coverage for you, the rules below apply to that part. 
 
"Prior coverage" is any plan of group coverage that has been replaced by coverage under part or all of this plan; it 
must have been sponsored by your employer (e.g., transferred business). The replacement can be complete or in part 
for the eligible class to which you belong. Any such plan is prior coverage if provided by another group contract or 
any benefit section of this plan. 
 
Coverage under any other section of this plan will be in exchange for all privileges and benefits provided under any 
like prior coverage. Any benefits provided under such prior coverage may reduce benefits payable under this plan. 
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Glossary 
(GR-9N-34-005-04 NJ) 
 
In this section, you will find definitions for the words and phrases that appear in bold type throughout the text of this 
Booklet-Certificate. 
 


A (GR-9N-34-010-01) (GR-9N-34-005-04 NJ) 
 
Accident (GR-9N-34-005-04 NJ) 
This means a sudden; unexpected; and unforeseen; identifiable occurrence or event producing, at the time, objective 
symptoms of a bodily injury. The accident must occur while the person is covered under this Policy. The 
occurrence or event must be definite as to time and place. It must not be due to, or contributed by, an illness or 
disease of any kind. 
 
Aetna 
Aetna Life Insurance Company, an affiliate, or a third party vendor under contract with Aetna. 
 


C (GR-9N 34-015 02) 
 
Civil Union Partner 
A person who has established a civil union as defined by New Jersey State Law. If applicable, any references under 
this Booklet-Certificate made to “marriage”, “husband”, “wife”, “family”, “immediate family”, “dependent”, “next of 
kin”, “widow”, “widower”, “widowed” or another word which in a specific context denotes a marital or spousal 
relationship, the same shall include a civil union partner. In addition, a same sex relationship entered into outside of 
New Jersey which is valid under the law of another state or foreign nation that provides substantially all of the rights 
and benefits of marriage, shall be treated as a civil union partner under New Jersey law. 
 
Coinsurance 
Coinsurance is both the percentage of covered expenses that the plan pays, and the percentage of covered 
expenses that you pay. The percentage of coinsurance may vary by the type of expense. Please refer to the Schedule of 
Benefits for specific information on the applicable coinsurance percentage. 
 
Copay or Copayment 
The specific dollar amount or percentage required to be paid by you or on your behalf. The plan includes various 
copayments, and these copayment amounts or percentages are specified in the Schedule of Benefits. 
 
Cosmetic 
Services or supplies whose primary purpose is to alter, improve or enhance appearance. 
 
Covered Expenses 
Charges associated with medical, dental, vision or hearing services and supplies shown as covered under this booklet-
certificate. 
 


D (GR-9N 34-020 01)  
 
Deductible 
The part of your covered expenses you pay before the plan starts to pay benefits. Additional information regarding 
deductibles and deductible amounts can be found in the Schedule of Benefits. 
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Dental Provider 
This is: 
 
 Any dentist; 
 Group; 
 Organization; 
 Dental facility; or 
 Other institution or person. 


 
legally qualified to furnish dental services or supplies. 
 
Dental Emergency 
Any dental condition that: 
 
 Occurs unexpectedly; 
 Requires immediate diagnosis and treatment in order to stabilize the condition; and 
 Is characterized by symptoms such as severe pain and bleeding. 


 
Dentist 
A legally qualified dentist, or a physician licensed to do the dental work he or she performs. 
 
Directory 
A listing of all network providers serving the class of employees to which you belong. The policyholder will give you 
a copy of this directory. Network provider information is available through Aetna's online provider directory, 
DocFind®. You can also call the Member Services phone number listed on your ID card to request a copy of this 
directory. 
 


E (GR-9N 34-025 02) 
 
Experimental or Investigational 
A drug, a device, a procedure, or treatment will be determined to be experimental or investigational if: 
 
 There are insufficient outcomes data available from controlled clinical trials published in the peer-reviewed 


literature to substantiate its safety and effectiveness for the illness or injury involved; or 
 Approval required by the FDA has not been granted for marketing; or 
 A recognized national medical or dental society or regulatory agency has determined, in writing, that it is 


experimental or investigational, or for research purposes; or 
 It is a type of drug, device or treatment that is the subject of a Phase I or Phase II clinical trial or the experimental 


or research arm of a Phase III clinical trial, using the definition of “phases” indicated in regulations and other 
official actions and publications of the FDA and Department of Health and Human Services; or 


 The written protocol or protocols used by the treating facility, or the protocol or protocols of any other facility 
studying substantially the same drug, device, procedure, or treatment, or the written informed consent used by the 
treating facility or by another facility studying the same drug, device, procedure, or treatment states that it is 
experimental or investigational, or for research purposes. 


 







     


 
 40 


H (GR-9N 34-040 02) 
 
Hospital 
An institution that:  
 
 Is primarily engaged in providing, on its premises, inpatient medical, surgical and diagnostic services; 
 Is supervised by a staff of physicians; 
 Provides twenty-four (24) hour-a-day R.N. service; 
 Charges patients for its services; 
 Is operating in accordance with the laws of the jurisdiction in which it is located; and 
 Does not meet all of the requirements above, but does meet the requirements of the jurisdiction in which it 


operates for licensing as a hospital and is accredited as a hospital by the Joint Commission on the Accreditation 
of Healthcare Organizations. 


 
In no event does hospital include a convalescent nursing home or any institution or part of one which is used 
principally as a convalescent facility, rest facility, nursing facility, facility for the aged, extended care facility, 
intermediate care facility, skilled nursing facility, hospice, rehabilitative hospital or facility primarily for 
rehabilitative or custodial services. 
 
However, for purposes of Hospice Care coverage, the term hospital will include the portion of a hospital that 
provides hospice care. 
 


I (GR-9N 34-045 02) 
 
Illness (GR-9N 34-045 02) 
A pathological condition of the body that presents a group of clinical signs and symptoms and laboratory findings 
peculiar to it and that sets the condition apart as an abnormal entity differing from other normal or pathological body 
states. 
 
Injury 
An accidental bodily injury that is the sole and direct result of:  
 
 An unexpected or reasonably unforeseen occurrence or event; or 
 The reasonable unforeseeable consequences of a voluntary act by any person. 
 An act or event must be definite as to time and place. 


 


J (GR-9N 34-050 01) 
 
Jaw Joint Disorder (GR-9N 34-050 01) 
This is: 
 
 A Temporomandibular Joint (TMJ) dysfunction or any similar disorder of the jaw joint; or 
 A Myofacial Pain Dysfunction (MPD); or  
 Any similar disorder in the relationship between the jaw joint and the related muscles and nerves. 
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M   
 
Medically Necessary or Medical Necessity 
Health care or dental services, and supplies or prescription drugs that a physician, other health care provider or 
dental provider, exercising prudent clinical judgment, would provide to a patient for the purpose of preventing, 
evaluating, diagnosing or treating an illness, injury, disease or its symptoms, and that provision of the service, supply 
or prescription drug is: 
 
a) In accordance with generally accepted standards of medical or dental practice; 
b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and 
c) Not primarily for the convenience of the patient, physician, other health care or dental provider; and 
d) Not more costly than an alternative service or sequence of services at least as likely to produce equivalent 


therapeutic or diagnostic results as to the diagnosis or treatment of that patient's illness, injury, or disease.  
 
For these purposes “generally accepted standards of medical or dental practice” means standards that are based on 
credible scientific evidence published in peer-reviewed literature generally recognized by the relevant medical or dental 
community, or otherwise consistent with physician or dental specialty society recommendations and the views of 
physicians or dentists practicing in relevant clinical areas and any other relevant factors. 
 


N (GR-9N-34-070-04 NJ) 
 
Negotiated Charge 
The maximum charge a network provider has agreed to make as to any service or supply for the purpose of the 
benefits under this plan. 
 
Network, Participating, Preferred Provider 
A dental provider who has contracted to furnish services or supplies for a negotiated charge; but only if the 
provider is, with Aetna's consent, included in the directory as a network provider for:  
 
 The service or supply involved; and 
 The class of employees to which you belong. 


 
Network Service(s) or Supply(ies) 
Health care service or supply that is:  
 
 Furnished by a network provider; or 
 Furnished or recommended by your PCD. 


 
Non-Occupational Illness 
A non-occupational illness is an illness that does not arise out of (or in the course of) any work related activity you 
perform for pay or profit, or result in any abnormal condition or disorder caused by exposure to environmental 
factors associated with employment or self-employment. 
 
An illness will be deemed to be non-occupational regardless of cause if proof is furnished that the person:  
 
 Is covered under any type of workers' compensation law; and 
 Is not covered for that illness under such law. 
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Non-Occupational Injury 
A non-occupational injury is an accidental bodily injury that does not arise from any work related activity you 
perform for pay or profit or result in any abnormal condition or disorder caused by exposure to environmental factors 
associated with employment or self-employment. 
 


O  (GR-9N-34-075-04 NJ) 
 
Occupational Injury or Occupational Illness 
An injury or illness that arises out of (or in the course of) any activity or work that results in a condition from 
exposure in a workplace through your employment or self-employment. A secondary illness or injury that results 
from the original occupational illness or occupational injury will be considered an occupational illness or 
occupational injury under this plan. 
 
Occurrence 
This means a period of disease or injury. An occurrence ends when 60 consecutive days have passed during which 
the covered person: 
 
 Receives no medical treatment; services; or supplies; for a disease or injury; and 
 Neither takes any medication, nor has any medication prescribed, for a disease or injury. 


 
Orthodontic Treatment (GR-9N-34-075-04 NJ) 
This is any:  
 
 Medical service or supply; or 
 Dental service or supply; 


 
furnished to prevent or to diagnose or to correct a misalignment:  
 


− Of the teeth; or 
− Of the bite; or 
− Of the jaws or jaw joint relationship;  


 
whether or not for the purpose of relieving pain. 
 
Out-of-Network Service(s) and Supply(ies) 
Health care service or supply that is:  
 
 Furnished by an out-of-network provider; or 
 Not furnished or recommended by your PCD. 


 
Out-of-Network, Non-Participating, Non-Preferred Provider 
A dental provider who has not contracted with Aetna to furnish services or supplies at a negotiated charge. 
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P (GR-9N-34-080-05 NJ)    
 
Physician 
A duly licensed member of a medical profession who:  
 
 Has an M.D. or D.O. degree; 
 Is properly licensed or certified to provide medical care under the laws of the jurisdiction where the individual 


practices; and 
 Provides medical services which are within the scope of his or her license or certificate. 


 
This also includes a health professional who:  
 
 Is properly licensed or certified to provide medical care under the laws of the jurisdiction where he or she 


practices; 
 Provides medical services which are within the scope of his or her license or certificate; 
 Under applicable insurance law is considered a "physician" for purposes of this coverage; 
 Has the medical training and clinical expertise suitable to treat your condition; 
 Specializes in psychiatry, if your illness or injury is caused, to any extent, by alcohol abuse, substance abuse, a 


non-biologically-based illness or biologically-based mental illness condition; and 
 A physician is not you or related to you. 


 
Precertification, Precertify, Preauthorization 
A process where Aetna is contacted before certain services are provided, such as hospitalization or outpatient 
surgery, or certain prescription drugs are prescribed to determine whether the services being recommended or the 
drugs prescribed are considered covered expenses under the plan. It is not a guarantee that benefits will be payable. 
 
Prescriber 
Any physician or dentist, acting within the scope of his or her license, who has the legal authority to write an order 
for a prescription drug. 
 
Prescription 
An order for the dispensing of a prescription drug by a prescriber. If it is an oral order, it must be promptly put in 
writing by the pharmacy. 
 
Prescription Drug 
A drug, biological, or compounded prescription which, by State and Federal Law, may be dispensed only by 
prescription and which is required to be labeled "Caution: Federal Law prohibits dispensing without prescription." 
This includes: 
 
 An injectable drug prescribed to be self-administered or administered by any other person except one who is 


acting within his or her capacity as a paid healthcare professional. Covered injectable drugs include injectable 
insulin. 


 
Primary Care Dentist (PCD)  
This is the network provider who:  
 
 Is selected by a person from the list of Primary Care Dentists in the directory; 
 Supervises, coordinates and provides dental services to a person; 
 Initiates referrals for specialist dentist care and maintains continuity of patient care; and 
 Is shown on Aetna's records as the person's primary care dentist. 
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If you do not choose a PCD, Aetna will have the right to make a selection for you. You will be notified of the 
selection. 
 


R    
 
Recognized Charge 
The covered expense is only that part of a charge which is the recognized charge. 
 
As to dental expenses, the recognized charge for each service or supply is the lesser of:  
 
 What the provider bills or submits for that service or supply; and 
 The 80th percentile of the Prevailing Charge Rate; 


for the Geographic Area where the service is furnished. 
 
As used above, Geographic Area and Prevailing Charge Rates are defined as follows:  
 
Geographic Area: This means an expense area grouping defined by the first three digits of the U.S. Postal Service zip 
codes. If the volume of charges in a single three digit zip code is sufficient to produce a statistically valid sample, an 
expense area is made up of a single three digit zip code. If the volume of charges is not sufficient to produce a 
statistically valid sample, two or more three digit zip codes are grouped to produce a statistically valid sample. When it 
is necessary to group three digit zip codes, the grouping never crosses state lines. 
 
Prevailing Charge Rates: These are the rates reported by Ingenix, a United Health Group subsidiary, in the Prevailing 
Health Care Charges System (PHCS) database, which is compiled from information that Aetna and other insurers 
submit to Ingenix. Ingenix reviews and, if necessary, changes these rates periodically. Aetna updates its systems with 
these changes within 180 days after receiving them from Ingenix. 
 
Important Note 
Aetna periodically updates its systems with changes made to the Prevailing Charge Rates. 
 
What this means to you is that the recognized charge is based on the version of the rates that is in use by 
Aetna on the date that the service or supply was provided. 
 
Referral 
This is a written or electronic authorization made by your primary care physician (PCP) or primary care dentist 
(PCD) to direct you to a network provider, for medically necessary services or supplies covered under the plan. 
 
Referral Care 
Covered services given to you by a specialist dentist who is a network provider after referral by your primary care 
dentist and providing that Aetna approves coverage for the treatment. 
 
R.N. 
A registered nurse. 
 


S (GR-9N 34-095-02)  
 
Service Area 
This is the geographic area, as determined by Aetna, in which network providers for this plan are located. 
 
Specialist 
A physician who practices in any generally accepted medical or surgical sub-specialty. 
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Specialist Dentist 
Any dentist who, by virtue of advanced training is board eligible or certified by a Specialty Board as being qualified to 
practice in a special field of dentistry. 
 
Specialty Care 
Health care services or supplies that require the services of a specialist. 
 







Confidentiality Notice 
Aetna considers personal information to be confidential and has policies and procedures in place to protect it against 
unlawful use and disclosure. By "personal information," we mean information that relates to a member's physical or 
mental health or condition, the provision of health care to the member, or payment for the provision of health care or 
disability or life benefits to the member. Personal information does not include publicly available information or 
information that is available or reported in a summarized or aggregate fashion but does not identify the member 
 
When necessary or appropriate for your care or treatment, the operation of our health, disability or life insurance 
plans, or other related activities, we use personal information internally, share it with our affiliates, and disclose it to 
health care providers (doctors, dentists, pharmacies, hospitals and other caregivers), payors (health care provider 
organizations, employers who sponsor self-funded health plans or who share responsibility for the payment of 
benefits, and others who may be financially responsible for payment for the services or benefits you receive under 
your plan), other insurers, third party administrators, vendors, consultants, government authorities, and their 
respective agents. These parties are required to keep personal information confidential as provided by applicable law. 
In our health plans, participating network providers are also required to give you access to your medical records 
within a reasonable amount of time after you make a request. 
 
Some of the ways in which personal information is used include claim payment; utilization review and management; 
medical necessity reviews; coordination of care and benefits; preventive health, early detection, vocational 
rehabilitation and disease and case management; quality assessment and improvement activities; auditing and anti-
fraud activities; performance measurement and outcomes assessment; health, disability and life claims analysis and 
reporting; health services, disability and life research; data and information systems management; compliance with 
legal and regulatory requirements; formulary management; litigation proceedings; transfer of policies or contracts to 
and from other insurers, HMOs and third party administrators; underwriting activities; and due diligence activities in 
connection with the purchase or sale of some or all of our business. We consider these activities key for the operation 
of our health, disability and life plans. To the extent permitted by law, we use and disclose personal information as 
provided above without member consent. However, we recognize that many members do not want to receive 
unsolicited marketing materials unrelated to their health, disability and life benefits. We do not disclose personal 
information for these marketing purposes unless the member consents. We also have policies addressing 
circumstances in which members are unable to give consent. 
 
To obtain a copy of our Notice of Privacy Practices, which describes in greater detail our practices concerning use and 
disclosure of personal information, please call the toll-free Member Services number on your ID card or visit our 
Internet site at www.aetna.com. 
 







     


      


Additional Information Provided by 
 


Sarah Lawrence College 
 
The following information is provided to you in accordance with the Employee Retirement Income Security Act of 
1974 (ERISA). It is not a part of your booklet-certificate. Your Plan Administrator has determined that this 
information together with the information contained in your booklet-certificate is the Summary Plan Description 
required by ERISA. 
 
In furnishing this information, Aetna is acting on behalf of your Plan Administrator who remains responsible for 
complying with the ERISA reporting rules and regulations on a timely and accurate basis. 
 
Name of Plan: 
Sarah Lawrence College - Health Plan 
 
Employer Identification Number: 
23-7223216 
 
Plan Number: 
509 
 
Type of Plan: 
Welfare 
 
Type of Administration: 
Group Insurance Policy with: 
 


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 


 
Plan Administrator: 
Sarah Lawrence College 
1 Mead Way  
Bronxville, NY  10708-5999  
Telephone Number: (914) 395-2365  
 
Agent For Service of Legal Process: 
Sarah Lawrence College 
1 Mead Way  
Bronxville, NY  10708-5999  
 
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 written instrument signed by the person designated by the 
Plan Administrator. 
 







     


      


ERISA Rights 
As a participant in the group insurance plan you are entitled to certain rights 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 summary annual 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 
coverage rights. 
 
Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health plan, 
if you have creditable coverage from another plan. You should be provided a certificate of creditable coverage, free of 
charge, from your group health plan or health insurance issuer when you lose coverage under the Plan, when you 
become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you 
request it before losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of 
creditable coverage, you may be subject to preexisting condition exclusion for 12 months after your enrollment date in 
your coverage under this Plan. Contact your Plan Administrator for assistance in obtaining a certificate of creditable 
coverage. 
 
Prudent Actions by Plan Fiduciaries 
In addition to creating rights for plan participants, ERISA imposes 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 way to 
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, and to appeal any denial, all within certain time 
schedules. 
 
Under ERISA there 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 $ 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 suit in a state or federal 
court. In addition, if you disagree with the Plan’s decision or lack thereof concerning the status of a 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 
sued to 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. 
 
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 such approved 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 date you are required to make any contribution and you fail to do so. 
 The date your Employer determines your approved FMLA leave is terminated. 
 The date the coverage involved 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 to be 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 return to 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. 
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Schedule of Benefits 
(GR-29N 01-01 01) 
 
Applies to the Managed Dental Coverage 
 
Employer: Sarah Lawrence College 
 
Group Policy Number: GP-875727-NJ 
 
Issue Date: February 9, 2011 
Effective Date: November 1, 2010 
Schedule: 1A 
Cert Base: 1 
 
For: New Jersey - Freedom of Choice DMO - Specialty Dentists 
 
This is an ERISA plan, and you have certain rights under this plan. Please contact your Employer for additional 
information. 
 
(GR-9N-S-20-005-01 NJ) 
Plan Coinsurance:  
Please refer to the listing of covered expenses and the percentage payable appearing below. The percentage the plan 
will pay varies by the type of expense. 
 
Type B Expenses 80% 
Type C Expenses 60% 
Orthodontic Treatment 50% 
 
Expense Provisions (GR-9N S-09-05 01) 
 
The following provisions apply to your health expense plan. 
This section describes cost sharing features, benefit maximums and other important provisions that apply to your 
Plan. The specific cost sharing features and the applicable dollar amounts and benefit percentages are contained in the 
Schedule of Benefits. 
 
Coinsurance Provisions (GR-9N S-09-020 01) 
 
Coinsurance 
This is the percentage of your covered expenses that the plan pays and the percentage of covered expenses that 
you pay. The percentage that the plan pays is referred to as the “Plan coinsurance” or the "Plan payment 
percentage". Once applicable deductibles have been met, your plan will pay a percentage of the covered expenses, 
and you will be responsible for the rest of the costs. The coinsurance percentage may vary by the type of expense. 
Refer to your Schedule of Benefits for the percentage the plan pays for each covered benefit. 
 


General (GR-9N S-28-01 01) 
 
This Schedule of Benefits replaces any similar Schedule of Benefits previously in effect under your plan of benefits. 
Requests for coverage other than that to which you are entitled in accordance with this Schedule of Benefits cannot 
be accepted. This Schedule is part of your Booklet-Certificate and should be kept with your Booklet-Certificate form 
GR-9N. Coverage is underwritten by Aetna Life Insurance Company. 
 
 







    
 


Aetna Life Insurance Company 
Hartford, Connecticut 06156 
 
Amendment (GR-9N-Appeals 01-01 02 NJ) 
Policyholder Sarah Lawrence College 
Group Policy No GP-875727-NJ 
Rider New Jersey Complaint and Appeals Health Rider 
Issue Date February 9, 2011 
Effective Date November 1, 2010 
 
Complaint and Appeals - Health Coverage 
The group policy specified above has been amended. The following summarizes the changes in the group policy, and 
the Certificate of Insurance describing the policy terms is amended accordingly. This amendment is effective on the 
date shown above. 
 
Appeals Procedure 
Definitions 
Adverse Benefit Determination: A denial; reduction; termination of; or failure to provide or make payment (in 
whole or in part) for a service, supply or benefit. 
 
Such adverse benefit determination may be based on:  
 
 Your eligibility for coverage; 
 The results of any Utilization Review activities; 
 A determination that the service or supply is experimental or investigational; or 
 A determination that the service or supply is not medically necessary. 


 
Appeal: A written request to Aetna to reconsider an adverse benefit determination. 
 
Complaint: Any written expression of dissatisfaction about quality of care or the operation of the Plan. 
 
Concurrent Care Claim Extension: A request to extend a previously approved course of treatment. 
 
Concurrent Care Claim Reduction or Termination: A decision to reduce or terminate a previously approved 
course of treatment. 
 
Pre-Service Claim: Any claim for medical care or treatment that requires approval before the medical care or 
treatment is received. 
 
Post-Service Claim: Any claim that is not a “Pre-Service Claim.” 
 
Urgent Care Claim: Any claim for medical care or treatment in which a delay in treatment could:  
 
 jeopardize your life; 
 jeopardize your ability to regain maximum function; 
 cause you to suffer severe pain that cannot be adequately managed without the requested medical care or 


treatment; or 
 in the case of a pregnant woman, cause serious jeopardy to the health of the fetus. 


 







    
Claim Determinations (GR-9N-Appeals 01-02 02 NJ) 
Urgent Care Claims 
Aetna will make notification of an urgent care claim determination as soon as possible but not more than 72 hours 
after the claim is made. 
 
If more information is needed to make an urgent claim determination, Aetna will notify the claimant within 24 hours 
of receipt of the claim. The claimant has 48 hours after receiving such notice to provide Aetna with the additional 
information. Aetna will notify the claimant within 48 hours of the earlier of the receipt of the additional information 
or the end of the 48 hour period given the physician to provide Aetna with the information. 
 
If the claimant fails to follow plan procedures for filing a claim, Aetna will notify the claimant within 24 hours 
following the failure to comply. 
 
Pre-Service Claims 
Aetna will provide written notification of a pre-service determination not later than 5 business days or sooner if the 
medical exigencies dictate, upon request, of any determination to deny coverage or authorization of services or 
payment of benefits therefore otherwise covered under the plan and shall include an explanation of the appeal 
process. 
 
Post-Service Claims 
Aetna will make notification of a claim determination as soon as possible but not later than 30 calendar days or the 
time limit established by Medicare, if earlier, after the post-service claim is made if the claim is submitted 
electronically, or 40 days if submitted by a means other than electronic. Aetna may determine that due to matters 
beyond its control a claim may require special treatment and Aetna will make notification including the reason for 
delay within 30 days. If this special treatment is needed because Aetna needs additional information to make a claim 
determination, the notice shall specifically describe the required information. In the event payment is withheld on all 
or a portion of the claim, because the claim requires special treatment, a claim determination will be made on the 
withheld portion no later than 30 calendar days or the time limit established by Medicare, if earlier, following receipt 
of the required documentation for claims submitted by electronic means and no later than 40 days following receipt of 
the required documentation for claims submitted other than electronically. 
 
Concurrent Care Claim Extension 
Following a request for a concurrent care claim extension, Aetna will make notification of a claim determination 
for emergency or an urgent care claim as soon as possible but not later than 24 hours, with respect to an 
emergency or urgent care claim service, provided the request is received at least 24 hours prior to the expiration of 
the approved course of treatment. If the request for an extension is not made at least 24 hours prior to the expiration 
of the approved course of treatment, Aetna will make a determination within the time frame applicable to (1) an 
urgent care claim (if the care is urgent) or (2) a pre-service or post-service claim (if the care is not urgent or has 
been completed). 
 
Concurrent Care Claim Reduction or Termination 
If Aetna makes notification of a claim determination to reduce or terminate a previously approved course of 
treatment while the treatment or services are ongoing, you (or a provider on your behalf) may request an expedited 
appeal, and Aetna will handle such a request as a level one appeal of an urgent care claim (see Appeals of Adverse 
Benefit Determinations). Aetna will not deny coverage based on medical necessity for previously approved services 
unless the approval was based on material misrepresentation or fraudulent information submitted by you or the 
provider. 
 
Complaints (GR-9N-Appeals 01-05 02 NJ) 
If you are dissatisfied with the service you receive from the Plan or want to complain about a provider you must write 
Aetna Customer Service within 30 calendar days of the incident. You must include a detailed description of the matter 
and include copies of any records or documents that you think are relevant to the matter. Aetna will review the 
information and provide you with a written response within 30 calendar days of the receipt of the complaint, unless 
additional information is needed and it cannot be obtained within this period. The notice of the decision will tell you 
what you need to do to seek an additional review. 
 







    
Appeals of Adverse Benefit Determinations (GR-9N-Appeals 01-06 02 NJ) 
You may submit an appeal if Aetna gives notice of an adverse benefit determination. This Plan provides for two 
levels of appeal. It will also provide an option to request an external review of the adverse benefit determination. 
 
You have 180 calendar days following the receipt of notice of an adverse benefit determination to request your 
level one appeal. Your appeal may be submitted in writing and should include:  
 
 Your name; 
 Your employer’s name; 
 A copy of Aetna’s notice of an adverse benefit determination; 
 Your reasons for making the appeal; and 
 Any other information you would like to have considered. You have the option to provide Aetna will additional 


information about your appeal; however, you are not required to provide additional information in order to have 
your claim decision reviewed. 


 
Send in your appeal to Customer Service at the address shown on your ID Card, or call in your appeal to Customer 
Service using the toll-free telephone number shown on your ID Card. 
 
You may also choose to have another person (an authorized representative) make the appeal on your behalf by 
providing written consent to Aetna. 
 
Level One Appeal 
A level one appeal of an adverse benefit determination shall be provided by Aetna personnel not involved in 
making the adverse benefit determination. 
 
Urgent care claims (May Include concurrent care claim reduction or termination) 
Aetna shall issue a decision within 36 hours of receipt of the request for an appeal. 
 
Pre-Service claims (May Include concurrent care claim reduction or termination) 
Aetna shall issue a decision within 5 business days of receipt of the request for an appeal. 
 
Post-Service Claims 
Aetna shall issue a decision within 5 business days of receipt of the request for an appeal. 
 
Level Two Appeal 
If Aetna upholds an adverse benefit determination at the first level of appeal, and the reason for the adverse 
determination was based on medical necessity or experimental or investigational reasons or in situations where 
the denial is based on characterizing the service as dental or as cosmetic, you or your authorized representative have 
the right to file a level two appeal. The appeal must be submitted within 60 calendar days following the receipt of 
notice of a level one appeal. 
 
A level two appeal of an adverse benefit determination of an urgent care claim, a Pre-Service Claim, or a Post-
Service Claim shall be provided by Aetna personnel not involved in making an adverse benefit determination. A 
level two appeal of an adverse benefit determination of a Pre-Service Claim or a Post-Service Claim will be 
reviewed by the Aetna Appeals Committee. 
 
Urgent Care Claims 
Aetna shall issue a decision within 24 hours of receipt of the request for a level two appeal. 
 
Pre-Service Claims 
Aetna shall issue a decision within 5 business days of receipt of the request for level two appeal. 
 
Post-Service Claims 
Aetna shall issue a decision within 15 calendar days of receipt of the request for a level two appeal. 
 







    
Exhaustion of Process 
Unless serious or significant harm has occurred or will imminently occur to you, you must exhaust the applicable 
Level one and Level two processes of the Appeal Procedure before you:  
 
 contact the New Jersey Department of Banking and Insurance to request an investigation of a complaint or 


appeal; or 
 file a complaint or appeal with the New Jersey Department of Banking and Insurance; or 
 establish any: 


− litigation;  
− arbitration; or 
− administrative proceeding; 


 
regarding an alleged breach of the policy terms by Aetna; or any matter within the scope of the Appeals Procedure, 
unless serious or significant harm to you has occurred or will imminently occur. 
 
External Review (GR-9N-Appeals 01-07 02 NJ) 
You or any provider acting on behalf of you, with your consent, who is dissatisfied with the result of the Level One 
appeal and Level Two appeal process above, shall have the right to pursue their appeal to an independent utilization 
review organization (IURO) in accordance with the procedures set forth below. The appeal review shall not include 
any decision regarding benefits not covered by your health benefits plan. The right to an external appeal under this 
section shall be contingent upon your exhaustion of both stages of the Level One and Level Two appeal processes, 
except that you and any provider acting on your behalf with your consent shall be relieved of the carrier’s internal 
appeal process and may pursue an appeal through the Independent Health Care Appeals program if:  
 
 A determination on any appeal regarding urgent or emergency care is not forthcoming from Aetna within 72 


hours of receipt by Aetna of notice (in the manner required under the plan) of the appeal; 
 A determination on an initial appeal, other than one regarding urgent or emergency care, is not forthcoming 


from Aetna within five business days of the date that Aetna received notice (in manner required under the plan) 
of the appeal; or 


 A determination of a subsequent level of appeal, other than one regarding urgent or emergency care, is not 
forthcoming from Aetna within 20 business days of the date that Aetna received notice (in the manner required 
under the plan) of the appeal. 


 
1. Within 60 calendar days from receipt of the written determination of the Level Two appeal panel, you, or a 


Provider acting on behalf of you with your consent, shall file a written request with the New Jersey Department 
of Banking and Insurance. The request shall be filed on forms, if applicable, provided to you by Aetna and 
include both a filing fee and a general release executed by you for all medical records pertinent to the appeal. The 
request shall be mailed to 


 
Consumer Protection Services 
Department of Banking and Insurance 
20 West State Street, 9th Floor 
Trenton, New Jersey 08625-0329 
Main Phone: (609) 292-5316 
Fax: (609) 292-5865 


 
2. The fee for filing an appeal shall be $25.00, payable by check or money order to the New Jersey Department of 


Banking and Insurance. The filing fee is payable by you. Upon a determination of financial hardship, the fee may 
be reduced to $2.00. Financial hardship may be demonstrated by you through evidence of eligibility for either the 
Pharmaceutical Assistance to the Aged and Disabled, Medicaid, NJ Family Care, General Assistance, SSI, or New 
Jersey Unemployment Assistance. 


 
3. Upon receipt of the appeal, together with the executed release and the appropriate fee, the New Jersey 


Department of Banking and Insurance shall immediately assign the appeal to an IURO. 
 







    
4. Upon receipt of the request for appeal from the New Jersey Department of Banking and Insurance, the IURO 


shall conduct a preliminary review of the appeal and accept it for processing if it determines that:  
 


i. the individual was or is covered by Aetna; 
ii. the service which is the subject of the complaint or appeal reasonably appears to be a covered benefit under 


the plan; 
iii. you have fully complied with both the Level One and Level Two Appeal processes except as provided above;  
iv. you have provided all information required by the IURO and the New Jersey Department of Banking and 


Insurance to make the preliminary determination including the appeal form and a copy of any information 
provided by Aetna regarding its decision to deny, reduce, or terminate the covered benefit, and a fully 
executed release to obtain any necessary medical records from Aetna and any other relevant health care 
provider. 


v. you have remitted the required fee to the New Jersey Department of Banking and Insurance. 
 
5. Upon completion of the preliminary review, the IURO shall immediately notify you and/or provider in writing as 


to whether the appeal has been accepted for processing and if not so accepted, the reasons therefore. 
 
6. Upon acceptance of the appeal for processing, the IURO shall conduct a full review to determine whether, you 


were deprived of medically necessary covered benefits. In reaching this determination, the IURO shall take into 
consideration all pertinent medical records, consulting physician reports, and other documents submitted by the 
parties, any applicable, generally accepted practice guidelines developed by the Federal government, national or 
professional medical societies, boards and associations, and any applicable clinical protocols and/or practice 
guidelines developed by Aetna. 


 
7. The full review referenced above shall initially be conducted by a registered, professional nurse or physician 


licensed to practice in New Jersey. When necessary, the IURO shall refer all cases for review to a consultant 
physician in the same specialty or area of practice who would generally manage the type of treatment that is the 
subject of the appeal. All final recommendations of the IURO shall be approved by the medical director of the 
IURO. 


 
8. The IURO shall complete its review and issue its recommended decision as soon as possible in accordance with 


the medical exigencies of the case which, except as provided for in this subsection, in no event shall exceed 30 
business days from receipt of all documentation necessary to complete the review. The IURO may, however, 
extend its review for a reasonable period of time as may be necessary due to circumstances beyond its control. In 
such an event, the IURO shall, prior to the conclusion of the preliminary review, provide written notice to you, to 
the New Jersey Department of Banking and Insurance, and to Aetna setting forth the status of its review and the 
specific reasons for the delay. 


 
9. If the IURO determines that you were deprived of medically necessary covered benefits, the IURO shall 


recommend to you, Aetna, and the New Jersey Department of Banking and Insurance, the appropriate covered 
health care services you should receive. 


 
10. Once the review is complete, Aetna will abide by the decision of the IURO. 
 
For more information about the External Review process, call the toll-free Customer Service telephone number 
shown on your ID card. 
 







    
General Information 
 Please note that you shall not be held financially liable for payments to providers for any sums, other than 


required copayments, coinsurance or deductibles, owed for covered services, if Aetna fails to pay for the covered 
services for any reason. 


 Subsequent changes in this coverage shall be evidenced in a separate document issued to you. 
 
(GR-9N-02-005-02 NJ) 


 
 


Ronald A. Williams 
Chairman, Chief Executive Officer and President 
 
Aetna Life Insurance Company 
(A Stock Company) 
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What is Phased Retirement? 


Phased Retirement k'ts you work 


on 50'X) nf a full-time schedule


fur up tu three years from the start 


of Phased Retirement- while 


rccci\'in .~ 65% of yuur base salary, 


plus llther benefits. If yuu already 


wurk p;Ht time, yuu will cuntinue 


on your current schedule hut will 


he paid 65'){) uf base salary. 


If yuu elect Phased Retirement, 


you must retire as uf any July)[ 


within three academic years uf the 


start llf your Phased Retirement. 


Phased Retirement 
To be eligible for Phased Retirement, you must meet the following 


requirements as of the July 31 when your Phased Retirement starts: 


• You must be a tenured faculty member 


• You must be age 62 or older, and 


• You must havelO or more year~ of service with the College. 


What's Included 
If you choose this option, you will teach half time (i.e., a two (2) day schedule 


all year) for a maximum of three academic years from the start of Phased 


Retirement, after which you must retire. During Phased Retirement, you will 


receive: 


• 65% of your full-time base salary, plus any usual salary increases 


(Note: If you currently work part time on 50% schedule and you elect this 


option, you will continue to work 50% of a full-time schedule with your base 


salary increasing to 65% of your full-time-equivalent base salary.) 


• Coverage under all active employee health insurance benefits (medical, 


dental, vision) for you, your spouse or domestic partner, and your eligible 


dependents, in which you are enrolled when Phased Retirement starts, 


• Retirement Plan contributions based on 65% of your full-time equivalent 


base salary, and 


• Life insurance coverage based on 100% of your pre-Phased Retirement 


base salary. 


When you actually retire: 


• You and your spouse or domestic partner will be eligible for subsidized 


post-65 retiree medical insurance upon reaching age 65 and becoming 


eligible for Medicare, and 


• You will maintain a continuing connection with Sarah Lawrence through 


membership in the Professor Emeritus Society for Retired Faculty as 


described on the following page. 





		Translation Services Notice

		ATTACHMENT 1 - Health EPO

		A-1b SLC Health EPO Certificate and Riders

		A,B,D,E-all c Phased Retirement Program Flyer





		D-5b (NJ Primary Dentists) 875727-njp dmo book [[November 1, 2010]]

		D-5b (NJ Specialty Dentists) 875727-njs dmo book [[November 1, 2010]]

		D-5c NJ Dental 875727-njs dmo sob Sch of Bene

		D-5c NJ Dental Rider 875727-njs dmo appeals

		D,E-all c Phased Retirement Program Flyer (already attached to health and life)
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(916) 851-5000 (800) 877-7195 
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To be filled in by employer in the event this document is used to develop a Summary Plan Description: 


NAME OF EMPLOYER: SARAH LAWRENCE COLLEGE 
NAME OF PLAN: EMPLOYERS VISION TRUST 
PRINCIPAL ADDRESS: 1 MEAD WAY. BRONXVILLE. NY 10708 


EMPLOYER 1.0.#: 23-7223216 


GROUP#: V0276 


PLAN ADMINISTRATOR: NATIONAL EMPLOYEE BENEFIT COMPANIES, INC. 
ADDRESS: 161NTERNATIONAL WAY, WARWICK, Rl 02886 


PHONE NUMBER: 1-800-243-2534 


REGISTERED AGENT FOR SERVICE OF LEGAL PROCESS, IF DIFFERENT FROM PLAN ADMINISTRATOR: N/A 


ADDRESS: N/A 


Benefits are furnished under a vision care Policy purchased by the Group and provided by VISION SERVICE PLAN INSURANCE COMPANY (VSP), 
a wholly-owned subsidiary of Vision Service Plan, under which VSP is financially responsible for the payment of claims. 


This Evidence of Coverage is a summary of the Policy provisions and is presented as a matter of general information only. It is not a substitute for 
the provisions of the Policy itself. In the event of any dispute between this Evidence of Coverage and the Policy, the provisions of the Policy will 
prevail. A copy of the Policy will be furnished on request. 


DEFINITIONS: 


ADDITIONAL BENEFITS The document attached as Exhibit C to the Group Policy maintained by the Group Administrator, which lists 
RIDER selected vision care services and vision care materials that a Covered Person is entitled to receive by virtue of 


the Plan. (Available only if purchased by Group.) 


BENEFIT AUTHORIZATION Authorization issued by VSP identifying the individual named as a Covered Person of VSP, and identifying 
those Plan Benefits to which a Covered Person is entitled. 


COORDINATION OF Procedure which allows more than one insurance plan to consider Covered Person's vision care claims for 
BENEFITS payment or reimbursement. · 


COVERED PERSON An Enrollee or Eligible Dependent who meets VSP's eligibility criteria and on whose behalf premiums have 
been paid to VSP, and who is covered under the Plan. 


DEDUCTIBLES Those amounts required to be paid by or on behalf of a Covered Person for Plan Benefits which are not fully 
covered, and which are payable at the time services are rendered or materials provided. 


ELIGIBLE DEPENDENT Any legal dependent of an Enrollee of Group who meets the eligibility criteria established by Group and 
approved by VSP under Section VI. ELIGIBILITY FOR COVERAGE of the Policy under which such Enrollee is 
covered. 


EMERGENCY CONDITION A condition, with sudden onset and acute symptoms, that requires th~ Covered Person to obtain immediate 
medical care, or an unforeseen occurrence requiring immediate, non-medical action. 


ENROLLEE An employee or member of the Group who meets the eligibility criteria specified under Section VI. ELIGIBILITY 
FOR COVERAGE of the Policy. 


EXPERIMENTAL NATURE Procedure or lens that is not used universally or accepted by the vision care profession, as determined by VSP. 


GROUP An employer or other entity that contracts with VSP for coverage under this Policy in order to provide vision 
care coverage to its Enrollees and their Eligible Dependents. 
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VSP NETWORK DOCTOR An optometrist or ophthalmologist licensed and otherwise qualified to practice vision care and/or provide vision 
care materials who has contracted with VSP to provide vision care services and/or vision care materials on 
behalf of Covered Persons of VSP. 


NON-VSP PROVIDER Any optometrist, optician, ophthalmologist, or other licensed and qualified vision care provider who has not 
contracted with VSP to provide vision care services and/or vision care materials to Covered Persons of VSP. 


PLAN or PLAN BENEFITS The vision care services and vision care materials that a Covered Person is entitled to receive by virtue of 
coverage under the Policy, as defined on the attached Schedule of Benefits and Additional Benefit Rider (if 
applicable). 


POLICY The contract between VSP and Group upon which this Plan is based. 


PREMIUMS The Payments made to VSP by or on behalf of a Covered Person to entitle him/her to Plan Benefits, as stated 
in the Schedule of Premiums attached as Exhibit B to the Group Policy document maintained by the Group 
Administrator. 


RENEWAL DATE The date on which the Policy shall renew or terminate if proper notice is given. 


SCHEDULE OF BENEFITS The document attached as Exhibit A to the Group Policy maintained by the Group Administrator, that lists the 
vision care services and vision care materials that a Covered Person is entitled to receive by virtue of the Plan. 


SCHEDULE OF PREMIUMS The document attached as Exhibit B to the Group Policy maintained by the Group Administrator, which states 
the payments to be made to VSP by or on behalf of a Covered Person to entitle him/her to Plan Benefits. 


ELIGIBILITY FOR COVERAGE 
Enrollees: To be covered, a person must currently be an employee or member of the Group and meet the established coverage criteria mutually 
agreed upon by Group and VSP. 


Eligible Dependents: If dependent coverage is provided, the persons eligible are indicated on the attached Schedule of Benefits and Additional 
Benefit Rider (if applicable). 


PREMIUMS 
Group is responsible for payments of the periodic charges for coverage. Group will notify Covered Person of Covered Person's share of the charges, 
if any. The entire cost of the program is paid to VSP by Group. 
On average, 85% of Group's premium dollars are used by VSP to cover the costs of benefits provided under our plans. Approximately 3% of Group's 
premiums are used for administrative expenses. (Figures represent yearly totals for calendar year 2002.) 
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PROCEDURE FOR USING THE PLAN 
1. When Covered Person wants to receive Plan Benefits, contact VSP or a VSP Network Doctor. A list of names, addresses and phone numbers 


of VSP Network Doctors in Covered Person's area can be obtained from Group, the Plan Administrator or VSP. If this list does not cover the 
area in which Covered Person desires to seek services, call or write the VSP office nearest Covered Person to obtain one that does. 


2. If Covered Person is eligible for Plan Benefits, VSP will provide Benefit Authorization directly to the VSP Network Doctor. If Covered Person 
contacts the VSP Network Doctor directly, Covered Person must identify him or herself as a VSP member so the doctor can obtain Benefit 
Authorization from VSP. 


3. When such Benefit Authorization is provided by VSP and services are performed prior to the expiration date of the Benefit Authorization, this will 
constitute a claim against the Policy, in spite of Covered Person's termination of coverage or the termination of the Policy. Should Covered 
Person receive services from a VSP Network Doctor without such Benefit Authorization or obtain services from a Non-VSP Provider, Covered 
Person is responsible for payment in full to the provider. 


4. Covered Person pays the Deductible (if any), amounts that exceed the Plan Allowances, and any amounts for non-covered services or 
materials to the VSP Network Doctor for services under this Policy. VSP will pay the VSP Network Doctor directly according to their agreement 
with the doctor. 


Note: If Covered Person obtains Plan Benefits from a Non-VSP Provider, Covered Person should pay the provider's full fee at the time of 
service. Covered Person will be reimbursed by VSP in accordance with the Non-VSP Provider reimbursement schedule shown on the attached 
Schedule of Benefits and Additional Benefit Rider (if applicable), less any applicable Deductible. 


WARNING, LIMITED BENEFITS WILL BE PAID WHEN NON-VSP PROVIDERS ARE USED. 


Covered Persons should be aware that when they elect to utilize the services of a Non-VSP Provider for a covered service in non-emergency 
situations, benefit payments for services from such Non-VSP Provider are not based upon the amount billed. The basis of the benefit payment 
will be determined according to the Plan's Non-VSP Provider fee schedule. COVERED PERSONS CAN EXPECT TO BE LIABLE FOR MORE 
THAN THE DEDUCTIBLE AMOUNT DEFINED IN THE ATTACHED SCHEDULE OF BENEFITS OR ADDITIONAL BENEFIT RIDER (if 
applicable) AFTER THE PLAN HAS PAID ITS REQUIRED PORTION. 


When payment is made to the Non-VSP Provider, the provider may bill Covered Person for any amount up to the billed charge after the Plan 
has paid its portion of the bill. VSP Network Doctors have agreed to accept discounted payments for services with no additional billing to the 
Covered Person other than Deductibles, co-insurance and non-covered services or materials. Covered Persons may obtain further information 
about the participating status of providers and information on out-of-pocket expenses through vsp.com, or by calling VSP's Customer Service 
Department at 1-800-877-7195. 


5. In emergency conditions, when immediate vision care of a medical nature such as for bodily trauma or disease is necessary, Covered Person 
can obtain covered services by contacting a VSP Network Doctor or Non-VSP Provider. No prior authorization from VSP is required for Covered 
Person to obtain vision care for Emergency Conditions of a medical nature. However, services for medical conditions, including emergencies, 
are covered by VSP only under the Acute EyeCare and Supplemental Primary Eye Care Plans. If there is no Additional Benefit Rider for one of 
these plans attached to this Evidence of Coverage, Covered Person is not covered by VSP for medical services and should contact a physician 
under Covered Person's medical insurance plan for care. 
For emergency conditions of a non-medical nature, such as lost, broken or stolen glasses, the Covered Person should contact VSP's Customer 
Service Department for assistance. 


Emergency vision care is subject to the same benefit frequencies, plan allowances, Deductibles and exclusions stated herein. Reimbursement 
to VSP Network Doctors will be made in accordance with their agreement with VSP. 


6. In the event of termination of a VSP Network Doctor's membership in VSP, VSP will be liable to the VSP Network Doctor for services rendered 
to Covered Person at the time of termination and permit the VSP Network Doctor to continue to provide Covered Person with Plan Benefits until 
the services are completed or until VSP makes reasonable and appropriate arrangements for the provision of such services by another VSP 
Network Doctor. 


BENEFIT AUTHORIZATION PROCESS 
VSP authorizes Plan Benefits according to the latest eligibility information furnished to VSP by Covered Person's Group and the level of coverage 
(i.e. service frequencies, covered materials, reimbursement amounts, limitations, and exclusions) purchased for Covered Person by Group under this 
Plan. When Covered Person requests services under this Plan, Covered Person's prior utilization of Plan Benefits will be reviewed by VSP to 
determine if Covered Person is eligible for new services based upon Covered Person's Plan's level of coverage. Please refer to the attached 
Schedule of Benefits and Additional Benefit Rider (if applicable) for a summary of the level of coverage provided to Covered Person by Group. 
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BENEFITS AND COVERAGES 
Through its VSP Network Doctors, VSP provides Plan Benefits to Covered Persons, subject to the limitations, exclusions and Deductible(s) 
described herein. When Covred Person wishes to obtain Plan Benefits from a VSP Network Doctor, Covered Person may contact any VSP Network 
Doctor, identify Covered Person as a VSP member, and schedule an appointment. If Covered Person is eligible for Plan Benefits, VSP will provide 
Benefit Authorization for Covered Person directly to the VSP Network Doctor prior to Covered Person's appointment. 
Specific benefits for which Covered Person is covered are described on the attached Schedule of Benefits and Additional Benefit Rider (if 
applicable). 
No contract between VSP and any of its VSP Network Doctors prohibits 


1. VSP Network Doctors from discussing with Covered Persons any treatment options and services available, whether from VSP 
Network Doctors or from Non-VSP Providers (including experimental treatments); or 


2. VSP Network Doctors from disclosing to Covered Persons the method used by VSP to compensate the VSP Network Doctor. 


DEDUCTIBLE 
The benefits described herein are available to Covered Person subject to Covered Person's payment of any applicable Deductibles as described in 
this Evidence of Coverage, the Schedule of Benefits and Additional Benefit Riders (if applicable). Amounts that exceed plan allowances, annual 
maximum benefits, options reimbursements, or any other stated Plan limitations are not considered Deduclibles but are also the responsibility of the 
Covered Person. 


ANY ADDITIONAL CARE, SERVICE AND/OR MATERIALS NOT COVERED BY THIS PLAN MAY BE ARRANGED BETWEEN COVERED 
PERSON AND THE DOCTOR. 


COORDINATION OF BENEFITS 
Covered Persons who are covered under two or more insurance plans that include vision care benefits may be eligible for Coordination of Benefits 
("COB"). VSP will combine other insurance plans' claim payments or reimbursements, if any, with benefits available under Covered Person's VSP 
plan, which may reduce or eliminate Covered Person's out-of-pocket expense. Covered Persons covered under more than one VSP plan may also 
be able to take advantage of COB. In order to process claims involving COB, VSP may need to share personal information regarding Covered 
Persons with other parties (such as another insurance company). When this is necessary, VSP will only share such information with those persons 
or organizations having a legitimate interest in that information and only where such sharing is not prohibited by law. 


EXCLUSIONS AND LIMITATIONS OF BENEFITS 
This vision service plan is designed to cover visual needs rather than cosmetic materials. 


Some professional services and/or materials are not covered under this Plan. Please refer to the NOT COVERED section of the attached Schedule 
of Benefits and Additional Benefit Rider (if applicable) for details. 


VSP may, at its discretion, waive any of the Plan limitations if, in the opinion of our Optometric Consultants, this is necessary for the visual welfare of 
the Covered Person. 


LIABILITY IN EVENT OF NON-PAYMENT 
IN THE EVENT VSP FAILS TO PAY THE VSP NETWORK DOCTOR, COVERED PERSON SHALL NOT BE HELD LIABLE FOR ANY SUMS 
OWED BY VSP OTHER THAN THOSE NOT COVERED BY THE PLAN. 


COMPLAINTS AND GRIEVANCES: 
A survey shows that nearly 90% of VSP's Enrollees are satisfied with VSP and its VSP Network Doctors. (Source: "Patient Satisfaction Study, 2nd 
Quarter 2003") Recent internal studies reveal that the claim denials by VSP total less than one-tenth of one percent for each Enrollee in 
StateplaceConnecticut. 


If Covered Person ever has a question or problem, Covered Person's first step is to call VSP's Customer Service Department. The Customer Service 
Department will make every effort to answer Covered Person's question and/or resolve the matter informally. If a matter is not initially resolved to the 
satisfaction of a Covered Person, the Covered Person may communicate a complaint or grievance to VSP in writing by using the complaint form that 
may be obtained upon request from the Customer Service Department. Complaints and grievances include disagreements regarding access to care, 
or the quality of care, treatment or service. Covered Persons also have the right to submit written comments or supporting documentation concerning 
a complaint or grievance to assist in VSP's review. VSP will resolve the complaint or grievance within thirty (30) days after receipt, unless special 
circumstances require an extension of time. In that case, resolution shall be achieved as soon as possible, but no later than one hundred twenty 
(120) days after VSP's receipt of the complaint or grievance. If VSP determines that resolution cannot be achieved within thirty (30) days, a letter will 
be sent to the Covered Person to indicate VSP's expected resolution dale. Upon final resolution, the Covered Person will be notified of the outcome 
in writing. 
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CLAIMS PAYMENTS AND DENIALS 
Initial Determination: VSP will pay or deny claims within thirty (30) calendar days of the receipt of the claim from the Covered Person or Covered 
Person's authorized representative. In the event that a claim cannot be resolved within the time indicated, VSP may, if necessary, extend the time for 
decision by no more than fifteen (15) calendar days. 


Request for Appeals: If a Covered Person's claim for benefits is denied by VSP in whole or in part, VSP will notify the Covered Person in writing of 
the reason or reasons for the denial. Within one hundred eighty (180) days after receipt of such notice of denial of a claim, Covered Person may 
make a verbal or written request to VSP for a full review of such denial. The request should contain sufficient information to identify the Covered 
Person for whom a claim for benefits was denied, including the name of the VSP Enrollee, Member Identification Number of the VSP Enrollee, the 
Covered Person's name and date of birth, the name of the provider. of services and the claim number. The Covered Person may state the reasons 
the Covered Person believes that the claim denial was in error. The Covered Person may also provide any pertinent documents to be reviewed. 
VSP will review the claim and give the Covered Person the opportunity to review pertinent documents, submit any statements, documents or written 
arguments in support of the claim, and appear personally to present materials or arguments. Covered Person or Covered Person's authorized 
representative should submit all requests for appeals to: 


VSP 
Member Appeals 


3333 Quality Drive 
Rancho Cordova, CA 95670 


(800) 877-7195 


VSP's determination, including specific reasons for the decision, shall be provided and communicated to the Covered Person within thirty (30) 
calendar days after receipt of a request for appeal from the Covered Person or Covered Person's authorized representative. 


If Covered Person disagrees with VSP's determination, he/she may request a second level appeal within sixty (60) calendar days from the date of 
· the determination. VSP shall resolve any second level appeal within thirty (30) calendar days. 


When Covered Person has completed all appeals mandated by the Employee Retirement Income Security Act of 1974 ("ERISA"}, additional 
voluntary alternative dispute resolution options may be available, including mediation and arbitration. Covered Person should contact the U. S. 
Department of Labor or the state insurance regulatory agency for details. Additionally, under ERISA (Section 502(a}(1)(B)) [29 U.S.C. 
1132(a)(1)(B)], Covered Person has the right to bring a civil (court) action when all available levels of review of denied claims, including the appeals 
process, have been completed, the claims were not approved in whole or in part, and Covered Person disagrees with the outcome. 


No provisions of VSP's appeals and grievance policy preclude a Covered Person from filing a complaint with the Connecticut Insurance Department. 


TERMINATION OF BENEFITS 
After the Policy Term, this Policy will continue on a month-to-month basis or until terminated by either party giving the other party sixty (60) days 
notice. Policy Benefits will cease on the date of cancellation of this Policy whether the cancellation is by Group or by VSP due to nonpayment of 
Premium. 


If Covered Person is receiving service as of the termination date of the Policy, such service shall be continued to completion, but in no event beyond 
six (6) months after the termination date of the Policy. 


INDIVIDUAL CONTINUATION OF BENEFITS 
This program is available to groups of a minimum of ten (10) employees and is, therefore, not available on an individual basis. When a Group 
terminates its coverage, individual coverage is not available for Enrollees who may desire to retain same. 


THE CONSOLIDATED OMNIBUS BUDGET RECONCILIATION ACT OF 1985 (COBRA) 
The Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requires that, under certain circumstances, health plan benefits be available 
to an eligible participant and his or her dependents upon the termination of employment of said participant, or the termination of the relationship 
between said participant and his or her dependents. If, and only to the extent, COBRA applies to Covered Person's Group Plan, VSP shall make the 
statutorily-required continuation coverage available in accordance with COBRA. 
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EXHIBIT A 


GENERAL 


SCHEDULE OF BENEFITS 
SIGNATURE PLAN 


Plan B 


This Schedule lists the vision care benefits to which Covered Persons of VISION SERVICE PLAN INSURANCE COMPANY ("VSP") are entitled, 
subject to any applicable Deductibles and other conditions, limitations and/or exclusions stated herein. If Plan Benefits are available for Non-VSP 
Provider services, as indicated by the reimbursement provisions below, vision care benefits may be received from any licensed eye care provider 
whether VSP Network Doctors or Non-VSP Providers. This Schedule forms a part of the Policy or Evidence of Coverage to which it is attached. 


When Plan Benefits are received from VSP Network Doctors, benefits appearing in the VSP Network Doctor Benefit column below are applicable 
subject to any applicable Deductibles and other conditions, limitations and/or exclusions as stated below. When Plan Benefits are available and 
received from Non-VSP Providers, the Covered Person is reimbursed for such benefits according to the schedule in the Non-VSP Provider Benefit 
column below, less any applicable Deductible. The Covered Person pays the provider the full fee at the time of service and submits an itemized bill 
to VSP for reimbursement. Discounts do not apply for vision care benefits obtained from Non-VSP Providers. 


ELIGIBILITY 


The following are Covered Persons under this Policy: 


Enrollee. 
The legal spouse of Enrollee. 
Any unmarried child of Enrollee, including any natural child from the moment of birth, legally adopted child from the moment of placement for 
adoption with the Enrollee, or other child for whom a court or administrative agency holds the Enrollee responsible. 
The domestic partner of the same or opposite gender as Enrollee, pursuant to Group's eligibility rules and any unmarried children of the 
domestic partner provided they depend upon the Enrollee for support and maintenance. 


Unmarried dependent children are covered up to age 19 or to age 25 if full-time students. 


A dependent, unmarried child over the limiting age may continue to be eligible as a dependent if the child is incapable of self-sustaining employment 
because of mental or physical disability, and chiefly dependent upon Enrollee for support and maintenance. 


See schedule below for Plan Benefits, payments and/or reimbursement subject to any Deductible(s) as stated: 


DEDUCTIBLE 


The benefits herein are available to each Covered Person subject only to payment of the applicable Deductible by the Covered Person. Plan 
Benefits received from VSP Network Doctors and Non-VSP Providers require Deductibles. Covered Persons must also follow Benefit Authorization 
Procedures. 


A Deductible amount of $15.00 shall be payable by the Covered Person at the time services are rendered. 


PLAN BENEFITS 


SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT FREQUENCY 
BENEFIT 


Eye Examination Covered in full* Up to$ 45.00* Available once each 12 months** 


Complete initial vision analysis: includes appropriate examination of visual functions and prescription of corrective eyewear where 
indicated. 


*Less any applicable Deductible. 
**Beginning with the first date of service. 
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SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT FREQUENCY 
BENEFIT 


Lenses Available once each 12 months** 


Single Vision Covered in full * Up to $ 45.00* 


Bifocal Covered in full* Up to$ 65.00* 


Trifocal Covered in full * Up to$ 85.00* 


Lenticular Covered in full * Up to$ 125.00* 


Plan Benefits for lenses are per complete set, not per lens. 


*Less any applicable Deductible. 
**Beginning with the first date of service. 


SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT FREQUENCY 
BENEFIT 


FRAMES Covered up to Plan Allowance* Up to$ 47.00* Available once each 24 months** 


Benefits for lenses and frames include reimbursement for the following necessary professional services: 
1. Prescribing and ordering proper lenses; 
2. Assisting in frame selection; 
3. Verifying accuracy of finished lenses; 
4. Proper fitting and adjustments of frames; 
5. Subsequent adjustments to frames to maintain comfort and efficiency; 
6. Progress or follow-up work as necessary. 


*Less any applicable Deductible 
**Beginning with the first date of service. 


Frame allowance may be applied towards non-prescription sunglasses for post PRK, LASIK, or Custom LASIK patients. 


SERVICE OR MATERIAL VSP NETWORK DOCTOR I NON-VSP PROVIDER BENEFIT FREQUENCY 
BENEFIT 


ELECTIVE CONTACT Available once each 12 months** 
LENSES 


Professional Fees and Up to$ 120.00 I Up to$ 105.00 
Materials*** 


*Less any applicable Deductible 
**Beginning with the first date of service. 
***15% Discount applies to VSP Network Doctor's usual and customary professional fees for contact lens evaluation and fitting. 


Elective Contact Lenses are provided in lieu of all other lens and frame benefits available herein. 


When contact lenses are obtained, the Covered Person shall not be eligible for lenses again for 12 months and frames for 24 months. 
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SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT FREQUENCY 
BENEFIT 


NECESSARY CONTACT Available once each 12 months** 
LENSES 


Professional Fees and Covered in full* Up to$ 210.00* 
Materials 


*Less any applicable Deductible 
**Beginning with the first date of service. 
***15% Discount applies to VSP Network Doctor's usual and customary professional fees for contact lens evaluation and fitting. 


Necessary Contact Lenses are a Plan Benefit when specific benefit criteria are satisfied and when prescribed by Covered Person's VSP Network 
Doctor or Non-VSP Provider. Prior review and approval by VSP are not required for Covered Person to be eligible for Necessary Contact Lenses. 


Necessary Contact Lenses are provided in lieu of all other lens and frame benefits available herein. 


When contact lenses are obtained, the Covered Person shall not be eligible for lenses again for 12 months and frames for 24 months. 


SERVICE OR MATERIAL I VSP NETWORK DOCTOR J NON-VSP PROVIDER BENEFIT 'FREQUENCY 
BENEFIT 


Low Vision 


Professional services for severe visual problems not correctable with regular lenses, including: 


Supplemental Testing Covered in full Up to $125.00* * 
(Includes evaluation, diagnosis and prescription of vision aids where indicated.) 


Supplemental Aids 75% of amount 75% of amount * 
up to $1000.00* up to $1000.00* 


*Maximum benefit for all Low Vision services and materials is $1000.00 every two (2) years. 


Low Vision benefits secured from Non-VSP Providers (if covered) are subject to the samA time and Deductible provisions described above for 
VSP Network Doctors. The Covered Person should pay the Non-VSP Provider's full fee at the time of service. Covered Person will be 
reimbursed an amount not to exceed what VSP would pay a VSP Network Doctor for the same services and/or materials. 


THERE IS NO ASSURANCE THAT THE AMOUNT REIMBURSED WILL COVER 75% OF THE PROVIDER'S FULL FEE. 
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EXCEPTIONS 


PATIENT OPTIONS 


This Plan is designed to cover visual needs rather than cosmetic materials. When a Covered Person selects any of the following extras, the Plan will 
pay the basic cost of the allowed lenses, and the Covered Person will pay the additional costs for the options. 


Optional cosmetic processes. 
Anti-reflective coating. 
Color coating. 
Mirror coating. 
Scratch coating. 
Blended lenses. 
Cosmetic lenses. 
Laminated lenses. 
Oversize lenses. 
Polycarbonate lenses. 
Photochromic lenses, tinted lenses except Pink #1 and Pink #2. 
Progressive multifocallenses. 
UV (ultraviolet) protected lenses. 
Certain limitations on low vision care. 


NOT COVERED 


There are no benefits for professional services or materials connected with: 
Orthoptics or vision training and any associated supplemental testing. 
Corneal Refractive Therapy (CRT) 
Orthokeratology (a procedure using contact lenses to change the shape of the cornea in order to reduce myopia). 
Refitting of contact lenses after the initial (90-day) fitting period. 
Plano lenses (lenses with refractive correction of less than ± .50 diopter). 
Two pair of glasses in lieu of bifocals. 
Replacement of lenses and frames furnished under this Policy that are lost or broken, except at the normal intervals when services are 
otherwise available. 
Medical or surgical treatment of the eyes. 
Corrective vision treatment of an Experimental Nature. 
Plano contact lenses to change eye color cosmetically. 
Artistically-painted contact lenses. 
Contact lens insurance policies or service contracts. 
Additional office visits associated with contact lens pathology. 
Contact lens modification, polishing, or cleaning. 
Costs for services and/or materials exceeding Plan Benefit allowances. 
Services or materials of a cosmetic nature. 
Services and/or materials not indicated on this Schedule as covered Plan Benefits. 
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What is Phased Retirement? 


Phased Retirement k'ts you work 


on 50'X) nf a full-time schedule


fur up tu three years from the start 


of Phased Retirement- while 


rccci\'in .~ 65% of yuur base salary, 


plus llther benefits. If yuu already 


wurk p;Ht time, yuu will cuntinue 


on your current schedule hut will 


he paid 65'){) uf base salary. 


If yuu elect Phased Retirement, 


you must retire as uf any July)[ 


within three academic years uf the 


start llf your Phased Retirement. 


Phased Retirement 
To be eligible for Phased Retirement, you must meet the following 


requirements as of the July 31 when your Phased Retirement starts: 


• You must be a tenured faculty member 


• You must be age 62 or older, and 


• You must havelO or more year~ of service with the College. 


What's Included 
If you choose this option, you will teach half time (i.e., a two (2) day schedule 


all year) for a maximum of three academic years from the start of Phased 


Retirement, after which you must retire. During Phased Retirement, you will 


receive: 


• 65% of your full-time base salary, plus any usual salary increases 


(Note: If you currently work part time on 50% schedule and you elect this 


option, you will continue to work 50% of a full-time schedule with your base 


salary increasing to 65% of your full-time-equivalent base salary.) 


• Coverage under all active employee health insurance benefits (medical, 


dental, vision) for you, your spouse or domestic partner, and your eligible 


dependents, in which you are enrolled when Phased Retirement starts, 


• Retirement Plan contributions based on 65% of your full-time equivalent 


base salary, and 


• Life insurance coverage based on 100% of your pre-Phased Retirement 


base salary. 


When you actually retire: 


• You and your spouse or domestic partner will be eligible for subsidized 


post-65 retiree medical insurance upon reaching age 65 and becoming 


eligible for Medicare, and 


• You will maintain a continuing connection with Sarah Lawrence through 


membership in the Professor Emeritus Society for Retired Faculty as 


described on the following page. 
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		2011030108480076
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Questions about Your Coverage 


In the event You have questions regarding any aspect of Your coverage, You should contact Your Employee 
Benefits Manager or You may write to us at: 
The Hartford 
Group Benefits Division, Customer Service 
P.O. Box 2999 
Hartford, CT 06104-2999 


Or call Us at: 1-800-523-2233 
When calling, please give Us the following information: 
1) the policy number; and 
2) the name of the policyholder (employer or organization), as shown in Your Certificate of Insurance. 


Or You may contact Our Sales Office: 
Hartford Life and Accident Insurance Company 
Group Sales Department 
55 Farmington Avenue 
Suite 601 
Hartford, CT 06105 
TOLL FREE: 866-852-0280 
FAX: 860-520-2294 


If you have a complaint, and contacts between you and the insurer or an agent or other representative of the 
insurer have failed to produce a satisfactory solution to the problem, the following states require we provide you 
with additional contact information: 


For Residents of: 
Arkansas 


California 


Illinois 


Indiana 


Virginia 


Wisconsin 


Write 
Arkansas Insurance Department 
Consumer Services Division 
1200 West Third Street 
Little Rock, AR 72201-1904 


State of California Insurance Department 
Consumer Communications Bureau 
300 South Spring Street, South Tower 
Los Angeles, CA 90013 


Illinois Department of Insurance 
Consumer Services Station 
Springfield, Illinois 62767 


Public Information/Market Conduct 
Indiana Department of Insurance 
311 W. Washington St. Suite 300 
Indianapolis, IN 46204-2787 


Life and Health Division 
Bureau of Insurance 
P.O. Box 1157 
Richmond, VA 23209 


Office of the Commissioner of Insurance 
Complaints Department 
P.O. Box 7873 
Madison, WI 53707-7873 


Telephone 
1 (800) 852-5494 


1(800) 927-HELP 


Consumer Assistance: 1(866) 445-5364 
Officer of Consumer Health Insurance: 
1(877) 527-9431 


Consumer Hotline: 1 (800) 622-4461 
1 (317) 232-2395 (in the Indianapolis Area) 


1(804) 371-9741 (inside Virginia) 
1(800) 552-7945 (outside Virginia) 


1 (800) 236-8517 (outside of Madison) 
1(608) 266-0103 (in Madison) 
to request a complaint form. 


The following states reguire that We provide these notices to You about Your coverage: 


For residents of: 







Arizona 


Florida 


Maryland 


Montana 


This certificate of insurance may not provide all benefits and protections provided by law in 
Arizona. Please read This certificate carefully. 
The benefits of the policy providing you coverage are governed primarily by the law of a state 
other than Florida. 
The group insurance policy providing coverage under this certificate was issued in a jurisdiction 
other than Maryland and may not provide all the benefits required by Maryland law. 
The benefits of the policy providing your coverage are governed primarily by the law of a state 
other than Montana. 


Georgia 
The laws of the state of Georgia prohibit insurers from unfairly discriminating against any person based upon his or her 
status as a victim of family abuse. 


Maine 
The benefits under this policy are subject to reduction due to other sources of income. 


This means that your benefits will be reduced by the amount of any other benefits for loss of time provided to you or for 
which you are eligible as a result of the same period of disability for which you claim benefits under this policy. 


Other sources of income are plans or arrangements of coverage that provide disability-related benefits such as Worker's 
Compensation or other similar governmental programs or laws, or disability-related benefits received from your employer 
or as the result of your employment, membership or association with any group, union, association or other organization. 
Other sources of income include disability-related benefits under the United States Social Security Act or an alternate 
governmental plan, the Railroad Retirement Act, and other similar plans or acts. Other sources of income may also 
include certain disability-related or retirement benefits that you receive because of your retirement unless you were 
receiving them prior to becoming disabled. 


What comprises other sources of income under this policy is determined by the nature of the policyholder. Therefore, we 
strongly urge you to Read Your Certificate Carefully. A full description of the plans and types of plans considered to be 
other sources of income under this policy will be found in the definition of "Other Income Benefits" located in the 
Definitions section of your certificate. 


North Carolina 
UNDER NORTH CAROLINA GENERAL STATUTE SECTION 58-50-40, NO PERSON, EMPLOYER, FINANCIAL 
AGENT, TRUSTEE, OR THIRD PARTY ADMINISTRATOR, WHO IS RESPONSIBLE FOR THE PAYMENT OF GROUP 
LIFE INSURANCE, GROUP HEALTH OR GROUP HEALTH PLAN PREMIUMS, SHALL: 
1) CAUSE THE CANCELLATION OR NONRENEWAL OF GROUP LIFE INSURANCE, GROUP HEALTH INSURANCE, 


HOSPITAL, MEDICAL, OR DENTAL SERVICE CORPORATION PLAN, MULTIPLE EMPLOYER WELFARE 
ARRANGEMENT, OR GROUP HEALTH PLAN COVERAGES AND THE CONSEQUENTIAL LOSS OF THE 
COVERAGES OF THE PERSON INSURED, BY WILLFULLY FAILING TO PAY THOSE PREMIUMS IN 
ACCORDANCE WITH THE TERMS OF THE INSURANCE OR PLAN CONTRACT; AND 


2) WILLFULLY FAIL TO DELIVER, AT LEAST 45 DAYS BEFORE THE TERMINATION OF THOSE COVERAGES, TO 
ALL PERSONS COVERED BY THE GROUP POLICY WRITTEN NOTICE OF THE PERSON'S INTENTION TO 
STOP PAYMENT OF PREMIUMS. VIOLATION OF THIS LAW IS A FELONY. ANY PERSON VIOLATING THIS 
LAW IS ALSO SUBJECT TO A COURT ORDER REQUIRING THE PERSON TO COMPENSATE PERSONS 
INSURED FOR EXPENSES OR LOSSES INCURRED AS A RESULT OF THE TERMINATION OF THE 
INSURANCE. 


IMPORTANT TERMINATION 
INFORMATION 


YOUR INSURANCE MAY BE CANCELLED BY THE COMPANY. PLEASE READ THE TERMINATION PROVISION IN 
THIS CERTIFICATE. 


THIS CERTIFICATE OF INSURANCE PROVIDES COVERAGE UNDER A GROUP MASTER POLICY. THIS 
CERTIFICATE PROVIDES ALL OF THE BENEFITS MANDATED BY THE NORTH CAROLINA INSURANCE CODE, 
BUT YOU MAY NOT RECEIVE ALL OF THE PROTECTIONS PROVIDED BY A POLICY ISSUED IN NORTH 
CAROLINA AND GOVERNED BY ALL OF THE LAWS OF NORTH CAROLINA. 







PRE-EXISTING LIMITATION 
READ CAREFULLY 


NO BENEFITS WILL BE PAYABLE UNDER THIS PLAN FOR PRE-EXISTING CONDITIONS WHICH ARE NOT 
COVERED UNDER THE PRIOR PLAN. PLEASE READ THE LIMITATIONS IN THIS CERTIFICATE. 


READ YOUR CERTIFICATE CAREFULLY. 


Texas 
IMPORTANT NOTICE 


To obtain information or make a complaint 


You may call The Hartford's toll-free telephone number for 
information or to make a complaint at: 


1-800-523-2233 


You may also write to The Hartford at: 
P.O. Box 2999 


Hartford, CT 06104-2999 


You may contact the Texas Department of Insurance to 
obtain information on companies, coverages, rights or 
complaints at: 


1-800-252-3439 


You may write the Texas Department of Insurance at: 
P.O. Box 149104 


Austin, TX 78714-9410 
Fax# (512) 475-1771 


Web: http://www.tdi.state.tx.us 


E-mail: ·=·'·.::~.c:::'"";..e~,,,.;;;..e;..e.;;,,,,=·""~"-~"""·""'""'~"'~'-~"'~z".;,;;;.;;t, 


PREMIUM OR CLAIM DISPUTES: 
Should you have a dispute concerning your premium or 
about a claim you should contact the agent or The Hartford 
first. If the dispute is not resolved, you may contact the 
Texas Department of Insurance. 


AVISO IMPORTANTE 


Para obtener informacion o para someter una queja: 


Usted puede !lamar al numero de telefono gratis de The 
Hartford para informacion o para someter una queja al: 


1-800-523-2233 


Usted tambien puede escribir a The Hartford: 
P.O. Box 2999 


Hartford, CT 06104-2999 


Puede comunicarse con el Departamento de Seguros de 
Texas para obtener informacion acerca de companias, 
coberturas, derechos o quejas al: 


1-800-252-3439 


Puede escribir al Departamento de Seguros de Texas: 
P.O. Box 149104 


Austin, TX 78714-9410 
Fax# (512) 475-1771 


Web: http://www.tdi.state.tx.us 


E-mail: =='~'"~·'·"''''''"'''·''·='·"'·''"""'""·'"'.:..c;;;=.;;;..e, 
DISPUTAS SOBRE PRIMAS 0 RECLAMOS: 
Si tiene una disputa concerniente a su prima o a un 
reclamo, debe comunicarse con el agente o The Hartford 
primero. Sino se resuelve Ia disputa, puede entonces 
comunicarse con el departamento (TDI). 


THIS IS NOT A POLICY OF WORKERS' COMPENSATION INSURANCE. THE EMPLOYER DOES NOT BECOME A 
SUBSCRIBER TO THE WORKERS' COMPENSATION SYSTEM BY PURCHASING THIS POLICY, AND IF THE 
EMPLOYER IS A NON-SUBSCRIBER, THE EMPLOYER LOSES THOSE BENEFITS WHICH WOULD OTHERWISE 
ACCRUE UNDER THE WORKERS' COMPENSATION LAWS. THE EMPLOYER MUST COMPLY WITH THE 
WORKERS' COMPENSATION LAW AS IT PERTAINS TO NON-SUBSCRIBERS AND THE REQUIRED 
NOTIFICATIONS THAT MUST BE FILED AND POSTED. 







Group Disability Income Insurance 


HARTFORD LIFE INSURANCE COMPANY 
200 Hopmeadow Street 


Simsbury, Connecticut 06089 
(A stock insurance company) 


CERTIFICATE OF INSURANCE 


Policyholder: SARAH LAWRENCE COLLEGE 
Policy Number: GL T -866909 
Policy Effective Date: November 1, 2009 
Policy Anniversary Date: November 1, 2011 


We have issued The Policy to the Policyholder. Our name, the Policyholder's name and the Policy Number are shown 
above. The provisions of The Policy, which are important to You, are summarized in this certificate consisting of this form 
and any additional forms which have been made a part of this certificate. This certificate replaces any other certificate We 
may have given to You earlier under The Policy. The Policy alone is the only contract under which payment will be made; 
however nothing in The Policy invalidates or impairs any rights granted in the certificate. The Policy and certificate are on 
file with Us at Our home office. The Policy and certificate may be inspected at the office of the Policyholder. 


Signed for the Company 


D(mald C. Hunt, S~<:tetary David ~t Levenson. P1esident 


A note on capitalization in this certificate: 
- Capitalization of a term, not normally capitalized according to the rules of standard punctuation, indicates a word or 


phrase that is a defined term in The Policy or refers to a specific provision contained herein. 


Form GBD-1200 (10/08) (NY) (866909) 1.16 
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SCHEDULE OF INSURANCE 


The Policy of long term Disability insurance provides You with long term income protection if You become Disabled from a 
covered injury, sickness or pregnancy. 


The benefits described herein are those in effect as of June 1, 2011. 


Cost of Coverage: 
You do not contribute toward the cost of coverage. 


Eligible Class(es) For Coverage: Each Active Employee who is a Full-time or Part-time faculty member and non-faculty 
member except an Employee covered by a collective bargaining agreement and any other person employed on a 
temporary or seasonal basis as follows: 


Class 1: Employees who participate in the pension plan 
Class 2: Employees who do not participate in the pension plan 


Full-time Employment: at least 21 hours weekly 


Part-time, with respect to administrators and support staff members, means working a minimum of 21 hours or more but 
less than 35 hours each week for at least nine months per year. 


Part-time, with respect to contractual, regular and guest faculty means teaching for at least 2 days a week. 


Part-time shall mean Half-time wherever it may appear in the employment contract. 


Eligibility Waiting Period for Coverage: 
1) None - if You are working for the Employer on the Policy Effective Date; or 
2) The first day of the month coinciding with or next following 3 month(s) of employment- if You start working for the 


Employer after the Policy Effective Date. 


The time period(s) referenced above are continuous. 


Elimination Period: 180 day(s) 


Maximum Monthly Benefit: $6,000 


Minimum Monthly Benefit: The greater of: 
1) $100; or 
2) 10% of the benefit based on Monthly Income Loss before the deduction of Other Income Benefits. 


Benefit Percentage: 60% 


Age When Disabled 


Prior to Age 63 
Age 63 
Age 64 
Age 65 
Age66 
Age67 
Age68 
Age 69 and over 


Maximum Duration of Benefits 


Maximum Duration of Benefits Table 


Benefits Payable 


To Normal Retirement Age or 42 months, if greater 
To Normal Retirement Age or 36 months, if greater 
30 months 
24 months 
21 months 
18 months 
15 months 
12 months 


8 







Normal Retirement Age means the Social Security Normal Retirement Age as stated in the 1983 revision of the United 
States Social Security Act. It is determined by Your date of birth as follows: 


Year of Birth 


1937 or before 
1938 
1939 
1940 
1941 
1942 
1943 thru 1954 
1955 
1956 
1957 
1958 
1959 
1960 or after 


Normal Retirement Age 


65 
65 + 2 months 
65 + 4 months 
65 + 6 months 
65 + 8 months 
65 + 1 0 months 
66 
66 + 2 months 
66 + 4 months 
66 + 6 months 
66 + 8 months 
66 + 1 0 months 
67 


Additional Benefit 


Family Care Credit Benefit 
see Benefit 


Survivor Income Benefit 
see Benefit 


Pension Contribution Benefit 
see Benefit 


ELIGIBILITY AND ENROLLMENT 


Eligible Persons: Who is eligible for coverage? 
All persons in the class or classes shown in the Schedule of Insurance will be considered Eligible Persons. 


Eligibility for Coverage: When will/ become eligible? 
You will become eligible for coverage on the later of: 


1) the Policy Effective Date; or 
2) the date on which You complete the Eligibility Waiting Period for Coverage shown in the Schedule of Insurance, if 


applicable. 


Enrollment: How do I enroll for coverage? 
All eligible Active Employees will be enrolled automatically by the Employer. 


PERIOD OF COVERAGE 


Effective Date: When does my coverage start? 
Your coverage will start on the date You become eligible. 


Deferred Effective Date: When will my effective date for coverage or a change in my coverage be deferred? 
If You are absent from work due to: 


1) accidental bodily injury; 
2) sickness; 
3) Mental Illness; 
4) Substance Abuse; or 
5) pregnancy; 
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on the date Your insurance, or increase in coverage, would otherwise have become effective, Your insurance, or increase 
in coverage will not become effective until You are Actively at Work one full day. 


Continuity From A Prior Policy: Is there continuity of coverage from a Prior Policy? 
If You were: 


1) insured under the Prior Policy; and 
2) not eligible to receive benefits under the Prior Policy; 


on the day before the Policy Effective Date, the Deferred Effective Date provision will not apply. 


Is my coverage under The Policy subject to the Pre-existing Condition Limitation? 
If You become insured under The Policy on the Policy Effective Date and were covered under the Prior Policy on the day 
before the Policy Effective Date, the Pre-existing Conditions Limitation will end on the earliest of: 


1) the Policy Effective Date, if Your coverage for the Disability was not limited by a pre-existing condition restriction 
under the Prior Policy; or 


2) the date the restriction would have ceased to apply had the Prior Policy remained in force, if Your coverage was 
limited by a pre-existing condition limitation under the Prior Policy. 


The amount of the Monthly Benefit payable for a Pre-existing Condition in accordance with the above paragraph will be 
the lesser of: 


1) the Monthly Benefit which was paid by the Prior Policy; or 
2) the Monthly Benefit provided by The Policy. 


The Pre-existing Conditions Limitation will apply after the Policy Effective Date to the amount of a benefit increase which 
results from a change from the Prior Policy to The Policy, a change in benefit options, a change of class or a change in 
The Policy. 


Do I have to satisfy an Elimination Period under The Policy if I was Disabled under the Prior Policy? 
If You received monthly benefits for disability under the Prior Policy, and You returned to work as a Full-time or Part-time 
Active Employee before the Policy Effective Date, then, if within 6 months of Your return to work: 


1) You have a recurrence of the same disability while covered under The Policy; and 
2) there are no benefits available for the recurrence under the Prior Policy; 


the Elimination Period, which would otherwise apply, will be waived if the recurrence would have been covered without 
any further elimination period under the Prior Poli<;:y. 


Termination: When will my coverage end? 
Your coverage will end on the earliest of the following: 


1) the end of the month following the date The Policy terminates; 
2) the end of the month following the date The Policy no longer insures Your class; 
3) the end of the month following the date premium payment is due but not paid; 
4) the last day of the period for which You make any required premium contribution; 
5) the end of the month following the date Your Employer terminates Your employment; or 
6) the end of the month following the date You cease to be a Full-time or Part-time Active Employee in an eligible 


class for any reason; 
unless continued in accordance with any of the Continuation Provisions. 


Continuation Provisions: Can my coverage be continued beyond the date it would otherwise terminate? 
Coverage can be continued by Your Employer beyond a date shown in the Termination provision, if Your Employer 
provides a plan of continuation which applies to all employees the same way. Continued coverage: 


1) is subject to any reductions in The Policy; 
2) is subject to payment of premium by the Employer; and 
3) terminates if: 


a) The Policy terminates; or 
b) coverage for Your class terminates. 


In any event, Your benefit level, or the amount of earnings upon which Your benefits may be based, will be that in effect 
on the day before Your coverage was continued. Coverage may be continued in accordance with the above restrictions 
and as described below: 


Family and Medical Leave: If You are granted a leave of absence, in writing, according to the Family and Medical Leave 
Act of 1993, or other applicable state or local law, Your coverage may be continued for up to 12 weeks, or 26 weeks if 
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You qualify for Family Military Leave, or longer if required by other applicable law, following the date Your leave 
commenced. If the leave terminates prior to the agreed upon date, this continuation will cease immediately. 


Military Leave of Absence: If You enter active military service and are granted a military leave of absence in writing, Your 
coverage may be continued for up to 12 week(s). If the leave ends prior to the agreed upon date, this continuation will 
cease immediately. 


Sabbatical: If You are on a documented paid sabbatical, Your coverage may be continued for 12 month(s) after the date 
the sabbatical commenced. If the sabbatical terminates prior to the agreed upon date, this continuation will cease 
immediately. 


Coverage while Disabled: Does my insurance continue while I am Disabled and no longer an Active Employee? 
If You are Disabled and You cease to be an Active Employee, Your insurance will be continued: 


1) during the Elimination Period while You remain Disabled by the same Disability; and 
2) after the Elimination Period for as long as You are entitled to benefits under The Policy. 


Waiver of Premium: Am I required to pay premiums while I am Disabled? 
No premium will be due for You: 


1) after the Elimination Period; and 
2) for as long as benefits are payable. 


Extension of Benefits for Disability: Do my benefits continue if The Policy terminates? 
If You are entitled to benefits while Disabled and The Policy terminates, benefits: 


1) will continue as long as You remain Disabled by the same Disability; but 
2) will not be provided beyond the date We would have ceased to pay benefits had the insurance remained in force. 


Termination of The Policy for any reason will have no effect on Our liability under this provision. 


Conversion Right: If my coverage under The Policy stops, do I have a right to conversion? 
If Your insurance terminates because: 


1) Your employment ends for a reason other than Your retirement; or 
2) You are no longer in an eligible class; 


and if: 
1) You have been continuously insured for at least 12 consecutive month(s) under The Policy or under both The 


Policy and the Prior Policy; 
2) a Disability is not preventing You from performing duties of Your Occupation; 
3) The Policy has not terminated; and 
4) You are not eligible or covered for similar benefits under another group policy; 


then You are eligible to enroll for personal insurance under another group policy called the group long term disability 
conversion policy. 


How do I convert my coverage? 
To obtain coverage under the group long term disability conversion policy, You must: 


1) send Us a written enrollment request; and 
2) pay the required premium for the conversion policy; 


within 31 days of the termination of Your insurance. 


If You meet the preceding conditions, We will issue You a certificate of insurance under the group long term disability 
conversion policy. Such coverage will: 


1) be issued without Evidence of Insurability; 
2) be on one of the forms then being issued by Us for conversion purposes; and 
3) be effective on the day following the date Your insurance under The Policy terminates. 


The coverage available under the conversion policy may differ from The Policy. We will determine the terms of the group 
long term disability conversion policy, including: 


1) the type and amount of coverage provided; and 
2) the premium payable; 


based on the kinds of insurance provided by the group long term disability conversion policy at the time such enrollment 
request is made. 
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BENEFITS 


Disability Benefit: What are my Disability Benefits under The Policy? 
We will pay You a Monthly Benefit if You:· 


1) become Disabled while in·sured under The Policy; 
2) are Disabled and under the Regular Care of a Physician throughout the Elimination Period; 
3) remain Disabled and under the Regular Care of a Physician beyond the Elimination Period; and 
4) submit Proof of Loss to Us. 


Benefits accrue as of the first day after the Elimination Period and are paid monthly. However, benefits will not exceed 
the Maximum Duration of Benefits. 


Recurrent Disability: What happens if I Recover but become Disabled again? 
Periods of Recovery during the Elimination Period will not interrupt the Elimination Period, if the number of days You 
return to work as an Active Employee are less than one-half (1/2) the number of days of Your Elimination Period. 


Any day within such period of Recovery, will not count toward the Elimination Period. 


After the Elimination Period, if You return to work as an Active Employee and then become Disabled and such Disability 
is: 


1) due to the same cause; or 
2) due to a related cause; and 
3) within 6 months of the return to work; 


the Period of Disability prior to Your return to work and the recurrent Disability will be considered one Period of Disability, 
provided The Policy remains in force. 


If You return to work as an Active Employee for 6 months or more, any recurrence of a Disability will be treated as a new 
Disability. The new Disability is subject to a new Elimination Period and a new Maximum Duration of Benefits. 


Period of Disability means a continuous length of time during which You are Disabled under The Policy. 


Recover or Recovery means that You are no longer Disabled and have returned to work with the Employer and 
premiums are being paid for You. 


Calculation of Monthly Benefit: Return to Work Incentive: How are my Disability benefits calculated? 
If You remain Disabled after the Elimination Period, but work while You are Disabled, We will determine Your Monthly 
Benefit for a period of up to 12 consecutive months as follows: 


1) multiply Your Pre-disability Earnings by the Benefit Percentage; 
2) compare the result with the Maximum Benefit; and 
3) from the lesser amount, deduct Other Income Benefits. 


The result is Your Monthly Benefit. Current Monthly Earnings will not be used to reduce Your Monthly Benefit. However, if 
the sum of Your Monthly Benefit and Your Current Monthly Earnings exceeds 100% of Your Pre-disability Earnings, We 
will reduce Your Monthly Benefit by the amount of excess. 


The 12 consecutive month period will start on the last to occur of: 
1) the day You first start work; or 
2) the end of the Elimination Period. 


If You are Disabled and not receiving benefits under the Return to Work Incentive, We will calculate Your Monthly Benefit 
as follows: 


1) multiply Your Monthly Income Loss by the Benefit Percentage; 
2) compare the result with the Maximum Benefit; and 
3) from the lesser amount, deduct Other Income Benefits. 


The result is Your Monthly Benefit. 


Calculation of Monthly Benefit: What happens if the sum of my Monthly Benefit, Current Monthly Earnings and Other 
Income Benefits exceeds 100% of my Pre-disability Earnings? 
lf the sum of Your Monthly Benefit, Current Monthly Earnings and Other Income Benefits exceeds 100% of Your Pre
disability Earnings, We will reduce Your Monthly Benefit by the amount of the excess. However, Your Monthly Benefit will 
not be less than the Minimum Monthly Benefit. 
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If an overpayment occurs, We may recover all or any portion of the overpayment, in accordance with the Overpayment 
Recovery provision. 


Minimum Monthly Benefit: Is there a Minimum Monthly Benefit? 
Your Monthly Benefit will not be less than the Minimum Monthly Benefit shown in the Schedule of Insurance. 


Partial Month Payment: How is the benefit calculated for a period of less than a month? 
If a Monthly Benefit is payable for a period of less than a month, we will pay 1/30 of the Monthly Benefit for each day You 
were Disabled. 


Termination of Payment: When will my benefit payments end? 
Benefit payments will stop on the earliest of: 


1) the date You are no longer Disabled; 
2) the date You fail to furnish Proof of Loss; 
3) the date You are no longer under the Regular Care of a Physician; 
4) the date You refuse Our request that You submit to an examination by a Physician or other qualified medical 


professional; 
5) the date of Your death; 
6) the date You refuse to receive recommended treatment that is generally acknowledged by Physicians to cure, 


correct or limit the disabling condition; 
7) the last day benefits are payable according to the Maximum Duration of Benefits Table; or 
8) the date Your Current Monthly Earnings: 


a) are equal to or greater than 80% of Your Indexed Pre-disability Earnings if You are receiving benefits for 
being Disabled from Your Occupation; or 


b) are greater than the lesser of the product of Your Indexed Pre-disability Earnings and the Benefit Percentage 
or the Maximum Monthly Benefit if You are receiving benefits for being Disabled from Any Occupation; or 


9) the date no further benefits are payable under any provision in The Policy that limits benefit duration; 
10) the date You refuse to participate in a Rehabilitation program, or refuse to cooperate with or try: 


a) modifications made to the work site or job process to accommodate Your identified medical limitations to 
enable You to perform the Essential Duties of Your Occupation; 


b) adaptive equipment or devices designed to accommodate Your identified medical limitations to enable You to 
perform the Essential Duties of Your Occupation; 


c) modifications made to the work site or job process to accommodate Your identified medical limitations to 
enable You to perform the Essential Duties of Any Occupation, if You were receiving benefits for being 
disabled from Any Occupation; or 


d) adaptive equipment or devices designed to accommodate Your identified medical limitations to enable You to 
perform the Essential Duties of Any Occupation, if You were receiving benefits for being disabled from Any 
Occupation; 


provided a qualified Physician or other qualified medical professional agrees that such modifications, 
Rehabilitation program or adaptive equipment accommodate Your medical limitation. 


Family Care Credit Benefit: What if I must incur expenses for Family Care Services in order to participate in a 
Rehabilitation program? 
If You are working as part of a program of Rehabilitation, We will, for the purpose of calculating Your benefit, deduct the 
cost of Family Care from earnings received from work as a part of a program of Rehabilitation, subject to the following 
limitations: 


1) Family Care means the care or supervision of: 
a) Your children under age 13; or 
b) a member of Your household who is mentally or physically handicapped and dependent upon You for support 


and maintenance; 
2) the maximum monthly deduction allowed for each qualifying child or family member is: 


a) $350 during the first 12 months of Rehabilitation; and 
b) $175 thereafter; 
but in no event may the deduction exceed the amount of Your monthly earnings; 


3) Family Care Credits may not exceed a total of $2,500 during a calendar year; 
4) the deduction will be reduced proportionally for periods of less than a month; 
5) the charges for Family Care must be documented by a receipt from the caregiver; 
6) the credit will cease on the first to occur of the following: 


a) You are no longer in a Rehabilitation program; or 
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b) Family Care Credits for 24 months have been deducted during Your Disability; and 
7) no Family Care provided by someone Related to the family member receiving the care will be eligible as a 


deduction under this provision. 


Your Current Monthly Earnings after the deduction of Your Family Care Credit will be used to determine Your Monthly 
Income Loss. In no event will You be eligible to receive a Monthly Benefit under The Policy if Your Current Monthly 
Earnings before the deduction of the Family Care Credit exceed 80% of Your Indexed Pre-disability Earnings. 


Survivor Income Benefit: Will my survivors receive a benefit if I die while receiving Disability Benefits? 
If You were receiving a Monthly Benefit at the time of Your death, We will pay a Survivor Income Benefit, when We 
receive proof satisfactory to Us: 


1) of Your death; and 
2) that the person claiming the benefit is entitled to it. 


We must receive the satisfactory proof for Survivor Income Benefits within 1 year of the date of Your death. 


The Survivor Income Benefit will only be paid: 
1) to Your Surviving Spouse; or 
2) if no Surviving Spouse, in equal shares to Your Surviving Children. 


If there is no Surviving Spouse or Surviving Children, then no benefit will be paid. 


However, We will first apply the Survivor Income Benefit to any overpayment which may exist on Your claim. 


If a minor child is entitled to benefits, We may, at Our option, make benefit payments to the person caring for and 
supporting the child until a legal guardian is appointed. 


The Survivor Income Benefit is calculated as 6 times the lesser of: 
1) Your Monthly Income Loss multiplied by the Benefit Percentage in effect on the date of Your death; or 
2) The Maximum Monthly Benefit. 


Surviving Spouse means Your wife, husband or partner in a same-sex marriage as validly performed outside the state of 
New York, who was not legally separated or divorced from You when You died. 


Surviving Children means Your unmarried children, step children, legally adopted children who, on the date You die, are 
primarily dependent on You for support and maintenance and who are under age 25. 


The term Surviving Children will also include any other children related to You by blood or marriage and who: 
1) lived with You in a regular parent-child relationship; and 
2) were eligible to be claimed as dependents on Your federal income tax return for the last tax year prior to Your 


death. 


With respect to Class 1: 


Pension Contribution Benefit: Does The Policy also cover contributions to a Pension Plan? 
If You: 


1) become Disabled while You are covered under this Pension Contribution Benefit; 
2) remain Disabled for 365 day(s) of one continuous period of Disability; and 
3) are receiving a Monthly Benefit under The Policy; 


We will pay a monthly Pension Contribution Benefit to the trustee or administrator of Your Pension Plan for deposit to 
Your pension account. However, no Pension Contribution Benefit will be payable under this provision: 


1) to replace Your contributions to the Pension Plan; or 
2) as long as the Pension Plan requires the Employer to fund Your pension. 


The Pension Contribution Benefit will be the least of: 
1) 10% of Your monthly Pre-disability Earnings; 
2) $1,500; 
3) the amount of the average monthly tax deferred contributions the Employer made to Your Pension Plan during the 


12 calendar months prior to becoming Disabled. 


We will make payments under this benefit according to the rules and regulations of the Internal Revenue Service and the 
provisions of Your Pension Plan. We will make any such payment that cannot be paid to the trustee or administrator of 
Your Pension Plan to a deferred annuity account designated by You. 
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No Pension Contribution Benefit will be payable after Your Monthly Benefit terminates. 


Pension Plan means, for the purpose of this Pension Contribution Benefit, a qualified defined contribution pension 
profit sharing plan, or other plan approved by Us, in which You are participating as a result of Your employment with the 
Employer. 


EXCLUSIONS AND LIMITATIONS 


Exclusions: What Disabilities are not covered? 
The Policy does not cover, and We will not pay a benefit for, any Disability: 


1) that is caused or contributed to by war or act of war, whether declared or not; 
2) caused by Your commission of or attempt to commit a felony; 
3) caused or contributed to by Your being engaged in an illegal occupation; or 
4) caused or contributed to by an intentionally self-inflicted injury. 


Coverage Limitations: Are there any limitations on coverage? 
If You are receiving or are eligible for benefits for a Disability under a prior disability plan that: 


1) was sponsored by Your Employer; and 
2) was terminated before the Effective Date of The Policy; 


no benefits will be payable for the Disability under The Policy. 


Pre-Existing Condition Limitation: Are benefits limited for Pre-existing Conditions? 
The time periods stated within this Pre-existing Condition Limitation provision are waiting periods for, and not a complete 
bar of, coverage of those disabilities that arise within the first 12 consecutive months of coverage or an increase in 
coverage. The Elimination Period under The Policy runs concurrent with the waiting periods imposed under this Pre
existing Condition Limitation provision. 


We will pay any benefit, or any increase in benefits, under The Policy for any Disability that results from, or is caused or 
contributed to by, a Pre-existing Condition, once You have been continuously insured under The Policy for 12 consecutive 
months, provided the Elimination Period has been satisfied. Benefits accrue as of the first day after satisfaction of the 
Pre-existing Condition Limitation, subject to all other applicable terms and conditions of The Policy. If the Elimination 
Period has not been satisfied, benefits, or any increase in benefits, accrue as of the first day after satisfaction of the 
Elimination Period, subject to all other applicable terms and conditions of The Policy. 


Pre-existing Condition means: 
1) any accidental bodily injury, sickness, Mental Illness, pregnancy, or episode of Substance Abuse; or 
2) any manifestations, symptoms, findings, or aggravations related to or resulting from such accidental bodily 


sickness, Mental Illness, pregnancy, or Substance Abuse; 
for which You received Medical Care during the 3 month period that ends the day before: 


1) Your effective date of coverage; or 
2) the effective date of a Change in Coverage. 


Medical Care is received when a physician or other health care provider: 
1) is consulted or gives medical advice; or 
2) recommends, prescribes, or provides Treatment. 


Treatment includes but is not limited to: 
1) medical examinations, tests, attendance, or observation; and 
2) use of drugs, medicines, medical services, supplies or equipment. 


However, if You were covered under an Other Plan within 60 days prior to Your effective date of coverage under The 
Policy, period of coverage requirements for pre-existing conditions that were fully or partially met under the Other Plan will 
be credited toward the satisfaction of similar periods under The Policy. 


Other Plan means: 
1) an employer-provided disability benefit arrangement; or 
2) a group or blanket disability insurance plan or policy; 
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which provided disability benefits substantially similar to those provided under The Policy. 


GENERAL PROVISIONS 


Notice of Claim: When should I notify the Company of a claim? 
You must give Us written notice of a claim within 30 days after Disability or loss occurs. Failure to give notice within such 
time shall not invalidate or reduce any claim if it shall be shown not to have been reasonably possible to give such notice 
and that notice was given as soon as was reasonably possible. Such notice must include Your name, Your address and 
the Policy Number. 


Claim Forms: Are special forms required to file a claim? 
We will send forms to You to provide Proof of Loss, within 15 days of receiving a Notice of Claim. If We do not send the 
forms within 15 days, You may submit any other written proof which fully describes the nature and extent of Your claim. 


Proof of Loss: What is Proof of Loss? 
Proof of Loss may include but is not limited to the following: 


1) documentation of: 
a) the date Your Disability began; 
b) the cause of Your Disability; 
c) the prognosis of Your Disability; 
d) Your Pre-disability Earnings, Current Monthly Earnings or any income, including but not limited to copies of 


Your filed and signed federal and state tax returns; and 
e) evidence that You are under the Regular Care of a Physician; 


2) any and all medical information, including x-ray films and photocopies of medical records, including histories, 
physical, mental or diagnostic examinations and treatment notes; 


3) the names and addresses of all: 
a) Physicians or other qualified medical professionals You have consulted; 
b) hospitals or other medical facilities in which You have been treated; and 
c) pharmacies which have filled Your prescriptions within the past three years; 


4) Your signed authorization for Us to obtain and release: 
a) medical, employment and financial information; and 
b) any other information We may reasonably require; 


5) Your signed statement identifying all Other Income Benefits; and 
6) proof that You and Your dependents have applied for all Other Income Benefits which are available. 


You will not be required to claim any retirement benefits which You may only get on a reduced basis. All proof submitted 
must be satisfactory to Us. 


Additional Proof of Loss: What Additional Proof of Loss is the Company entitled to? 
To assist Us in determining if You are Disabled, or to determine if You meet any other term or condition of The Policy, We 
have the right to require You to: 


1) meet and interview with Our representative; and 
2) be examined by a Physician, vocational expert, functional expert, or other medical or vocational professional of 


Our choice. 
Any such interview, meeting or examination will be: 


1) at Our expense; and 
2) as reasonably required by Us. 


Your Additional Proof of Loss must be satisfactory to Us. Unless We determine You have a valid reason for refusal, We 
may deny, suspend or terminate Your benefits if You refuse to be examined or meet to be interviewed by Our 
representative. 


Sending Proof of Loss: When must Proof of Loss be given? 
Written Proof of Loss must be sent to Us within 90 days after the start of the period for which We are liable for payment. If 
proof is not given by the time it is due, it will not affect the claim if: 


1) it was not reasonably possible to give proof within the required time; and 
2) proof is given as soon as reasonably possible. 


We may request Proof of Loss throughout Your Disability, as reasonably required. 
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Claim Payment: When are benefit payments issued? 
When We determine that You; 


1) are Disabled; and 
2) eligible to receive benefits; 


We will pay accrued benefits at the end of each month that You are Disabled. We may, at Our option, make an advance 
benefit payment based on Our estimated duration of Your Disability. If any payment is due after a claim is terminated, 
will be paid as soon as Proof of Loss satisfactory to Us is received. 


Claims to be Paid: To whom will benefits for my claim be paid? 
All payments are payable to You. Any payments owed at Your death may be paid to Your estate. If any payment is owed 
to: 


1) Your estate; 
2) a person who is a minor; or 
3) a person who is not legally competent; 


then We may pay up to $1,000 to a person who is Related to You and who, at Our sole discretion, is entitled to it 
such payment shall fulfill Our responsibility for the amount paid. 


Claim Denial: What notification will/ receive if my claim is denied? 
If a claim for benefits is wholly or partly denied, You will be furnished with written notification of the decision. This written 
notification will: 


1) give the specific reason(s) for the denial; 
2) make specific reference to The Policy provisions on which the denial is based; 
3) provide a description of any additional information necessary to perfect a claim and an explanation of why it is 


necessary; and 
4) provide an explanation of the review procedure. 


Claim Appeal: What recourse do I have if my claim is denied? 
On any claim, You or Your representative may appeal to Us for a full and fair review. To do so You: 


1) must request a review upon written application within: 
a) 180 days of receipt of claim denial if the claim requires Us to make a determination of disability; or 
b) 60 days of receipt of claim denial if the claim does not require Us to make a determination of disability; and 


2) may request copies of all documents, records, and other information relevant to Your claim; and 
3) may submit written comments, documents, records and other information relating to Your claim. 


We will respond to You in writing with Our final decision on the claim. 


Social Security: When must I apply for Social Security Benefits? 
You must apply for Social Security disability benefits when the length of Your Disability meets the minimum duration 
required to apply for such benefits. You must apply within 45 days from the date of Our request. If the Social Security 
Administration denies Your eligibility for benefits, You will be required: 


1) to follow the process established by the Social Security Administration to reconsider the denial; and 
2) if denied again, to request a hearing before an Administrative Law Judge of the Office of Hearing and Appeals. 


Benefit Estimates: How does the Company estimate Disability benefits under the United States Social Security Act? 
We reserve the right to reduce Your Monthly Benefit by estimating the Social Security disability benefits You or Your 
spouse and children may be eligible to receive. 


When We determine that You or Your dependent may be eligible for benefits, We may estimate the amount of these 
benefits. We may reduce Your Monthly Benefit by the estimated amount. 
Your Monthly Benefit will not be reduced by estimated Social Security disability benefits if: 


1) You apply for Social Security disability benefits and pursue all required appeals in accordance with the Social 
Security provision; and 


2) You have signed a form authorizing the Social Security Administration to release information about awards 
directly to Us; and 


3) You have signed and returned Our reimbursement agreement, which confirms that You agree to repay all 
overpayments. 


If We have reduced Your Monthly Benefit by an estimated amount and: 
1) You or Your dependent are later awarded Social Security disability benefits, We will adjust Your Monthly Benefit 


when We receive proof of the amount awarded, and determine if it was higher or lower than Our estimate; or 
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2) Your application for Social Security disability benefits has been denied, We will adjust Your Monthly Benefit when 
You provide Us proof of final denial from which You cannot appeal from an Administrative Law Judge of the Office 
of Hearing and Appeals. 


If Your Social Security benefits were lower than We estimated, and We owe You a refund, We will make such refund in a 
lump sum. If Your Social Security benefits were higher than We estimated, and If Your Monthly Benefit has been 
overpaid, You must make a lump sum refund to Us equal to all overpayments, in accordance with the Overpayment 
Recovery provision. 


Overpayment: When does an overpayment occur? 
An overpayment occurs: 


1) when We determine that the total amount We have paid in benefits is more than the amount that was due to You 
under The Policy; or 


2) when payment is made by Us that should have been made under another group policy. 


This includes, but is not limited to, overpayments resulting from: 
1) retroactive awards received from sources listed in the Other Income Benefits definition; 
2) failure to report, or late notification to Us of any Other Income Benefit(s) or earned income; 
3) misstatement; 
4) fraud; or 
5) any error We may make. 


Overpayment Recovery: How does the Company exercise the right to recover overpayments? 
We have the right to recover from You any amount that We determine to be an overpayment. You have the obligation to 
refund to Us any such amount. Our rights and Your obligations in this regard may also be set forth in the reimbursement 
agreement You will be required to sign when You become eligible for benefits under The Policy. 


If benefits are overpaid on any claim, You must reimburse Us within 30 days. 


If reimbursement is not made in a timely manner, We have the right to: 
1) recover such overpayments from: 


a) You; and 
b) Your estate; 


2) reduce or offset against any future benefits payable to You or Your survivors, including the Minimum Monthly 
Benefit, until full reimbursement is made. Payments may continue when the overpayment has been recovered; 


3) refer Your unpaid balance to a collection agency; and 
4) pursue and enforce all legal and equitable rights in court. 


Legal Actions: When can legal action be taken against Us? 
Legal action cannot be taken against Us: 


1) sooner than 60 days after the date Proof of Loss is given; or 
2) more than 3 years after the date Proof of Loss is required to be given according to the terms of The Policy. 


Insurance Fraud: How does the Company deal with fraud? 
Insurance fraud is a crime. We will use all means available to Us to detect, investigate, deter and prosecute those who 
commit insurance fraud. We will pursue all available legal remedies if You and/or the Employer perpetrate insurance 
fraud. "' 


Misstatements: What happens if facts are misstated? 
If material facts about You were not stated accurately: 


1) Your premium may be adjusted; and 
2) the true facts will be used to determine if, and for what amount, coverage should have been in force. 


No statement, except fraudulent misstatements, made by You relating to Your insurability will be used to contest the 
insurance for which the statement was made after the insurance has been in force for two years during Your lifetime. In 
order to be used, the statement must be in writing and signed by You. 


Policy Interpretation: Who interprets the terms and conditions of The Policy? 


18 







We have full discretion and authority to determine eligibility for benefits and to construe and interpret all terms and 
provisions of The Policy. This provision applies where the interpretation of The Policy is governed by the Employee 
Retirement Income Security Act of 1974, as amended (ERISA). 


DEFINITIONS 


Actively at Work means at work with the Employer on a day that is one of the Employer's scheduled workdays. On that 
day, You must be performing for wage or profit all of the regular duties of Your Occupation: 


1) in the usual way; and 
2) for Your usual number of hours. 


If school is not in session due to normal vacation or school break(s), Actively at Work shall mean You are able to 
for work with the Employer, performing all the regular duties of Your Occupation in the usual way for Your usual number 
hours as if school was in session. 


Active Employee means an employee who works for the Employer on a regular basis in the usual course of the 
Employer's business. This must be at least the number of hours shown in the Schedule of Insurance. 


Any Occupation means any occupation for which You are qualified by education, training or experience, and that has an 
earnings potential greater than the lesser of: 


1) the product of Your Indexed Pre-disability Earnings and the Benefit Percentage; or 
2) the Maximum Monthly Benefit. 


Current Monthly Earnings means monthly earnings You receive from: 
1) Your Employer; and 
2) other employment; 


while You are Disabled. 


However, if the other employment is a job You held in addition to Your job with Your Employer, then during any period that 
You are entitled to benefits for being Disabled from Your Occupation, only the portion of Your earnings that exceeds Your 
average earnings from the other employer over the 6 month(s) period just before You became Disabled will count as 
Current Monthly Earnings. 


Current Monthly Earnings also includes the pay You could have received for another job or a modified job if: 
1) such job was offered to You by Your Employer, or another employer, and You refused the offer; and 
2) the requirements of the position were consistent with: 


a) Your education, training and experience; and 
b) Your capabilities as medically substantiated by Your Physician. 


Disability or Disabled means You are prevented from performing one or more of the Essential Duties of: 
1) Your Occupation during the Elimination Period; 
2) Your Occupation, for the 2 year(s) following the Elimination Period, and as a result Your Current Monthly Earnings 


are less than 80% of Your Indexed Pre-disability Earnings; and 
3) after that, Any Occupation. 


If at the end of the Elimination Period, You are prevented from performing one or more of the Essential Duties of Your 
Occupation, but Your Current Monthly Earnings are equal to or greater than 80% of Your Pre-disability Earnings, Your 
Elimination Period will be extended for a total period of 12 months from the original date of Disability, or until such time as 
Your Current Monthly Earnings are less than 80% of Your Pre-disability Earnings, whichever occurs first. For the 
purposes of extending Your Elimination Period, Your Current Monthly Earnings will not include the pay You could have 
received for another job or a modified job if such job was offered to You by Your Employer, or another employer, and You 
refused the offer. 


Your Disability must result from: 
1) accidental bodily injury; 
2) sickness; 
3) Mental Illness; 
4) Substance Abuse; or 
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5) pregnancy. 
Your failure to pass a physical examination required to maintain a license to perform the duties of Your Occupation, alone, 
does not mean that You are Disabled. 


Elimination Period means the longer of the number of consecutive days at the beginning of any one period of Disability 
which must elapse before benefits are payable or the expiration of any Employer sponsored short term Disability benefits 
or salary continuation program, excluding benefits required by state law. 


Employer means the Policyholder. 


Essential Duty means a duty that: 
1) is substantial, not incidental; 
2) is fundamental or inherent to the occupation; and 
3) cannot be reasonably omitted or changed. 


Your ability to work the number of hours in Your regularly scheduled workweek is an Essential Duty. 


Indexed Pre-disability Earnings means Your Pre-disability Earnings adjusted annually by adding the lesser of: 
1) 10%; or 
2) the percentage change in the Consumer Price Index (CPI-W). 


The percentage change in the CPI-W means the difference between the current year's CPI-W as of July 31, and the prior 
year's CPI-W as of July 31, divided by the prior year's CPI-W. The adjustment is made January 1st each year after You 
have been Disabled for 12 consecutive month(s), provided You are receiving benefits at the time the adjustment is made. 


The term Consumer Price Index (CPI-W) means the index for Urban Wage Earners and Clerical Workers published by the 
United States Department of Labor. It measures on a periodic (usually monthly) basis the change in the cost of typical 
urban wage earners' and clerical workers' purchase of certain goods and services. If the index is discontinued or 
changed, We may use another nationally published index that is comparable to the CPI-W. 


Mental Illness means a mental disorder as listed in the current version of the Diagnostic and Statistical Manual of Mental 
Disorders, published by the American Psychiatric Association. A Mental Illness may be caused by biological factors or 
result in physical symptoms or manifestations. 


For the purpose of The Policy, Mental Illness does not include the following mental disorders outlined in the Diagnostic 
and Statistical Manual of Mental Disorders: 


1) Mental Retardation; 
2) Pervasive Developmental Disorders; 
3) Motor Skills Disorder; 
4) Substance-Related Disorders; 
5) Delirium, Dementia, and Amnesic and Other Cognitive Disorders; or 
6) Narcolepsy and Sleep Disorders related to a General Medical Condition. 


Monthly Benefit means a monthly sum payable to You while You are Disabled, subject to the terms of The Policy. 


Monthly Income Loss means Your Pre-disability Earnings minus Your Current Monthly Earnings. 


Other Income Benefits means the amount of any benefit for loss of income, provided to You or Your family, as a result of 
the period of Disability for which You are claiming benefits under The Policy. This includes any such benefits that are 
provided to You, or Your family or to a third party on Your behalf, pursuant to any: 


1) temporary, permanent disability, or impairment benefits under a Workers' Compensation Law, the Jones Act, 
occupational disease law, similar law or substitutes or exchanges for such benefits; 


2) governmental law or program that provides disability or unemployment benefits as a result of Your job with Your 
Employer; 


3) plan or arrangement of coverage, whether insured or not, which is received from Your Employer as a result of 
employment by or association with Your Employer or which is the result of membership in or association with any 
group, association, union or other organization; 


4) disability benefits under: 
a) the United States Social Security Act or alternative plan offered by a state or municipal government; 
b) the Railroad Retirement Act; 
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c) the Canada Pension Plan, the Canada Old Age Security Act, the Quebec Pension Plan or any provincial 
pension or disability plan; or 


d) similar plan or act; 
that You, Your spouse and/or children, are eligible to receive because of Your Disability; or 


5) disability benefit from the Department of Veterans Affairs, or any other foreign or domestic governmental agency: 
a) that begins after You become Disabled; or 
b) that You were receiving before becoming Disabled, but only as to the amount of any increase in the benefit 


attributed to Your Disability. 


Other Income Benefits also means any payments that are made to You or to Your family, or to a third party on Your 
behalf, pursuant to any: 


1) disability benefit under Your Employer's Retirement Plan, if You elect early retirement or such benefits do not 
reduce the amount of Your accrued annuity or pension benefits then funded; 


2) temporary, permanent disability or impairment benefits under a Workers' Compensation Law, the Jones Act, 
occupational disease law, similar law or substitutes or exchanges for such benefits; 


3) retirement benefit from a Retirement Plan that is wholly or partially funded by employer contributions, unless: 
a) You were receiving it prior to becoming Disabled; or 
b) You immediately transfer the payment to another plan qualified by the United States Internal Revenue Service 


for the funding of a future retirement; 
(Other Income Benefits will not include the portion, if any, of such retirement benefit that was funded by Your 
after-tax contributions.); or 


4) retirement benefits under: 
a) the United States Social Security Act or alternative plan offered by a state or municipal government; 
b) the Railroad Retirement Act; 
c) the Canada Pension Plan, the Canada Old Age Security Act, the Quebec Pension Plan or any provincial 


pension or disability plan; or 
d) similar plan or act; 
that You, Your spouse and/or children receive because of Your retirement, unless You were receiving them prior 
to becoming Disabled. 


If You are paid Other Income Benefits in a lump sum or settlement, You must provide proof satisfactory to Us of: 
1) the amount attributed to loss of income; and 
2) the period of time covered by the lump sum or settlement. 


We will pro-rate the lump sum or settlement over this period of time. If You cannot or do not provide this information, We 
will assume the entire sum to be for loss of income, and the time period to be 24 month(s). We may make a retroactive 
allocation of any retroactive Other Income Benefit. A retroactive allocation may result in an overpayment of Your claim. 


The amount of any increase in Other Income Benefits will not be included as Other Income Benefits if such increase: 
1) takes effect after the date benefits become payable under The Policy; and 
2) is a general increase which applies to all persons who are entitled to such benefits. 


Physician means a person who is: 
1) a doctor of medicine, osteopathy, psychology or other legally qualified practitioner of a healing art that We 


recognize or are required by law to recognize; 
2) licensed to practice in the jurisdiction where care is being given; 
3) practicing within the scope of that license; and 
4) not You or Related to You by blood or marriage. 


Pre-disability Earnings means Your contracted annual rate of pay from Your Employer divided by the number of pay 
periods occurring in the pay cycle established by You and Your Employer prior to Your date of Disability. 


Prior Policy means the long term disability insurance carried by the Employer on the day before the Policy Effective Date. 


Regular Care of a Physician means that You are being treated by a Physician: 
1) whose medical training and clinical experience are suitable to treat Your disabling condition; and 
2) whose treatment is: 


a) consistent with the diagnosis of the disabling condition; 
b) according to guidelines established by medical, research, and rehabilitative organizations; and 
c) administered as often as needed; 
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to achieve the maximum medical improvement. 


Rehabilitation means a process of Our working together with You in order for Us to plan, adapt, and put into use options 
and services to meet Your return to work needs. A Rehabilitation program may include, when We consider it to be 
appropriate, any necessary and feasible: 


1) vocational testing; 
2) vocational training; 
3) alternative treatment plans such as: 


a) support groups; 
b) physical therapy; 
c) occupational therapy; or 
d) speech therapy; 


4) work-place modification to the extent not otherwise provided; 
5) job placement; 
6) transitional work; and 
7) similar services. 


Related means Your spouse, sibling, parent, step-parent, grandparent, aunt, uncle, niece, nephew, son, daughter, or 
grandchild. 


Retirement Plan means a defined benefit or defined contribution plan that provides benefits for Your retirement and 
which is not funded wholly by Your contributions. It does not include: 


1) a profit sharing plan; 
2) thrift, savings or stock ownership plans; 
3) a non-qualified deferred compensation plan; or 
4) an individual retirement account (IRA), a tax sheltered annuity (TSA), Keogh Plan, 401 (k) plan, 403(b) plan or 457 


deferred compensation arrangement. 


Substance Abuse means the pattern of pathological use of alcohol or other psychoactive drugs and substances 
characterized by: 


1) impairments in social and/or occupational functioning; 
2) debilitating physical condition; 
3) inability to abstain from or reduce consumption of the substance; or 
4) the need for daily substance use to maintain adequate functioning. 


Substance includes alcohol and drugs but excludes tobacco and caffeine. 


The Policy means The Policy which We issued to the Policyholder under the Policy Number shown on the face page. 


We, Our, or Us means the insurance company named on the face page of The Policy. 


Your Occupation means Your Occupation as it is recognized in the general workplace. Your Occupation does not mean 
the specific job You are performing for a specific employer or at a specific location. 


You or Your means the person to whom this certificate is issued. 
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AMENDATORY RIDER 


HARTFORD LIFE INSURANCE COMPANY 
200 Hopmeadow Street 


Simsbury, Connecticut 06089 
(A stock insurance company) 


This rider is attached to a certificate given in connection with The Policy. 


This rider becomes effective on the certificate effective date. 


This rider is intended to amend Your certificate, as indicated below, to comply with the laws of Your state of residence. 
Only those references to benefits, provisions or terms actually included in Your certificate will affect Your coverage. 


For California residents: 
1) The following is added to the definition of Surviving Spouse in the Survivor Income Benefit: 


"Spouse" will also include an individual who is in a registered domestic partnership with You in accordance 
with California law. References to Your marriage or divorce will include Your registered domestic partnership 
or dissolution of Your registered domestic partnership. 


2) The following is added to the definition of Surviving Children in the Survivor Income Benefit: 
Surviving Children will also include children of Your California registered domestic partner. 


For Connecticut residents, the following is added to the definition of Spouse: 
Spouse will include Your domestic partner, provided You have executed a domestic partner affidavit satisfactory 
to Us, establishing that You and Your partner are domestic partners for the purposes of The Policy. You will 
continue to be considered domestic partners provided You continue to meet the requirements described in the 
domestic partner affidavit. 


For Indiana residents: 
The last sentence in the Policy Interpretation provision is deleted and replaced by the following: 


This provision applies only where the interpretation of The Policy is governed by the Employee Retirement 
Income Security Act of 1974, as amended (ERISA), 29 U.S.C. 1001 et seq. 


For Louisiana residents, the following provision is added: 
Reinstatement after Military Service: Can my coverage be reinstated after return from active military service? 
If: 


1) Your coverage terminates because You enter active military service; and 
2) You are rehired within 12 months of the date You return from active military service; 


then coverage may be reinstated, provided You request such reinstatement within 31 days of the date You return to 
work.The reinstated coverage will: 


1) be the same coverage amounts in force on the date coverage terminated; and 
2) not be subject to any Waiting Period for Coverage, Evidence of Insurability or Pre-existing Conditions 


Limitations; and 
3) be subject to all the terms and provisions of The Policy. 


For Massachusetts residents, 
1) The following is added to the Continuation Provisions: 


In accordance with Massachusetts state law, if Your insurance terminates because Your employment terminates 
or You cease to be a member of an eligible class, Your insurance will automatically be continued until the end of a 
31 day period from the date Your insurance terminates or the date You become eligible for similar benefits under 
another group plan, whichever occurs first. 
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Additionally, if Your insurance terminates because Your employment is terminated as a result of a plant closing or 
covered partial closing, Your insurance may be continued. You must elect in writing to continue insurance and 
pay the required premium for continued coverage. Coverage will cease on the earliest to occur of the following 
dates: 


1) 90 days from the date You were no longer eligible for coverage as a Full-time Active Employee; 
2) the date You become eligible for similar benefits under another group plan; 
3) the last day of the period for which required premium is made; 
4) the date the group insurance policy terminates; or 
5) the date Your Employer ceases to be a Participant Employer, if applicable. 


Continued coverage is subject to all other applicable terms and conditions of The Policy. 
2) The Surviving Children definition in the Survivor Income Benefit will also include a child in the process of 


adoption. 


For Minnesota residents: 
1) the definition of Any Occupation is amended by the addition of the phrase "or may reasonably become qualified" 


to the first line; 
2) The first two paragraphs of the Pre-Existing Conditions Limitation provision are deleted and replaced by the 


following: 
No benefit will be payable under The Policy for any Disability that is due to, contributed to by, or results from a 
Pre-Existing Condition, unless such Disability or loss is incurred: 


1) After the lesser of the last day of: 
a) the number of days stated in Your certificate; or 
b) 730 consecutive days; 
while insured, during which you receive no medical care for the Pre-Existing Condition; or 


2) After the lesser of the last day of: 
a) the number of days stated in Your certificate; or 
b) 730 consecutive days; 
during which you have been continuously insured under The Policy. 


The amount of a benefit increase, which results from a change in benefit options, a change of class or a change 
in The Policy, will not be paid for any disability that is due to, contributed to by, or results from a Pre-Existing 
Condition, unless such Disability begins: 


1 ) After the lesser of the last day of : 
a) the number of days stated in Your certificate; or 
b) 730 consecutive days; 
while insured for the increased benefit amount during which you receive no medical care for the Pre
Existing Condition; or 


2) After the lesser of the last day of : 
a) the number of days stated in Your certificate; or 
b) 730 consecutive days; 
during which you have been continuously insured for the increased benefit amount. 


3) The definition of Pre-existing Condition in the Pre-Existing Conditions Limitation provision is deleted and is 
replaced by the following: 
Pre-existing Condition means any accidental bodily injury, sickness, Mental Illness, pregnancy, or episode of 
Substance Abuse for which You received Medical Care during the lesser of: 


1) the period of time stated in Your certificate; or 
2) the 730 day period; 
that ends the day before: 
1) Your effective date of coverage; or 
2) the effective date of a Change in Coverage. 


For Missouri residents, the Exclusion related to intentionally self-inflicted Injury is replaced by the following: 
intentionally self-inflicted Injury, suicide or attempted suicide, while sane; or 


For Montana residents, pregnancy will be covered, the same as any other Sickness, anything in the Policy to the contrary 
notwithstanding. 


For New Hampshire residents: 
1) The definition of Other Income Benefits is amended by the deletion of 'mandatory "no-fault" automobile 


insurance plan'; 
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2) L TO The time period, stated in the Recurrent Disability provision, within which a Disability must recur in order to 
be considered the same Period of Disability is changed to 6 months, if less than 6 months. 


3) The Policy Interpretation provision is deleted and replaced by the following: 
Under ERISA, the Company is hereby designated by the plan sponsor as a claim fiduciary with discretionary 
authority to determine eligibility for benefits and to interpret and construe the terms and provisions of the 
policy. As claim fiduciary, the Company has a duty to administer claims solely in the interest of the 
participants and beneficiaries of the employee benefit plan and in accordance with the documents and 
instruments governing the plan. This assignment of discretionary authority does not prohibit a participant or 
beneficiary from seeking judicial review of the Company's benefit eligibility determination after exhausting 
administrative remedies. The assignment of discretionary authority made under this provision may affect the 
standard of review that a court will use in reviewing the appropriateness of the Company's determination. In 
order to prevail, a plan participant or beneficiary may be required to prove that the Company's determination 
was arbitrary and capricious or an abuse of discretion. 


4) The time periods stated in the Claim Appeal provision are changed to 180 days, if less than 180 days. 


For North Carolina residents: 
1) The definition of Other Income Benefits is amended by the deletion of 'mandatory "no-fault" automobile 


insurance plan'; 
2) The last sentence of the Definition of Regular Care of a Physician is amended by the addition of the following 


clause: "unless qualified medical professionals have determined that further medical care and treatment would be 
of no benefit to you." 


3) The exclusion regarding Workers' Compensation benefits is replaced by the following in the Exclusions 
provision: 


for which the final adjudication or a Workers' Compensation claim determines that benefits are paid, or may 
be paid, if duly claimed; 


4) The Subrogation provision is deleted. 


For Oregon residents: 
1) The following is added to the definition of Surviving Spouse in the Survivor Income Benefit: 


"Spouse will also include an individual who is in a registered domestic partnership with You in accordance 
with Oregon law. References to Your marriage or divorce will include Your registered domestic partnership 
or dissolution of Your registered domestic partnership. 


2) The following is added to the definition of Surviving Children in the Survivor Income Benefit: 
Surviving Children will also include children of Your Oregon registered domestic partner. 


For South Carolina residents: 
1) The first paragraph of the Continuity from a Prior Policy provision is replaced by the following: 


If You become insured under The Policy on the Policy Effective Date and within 30 days of being covered 
under the Prior Policy, the Pre-existing Conditions Limitation will end on the earliest of: 


1) the Policy Effective Date, if Your coverage for the Disability was not limited by a pre-existing condition 
restriction under the Prior Policy; or 


2) the date the restriction would have ceased to apply had the Prior Policy remained in force, if Your 
coverage was limited by a pre-existing condition limitation under the Prior Policy. 


2) The time period in the Notice of Claim provision is changed to 20 days, if less than 20 days. 
3) The following is added to the Physical Examinations and Autopsy provision: "Such autopsy must be performed 


during the period of contestability and must take place in the state of South Carolina." 


For South Dakota residents: 
1) The definition of Physician is deleted and replaced by the following: 


Physician means a legally qualified physician or surgeon other than a physician or surgeon who is related to 
You by blood or marriage or a physician or surgeon who is a partner of S-Corp Shareholder working with You 
in the same business. This does not apply in areas in which the immediate family member is the only 
physician in the area and acting within the scope of their normal employment. 


2) The definition of Other Income Benefits is amended by the deletion of all references to Your family, Your 
spouse and/or children. 


3) The provision titled Policy Interpretation is deleted in its entirety. 


For Utah residents: 
1) The time period during which You must be continuously insured in order to exercise the Conversion Right is 


changed to 6 consecutive months, if not already 6 consecutive months. 
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2) The time period in the Sending Proof of Loss provision is changed to 90 days, if less than 90 days. 
3) The Policy Interpretation provision is deleted and replaced by the following: 


Benefits under this plan will be paid only if We, the plan administrator, decides in Our discretion that you are 
entitled to them. We also have discretion to determine eligibility for benefits and to interpret the terms of 
conditions of the benefit plan. Determinations made by Us, the plan administrator, pursuant to this 
reservation of discretion does not prohibit or prevent a claimant from seeking judicial review in federal court or 
Our determinations. 


The reservation of discretion made under this provision only establishes the scope of review that a federal 
court will apply when you seek judicial review of our determination of eligibility for benefits, the payment of 
benefits, or interpretation of the terms and conditions applicable to the plan. 


We are an insurance company that provides insurance of this plan and the federal court will determine the 
level of discretion that it will accord Our determination. 


For Vermont residents: 
Purpose: Vermont law requires that health insurers offer coverage to parties to a civil union that is equivalent to 
coverage provided to married persons. 
Definitions. Terms, Conditions and Provisions: The definitions, terms, conditions or any other provisions of the 
policy, contract, certificate and/or riders and endorsements to which this mandatory endorsement is attached are 
hereby amended and superseded as follows: 
1) Terms that mean or refer to a marital relationship, or that may be construed to mean or refer to a marital 


relationship, such as "marriage", "spouse", "husband", "wife", "dependent", "next of kin", "relative", "beneficiary", 
"survivor", "immediate family" and any other such terms, include the relationship created by a civil union 
established according to Vermont law. 


2) Terms that mean or refer to the inception or dissolution of a marriage, such as "date of marriage", "divorce 
decree", "termination of marriage" and any other such terms include the inception or dissolution of a civil union 
established according to Vermont law. 


3) Terms that mean or refer to family relationships arising from a marriage, such as "family", "immediate family", 
"dependent", "children", "next of kin", "relative", "beneficiary", "survivor" and any other such terms include family 
relationships created by a civil union established according to Vermont law. 


4) "Dependent" means a spouse, a party to a civil union established according to Vermont law, and a child or 
children (natural, stepchild, legally adopted or a minor or disabled child who is dependent on the insured for 
support and maintenance) who is born to or brought to a marriage or to a civil union established according to 
Vermont law. 


5) "Child or covered child" means a child (natural, step-child, legally adopted or a minor or disabled child who is 
dependent on the insured for support and maintenance) who is born to or brought to a marriage or to a civil union 
established according to Vermont law. 


CAUTION: FEDERAL LAW RIGHTS MAY OR MAY NOT BE AVAILABLE 
Vermont law grants parties to a civil union the same benefits, protections and responsibilities that flow from marriage 
under state law. However, some or all of the benefits, protections and responsibilities related to health insurance that 
are available to married persons under federal law may not be available to parties to a civil union. For example, 
federal law, the Employee Income Retirement Security Act of 1974 known as "ERISA", controls the 
employer/employee relationship with regard to determining eligibility for enrollment in private employer health benefit 
plans. Because of ERISA, Act 91 does not state requirements pertaining to a private employer's enrollment of a party 
to a civil union in an ERISA employee welfare benefit plan. However, governmental employers (not federal 
government) are required to provide health benefits to the dependents of a party to a civil union if the public employer 
provides health benefits to the dependents of married persons. Federal law also controls group health insurance 
continuation rights under COBRA for employers with 20 or more employees as well as the Internal Revenue Code 
treatment of health insurance premiums. As a result, parties to a civil union and their families may or may not have 
access to certain benefits under this policy, contract, certificate, rider or endorsement that derive from federal law. 
You are advised to seek expert advice to determine your rights under this contract. 


For Virginia residents, any and all references to Domestic Partners are hereby deleted. 


For Washington residents: 
1) The term "hyperemesis gravidarum" is deleted from the third paragraph of the definition of Complications of 


Pregnancy and is added to the second paragraph; 
2) The General Work Stoppage continuation provision is replaced with the following: 
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General Work Stoppage (including a strike or lockout): If Your employment terminates due to a cessation of 
active work as the result of a general work stoppage (including a strike or lockout), Your coverage shall be 
continued during the work stoppage until the last day of the month in which the coverage terminated, but in no 
event for a period exceeding six months. If the work stoppage ends, this continuation will cease immediately. 


3) The provision titled Policy Interpretation is deleted in its entirety. 
4) The following is added to the definition of Spouse: 


Spouse will include Your domestic partner, provided You have executed a domestic partner affidavit satisfactory 
to Us, establishing that You and Your partner are domestic partners for the purposes of The Policy. You will 
continue to be considered domestic partners provided You continue to meet the requirements described in the 
domestic partner affidavit. 


For Wisconsin residents, the time periods stated in the.CI'!ii'T! Appeal provision are removed . .. --·. 
In all other respects the certificate remains the same. 


Signed for Hartford Life Insurance Company 


Bnniihl C. Hunt. Se-c1 etary 
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Annually Renewable Nonparticipating 
Group Term Life Insurance 


CERTIFICATE OF INSURANCE 


HARTFORD LIFE INSURANCE COMPANY 
200 Hopmeadow Street 


Simsbury, Connecticut 06089 
(A stock insurance company) 


Policyholder: SARAH LAWRENCE COLLEGE 
Policy Number: GL-866909 
Poricy Effective D'ate: November 1, 2009 
Policy Anniversary Date: November 1, 2011 


We have issued The Policy to the Policyholder. Our name, the Policyholder's name and the Policy Number are shown 
above. This certificate replaces any other certificate We may have given to You earlier under The Policy. Nothing in The 
Policy invalidates or impairs any rights or benefits granted in the certificate or by New York law. The Policy and certificate 
are on file with Us at Our home office. The Policy and certificate may be inspected at the office of the Policyholder. The 
rights of any certificateholder, insured or beneficiary shall not be affected by any provision not contained in the certificate, 
riders, endorsements or amendments. 


Signed for the Company 


[!mudd C. Hunt, Sec1etary David ft Levenson. President 


A note on capitalization in this Certificate: 
Capitalization of a term, not normally capitalized according to the rules of standard punctuation, indicates a word or 
phrase that is a defined term in The Policy or refers to a specific provision contained herein. 
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SCHEDULE OF INSURANCE 


The benefits described herein are those in effect as of June 1, 2011. 


Cost of Coverage: 
Non-Contributory Coverage: Basic Life Insurance 


Basic Accidental Death and Dismemberment 


Eligible Class(es) For Coverage: Each Active Employee who is a Full-time or Part-time faculty member and non-faculty 
member except an Employee covered by a collective bargaining agreement and any other person employed on a 
temporary or seasonal basis. 


Full-time Employee: at least 21 hours weekly 


Part-time, with respect to administrators and support staff members, means working a minimum of 21 hours or more but 
less than 35 hours each week for at least nine months per year. 


Part-time, with respect to contractual, regular and guest faculty means teaching for at least 2 days a week. 


Part-time shall mean Half-time wherever it may appear in the employment contract. 


Eligibility Waiting Period for Coverage: 
1) None - if You are working for the Employer on the Policy Effective Date; or 
2) The first day of the month coinciding with or next following 3 month(s) of employment- if You start working for the 


Employer after the Policy Effective Date. 


The time period(s) referenced above are continuous. 


Amount of Life Insurance 
Life Insurance Benefit 


Basic Amount of Life Insurance 


Maximum Amount 


1 times Your annual Earnings, subject to a 
maximum of $50,000 rounded to the next 
higher $1,000 if not already a multiple of 
$1,000. 


However, in no event will Your Basic Amount of Life Insurance be less than $10,000. 


Reduction in Amount of Life Insurance 
We will reduce the Amount of Life Insurance for You by any Amount of Life Insurance in force, paid or payable: 


1) in accordance with the Conversion Right; or 
2) under the Prior Policy. 


Reduction in Coverage Due to Age 


We will reduce the Life Insurance Benefit and Principal Sum for You by the percentage indicated in the table below. This 
reduction will be effective on the date You attain the ages shown below. The reduction will apply to the Amount of Life 
Insurance and Principal Sum in force immediately prior to the first reduction made. 


Reductions also apply if: 
1) You become covered under The Policy; or 
2) Your coverage increases; 


on or after the date You attain age 70. 


Percentage by which original amount of coverage 
will be reduced. 


30 


Your Age Your %Reduction 







70 
75 
80 


35% 
60% 
75% 


The reduced amount of coverage will be rounded to the next higher multiple of $500, if not already a multiple of $5000 An 
appropriate adjustment in premium will be made. 
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ACCIDENTAL DEATH AND DISMEMBERMENT SCHEDULE OF INSURANCE 


Accidental Death and Dismemberment Benefit 


Basic Principal Sum 


Maximum Amount 
1 times Your annual Earnings, subject to a 
maximum of $50,000 rounded to the next 
higher $1,000 if not already a multiple of 
$1,000. 


In no event however will Your Principal Sum be less than $10,000. 


Additional Accidental Death and Dismemberment Benefits 


Seat Belt Benefit Amount: 
Percentage of Accidental Death and Dismemberment Principal Sum: 10% 


Maximum Amount: $10,000 
Minimum Amount: $1,000 


Air Bag Benefit Amount: 
Percentage of Accidental Death and Dismemberment Principal Sum: 5% 


Maximum Amount: $5,000 


Repatriation Benefit 
Percentage of Accidental Death and Dismemberment Principal Sum: 5% 


Maximum Amount: $5,000 
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ELIGIBILITY AND ENROLLMENT 


Eligible Persons: Who is eligible for coverage? 
All persons in the class or classes shown in the Schedule of Insurance will be considered Eligible Persons. 


Eligibility for Coverage: When will! become eligible? 
You will become eligible for coverage on the latest of: 


1) the Policy Effective Date; 
2) the date You become a member of an Eligible Class; or 
3) the date You complete the Eligibility Waiting Period for Coverage shown in the Schedule of Insurance, if 


applicable. 


Enrollment: How do I enroll for coverage? 
For Non-Contributory Coverage, Your Employer will automatically enroll You for coverage. However, You will be 
to complete a beneficiary designation form. 


PERIOD OF COVERAGE 


Effective Date: When does my coverage start? 
Coverage will start on the date You become eligible. 


All Effective Dates of coverage are subject to the Deferred Effective Date provision. 


Deferred Effective Date: When will my effective date for coverage or a change in my coverage be deferred? 
If, on the date You are to become covered: 


1) under The Policy; 
2) for increased benefits; or 
3) for a new benefit; 


You are not Actively at Work due to a physical or mental condition, such coverage will not start until the date You are 
Actively at Work. 


Continuity from a Prior Policy: Is there continuity of coverage from a Prior Policy? 
Your initial coverage under The Policy will begin, and will not be deferred if on the day before the Policy Effective Date, 
You were: 


1) insured under the Prior Policy; and 
2) Actively at Work or on an authorized family and medical leave; 


but on the Policy Effective Date, You were not Actively at Work, and would otherwise meet the Eligibility requirements of 
The Policy. However, Your Amount of Insurance will be the lesser of the amount of life insurance and accidental death 
and dismemberment principal sum: 


1) You had under the Prior Policy; or 
2) shown in the Schedule of Insurance; 


reduced by any coverage amount: 
1) that is in force, paid or payable under the Prior Policy; or 
2) that would have been so payable under the Prior Policy had timely election been made. 


Such amount of insurance under this provision is subject to any reductions in The Policy and will not increase. 


Coverage provided through this provision ends on the first to occur of: 
1) the last day of a period of 12 consecutive months after the Policy Effective Date; 
2) the date Your insurance terminates for any reason shown under the Termination provision; 
3) the last day You would have been covered under the Prior Policy, had the Prior Policy not terminated; or 
4) the date You are Actively at Work. 


However, if the coverage provided through this provision ends because You are Actively at Work, You may be covered as 
an Active Employee under The Policy. 
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Termination: When will my coverage end? 
Your coverage will end on the earliest of the following: 


1) the last day of the month following the date The Policy terminates; 
2) the last day of the month following the date You are no longer in a class eligible for coverage, or The Policy no 


longer insures Your class; 
3) the last day of the month following the date the premium payment is due but not paid; 
4) the last day of the month following the date Your Employer terminates Your employment; or 
5) the last day of the month following the date You are no longer Actively at Work; 


unless continued in accordance with any of the Continuation Provisions. 


Continuation Provisions: Can my coverage be continued beyond the date it would otherwise terminate? 
Coverage can be continued by Your Employer beyond a date shown in the Termination provision, if Your Employer 
provides a plan of continuation which applies to all Employees the same way. 


The amount of continued coverage will be the amount of coverage in effect on the date immediately before coverage 
would otherwise have ended. Continued coverage: 


1) is subject to any reductions in The Policy; 
2) is subject to payment of premium; 
3) may be continued up to the maximum time shown in the provisions; and 
4) terminates if The Policy terminates. 


In no event will the amount of insurance increase while coverage is continued in accordance with the following provisions. 
The Continuation Provisions shown below may not be applied consecutively. 


In all other respects, the terms of Your coverage remain unchanged. 


Leave of Absence: If You are on a documented leave of absence, other than Family and Medical Leave or Military Leave 
of Absence, Your coverage may be continued until the last day of the month following the month in which the leave of 
absence commenced. If the leave terminates prior to the agreed upon date, this continuation will cease immediately. 


Military Leave of Absence: If You enter active military service and are granted a military leave of absence in writing, Your 
coverage may be continued for up to 12 weeks. If the leave ends prior to the agreed upon date, this continuation will 
cease immediately. 


Lay Off: If You are temporarily laid off by the Employer due to lack of work, Your coverage may be continued until the last 
day of the month following the month in which the lay off commenced. If the lay off becomes permanent, this continuation 
will cease immediately. 


Status Change: If You are: 
1) employed by the Policyholder; and 
2) no longer in an Eligible Class due to a reduction in the number of scheduled hours You work; 


Your coverage may be continued until the last day of the third consecutive month after the month in which Your scheduled 
hours were reduced. 


Disability Insurance: If You are working for the Policyholder and: 
1) are covered by; and 
2) meet the definition of disabled under; 


a Group Disability Insurance Policy, issued by Us to Your Employer, Your coverage may be continued until the last day of 
the 12th month after the month in which You became disabled, as defined in the Group Disability Insurance Policy. 


Sickness or lnjurv: If You are not Actively at Work due to sickness or injury, all of Your coverages may be continued: 
1) for a period of 12 consecutive month(s) from the date You were last Actively at Work; or 
2) if such absence results in a leave of absence in accordance with state or federal family and medical leave laws, 


then the combined continuation period will not exceed 12 consecutive month(s). 


Family and Medical Leave: If You are granted a leave of absence, in writing, according to the Family and Medical Leave 
Act of 1993, or other applicable state or local law, Your coverage(s) may be continued for up to 12 weeks, or 26 weeks if 
You qualify for Family Military Leave, or longer if required by other applicable law, following the date Your leave 
commenced. If the leave of absence ends prior to the agreed upon date, this continuation will cease immediately. 
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Sabbatical: If You are on a documented paid sabbatical, Your coverage may be continued for 12 month(s) after the 
sabbatical commenced. If the sabbatical terminates prior to the agreed upon date, this continuation will cease 
immediately. 


Waiver of Premium: Does coverage continue if I am Disabled? 
Waiver of Premium is a provision which allows You to continue Your Life Insurance coverage without paying premium, 
while You are Disabled and qualify for Waiver of Premium. 


If You qualify for Waiver of Premium, the amount of continued coverage: 
1) will be the amount in force on the date You cease to be an Active Employee; 
2) will be subject to any reductions provided by The Policy; and 
3) will not increase. 


Eligible Coverages: What coverages are eligible under this provision? 
This provision applies only to Your Basic Life Insurance. 


Disabled: What does Disabled mean? 
Disabled means You are prevented by injury or sickness from doing any work for wage or profit for which You are, or 
could become, qualified by: 


1) education; 
2) training; or 
3) experience. 


In addition, You will be considered Disabled if You have been diagnosed with a life expectancy of 12 months or less. 


Conditions for Qualification: What conditions must I satisfy before I qualify for this provision? 
To qualify for Waiver of Premium You must: 


1) be covered under The Policy; 
2) be Disabled and provide Proof of Loss that You have been Disabled for 9 consecutive month(s), starting on the 


date You were last Actively at Work; and 
3) provide such proof within one year of Your last day of work as an Active Employee. 


In any event, You must have been Actively at Work under The Policy to qualify for Waiver of Premium. 


When Premiums are Waived: When will premiums be waived? 
If We approve Waiver of Premium, We will notify You of the date We will begin to waive premium. In any case, We will 
not waive premiums for the first 9 month(s) You are Disabled. We have the right to: 


1) require Proof of Loss that You are Disabled; and 
2) have You examined at reasonable intervals during the first 2 years after receiving initial Proof of Loss, but not 


more than once a year after that. 
If You fail to submit any required Proof of Loss or refuse to be examined as required by Us, then Waiver of Premium 
ceases. 


However, if We deny Waiver of Premium, You may be eligible to convert coverage in accordance with the Conversion 
Right. 


If You cease to be Disabled and return to work for a total of 5 days or less during the first 9 month(s) that You are 
Disabled, the 9 month(s) waiting period will not be interrupted. Except for the 5 days or less that You worked, You must 
be Disabled by the same condition for the total 9 month(s) period. If You return to work for more than 5 days, You must 
satisfy a new waiting period. 


Benefit Payable before Approval of Waiver of Premium: What if I die before I qualify for Waiver of Premium? 
If You die within one year of Your last day of work as an Active Employee, but before You qualify for Waiver of Premium, 
We will pay the Amount of Life Insurance which is in force for You provided: 


1) You were continuously Disabled; 
2) the Disability lasted or would have lasted 9 months or more; and 
3) premiums had been paid for coverage. 


Waiver Ceases: When will Waiver of Premium cease? 
We will waive premium payments and continue Your coverage, while You remain Disabled, until the date You attain 
Normal Retirement Age if Disabled prior to age 60. 
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What happens when Waiver of Premium ceases? 
When the Waiver of Premium ceases: 


1) if You return to work in an Eligible Class, as an Active Employee, then You may again be eligible for coverage as 
long as premiums are paid when due; or 


2) if You do not return to work in an Eligible Class, coverage will end and You may exercise the Conversion Right if 
You do so within the time limits described in such provision. The Amount of Life Insurance that may be converted 
will be subject to the terms and conditions of the Conversion Right. 


Effect of Policy Termination: What happens to the Waiver of Premium if The Policy terminates? 
If The Policy terminates before You qualify for Waiver of Premium: 


1) You may exercise the Conversion Right, provided You do so within the time limits described in such provision; 
and 


2) You may still be approved for Waiver of Premium if You qualify. 


If The Policy terminates after You qualify for Waiver of Premium, Your coverage under the terms of this provision will not 
be affected. 


BENEFITS 


Life Insurance Benefit: When is the Life Insurance Benefit payable? 
If You die while covered under The Policy, We will pay Your Life Insurance Benefit after We receive Proof of Loss, in 
accordance with the Proof of Loss provision. 


The Life Insurance Benefit will be paid according to the General Provisions of The Policy. 


Accelerated Benefit: What is the benefit? 
In the event that You are diagnosed as Terminally Ill while You are: 


1) covered under The Policy for an Amount of Life Insurance of at least $10 ,000; and 
2) under Normal Retirement Age; 


We will pay the Accelerated Benefit in a lump sum amount as shown below, provided We receive proof of such Terminal 
Illness. 


The Accelerated Benefit will not be available to You unless You have been Actively at Work under The Policy. 


You must request in writing that a portion of Your Amount of Life Insurance be paid as an Accelerated Benefit. 


The Amount of Life Insurance payable upon Your death will be reduced by any Accelerated Benefit Amount paid under 
this benefit. In addition, Your remaining Amount of Life Insurance will be subject to any reductions in The Policy and will 
not increase once an Accelerated Benefit has been paid. There will be no effect on premium due after the Accelerated 
Benefit Amount is paid under this benefit. 


You may request a minimum Accelerated Benefit amount of 25% of the Amount of Insurance or $50,000 if less, and a 
maximum of $500,000. However, in no event will the Accelerated Benefit Amount exceed 80% of Your Amount of Life 
Insurance. This option may be exercised only once. 


For example, if You are covered for a Life Insurance Benefit Amount under The Policy of $100,000 and are Terminally Ill, 
You can request any portion of the Amount of Life Insurance Benefits from $25,000 to $80,000 to be paid now instead of 
to Your beneficiary upon death. However, if You decide to request only $25,000 now, You cannot request the additional 
$55,000 in the future. 


A person who submits proof satisfactory to Us of his or her Terminal Illness will also meet the definition of Disabled for 
Waiver of Premium. 


Any benefits received under this benefit may be taxable. You should consult a personal Tax Advisor for further 
information. 


In the event: 
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1) You are required by law to accelerate benefits to meet the claims of creditors; or 
2) if a government agency requires You to apply for benefits to qualify for a government benefit or entitlement; 


You will still be required to satisfy all the terms and conditions herein in order to receive an Accelerated Benefit. 


If You have executed an assignment of rights and interest with respect to Your Amount of Life Insurance, in order to 
receive the Accelerated Benefit, We must receive a release from the assignee before any benefits are payable. 


Terminal Illness or Terminally Ill means a life expectancy of 12 months or less. 


Proof of Terminal Illness and Examinations: Must proof of Terminal /I/ ness be submitted? 
We reserve the right to require satisfactory Proof of Terminal Illness on an ongoing basis. Any diagnosis submitted must 
be provided by a Physician. 


If You do not submit proof of Terminal Illness satisfactory to Us, or if You refuse to be examined by a Physician, as We 
may require, then We will not pay an Accelerated Benefit. 


No Longer Terminally Ill: What happens to my coverage if I am no longer Terminally Ill? 
If You are diagnosed by a Physician as no longer Terminally Ill and: 


1) return to an Eligible Class, coverage will remain in force, provided premium is paid; 
2) do not return to an Eligible Class, but You continue to meet the definition of Disabled, coverage will remain in 


force, subject to the Waiver of Premium provision; or 
3) are not in an Eligible Class, but You do not continue to meet the definition of Disabled, coverage will end and You 


may be eligible to exercise the Conversion Right, if You do so within the time limits described in such provision. 
In any event, the amount of coverage will be reduced by the Accelerated Benefit paid. In addition, any amount paid as an 
Accelerated Benefit is not available for conversion. Please see the Conversion Right provisions. 


Conversion Right: If coverage under The Policy ends or is reduced, do I have a right to convert? 
If Life Insurance coverage or any portion of it under The Policy ends for any reason, except non payment of premium, You 
have the right to convert the coverage that terminated to an individual conversion policy without providing Evidence of 
Insurability. Such reasons for the Life Insurance coverage ending include, but are not limited to termination of 
employment, termination of The Policy or change in classes eligible for insurance. Conversion is not available for any 
Amount of Life Insurance for which You were not eligible and covered under The Policy. 


This right to convert also applies if Your Amount of Life Insurance reduces: 
1) due to a change in class of persons covered under The Policy; 
2) due to an amendment to The Policy; or 
3) in accordance with the Reduction in Amount of Coverage Due to Age provision stated in the Schedule. 


The amount that may be converted is limited to the amount of group coverage in force prior to termination, less any 
amount of group coverage remaining in force under The Policy, subject to the provisions outlined below. 


If coverage under The Policy ends because The Policy is terminated, the amount which may be converted is limited to the 
Life Insurance Benefit under The Policy less any Amount of Life Insurance for which You may become eligible under any 
group life insurance policy issued or reinstated within 45 days of termination of group life coverage. 


If coverage under The Policy ends for any other reason, except non payment of premium, the full amount of coverage 
which ended may be converted. 


If this conversion right applies due to a reduction in the Amount of Insurance, then the amount of the insurance that may 
be converted will equal the amount by which the benefit is reduced. However, if the Amount of Insurance is reduced in 
accordance with the Reduction in Amount of Coverage Due to Age provision stated in the Schedule, then the amount of 
insurance that may be converted will equal the amount which, when added to the amount in force after the reduction, 
equals 80% of the Amount of Insurance immediately prior to reduction. 


Insurer, as used in this provision, means Us or another insurance company which has agreed to issue conversion 
policies according to this Conversion Right. 


Conversion: How do I convert my coverage? 
You will be given notice of the conversion privilege within 15 days before or after the terminating event which results in the 
conversion option. If such notice is not given, You will have an additional period in which to exercise conversion rights. If 
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notice is given more than 15 days but fewer than 90 days after the terminating event, this additional period will end 45 
days following the date You are given notice of the right to convert. Written notice of conversion rights will be presented 
to You or mailed by the Employer or Us to the last known address. 


If notice is not given within 90 days after the terminating event, the conversion election period will terminate at the end of 
90 days. 


To convert Your coverage You must: 
1) complete a Notice of Conversion Right form; and 
2) have Your Employer sign the form. 


The Insurer must receive this within: 
1) 31 days after Life Insurance terminates or during any required extension of the conversion election period as 


noted above; or 
2) 15 days from the date Your Employer signs the form; 


whichever is later. 


After the Insurer verifies eligibility for coverage, the Insurer will send You a Conversion Policy proposal. You must: 
1) complete and return the request form in the proposal; and 
2) pay the required premium for coverage; 


within the time period specified in the proposal. 


Any individual policy issued to You under the Conversion Right: 
1) will be effective as of the date group coverage under The Policy ends and is not continued or if the conversion 


election period is extended as noted above, the date the Insurer received the completed Notice of Conversion 
Right form; and 


2) will be in lieu of coverage for this amount under The Policy. 


Conversion Policy Provisions: What are the Conversion Policy provisions? 
The Conversion Policy will: 


1) be issued on any one of the Life Insurance policy forms then customarily issued by the Insurer, except term 
insurance; and 


2) base premiums on the Insurer's rates in effect for new applicants of Your class and age at the time of conversion. 
The Conversion Policy will not provide: 


1) the same terms and conditions of coverage as The Policy; and 
2) any benefit other than the Life Insurance Benefit. 


At Your option, the Conversion Policy may be preceded by a one year term insurance policy subject to the same 
conditions and a premium payable in any mode customarily offered by the Insurer. 


If Your insurance terminates due to Your total and permanent disability, You may elect any one of the Life Insurance 
policy forms, including term insurance, customarily issued by the Insurer, subject to the same conditions, at the end of the 
one year period. At Your option, the Conversion Policy may be preceded by a one year term insurance policy subject to 
the same conditions. 


The Conversion right is available for any Amount of Life Insurance which was, or is being, continued: 
1) in accordance with the Waiver of Premium provision; or 
2) in accordance with the Continuation Provisions. 


If Conversion is elected, then coverage continued as outlined above will terminate. 


The Incontestability provision for the amount converted does not start anew. 


Death within the Conversion Period: What if I die before coverage is converted? 
We will pay Your Amount of Life Insurance You would have had the right to apply for under this provision if: 


1) coverage under The Policy terminates; and 
2) You die within 31 days of date coverage terminates or during any required extension of the conversion election 


period as noted above; and 
3) We receive Proof of Loss. 
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If the Conversion Policy has already taken effect, no Life Insurance Benefit will be payable under The Policy for the 
amount converted. 


Effect of Waiver of Premium on Conversion: What happens to the Conversion Policy if Waiver of Premium is later 
approved? 
If You apply and are approved for Waiver of Premium after an individual Conversion Policy has been issued, any benefit 
payable at Your death under The Policy will be paid only if the individual Conversion Policy is surrendered. The Insurer 
will refund the premium paid for such Conversion Policy. 
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ACCIDENTAL DEATH AND DISMEMBERMENT BENEFITS 


Accidental Death and Dismemberment Benefit: When is the Accidental Death and Dismemberment Benefit payable? 
If You sustain an Injury which results in any of the following Losses within 365 days of the date of accident, We will pay 
Your amount of Principal Sum, or a portion of such Principal Sum, as shown opposite the Loss after We receive Proof of 
Loss, in accordance with the Proof of Loss provision. 


This Benefit will be paid according to the General Provisions of The Policy. 


We will not pay more than the Principal Sum to any one person, for all Losses due to the same accident. Your amount of 
Principal Sum is shown in the Schedule of Insurance. 


For Loss of: Benefit: 
Life ................................................................................................... Principal Sum 
Both Hands or Both Feet or Sight of Both Eyes .......................................... Principal Sum 
One Hand and One Foot.. ..................................................................... Principal Sum 
Speech and Hearing in Both Ears ........................................................... Principal Sum 
Either Hand or Foot and Sight of One Eye ................................................ Principal Sum 
Movement of Both Upper and Lower Limbs (Quadriplegia) ........................... Principal Sum 
Movement of Both Lower Limbs (Paraplegia) .................... Three-Quarters of Principal Sum 
Movement of Three Limbs (Triplegia) .............................. Three-Quarters of Principal Sum 
Movement of the Upper and Lower Limbs of One Side 
of the Body (Hemiplegia) .............................................................. One-Half of Principal Sum 
Either Hand or Foot.. ............................................................ One-Half of Principal Sum 
Sight of One Eye ................................................................. One-Half of Principal Sum 
Speech or Hearing in Both Ears ............................................. One-Half of Principal Sum 
Movement of One Limb (Uniplegia) .................................... One-Quarter of Principal Sum 
Thumb and Index Finger of Either Hand .............................. One-Quarter of Principal Sum 


Loss means with regard to: 
1) hands and feet, actual severance through or above wrist or ankle joints; 
2) sight, speech and hearing, entire and irrecoverable loss thereof; 
3) thumb and index finger, actual severance through or above the metacarpophalangeal joints; or 
4) movement, complete and irreversible paralysis of such limbs. 


Seat Belt and Air Bag Benefit: When is the Seat Belt and Air Bag Benefit payable? 
If You sustain an Injury that results in a Loss payable under the Accidental Death and Dismemberment Benefit, We will 
pay an additional Seat Belt and Air Bag Benefit if the Injury occurred while You were: 


1) a passenger riding in; or 
2) the licensed operator of; 


a properly registered Motor Vehicle and were wearing a Seat Belt at the time of the Accident as verified on the police 
accident report. 


This Benefit will be paid: 
1) after We receive Proof of Loss, in accordance with the Proof of Loss provision; and 
2) according to the General Provisions of The Policy. 


If a Seat Belt Benefit is payable, We will also pay an Air Bag Benefit if You were: 
1) positioned in a seat equipped with a factory-installed Air Bag; and 
2) properly strapped in the Seat Belt when the Air Bag inflated. 


The Seat Belt Benefit is the lesser of: 
1) an amount resulting from multiplying Your amount of Principal Sum by the Seat Belt Benefit Percentage; or 
2) the Maximum Amount for this Benefit. 


The Air Bag Benefit is the lesser of: 
1) an amount resulting from multiplying Your amount of Principal Sum by the Air Bag Benefit Percentage; or 
2) the Maximum Amount for this Benefit. 
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If it cannot be determined that You were wearing a Seat Belt at the time of Accident, a Minimum Benefit will be payable 
under the Seat Belt Benefit. 


Accident, for the purpose of this Benefit only, means the unintentional collision of a Motor Vehicle during which You were 
wearing a Seat Belt. 


Air Bag means an inflatable supplemental passive restraint system installed by the manufacturer of the Motor Vehicle or 
its proper replacement parts installed as required by the Motor Vehicle's manufacturer's specifications that inflates upon 
collision to protect an individual from Injury and death. An Air Bag is not considered a Seat Belt. 


Seat Belt means an unaltered belt, lap restraint, or lap and shoulder restraint installed by the manufacturer of the Motor 
Vehicle, or proper replacement parts installed as required by the Motor Vehicle's manufacturer's specifications. 


The Seat Belt and Air Bag Benefit will not be payable if You are operating the Motor Vehicle at the time of Injury while: 
1) Intoxicated; or 
2) taking drugs, including but not limited to sedatives, narcotics, barbiturates, amphetamines, or hallucinogens, 


unless as prescribed by or administered by a Physician. 


Intoxicated means: 
1) the blood alcohol content; 
2) the results of other means of testing blood alcohol level; or 
3) the results of other means of testing other substances; 


that meet or exceed the legal presumption of intoxication, or under the influence, under the law of the state where the 
accident occurred. 


The specific amounts for this Benefit are shown in the Schedule of Insurance. 


Repatriation Benefit: When is the Repatriation Benefit payable? 
If You sustain an Injury that results in Loss of life payable under the Accidental Death and Dismemberment Benefit, We 
will pay an additional Repatriation Benefit, if the death occurs outside the territorial limits of the state or country of Your 
place of permanent residence. 


This Benefit will be paid: 
1) after We receive Proof of Loss, in accordance with the Proof of Loss provision; and 
2) according to the General Provisions of The Policy. 


The Repatriation Benefit will pay the least of: 
1) the actual expenses incurred for transportation of the body to the place of burial or cremation; 
2) the amount resulting from multiplying Your amount of Principal Sum by the Repatriation Benefit Percentage; or 
3) the Maximum Amount for this Benefit. 


The specific amounts for this Benefit are shown in the Schedule of Insurance. 


Exclusions (applicable to all benefits except the Life Insurance Benefit): What losses are not covered under The Policy? 
The Policy does not cover any loss caused or contributed to by: 


1) intentionally self-inflicted Injury; 
2) suicide or attempted suicide; 
3) war or act of war, whether declared or not; 
4) Injury sustained during service in the armed forces (land, water, air) of any country or international authority; 
5) Injury sustained while taking narcotics, unless as prescribed by or administered by a Physician; 
6) Injury to which a contributing cause was the insured's commission of or attempt to commit a felony or to which a 


contributing cause was the insured's being engaged in an illegal occupation; or 
7) Injury sustained or contracted in consequence of You being Intoxicated. 


Intoxicated means: 
1) the blood alcohol content; 
2) the results of other means of testing blood alcohol level; or 
3) the results of other means of testing other substances; 
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that meet or exceed the legal presumption of intoxication, or under the influence, under the law of the state where the 
accident occurred. 
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GENERAL PROVISIONS 


Notice of Claim: When should I notify the Company of a claim? 
You, or the person who has the right to claim benefits, must give Us, written notice of a claim within 30 days after: 


1) the date of death; or 
2) the date of loss. 


If notice cannot be given within that time, it must be given as soon as reasonably possible after that. Such notice must 
include the claimant's name, address and the Policy Number. 


Claim Forms: Are special forms required to file a claim? 
We will send forms to the claimant to provide Proof of Loss, within 15 days of receiving a Notice of Claim. If We do not 
send the forms within 15 days, the claimant may submit any other written proof which fully describes the nature and extent 
of the claim. 


Proof of Loss: What is Proof of Loss? 
Proof of Loss may include, but is not limited to, the following: 


1) a completed claim form; 
2) a certified copy of the death certificate (if applicable); 
3) Your Beneficiary Designation (if applicable); 
4) documentation of: 


a) the date Your Disability began; 
b) the cause of Your Disability; and 
c) the prognosis of Your Disability; 


5) any and all medical information, including x-ray films and photocopies of medical records, including histories, 
physical, mental or diagnostic examinations and treatment notes; 


6) the names and addresses of all: 
a) Physicians or other qualified medical professionals You have consulted; 
b) hospitals or other medical facilities in which You have been treated; and 
c) pharmacies which have filled Your prescriptions within the past three years; 


7) Your signed authorization for Us to obtain and release medical, employment and financial information (if 
applicable); or 


8) Any additional information required by Us to adjudicate the claim. 
All proof submitted must be satisfactory to Us. 


Sending Proof of Loss: When must Proof of Loss be given? 
Written Proof of Loss should be sent to Us within 365 days after the loss. However, all claims should be submitted to Us 
within 90 days of the date coverage ends. 


If proof is not given by the time it is due, it will not affect the claim if: 
1) it was not possible to give proof within the required time; and 
2) proof is given as soon as possible. 


Physical Examination and Autopsy: Can We have a claimant examined or request an autopsy? 
While a claim is pending We have the right at Our expense: 


1) to have the person who has a loss examined by a Physician when and as often as We reasonably require; and 
2) to have an autopsy performed in case of death where it is not forbidden by law. 


Claim Payment: When are benefit payments issued? 
When We determine that benefits are payable, We will pay the benefits in accordance with the Claims to be Paid 
provision, but not more than 30 days after such Proof of Loss is received. 


Claims to be Paid: To whom will benefits for my claim be paid? 
Life Insurance Benefits and benefits for loss of life under the Accidental Death and Dismemberment Benefits will be 
in accordance with the life insurance Beneficiary Designation. 


If no beneficiary is named, or if no named beneficiary survives You, We may, at Our option, pay: 
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1) the executors or administrators of Your estate; or 
2) all to Your surviving spouse; or 
3) if Your spouse does not survive You, in equal shares to Your surviving children; or 
4) if no child survives You, in equal shares to Your surviving parents. 


In addition, We may, at Our option, pay a portion of Your Life Insurance Benefit up to $500 to any person equitably 
entitled to payment by reason of having incurred expenses on Your behalf or because of expenses from Your burial. 
Payment to any person, as shown above, will release Us from liability for the amount paid. 


If any beneficiary is a minor, We may pay his or her share, until a legal guardian of the minor's estate is appointed, to a 
person who at Our option and in Our opinion is providing financial support and maintenance for the minor. We will pay: 


1) $200 at Your death; and 
2) monthly installments of not more than $200. 


Payment to any person as shown above will release Us from all further liability for the amount paid. 


We will make any payments, other than for loss of life, to You. We may make any such payments owed at Your death to 
Your estate. If any payment is owed to: 


1) Your estate; 
2) a person who is a minor; or 
3) a person who is not legally competent, 


then We may pay up to $1,000 to a person who is related to You and who, at Our sole discretion, is entitled to it. Any 
such payment shall fulfill Our responsibility for the amount paid. 


Unless otherwise provided by law, the Life Insurance Benefit is not subject to the claim of, or legal process by, any 
creditor of Your beneficiary. 


Beneficiary Designation: How do I designate or change my beneficiary? 
You may designate or change a beneficiary by doing so in writing on a form satisfactory to Us and filing the form with the 
Employer. Only satisfactory forms sent to the Employer prior to Your death will be accepted. 


If You designate more than one beneficiary and do not specify the amounts, percentage shares, or order of payment, 
benefits payable will be divided equally among all beneficiaries. The share of any beneficiary who has died before You 
will go equally to the surviving beneficiaries, unless Your beneficiary designation states otherwise. 


Beneficiary designations will become effective as of the date You signed and dated the form, even if You have since died. 
We will not be liable for any amounts paid before receiving notice of a beneficiary change from the Employer. 


If You have designated an irrevocable beneficiary, You will be able to change that beneficiary only after We have received 
a signed release from Your irrevocable beneficiary. 


In no event may a beneficiary be changed by a Power of Attorney, to the extent permitted by applicable law. 


Claim Denial: What notification will my beneficiary or I receive if a claim is denied? 
If a claim for benefits is wholly or partly denied, You or Your beneficiary will be furnished with written notification of the 
decision. This written notification will: 


1) give the specific reason( s) for the denial; 
2) make specific reference to the provisions upon which the denial is based; 
3) provide a description of any additional information necessary to perfect a claim and an explanation of why it is 


necessary; and 
4) provide an explanation of the review procedure. 


Claim Appeal: What recourse do my beneficiary or I have if a claim is denied? 
On any claim, the claimant or his or her representative may appeal to Us for a full and fair review. To do so, he or she: 


1) must request a review upon written application within: 
a) 180 days of receipt of claim denial if the claim requires Us to make a determination of disability; or 
b) 60 days of receipt of claim denial if the claim does not require Us to make a determination of disability; and 


2) may request copies of all documents, records, and other information relevant to the claim; and 
3) may submit written comments, documents, records and other information relating to the claim. 


We will respond in writing with Our final decision on the claim. 
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Policy Interpretation: Who interprets the terms and conditions of The Policy? 
We have full discretion and authority to determine eligibility for benefits and to construe and interpret all terms and 
provisions of The Policy. This provision applies where the interpretation of The Policy is governed by the Employee 
Retirement Income Security Act of 197 4, as amended (ERISA). 


Incontestability: When can The Policy be contested? 
Except for non-payment of premiums, the Life Insurance Benefit of The Policy cannot be contested after two years from 
the Policy Effective Date. This provision does not apply to the Accidental Death and Dismemberment benefit. 


No material misrepresentation made by You relating to Your insurability will be used to contest the insurance for which the 
statement was made after the insurance has been in force for two years during Your lifetime. In order to be used, the 
statement must be in writing and signed by You, a copy of which is or has been furnished to You or Your Beneficiary. 


This two year period also applies to any additional amounts of Life Insurance which You request and is subject to 
evidence of insurability from the date such additional coverage becomes effective. 


Assignment: Are there any rights of assignment? 
Except for the dismemberment benefits under the Accidental Death and Dismemberment Benefit, You have the to 
absolutely assign all of Your rights and interest under The Policy including, but not limited to the following: 


1) the right to make any contributions required to keep the insurance in force; 
2) the right to convert; and 
3) the right to name and change a beneficiary. 


We will recognize any absolute assignment made by You under The Policy, provided: 
1) it is duly executed; and 
2) a copy is received by Us. 


You may only change an absolute assignment made by You with written consent of the absolute beneficiary(s), and a 
copy of the written consent must be on file with Us. 


We and the Policyholder assume no responsibility: 
1) for the validity or effect of any assignment; or 
2) to provide any assignee with notices which We may be obligated to provide to You. 


You do not have the right to collaterally assign Your rights and interest under The Policy. 


Assignments will become effective as of the date You signed and dated the form, even if You have since died. We will not 
be liable for any amounts paid before receiving notice of assignment or change of assignment. 


Legal Actions: When can legal action be taken against Us? 
Legal action cannot be taken against Us: 


1) sooner than 60 days after the date written Proof of Loss is furnished; or 
2) more than 6 years after the date Proof of Loss is required to be furnished according to the terms of The Policy. 


Workers' Compensation: How does The Policy affect Workers' Compensation coverage? 
The Policy does not replace Workers' Compensation or affect any requirement for Workers' Compensation coverage. 


Insurance Fraud: How does the Company deal with fraud? 
Insurance fraud is a crime. We will use all means available to Us to detect, investigate, deter and prosecute those who 
commit insurance fraud. We will pursue all available legal remedies if You and/or the Employer perpetrate insurance 
fraud. 


Misstatements: What happens if facts are misstated? 
If material facts about You were not stated accurately: 


1) the premium may be adjusted; and 
2) the true facts will be used to determine if, and for what amount, coverage should have been in force. 


This adjustment will not apply to material facts, other than age or sex, after such insurance policy has been in force for a 
period of 2 years. 
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DEFINITIONS 


Active Employee means an employee who works for the Employer on a regular basis in the usual course of the 
Employer's business. This must be at least the number of hours shown in the Schedule of Insurance. 


Actively at Work means at work with Your Employer on a day that is one of Your Employer's scheduled workdays. On 
that day, You must be performing for wage or profit all of the regular duties of Your job: 


1) in the usual way; and 
2) for Your usual number of hours. 


We will also consider You to be Actively At Work on any regularly scheduled vacation day or holiday, only if You were 
Actively At Work on the preceding scheduled work day. 


Earnings means Your regular annual rate of pay, not counting bonuses, commissions and tips and tokens, overtime pay 
or any other fringe benefits or extra compensation, in effect on the date You were last Actively at Work. 


Employer means the Policyholder. 


Non-Contributory Coverage means coverage for which You are not required to contribute toward the cost. Non
Contributory Coverage is shown in the Schedule of Insurance. 


Normal Retirement Age means the Social Security Normal Retirement Age under the most recent amendments to the 
United States Social Security Act. It is determined by Your date of birth, as follows: 


Year of Birth Normal Retirement Age Year of Birth 
1937 or before 65 1955 
1938 65 + 2 months 1956 
1939 65 + 4 months 1957 
1940 65 + 6 months 1958 
1941 65 + 8 months 1959 
1942 65 + 10 months 1960 or after 
1943 through 1954 66 


Physician means a person who is: 


Normal Retirement Age 
66 + 2 months 
66 + 4 months 
66 + 6 months 
66 + 8 months 
66 + 1 0 months 
67 


1) a doctor of medicine, osteopathy, psychology or other legally qualified practitioner of a healing art that We 
recognize or are required by law to recognize; 


2) licensed to practice in the jurisdiction where care is being given; 
3) practicing within the scope of that license; and 
4) not Related to You by blood or marriage. 


Prior Policy means the group life insurance policy carried by the Policyholder on the day before the Policy Effective Date 
and will only include the coverage which is transferred to Us. 


Related means Your spouse, or other adult living with You, or Your sibling, parent, step-parent, grandparent, aunt, uncle, 
niece, nephew, son, daughter, or grandchild. 


The Policy means the Policy which We issued to the Policyholder under the Policy Number shown on the face page. 


We, Us or Our means the insurance company named on the face page of The Policy. 


You or Your means the person to whom this certificate is issued. 


46 







ACCIDENTAL DEATH AND DISMEMBERMENT DEFINITIONS 


Common Carrier means a conveyance operated by a concern, other than the Policyholder, organized and licensed for 
the transportation of passengers for hire and operated by that concern. 


Injury means bodily injury resulting: 
1) directly from an accident; and 
2) independently of all other causes; 


which occurs while You are covered under The Policy. 


Loss resulting from: 
1) sickness or disease, except a pus-forming infection which occurs through an accidental wound; or 
2) medical or surgical treatment of a sickness or disease; 


is not considered as resulting from Injury. 


Motor Vehicle means a self-propelled, four (4) or more wheeled: 
1) private passenger: car, station wagon, van or sport utility vehicle; 
2) motor home or camper; or 
3) pick-up truck; 


not being used as a Common Carrier. 


A Motor Vehicle does not include farm equipment, snowmobiles, all-terrain vehicles, lawnmowers or any other type of 
equipment vehicles. 
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AMENDATORY RIDER 


HARTFORD LIFE INSURANCE COMPANY 
200 Hopmeadow Street 


Simsbury, Connecticut 06089 
(A stock insurance company) 


This rider is attached to a certificate given in connection with The Policy. 


This rider becomes effective on the certificate effective date. 


This rider is intended to amend Your certificate, as indicated below, to comply with the laws of Your state of residence. 
Only those references to benefits, provisions or terms actually included in Your certificate will affect Your coverage. In 
addition, any reference made herein to Dependent coverage will only apply if Dependent coverage is provided in Your 
certificate. 


For California residents: 
1) The following is added to the definition of Spouse: 


Spouse will also include an individual who is in a registered domestic partnership with You in accordance with 
California law. References to Your marriage or divorce will include Your registered domestic partnership or 
dissolution of Your registered domestic partnership. 


2) The following is added to the definition of Dependent Child(ren): 
Dependent Child{ren) will also include child(ren) of Your California registered domestic partner. 


For Colorado residents, the Suicide provision will only exclude amounts of life insurance in effect within the first year of 
coverage or within the first year following an increase in coverage. 


For Connecticut residents: 
1) The definition of Dependent Child(ren) is amended to include relationships due to domestic partnership. 
2) The following is added to the definition of Spouse: 


Spouse will include Your domestic partner, provided You have executed a domestic partner affidavit 
satisfactory to Us, establishing that You and Your partner are domestic partners for the purposes of The 
Policy. You will continue to be considered domestic partners provided You continue to meet the requirements 
described in the domestic partner affidavit. 


For Louisiana residents: 
1) The definition of Dependent Child(ren) is replaced by the following: 


Dependent Child(ren) means: 
1) Your unmarried children, stepchildren, legally adopted children; 
2) unmarried child who is placed in Your home pursuant to an adoption placement agreement; executed 


with a licensed adoption agency (from the date of placement in Your home); 
3) an unmarried child who is placed in Your home following execution of an act of voluntary surrender (as of 


the date on which the act of voluntary surrender becomes irrevocable); 
4) Your unmarried grandchildren who are in Your legal custody and live with You; or 
5) any other children related to You by blood or marriage who live with You in a regular parent-child 


relationship; 
provided such children are primarily dependent upon You for financial support and maintenance and are: 
1) from live birth to age 21 years; 
2) age 21, but under age 24, and in full-time attendance at an accredited institution of learning. If a student 


is attending a Louisiana vocational, technical, vocational-technical, or trade school or institute on a full
time basis, as defined by the institution, then we will consider the student to have satisfied the 
requirements of full-time attendance for The Policy; 
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3) Coverage will be continued for a child up to age 24 who is deemed to be unable to attend school full-time 
due to a mental or nervous condition, problem or disorder; or 


4) age 21 or older and disabled. Such children must have become disabled before attaining age 21. You 
must submit proof, satisfactory to Us, of such children's disability. 


2) The definition of Dependent is replaced by the following: 
Dependent means Your Spouse and Your Dependent Child(ren). A dependent must be a citizen or legal 
resident of the United States, its territories and protectorates. Any person who is in full-time military service 
cannot be a dependent, unless that person is subsequently called to military service and any required 
premium is paid. 


3) Any and all references to Domestic Partners are hereby deleted. 
4) The age limit stated in the Continuation for Dependent Children with Disabilities provision is increased to 21, 


if less than 21. 
5) The following provision is added to the Period of Coverage provisions: 


Reinstatement after Military Service: If: 
1) Your coverage terminates because You enter active military service; and 
2) You are rehired within 12 months of the date Your coverage terminated/within 12 months of the date You 


return from active military service; 
then coverage for You and Your previously covered Dependent Spouse/Dependents may be reinstated, 
provided You request such reinstatement within 31 days of the date You return to work. The reinstated 
coverage will: 
1) be the same coverage amounts in force on the date coverage terminated; and 
2) not be subject to any Waiting Period for Coverage, Evidence of Insurability or Pre-existing Conditions 


Limitations; and 
3) be subject to all the terms and provisions of The Policy. 


6) The dollar amount stated in the third paragraph of the Claims to be Paid provision is changed to $250, if less 
than $250. 


7) The exclusion for the Seatbelt and Air Bag benefit is replace by the following: 
The Seat Belt and Air Bag Benefit will not be payable if the injured person is operating the Motor Vehicle at 
the time of Injury while: 
1) Intoxicated; or 
2) under the influence of narcotics, unless administered on the advice of a physician. 


8) The drug exclusion in the Accidental Death and Dismemberment Exclusions is replaced by the following: 
Injury sustained while under the influence of narcotics, unless administered on the advice of a Physician; 


For Marvland residents: 
1) The definition of Dependent Child(ren) is amended to include relationships due to domestic partnership. 
2) The following is added to the definition of Spouse: 


Spouse will include Your domestic partner, provided You have executed a domestic partner affidavit 
satisfactory to Us, establishing that You and Your partner are domestic partners for the purposes of The 
Policy. You will continue to be considered domestic partners provided You continue to meet the requirements 
described in the domestic partner affidavit. 


For Massachusetts residents, the definition of Terminal Illness or Terminally Ill in the Accelerated Benefit cannot 
exceed 24 months. 


For Minnesota residents: 
1) The term "granted military leave of absence" in the Militarv Leave of Absence portion of the Continuation 


Provisions section, is amended to "documented military leave of absence." 
2) The following applies to You if there are more than 25 residents of Minnesota who are covered under The Policy 


and those 25 residents constitute 25% or more of the total number of people covered under The Policy: The 
provision titled "Lay Off" is deleted from the Continuation Provisions and is replaced by the following: 


Lay Off: If You are voluntarily or involuntarily terminated or Laid Off, You may elect to continue Your 
coverage by making monthly premium payments to the Employer for the cost of continued coverage. You 
must elect this continued coverage within 60 days from: 


1) the date Your coverage would otherwise terminate; or 
2) the date You receive a written notice of Your right to continue coverage; 


whichever is later. The amount of premium charged may not exceed 102% of the premium paid, either by You 
or the Employer, for life insurance coverage for an Active Employee. The Employer will inform You of: 


1) Your right to continue coverage; 
2) the amount of monthly premium; and 
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3) how, where and by when payment must be made. 
Upon request, the Employer will provide You Our written verification of the cost of coverage. Coverage will 
continue until the first to occur of: 


1) the date You are covered under another group policy; or 
2) the last day of the 18th month following the date of termination or layoff. 


At the end of such 18 month period, You may exercise the Conversion Right if You do so within the time limits 
described in such provision. However, in lieu of conversion coverage You may accept a policy providing 
reduced benefits at a reduced premium rate. Minnesota law requires that if Your coverage ends because the 
Employer fails: 


1) to notify You of Your right to continue coverage; or 
2) to pay the premium after timely receipt; 


the Employer will be liable for benefit payments to the extent We would have been liable had You still been 
covered. Laid Off means that there is a reduction in the number of hours You work for the Employer so that 
You are no longer eligible for coverage. The term termination does not include discharge for gross 
misconduct but does include retirement. 


3) the gth paragraph of the Accelerated Benefit provision is deleted. 
4) the 2nd, 3'd and 41h paragra~hs of the Conversion Right provision are deleted. 
5) The first sentence of the 51 paragraph of the Claims to be Paid provision is amended as follows: 


If benefits are payable and are greater than $15,000, then You or Your beneficiary may request that We pay 
benefits into a draft book account (checking account) which will be owned by: 


1) You, if living; or 
2) Your beneficiary, in the event of Your death. 


For Missouri residents: 
1) The time periods stated in the Conditions for Qualification and the Benefit Payable before Approval of 


Waiver of Premium provisions are changed to 180 days, if greater than180 days. 
2) The following language is added to the When Premiums are Waived provision: 


If Waiver of Premium is approved, it will be retroactive to the date the disability began. Premiums will be 
waived retrospectively once You have completed the 180 day waiting period. 


3) The Suicide provision is replaced by the following: 
Suicide: What benefit is payable if death is a result of suicide? 
If You or Your Dependent commit suicide, whether sane or insane, We will not pay any Supplemental Amount 
of Life Insurance or Supplemental Amount of Dependent Life Insurance for the deceased person which was 
elected within the 1 year period immediately prior to the date of death. This applies to initial coverage and 
elected increases in coverage. It does not apply to benefit increases that resulted solely due to an increase in 
Earnings. If You or Your Dependent die as a result of suicide, whether sane or insane, within 1 year of the 
Policy effective date, all premiums paid for coverage will be refunded. 


This 1 year period includes the time group life insurance coverage was in force under the Prior Policy. 


For Montana residents: 
1) The time period stated in the Conversion Right provision is changed to 3 years, if greater than 3 years. 
2) The dollar amount stated in the Conversion Right provision is changed to $10,000, if less than $10,000. 
3) The 2nd paragraph of the Conversion Policy Provisions is deleted. 
4) The dollar amount stated in the second paragraph of the Claims to be Paid provision is changed to $500, if not 


$500. 
5) The following provision is added to the Claims to be Paid provision. 


Payable Interest: Is interest payable on death claims? 
Claims payable for loss of life will be paid within 60 days of the date due proof is received. If the claim is paid 
more than 30 days after the date due proof is received, the amount payable will include interest. Interest will 
be paid at the discount rate, on 90-day commercial paper, in effect at the Federal Reserve Bank in the Ninth 
Federal Reserve District on the date due proof is received. 


For New Hampshire residents: 
1) The Waiver of Premium and Disability Extension provision or the Disability Extension provision is deleted 
2) The following is added to the end of the first paragraph of the Conversion provision: 


The Notice of Conversion Right form will be mailed to You within 15 days after the Policy ceases. If notice is 
given more than 15 days after the Policy ceases, the time You have to convert will be extended for 15 days 
from the date notice was given. 


3) The last sentence of the second paragraph of the Conversion provision is replaced by the following: 
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However, unless you did not have notice, We will not accept requests for Conversion if they are received 
more than 91 days after Life Insurance terminates. 


4) Item #3 in the second paragraph of the Sending Proof of Loss provision is deleted. 
5) The dollar amount stated in the third paragraph of the Claims to be Paid provision is changed to $250, if less 


than $250. 
6) The following is added to the Period of Coverage if Spouse Accidental Death and Dismemberment is included in 


the contract: 
Spouse Continuation: Can coverage be continued for a divorced Spouse? 
If You are legally separated or divorced from Your Spouse, coverage for Your former Spouse may continue 
under The Policy until the earliest of: 


1) the last day of the third year following the anniversary of a final divorce or legal separation; 
2) the date You remarry; 
3) the date Your former Spouse remarries; 
4) a date specified in the final divorce decree; 
5) the date Your former Spouse fails to pay any premiums that may be due; or 
6) the date You die. 


For North Dakota residents, the Suicide provision will only exclude amounts of life insurance in effect within the first year 
of coverage or within the first year following an increase in coverage. 


For Oregon residents: 
1) The following is added to the definition of Spouse: 


Spouse will also include an individual who is in a registered domestic partnership with You in accordance with 
Oregon law. References to Your marriage or divorce will include Your registered domestic partnership or 
dissolution of Your registered domestic partnership. 


2) The following is added to the definition of Dependent Child(ren): 
Dependent Child(ren) will also include child(ren) of Your Oregon registered domestic partner. 


For South Carolina residents: 
1) The following is added to the Physical Examinations and Autopsy provision: "Such autopsy must take place in 


the state of South Carolina." 
2) The dollar amount stated in the third paragraph of the Claims to be Paid provision is changed to $2,000, if less 


than $2,000. 


For South Dakota residents: 
1) The suicide, felony, speed or endurance contest exclusions are replaced by the following: 


suicide, whether sane or insane, within two years of the individual's coverage under the policy; 
Injury caused directly or indirectly by riding or driving on land, air, or water if participating in a speed or 
endurance contest; 
Injury sustained while committing a felony. 


2) The self-inflicted Injury, drug, Intoxicated and Driving while Intoxicated exclusions are deleted. 
3) The definition of "Intoxicated" is deleted from the Exclusion section. 
4) The exclusions set forth in the Seat Belt and Air Bag benefit are deleted. 
5) The definition of Felonious Assault set forth in the Felonious Assault Benefit is replaced by the following: 


Felonious Assault means a violent or criminal act directed at You or Your Dependents during the course of a 
robbery, kidnapping or criminal assault, which constitutes a felony under the law. 


For Utah residents: 
1) The time period stated in the Suicide provision is changed to 2 years if not already 2 years. 
2) Item 1 of the first paragraph in the Conversion Policy Provisions is replaced by the following: 


1) be issued on one of the Life Insurance policy forms the Insurer is customarily issuing at the age and for 
the amount applied for at the time of conversion except for term insurance; and 


3) The following sentence is added to the Effect of Waiver of Premium on Conversion provision, if not already 
added: 


The Insurer will refund the premium paid for such Conversion Policy. 
4) The time period stated in the Claim Forms provision is changed to 15 days if less than 15 days. 
5) Item 3 of the second paragraph of the Sending Proof of Loss provision is deleted. 
6) The time period stated in the Claim Payment provision is changed to 15 days if more than 15 days. 
7) The provision titled Policy Interpretation is deleted in its entirety. 
8) The words "In the absence of fraud" are deleted from the Incontestability provision. 
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9) The following provision is added to the Continuation provisions: 
Disability: If You are not Actively at Work due a Disability, all of Your coverage (including Dependent Life 
coverage) may be continued beyond a date shown in the Termination provision. Coverage may not be 
continued under more than one Continuation Provision. The amount of continued coverage applicable to You 
or Your Dependents will be the amount of coverage in effect on the date immediately before coverage would 
otherwise have ended. Coverage will continue until the earliest of: 


1) six months from the date of Disability; 
2) approval by Us of continuation of the coverage under any disability provision The Policy may contain; 
3) the date premium payment is due but not paid; 
4) The Policy terminates; or 
5) if the Policyholder is a trust, Your Employer ceases to be a Participating Employer. 


In no event will the amount of insurance increase while coverage is continued in accordance with this 
provision. The Continuation Provisions shown above may not be applied consecutively. If such absence 
results in a leave of absence in accordance with state and/or federal family and medical leave laws, then the 
combined continuation period will not exceed twelve consecutive months. 


For Vermont residents: 
The following Endorsement applies: 


Purpose: This endorsement is intended to provide benefits for parties to a civil union. Vermont law requires that 
insurance contracts and policies offered to married persons and their families be made available to parties to a 
civil union and their families. In order to receive benefits in accordance with this endorsement, the civil union 
must have been established in the state of Vermont according to Vermont law. 
General Definitions. Terms. Conditions and Provisions: The general definitions, terms, conditions or any 
other provisions of the policy, contract, certificate and/or riders and endorsements to which this mandatory 
endorsement is attached are hereby amended and superseded as follows: 
1) Terms that mean or refer to a marital relationship or that may be construed to mean or refer to a marital 


relationship: such as "marriage", "spouse", "husband", "wife", "dependent", "next of kin", "relative", 
"beneficiary", "survivor", "immediate family" and any other such terms include the relationship created by a 
civil union. 


2) Terms that mean or refer to a family relationship arising from a marriage such as "family", "immediate family", 
"dependent", "children", "next of kin", "relative", "beneficiary", "survivor" and any other such terms include the 
family relationship created by a civil union. 


3) Terms that mean or refer to the inception or dissolution of a marriage, such as "date of marriage", "divorce 
decree", "termination of marriage" and any other such terms include the inception or dissolution of a civil 
union. 


4) "Dependent" means a spouse, a party to a civil union, and/or a child or children (natural, stepchild, legally 
adopted or a minor who is dependent on the insured for support and maintenance) who is born to or brought 
to a marriage or to a civil union. 


5) "Child or covered child" means a child (natural, step-child, legally adopted or a minor who is dependent on the 
insured for support and maintenance) who is born to or brought to a marriage or to a civil union. 


Cautionary Disclosure: THIS RIDER IS ISSUED TO MEET THE REQUIREMENTS OF VERMONT LAW AS 
EXPLAINED IN THE "PURPOSE" PARAGRAPH OF THE RIDER. THE FEDERAL GOVERNMENT OR 
ANOTHER STATE GOVERNMENT MAY NOT RECOGNIZE THE BENEFITS GRANTED UNDER THIS RIDER. 
YOU ARE ADVISED TO SEEK EXPERT ADVICE TO DETERMINE YOUR RIGHTS UNDER THIS CONTRACT. 


For Virginia residents, any and all references to Domestic Partners are hereby deleted. 


For Washington residents: 
1) The Suicide provision is deleted in its entirety. 
2) The following is added to the No Longer Terminally Ill provision: 


Dispute about Diagnosis: If Your attending physician, and a physician appointed by Us, disagree on 
whether You are Terminally Ill, Our physician's opinion will not be binding upon You. The two parties shall 
attempt to resolve the matter promptly and amicably. In case the disagreement is not resolved, You have the 
right to mediation or binding arbitration conducted by a disinterested third party who has no ongoing 
relationship with either. Any such arbitration shall be conducted in accordance with the laws of the State of 
Washington. As part of the final decision, the arbitrator or mediator shall award the costs of the arbitrator to 
one party or the other, or may divide the costs equally or otherwise. 


3) The Labor Dispute continuation provision is replaced with the following: 
Labor Dispute: If You are not Actively at Work as the result of a labor dispute, all of Your coverages 
(including Dependent Life coverage) may be continued during such dispute until the last day of the month in 
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which the coverage terminated, but in no event for a period exceeding six months. If the labor dispute ends, 
this continuation will cease immediately. 


4) The provision titled Policy Interpretation is deleted in its entirety. 
5) The definition of Dependent Child(ren) is amended to include relationships due to domestic partnership. 
6) The following is added to the definition of Spouse: 


Spouse will include Your domestic partner, provided You have executed a domestic partner affidavit 
satisfactory to Us, establishing that You and Your partner are domestic partners for the purposes of The 
Policy. You will continue to be considered domestic partners provided You continue to meet the requirements 
described in the domestic partner affidavit 


For Wisconsin residents: 
1) The dollar amount stated in the Conversion Right provision is changed to $5,000, if less than $5,000. 
2) The dollar amounts stated in the third paragraph and the sixth paragraph of the Claims to be Paid provision are 


changed to $1,000, if less than $1,000. 


In all other respects the certificate remains the same. 


Signed for Hartford Life Insurance Company. 


[!!amid C. Hunt. SeoeMry David N. levens~Jn, Presidem 
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ERISA INFORMATION 
THE FOLLOWING NOTICE 


CONTAINS IMPORTANT INFORMATION 


This employee welfare benefit plan (Plan) is subject to certain requirements of the Employee Retirement Income Security 
Act of 1974 (ERISA), as amended. ERISA requires that you receive a Statement of ERISA Rights, a description of Claim 
Procedures, and other specific information about the Plan. This document serves to meet ERISA requirements and 
provides important information about the Plan. 


The benefits described in your booklet-certificate (Booklet) are provided under a group insurance policy (Policy) issued by 
the Hartford Life Insurance Company (Insurance Company) and are subject to the Policy's terms and conditions. The 
Policy is incorporated into, and forms a part of, the Plan. The Plan has designated and named the Insurance Company as 
the claims fiduciary for benefits provided under the Policy. The Plan has granted the Insurance Company full discretion 
and authority to determine eligibility for benefits and to construe and interpret all terms and provisions of the Policy. 


A copy of the Plan is available for your review during normal working hours in the office of the Plan Administrator. 


1. Plan Name 


2. 


3. 


4. 


5. 


Group Long Term Disability, Basic Term Life, Basic Accidental Death and Dismemberment Plan for Employees of 
SARAH LAWRENCE COLLEGE. 


Plan Number 


LTD- 502 


LIFE-515 


ADD- 515 


Employer/Plan Sponsor 


SARAH LAWRENCE COLLEGE 
1 Mead Way 
Bronxville, NY 10708 


Employer Identification Number 


23-7223216 


Type of Plan 


Welfare Benefit Plan providing Group Long Term Disability, Basic Term Life, Basic Accidental Death and 
Dismemberment. 


6. Plan Administrator 


SARAH LAWRENCE COLLEGE 
1 Mead Way 
Bronxville, NY 10708 


54 







7. Agent for Service of Legal Process 


For the Plan 


SARAH LAWRENCE COLLEGE 
1 Mead Way 


Bronxville, NY 10708 


For the Policy: 


Hartford Life Insurance Company 
200 Hopmeadow St. 
Simsbury, CT 06089 


In addition to the above, Service of Legal Process may be made on a plan trustee or the plan administrator. 


8. Sources of Contributions The Employer pays the premium for the insurance, but may allocate part of the cost to 
the employee. The Employer determines the portion of the cost to be paid by the employee. 


9. Type of Administration The plan is administered by the Plan Administrator with benefits provided in accordance 
with the provisions of the applicable group plan. 


10. The Plan and its records are kept on a Calendar Year basis. 


11. Labor Organizations 


None 


12. Names and Addresses of Trustees 


None 


13. Plan Amendment Procedure 


The Plan Administrator reserves full authority, at its sole discretion, to terminate, suspend, withdraw, reduce, amend 
or modify the Plan, in whole or in part, at any time, without prior notice. 


The Employer also reserves the right to adjust your share of the cost to continue coverage by the same procedures. 
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STATEMENT OF ERISA RIGHTS 


As a participant in the Plan you are entitled to certain rights and protections under the Employee Retirement Income 
Security Act of 1974 (ERISA), as amended. ERISA provides that all Plan participants shall be entitled to: 


1. Receive Information About Your Plan and Benefits 


a) 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 and collective bargaining 
agreements, and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the U.S. Department 
of Labor and available at the Public Disclosure Room of the Employee Benefits Security Administration. 


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


c) 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 summary annual report. 


2. Prudent Actions by Plan Fiduciaries 


In addition to creating rights for Plan participants ERISA imposes 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 the interest of you and 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 way to prevent you from 
obtaining a welfare benefit or exercising your rights under ERISA. 


3. 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 copies of documents relating to the decision without charge, and to appeal any denial, all within certain time 
schedules. Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of 
Plan documents or the latest annual report 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 you up to 
$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 suit in a 
state or Federal court. If the Plan requires you to complete administrative appeals prior to filing in court, your right to file 
suit in state or Federal court may be affected if you do not complete the required appeals. 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 sued to 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. 


4. 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, or if you need assistance in obtaining documents from the Plan 
Administrator, you should contact the nearest office of the Employee Benefits Security Administration (formerly known as 
the Pension and Welfare Benefits 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. 


CLAIM PROCEDURES 


The Plan has designated and named the Insurance Company as the claims fiduciary for benefits provided under the 
Policy. The Plan has granted the Insurance Company full discretion and authority to determine eligibility for benefits and 
to construe and interpret all terms and provisions of the Policy. 


Claim Procedures for Claims Requiring a Determination of Disability 
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Claims for Benefits 


If you or your authorized representative would like to file a claim for benefits for yourself or your insured dependents, you 
or your authorized representative should obtain a claim form(s) from your Employer or Plan Administrator. The applicable 
section of such form(s) must be completed by (1) you, (2) the Employer or Plan Administrator and (3) the attending 
physician or hospital. Following completion, the claim form(s) must be forwarded to the Insurance Company's claim 
representative. The Insurance Company will evaluate your claim and determine if benefits are payable. 


The Insurance Company will make a decision no more than 45 days after receipt of your properly filed claim. The time for 
decision may be extended for two additional 30 day periods provided that, prior to any extension period, the Insurance 
Company notifies you in writing that an extension is necessary due to matters beyond the control of the Plan, identifies 
those matters and gives the date by which it expects to render its decision. If your claim is extended due to your failure to 
submit information necessary to decide your claim, the time for decision may be tolled from the date on which the 
notification of the extension is sent to you until the date we receive your response to our request. If the Insurance 
Company approves your claim, the decision will contain information sufficient to reasonably inform you of that decision. 


Any adverse benefit determination will be in writing and include: 1) specific reasons for the decision, 2) specific 
references to the Policy provisions on which the decision is based, 3) a description of any additional material or 
information necessary for you to perfect the claim and an explanation of why such material or information is necessary, 
a description of the review procedures and time limits applicable to such procedures, 5) a statement that you have the 
right to bring a civil action under section 502(a) of ERISA after you appeal our decision and after you receive a written 
denial on appeal, and 6) (A) if an internal rule, guideline, protocol, or other similar criterion was relied upon in making the 
denial, either (i) the specific rule, guideline, protocol or other similar criterion, or (ii) a statement that such a rule, guideline, 
protocol or other similar criterion was relied upon in making the denial and that a copy will be provided free of charge to 
you upon request, or (B) if denial is based on medical judgment, either (i) an explanation of the scientific or clinical 
judgment for the determination, applying the terms of the Policy to your medical circumstances, or (ii) a statement that 
such explanation will be provided to you free of charge upon request. 


Appealing Denials of Claims for Benefits 


On any wholly or partially denied claim, you or your representative must appeal once to the Insurance Company for a full 
and fair review. You must complete this claim appeal process before you file an action in court. Your appeal request 
must be in writing and be received by the Insurance Company no later than the expiration of 180 days from the date you 
received your claim denial. As part of your appeal: 


1. you may request, free of charge, copies of all documents, records, and other information relevant to your claim; and 
2. you may submit written comments, documents, records and other information relating to your claim. 


The Insurance Company's review on appeal shall take into account all comments, documents, records and other 
information submitted by you relating to the claim, without regard to whether such information was submitted or 
considered in the initial benefit determination. 


The Insurance Company will make a final decision no more than 45 days after it receives your timely appeal. The time for 
final decision may be extended for one additional 45 day period provided that, prior to the extension, the Insurance 
Company notifies you in writing that an extension is necessary due to special circumstances, identifies those 
circumstances and gives the date by which it expects to render its decision. If your claim is extended due to your failure 
to submit information necessary to decide your claim on appeal, the time for decision shall be tolled from the date on 
which the notification of the extension is sent to you until the date we receive your response to the request. 


The individual reviewing your appeal shall give no deference to the initial benefit decision and shall be an individual who is 
neither the individual who made the initial benefit decision, nor the subordinate of such individual. The review process 
provides for the identification of the medical or vocational experts whose advice was obtained in connection with an initial 
adverse decision, without regard to whether that advice was relied upon in making that decision. When deciding an 
appeal that is based in whole or part on medical judgment, we will consult with a medical professional having the 
appropriate training and experience in the field of medicine involved in the medical judgment and who is neither an 
individual consulted in connection with the initial benefit decision, nor a subordinate of such individual. If the Insurance 
Company grants your claim appeal, the decision will contain information sufficient to reasonably inform you of that 
decision. 
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However, any final adverse benefit determination on review will be in writing and include: 1) specific reasons for the 
decision, 2) specific references to the Policy provisions on which the decision is based, 3) a statement that you have the 
right to bring a civil action under section 502(a) of ERISA, 4) a statement that you may request, free of charge, copies of 
all documents, records, and other information relevant to your claim; 5) (A) if an internal rule, guideline, protocol, or other 
similar criterion was relied upon in making the decision on appeal, either (i) the specific rule, guideline, protocol or other 
similar criterion, or (ii) a statement that such a rule, guideline, protocol or other similar criterion was relied upon in making 
the decision on appeal and that a copy will be provided free of charge to you upon request, or (B) if the decision on appeal 
is based on medical judgment, either (i) an explanation of the scientific or clinical judgment for the decision on appeal, 
applying the terms of the Policy to your medical circumstances, or (ii) a statement that such explanation will be provided to 
you free of charge upon request, and 6) any other notice(s), statement(s) or information required by applicable law. 


Claim Procedures for Claims Not Requiring a Determination of Disability 


Claims for Benefits 


If you or your authorized representative would like to file a claim for benefits for yourself or your insured dependents, you 
or your authorized representative should obtain a claim form(s) from your Employer or Plan Administrator. The applicable 
section of such form(s) must be completed by (1) you, (2) the Employer or Plan Administrator and (3) the attending 
physician or hospital. Following completion, the claim form(s) must be forwarded to the Insurance Company's claim 
representative. The Insurance Company will evaluate your claim and determine if benefits are payable. 


The Insurance Company will make a decision no more than 90 days after receipt of your properly filed claim. However, if 
the Insurance Company determines that special circumstances require an extension, the time for its decision will be 
extended for an additional 90 days, provided that, prior to the beginning of the extension period, the Insurance Company 
notifies you in writing of the special circumstances and gives the date by which it expects to render its decision. If 
extended, a decision shall be made no more than 180 days after your claim was received. If the Insurance Company 
approves your claim, the decision will contain information sufficient to reasonably inform you of that decision. 


However, any adverse benefit determination will be in writing and include: 1) specific reasons for the decision; 2) specific 
references to Policy provisions on which the decision is based; 3) a description of any additional material or information 
necessary for you to perfect the claim and an explanation of why such material or information is necessary; 4) a 
description of the review procedures and time limits applicable to such, and 5) a statement that you have the right to bring 
a civil action under section 502(a) of ERISA after you appeal our decision and after you receive a written denial on appeal. 


Appealing Denials of Claims for Benefits 


On any wholly or partially denied claim, you or your representative must appeal once to the Insurance Company for a full 
and fair review. You must complete this claim appeal process before you file an action in court. Your appeal request 
must be in writing and be received by the Insurance Company no later than the expiration of 60 days from the date you 
received your claim denial. As part of your appeal: 


1. you may request, free of charge, copies of all documents, records, and other information relevant to your claim; and 
2. you may submit written comments, documents, records and other information relating to your claim. 


The Insurance Company's review on appeal shall take into account all comments, documents, records and other 
information submitted by you relating to the claim, without regard to whether such information was submitted or 
considered in the initial benefit determination. 


The Insurance Company will make a final decision no more than 60 days after it receives your timely appeal. However, if 
the Insurance Company determines that special circumstances require an extension, the time for its decision will be 
extended for an additional 60 days, provided that, prior to the beginning of the extension period, the Insurance Company 
notifies you in writing of the special circumstances and gives the date by which it expects to render its decision. If 
extended, a decision shall be made no more than 120 days after your appeal was received. If the Insurance Company 
grants your claim appeal, the decision will contain information sufficient to reasonably inform you of that decision. 


However, any final adverse benefit determination on review will be in writing and include: 1) specific reasons for the 
decision and specific references to the Policy provisions on which the decision is based, 2) a statement that you are 
entitled to receive, upon request and free of charge, reasonable access to, and copies of, all documents, records and 
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other information relevant to the claim, 3) a statement of your right to bring a civil action under section 502(a) of ERISA, 
and 4) any other notice(s), statement(s) or information required by applicable law. 
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The Plan Described in this Booklet 
is Insured by the 


Hartford Life Insurance Company 
Simsbury, Connecticut 


Member of The Hartford Insurance Group 
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What is Phased Retirement? 


Phased Retirement k'ts you work 


on 50'X) nf a full-time schedule


fur up tu three years from the start 


of Phased Retirement- while 


rccci\'in .~ 65% of yuur base salary, 


plus llther benefits. If yuu already 


wurk p;Ht time, yuu will cuntinue 


on your current schedule hut will 


he paid 65'){) uf base salary. 


If yuu elect Phased Retirement, 


you must retire as uf any July)[ 


within three academic years uf the 


start llf your Phased Retirement. 


Phased Retirement 
To be eligible for Phased Retirement, you must meet the following 


requirements as of the July 31 when your Phased Retirement starts: 


• You must be a tenured faculty member 


• You must be age 62 or older, and 


• You must havelO or more year~ of service with the College. 


What's Included 
If you choose this option, you will teach half time (i.e., a two (2) day schedule 


all year) for a maximum of three academic years from the start of Phased 


Retirement, after which you must retire. During Phased Retirement, you will 


receive: 


• 65% of your full-time base salary, plus any usual salary increases 


(Note: If you currently work part time on 50% schedule and you elect this 


option, you will continue to work 50% of a full-time schedule with your base 


salary increasing to 65% of your full-time-equivalent base salary.) 


• Coverage under all active employee health insurance benefits (medical, 


dental, vision) for you, your spouse or domestic partner, and your eligible 


dependents, in which you are enrolled when Phased Retirement starts, 


• Retirement Plan contributions based on 65% of your full-time equivalent 


base salary, and 


• Life insurance coverage based on 100% of your pre-Phased Retirement 


base salary. 


When you actually retire: 


• You and your spouse or domestic partner will be eligible for subsidized 


post-65 retiree medical insurance upon reaching age 65 and becoming 


eligible for Medicare, and 


• You will maintain a continuing connection with Sarah Lawrence through 


membership in the Professor Emeritus Society for Retired Faculty as 


described on the following page. 





		ATTACHMENT 5 - Life

		D,E-all c Phased Retirement Program Flyer (already attached to health and life)






SARAH LAWRENCE COLLEGE 


Long Term Disability, Basic Term Life, Basic Accidental Death and Dismemberment 


YOUR 
BENEFIT 


PLAN 











Questions about Your Coverage 


In the event You have questions regarding any aspect of Your coverage, You should contact Your Employee 
Benefits Manager or You may write to us at: 
The Hartford 
Group Benefits Division, Customer Service 
P.O. Box 2999 
Hartford, CT 06104-2999 


Or call Us at: 1-800-523-2233 
When calling, please give Us the following information: 
1) the policy number; and 
2) the name of the policyholder (employer or organization), as shown in Your Certificate of Insurance. 


Or You may contact Our Sales Office: 
Hartford Life and Accident Insurance Company 
Group Sales Department 
55 Farmington Avenue 
Suite 601 
Hartford, CT 06105 
TOLL FREE: 866-852-0280 
FAX: 860-520-2294 


If you have a complaint, and contacts between you and the insurer or an agent or other representative of the 
insurer have failed to produce a satisfactory solution to the problem, the following states require we provide you 
with additional contact information: 


For Residents of: 
Arkansas 


California 


Illinois 


Indiana 


Virginia 


Wisconsin 


Write 
Arkansas Insurance Department 
Consumer Services Division 
1200 West Third Street 
Little Rock, AR 72201-1904 


State of California Insurance Department 
Consumer Communications Bureau 
300 South Spring Street, South Tower 
Los Angeles, CA 90013 


Illinois Department of Insurance 
Consumer Services Station 
Springfield, Illinois 62767 


Public Information/Market Conduct 
Indiana Department of Insurance 
311 W. Washington St. Suite 300 
Indianapolis, IN 46204-2787 


Life and Health Division 
Bureau of Insurance 
P.O. Box 1157 
Richmond, VA 23209 


Office of the Commissioner of Insurance 
Complaints Department 
P.O. Box 7873 
Madison, WI 53707-7873 


Telephone 
1 (800) 852-5494 


1(800) 927-HELP 


Consumer Assistance: 1(866) 445-5364 
Officer of Consumer Health Insurance: 
1(877) 527-9431 


Consumer Hotline: 1 (800) 622-4461 
1 (317) 232-2395 (in the Indianapolis Area) 


1(804) 371-9741 (inside Virginia) 
1(800) 552-7945 (outside Virginia) 


1 (800) 236-8517 (outside of Madison) 
1(608) 266-0103 (in Madison) 
to request a complaint form. 


The following states reguire that We provide these notices to You about Your coverage: 


For residents of: 







Arizona 


Florida 


Maryland 


Montana 


This certificate of insurance may not provide all benefits and protections provided by law in 
Arizona. Please read This certificate carefully. 
The benefits of the policy providing you coverage are governed primarily by the law of a state 
other than Florida. 
The group insurance policy providing coverage under this certificate was issued in a jurisdiction 
other than Maryland and may not provide all the benefits required by Maryland law. 
The benefits of the policy providing your coverage are governed primarily by the law of a state 
other than Montana. 


Georgia 
The laws of the state of Georgia prohibit insurers from unfairly discriminating against any person based upon his or her 
status as a victim of family abuse. 


Maine 
The benefits under this policy are subject to reduction due to other sources of income. 


This means that your benefits will be reduced by the amount of any other benefits for loss of time provided to you or for 
which you are eligible as a result of the same period of disability for which you claim benefits under this policy. 


Other sources of income are plans or arrangements of coverage that provide disability-related benefits such as Worker's 
Compensation or other similar governmental programs or laws, or disability-related benefits received from your employer 
or as the result of your employment, membership or association with any group, union, association or other organization. 
Other sources of income include disability-related benefits under the United States Social Security Act or an alternate 
governmental plan, the Railroad Retirement Act, and other similar plans or acts. Other sources of income may also 
include certain disability-related or retirement benefits that you receive because of your retirement unless you were 
receiving them prior to becoming disabled. 


What comprises other sources of income under this policy is determined by the nature of the policyholder. Therefore, we 
strongly urge you to Read Your Certificate Carefully. A full description of the plans and types of plans considered to be 
other sources of income under this policy will be found in the definition of "Other Income Benefits" located in the 
Definitions section of your certificate. 


North Carolina 
UNDER NORTH CAROLINA GENERAL STATUTE SECTION 58-50-40, NO PERSON, EMPLOYER, FINANCIAL 
AGENT, TRUSTEE, OR THIRD PARTY ADMINISTRATOR, WHO IS RESPONSIBLE FOR THE PAYMENT OF GROUP 
LIFE INSURANCE, GROUP HEALTH OR GROUP HEALTH PLAN PREMIUMS, SHALL: 
1) CAUSE THE CANCELLATION OR NONRENEWAL OF GROUP LIFE INSURANCE, GROUP HEALTH INSURANCE, 


HOSPITAL, MEDICAL, OR DENTAL SERVICE CORPORATION PLAN, MULTIPLE EMPLOYER WELFARE 
ARRANGEMENT, OR GROUP HEALTH PLAN COVERAGES AND THE CONSEQUENTIAL LOSS OF THE 
COVERAGES OF THE PERSON INSURED, BY WILLFULLY FAILING TO PAY THOSE PREMIUMS IN 
ACCORDANCE WITH THE TERMS OF THE INSURANCE OR PLAN CONTRACT; AND 


2) WILLFULLY FAIL TO DELIVER, AT LEAST 45 DAYS BEFORE THE TERMINATION OF THOSE COVERAGES, TO 
ALL PERSONS COVERED BY THE GROUP POLICY WRITTEN NOTICE OF THE PERSON'S INTENTION TO 
STOP PAYMENT OF PREMIUMS. VIOLATION OF THIS LAW IS A FELONY. ANY PERSON VIOLATING THIS 
LAW IS ALSO SUBJECT TO A COURT ORDER REQUIRING THE PERSON TO COMPENSATE PERSONS 
INSURED FOR EXPENSES OR LOSSES INCURRED AS A RESULT OF THE TERMINATION OF THE 
INSURANCE. 


IMPORTANT TERMINATION 
INFORMATION 


YOUR INSURANCE MAY BE CANCELLED BY THE COMPANY. PLEASE READ THE TERMINATION PROVISION IN 
THIS CERTIFICATE. 


THIS CERTIFICATE OF INSURANCE PROVIDES COVERAGE UNDER A GROUP MASTER POLICY. THIS 
CERTIFICATE PROVIDES ALL OF THE BENEFITS MANDATED BY THE NORTH CAROLINA INSURANCE CODE, 
BUT YOU MAY NOT RECEIVE ALL OF THE PROTECTIONS PROVIDED BY A POLICY ISSUED IN NORTH 
CAROLINA AND GOVERNED BY ALL OF THE LAWS OF NORTH CAROLINA. 







PRE-EXISTING LIMITATION 
READ CAREFULLY 


NO BENEFITS WILL BE PAYABLE UNDER THIS PLAN FOR PRE-EXISTING CONDITIONS WHICH ARE NOT 
COVERED UNDER THE PRIOR PLAN. PLEASE READ THE LIMITATIONS IN THIS CERTIFICATE. 


READ YOUR CERTIFICATE CAREFULLY. 


Texas 
IMPORTANT NOTICE 


To obtain information or make a complaint 


You may call The Hartford's toll-free telephone number for 
information or to make a complaint at: 


1-800-523-2233 


You may also write to The Hartford at: 
P.O. Box 2999 


Hartford, CT 06104-2999 


You may contact the Texas Department of Insurance to 
obtain information on companies, coverages, rights or 
complaints at: 


1-800-252-3439 


You may write the Texas Department of Insurance at: 
P.O. Box 149104 


Austin, TX 78714-9410 
Fax# (512) 475-1771 


Web: http://www.tdi.state.tx.us 


E-mail: ·=·'·.::~.c:::'"";..e~,,,.;;;..e;..e.;;,,,,=·""~"-~"""·""'""'~"'~'-~"'~z".;,;;;.;;t, 


PREMIUM OR CLAIM DISPUTES: 
Should you have a dispute concerning your premium or 
about a claim you should contact the agent or The Hartford 
first. If the dispute is not resolved, you may contact the 
Texas Department of Insurance. 


AVISO IMPORTANTE 


Para obtener informacion o para someter una queja: 


Usted puede !lamar al numero de telefono gratis de The 
Hartford para informacion o para someter una queja al: 


1-800-523-2233 


Usted tambien puede escribir a The Hartford: 
P.O. Box 2999 


Hartford, CT 06104-2999 


Puede comunicarse con el Departamento de Seguros de 
Texas para obtener informacion acerca de companias, 
coberturas, derechos o quejas al: 


1-800-252-3439 


Puede escribir al Departamento de Seguros de Texas: 
P.O. Box 149104 


Austin, TX 78714-9410 
Fax# (512) 475-1771 


Web: http://www.tdi.state.tx.us 


E-mail: =='~'"~·'·"''''''"'''·''·='·"'·''"""'""·'"'.:..c;;;=.;;;..e, 
DISPUTAS SOBRE PRIMAS 0 RECLAMOS: 
Si tiene una disputa concerniente a su prima o a un 
reclamo, debe comunicarse con el agente o The Hartford 
primero. Sino se resuelve Ia disputa, puede entonces 
comunicarse con el departamento (TDI). 


THIS IS NOT A POLICY OF WORKERS' COMPENSATION INSURANCE. THE EMPLOYER DOES NOT BECOME A 
SUBSCRIBER TO THE WORKERS' COMPENSATION SYSTEM BY PURCHASING THIS POLICY, AND IF THE 
EMPLOYER IS A NON-SUBSCRIBER, THE EMPLOYER LOSES THOSE BENEFITS WHICH WOULD OTHERWISE 
ACCRUE UNDER THE WORKERS' COMPENSATION LAWS. THE EMPLOYER MUST COMPLY WITH THE 
WORKERS' COMPENSATION LAW AS IT PERTAINS TO NON-SUBSCRIBERS AND THE REQUIRED 
NOTIFICATIONS THAT MUST BE FILED AND POSTED. 







Group Disability Income Insurance 


HARTFORD LIFE INSURANCE COMPANY 
200 Hopmeadow Street 


Simsbury, Connecticut 06089 
(A stock insurance company) 


CERTIFICATE OF INSURANCE 


Policyholder: SARAH LAWRENCE COLLEGE 
Policy Number: GL T -866909 
Policy Effective Date: November 1, 2009 
Policy Anniversary Date: November 1, 2011 


We have issued The Policy to the Policyholder. Our name, the Policyholder's name and the Policy Number are shown 
above. The provisions of The Policy, which are important to You, are summarized in this certificate consisting of this form 
and any additional forms which have been made a part of this certificate. This certificate replaces any other certificate We 
may have given to You earlier under The Policy. The Policy alone is the only contract under which payment will be made; 
however nothing in The Policy invalidates or impairs any rights granted in the certificate. The Policy and certificate are on 
file with Us at Our home office. The Policy and certificate may be inspected at the office of the Policyholder. 


Signed for the Company 


D(mald C. Hunt, S~<:tetary David ~t Levenson. P1esident 


A note on capitalization in this certificate: 
- Capitalization of a term, not normally capitalized according to the rules of standard punctuation, indicates a word or 


phrase that is a defined term in The Policy or refers to a specific provision contained herein. 


Form GBD-1200 (10/08) (NY) (866909) 1.16 
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SCHEDULE OF INSURANCE 


The Policy of long term Disability insurance provides You with long term income protection if You become Disabled from a 
covered injury, sickness or pregnancy. 


The benefits described herein are those in effect as of June 1, 2011. 


Cost of Coverage: 
You do not contribute toward the cost of coverage. 


Eligible Class(es) For Coverage: Each Active Employee who is a Full-time or Part-time faculty member and non-faculty 
member except an Employee covered by a collective bargaining agreement and any other person employed on a 
temporary or seasonal basis as follows: 


Class 1: Employees who participate in the pension plan 
Class 2: Employees who do not participate in the pension plan 


Full-time Employment: at least 21 hours weekly 


Part-time, with respect to administrators and support staff members, means working a minimum of 21 hours or more but 
less than 35 hours each week for at least nine months per year. 


Part-time, with respect to contractual, regular and guest faculty means teaching for at least 2 days a week. 


Part-time shall mean Half-time wherever it may appear in the employment contract. 


Eligibility Waiting Period for Coverage: 
1) None - if You are working for the Employer on the Policy Effective Date; or 
2) The first day of the month coinciding with or next following 3 month(s) of employment- if You start working for the 


Employer after the Policy Effective Date. 


The time period(s) referenced above are continuous. 


Elimination Period: 180 day(s) 


Maximum Monthly Benefit: $6,000 


Minimum Monthly Benefit: The greater of: 
1) $100; or 
2) 10% of the benefit based on Monthly Income Loss before the deduction of Other Income Benefits. 


Benefit Percentage: 60% 


Age When Disabled 


Prior to Age 63 
Age 63 
Age 64 
Age 65 
Age66 
Age67 
Age68 
Age 69 and over 


Maximum Duration of Benefits 


Maximum Duration of Benefits Table 


Benefits Payable 


To Normal Retirement Age or 42 months, if greater 
To Normal Retirement Age or 36 months, if greater 
30 months 
24 months 
21 months 
18 months 
15 months 
12 months 
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Normal Retirement Age means the Social Security Normal Retirement Age as stated in the 1983 revision of the United 
States Social Security Act. It is determined by Your date of birth as follows: 


Year of Birth 


1937 or before 
1938 
1939 
1940 
1941 
1942 
1943 thru 1954 
1955 
1956 
1957 
1958 
1959 
1960 or after 


Normal Retirement Age 


65 
65 + 2 months 
65 + 4 months 
65 + 6 months 
65 + 8 months 
65 + 1 0 months 
66 
66 + 2 months 
66 + 4 months 
66 + 6 months 
66 + 8 months 
66 + 1 0 months 
67 


Additional Benefit 


Family Care Credit Benefit 
see Benefit 


Survivor Income Benefit 
see Benefit 


Pension Contribution Benefit 
see Benefit 


ELIGIBILITY AND ENROLLMENT 


Eligible Persons: Who is eligible for coverage? 
All persons in the class or classes shown in the Schedule of Insurance will be considered Eligible Persons. 


Eligibility for Coverage: When will/ become eligible? 
You will become eligible for coverage on the later of: 


1) the Policy Effective Date; or 
2) the date on which You complete the Eligibility Waiting Period for Coverage shown in the Schedule of Insurance, if 


applicable. 


Enrollment: How do I enroll for coverage? 
All eligible Active Employees will be enrolled automatically by the Employer. 


PERIOD OF COVERAGE 


Effective Date: When does my coverage start? 
Your coverage will start on the date You become eligible. 


Deferred Effective Date: When will my effective date for coverage or a change in my coverage be deferred? 
If You are absent from work due to: 


1) accidental bodily injury; 
2) sickness; 
3) Mental Illness; 
4) Substance Abuse; or 
5) pregnancy; 
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on the date Your insurance, or increase in coverage, would otherwise have become effective, Your insurance, or increase 
in coverage will not become effective until You are Actively at Work one full day. 


Continuity From A Prior Policy: Is there continuity of coverage from a Prior Policy? 
If You were: 


1) insured under the Prior Policy; and 
2) not eligible to receive benefits under the Prior Policy; 


on the day before the Policy Effective Date, the Deferred Effective Date provision will not apply. 


Is my coverage under The Policy subject to the Pre-existing Condition Limitation? 
If You become insured under The Policy on the Policy Effective Date and were covered under the Prior Policy on the day 
before the Policy Effective Date, the Pre-existing Conditions Limitation will end on the earliest of: 


1) the Policy Effective Date, if Your coverage for the Disability was not limited by a pre-existing condition restriction 
under the Prior Policy; or 


2) the date the restriction would have ceased to apply had the Prior Policy remained in force, if Your coverage was 
limited by a pre-existing condition limitation under the Prior Policy. 


The amount of the Monthly Benefit payable for a Pre-existing Condition in accordance with the above paragraph will be 
the lesser of: 


1) the Monthly Benefit which was paid by the Prior Policy; or 
2) the Monthly Benefit provided by The Policy. 


The Pre-existing Conditions Limitation will apply after the Policy Effective Date to the amount of a benefit increase which 
results from a change from the Prior Policy to The Policy, a change in benefit options, a change of class or a change in 
The Policy. 


Do I have to satisfy an Elimination Period under The Policy if I was Disabled under the Prior Policy? 
If You received monthly benefits for disability under the Prior Policy, and You returned to work as a Full-time or Part-time 
Active Employee before the Policy Effective Date, then, if within 6 months of Your return to work: 


1) You have a recurrence of the same disability while covered under The Policy; and 
2) there are no benefits available for the recurrence under the Prior Policy; 


the Elimination Period, which would otherwise apply, will be waived if the recurrence would have been covered without 
any further elimination period under the Prior Poli<;:y. 


Termination: When will my coverage end? 
Your coverage will end on the earliest of the following: 


1) the end of the month following the date The Policy terminates; 
2) the end of the month following the date The Policy no longer insures Your class; 
3) the end of the month following the date premium payment is due but not paid; 
4) the last day of the period for which You make any required premium contribution; 
5) the end of the month following the date Your Employer terminates Your employment; or 
6) the end of the month following the date You cease to be a Full-time or Part-time Active Employee in an eligible 


class for any reason; 
unless continued in accordance with any of the Continuation Provisions. 


Continuation Provisions: Can my coverage be continued beyond the date it would otherwise terminate? 
Coverage can be continued by Your Employer beyond a date shown in the Termination provision, if Your Employer 
provides a plan of continuation which applies to all employees the same way. Continued coverage: 


1) is subject to any reductions in The Policy; 
2) is subject to payment of premium by the Employer; and 
3) terminates if: 


a) The Policy terminates; or 
b) coverage for Your class terminates. 


In any event, Your benefit level, or the amount of earnings upon which Your benefits may be based, will be that in effect 
on the day before Your coverage was continued. Coverage may be continued in accordance with the above restrictions 
and as described below: 


Family and Medical Leave: If You are granted a leave of absence, in writing, according to the Family and Medical Leave 
Act of 1993, or other applicable state or local law, Your coverage may be continued for up to 12 weeks, or 26 weeks if 
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You qualify for Family Military Leave, or longer if required by other applicable law, following the date Your leave 
commenced. If the leave terminates prior to the agreed upon date, this continuation will cease immediately. 


Military Leave of Absence: If You enter active military service and are granted a military leave of absence in writing, Your 
coverage may be continued for up to 12 week(s). If the leave ends prior to the agreed upon date, this continuation will 
cease immediately. 


Sabbatical: If You are on a documented paid sabbatical, Your coverage may be continued for 12 month(s) after the date 
the sabbatical commenced. If the sabbatical terminates prior to the agreed upon date, this continuation will cease 
immediately. 


Coverage while Disabled: Does my insurance continue while I am Disabled and no longer an Active Employee? 
If You are Disabled and You cease to be an Active Employee, Your insurance will be continued: 


1) during the Elimination Period while You remain Disabled by the same Disability; and 
2) after the Elimination Period for as long as You are entitled to benefits under The Policy. 


Waiver of Premium: Am I required to pay premiums while I am Disabled? 
No premium will be due for You: 


1) after the Elimination Period; and 
2) for as long as benefits are payable. 


Extension of Benefits for Disability: Do my benefits continue if The Policy terminates? 
If You are entitled to benefits while Disabled and The Policy terminates, benefits: 


1) will continue as long as You remain Disabled by the same Disability; but 
2) will not be provided beyond the date We would have ceased to pay benefits had the insurance remained in force. 


Termination of The Policy for any reason will have no effect on Our liability under this provision. 


Conversion Right: If my coverage under The Policy stops, do I have a right to conversion? 
If Your insurance terminates because: 


1) Your employment ends for a reason other than Your retirement; or 
2) You are no longer in an eligible class; 


and if: 
1) You have been continuously insured for at least 12 consecutive month(s) under The Policy or under both The 


Policy and the Prior Policy; 
2) a Disability is not preventing You from performing duties of Your Occupation; 
3) The Policy has not terminated; and 
4) You are not eligible or covered for similar benefits under another group policy; 


then You are eligible to enroll for personal insurance under another group policy called the group long term disability 
conversion policy. 


How do I convert my coverage? 
To obtain coverage under the group long term disability conversion policy, You must: 


1) send Us a written enrollment request; and 
2) pay the required premium for the conversion policy; 


within 31 days of the termination of Your insurance. 


If You meet the preceding conditions, We will issue You a certificate of insurance under the group long term disability 
conversion policy. Such coverage will: 


1) be issued without Evidence of Insurability; 
2) be on one of the forms then being issued by Us for conversion purposes; and 
3) be effective on the day following the date Your insurance under The Policy terminates. 


The coverage available under the conversion policy may differ from The Policy. We will determine the terms of the group 
long term disability conversion policy, including: 


1) the type and amount of coverage provided; and 
2) the premium payable; 


based on the kinds of insurance provided by the group long term disability conversion policy at the time such enrollment 
request is made. 
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BENEFITS 


Disability Benefit: What are my Disability Benefits under The Policy? 
We will pay You a Monthly Benefit if You:· 


1) become Disabled while in·sured under The Policy; 
2) are Disabled and under the Regular Care of a Physician throughout the Elimination Period; 
3) remain Disabled and under the Regular Care of a Physician beyond the Elimination Period; and 
4) submit Proof of Loss to Us. 


Benefits accrue as of the first day after the Elimination Period and are paid monthly. However, benefits will not exceed 
the Maximum Duration of Benefits. 


Recurrent Disability: What happens if I Recover but become Disabled again? 
Periods of Recovery during the Elimination Period will not interrupt the Elimination Period, if the number of days You 
return to work as an Active Employee are less than one-half (1/2) the number of days of Your Elimination Period. 


Any day within such period of Recovery, will not count toward the Elimination Period. 


After the Elimination Period, if You return to work as an Active Employee and then become Disabled and such Disability 
is: 


1) due to the same cause; or 
2) due to a related cause; and 
3) within 6 months of the return to work; 


the Period of Disability prior to Your return to work and the recurrent Disability will be considered one Period of Disability, 
provided The Policy remains in force. 


If You return to work as an Active Employee for 6 months or more, any recurrence of a Disability will be treated as a new 
Disability. The new Disability is subject to a new Elimination Period and a new Maximum Duration of Benefits. 


Period of Disability means a continuous length of time during which You are Disabled under The Policy. 


Recover or Recovery means that You are no longer Disabled and have returned to work with the Employer and 
premiums are being paid for You. 


Calculation of Monthly Benefit: Return to Work Incentive: How are my Disability benefits calculated? 
If You remain Disabled after the Elimination Period, but work while You are Disabled, We will determine Your Monthly 
Benefit for a period of up to 12 consecutive months as follows: 


1) multiply Your Pre-disability Earnings by the Benefit Percentage; 
2) compare the result with the Maximum Benefit; and 
3) from the lesser amount, deduct Other Income Benefits. 


The result is Your Monthly Benefit. Current Monthly Earnings will not be used to reduce Your Monthly Benefit. However, if 
the sum of Your Monthly Benefit and Your Current Monthly Earnings exceeds 100% of Your Pre-disability Earnings, We 
will reduce Your Monthly Benefit by the amount of excess. 


The 12 consecutive month period will start on the last to occur of: 
1) the day You first start work; or 
2) the end of the Elimination Period. 


If You are Disabled and not receiving benefits under the Return to Work Incentive, We will calculate Your Monthly Benefit 
as follows: 


1) multiply Your Monthly Income Loss by the Benefit Percentage; 
2) compare the result with the Maximum Benefit; and 
3) from the lesser amount, deduct Other Income Benefits. 


The result is Your Monthly Benefit. 


Calculation of Monthly Benefit: What happens if the sum of my Monthly Benefit, Current Monthly Earnings and Other 
Income Benefits exceeds 100% of my Pre-disability Earnings? 
lf the sum of Your Monthly Benefit, Current Monthly Earnings and Other Income Benefits exceeds 100% of Your Pre
disability Earnings, We will reduce Your Monthly Benefit by the amount of the excess. However, Your Monthly Benefit will 
not be less than the Minimum Monthly Benefit. 
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If an overpayment occurs, We may recover all or any portion of the overpayment, in accordance with the Overpayment 
Recovery provision. 


Minimum Monthly Benefit: Is there a Minimum Monthly Benefit? 
Your Monthly Benefit will not be less than the Minimum Monthly Benefit shown in the Schedule of Insurance. 


Partial Month Payment: How is the benefit calculated for a period of less than a month? 
If a Monthly Benefit is payable for a period of less than a month, we will pay 1/30 of the Monthly Benefit for each day You 
were Disabled. 


Termination of Payment: When will my benefit payments end? 
Benefit payments will stop on the earliest of: 


1) the date You are no longer Disabled; 
2) the date You fail to furnish Proof of Loss; 
3) the date You are no longer under the Regular Care of a Physician; 
4) the date You refuse Our request that You submit to an examination by a Physician or other qualified medical 


professional; 
5) the date of Your death; 
6) the date You refuse to receive recommended treatment that is generally acknowledged by Physicians to cure, 


correct or limit the disabling condition; 
7) the last day benefits are payable according to the Maximum Duration of Benefits Table; or 
8) the date Your Current Monthly Earnings: 


a) are equal to or greater than 80% of Your Indexed Pre-disability Earnings if You are receiving benefits for 
being Disabled from Your Occupation; or 


b) are greater than the lesser of the product of Your Indexed Pre-disability Earnings and the Benefit Percentage 
or the Maximum Monthly Benefit if You are receiving benefits for being Disabled from Any Occupation; or 


9) the date no further benefits are payable under any provision in The Policy that limits benefit duration; 
10) the date You refuse to participate in a Rehabilitation program, or refuse to cooperate with or try: 


a) modifications made to the work site or job process to accommodate Your identified medical limitations to 
enable You to perform the Essential Duties of Your Occupation; 


b) adaptive equipment or devices designed to accommodate Your identified medical limitations to enable You to 
perform the Essential Duties of Your Occupation; 


c) modifications made to the work site or job process to accommodate Your identified medical limitations to 
enable You to perform the Essential Duties of Any Occupation, if You were receiving benefits for being 
disabled from Any Occupation; or 


d) adaptive equipment or devices designed to accommodate Your identified medical limitations to enable You to 
perform the Essential Duties of Any Occupation, if You were receiving benefits for being disabled from Any 
Occupation; 


provided a qualified Physician or other qualified medical professional agrees that such modifications, 
Rehabilitation program or adaptive equipment accommodate Your medical limitation. 


Family Care Credit Benefit: What if I must incur expenses for Family Care Services in order to participate in a 
Rehabilitation program? 
If You are working as part of a program of Rehabilitation, We will, for the purpose of calculating Your benefit, deduct the 
cost of Family Care from earnings received from work as a part of a program of Rehabilitation, subject to the following 
limitations: 


1) Family Care means the care or supervision of: 
a) Your children under age 13; or 
b) a member of Your household who is mentally or physically handicapped and dependent upon You for support 


and maintenance; 
2) the maximum monthly deduction allowed for each qualifying child or family member is: 


a) $350 during the first 12 months of Rehabilitation; and 
b) $175 thereafter; 
but in no event may the deduction exceed the amount of Your monthly earnings; 


3) Family Care Credits may not exceed a total of $2,500 during a calendar year; 
4) the deduction will be reduced proportionally for periods of less than a month; 
5) the charges for Family Care must be documented by a receipt from the caregiver; 
6) the credit will cease on the first to occur of the following: 


a) You are no longer in a Rehabilitation program; or 
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b) Family Care Credits for 24 months have been deducted during Your Disability; and 
7) no Family Care provided by someone Related to the family member receiving the care will be eligible as a 


deduction under this provision. 


Your Current Monthly Earnings after the deduction of Your Family Care Credit will be used to determine Your Monthly 
Income Loss. In no event will You be eligible to receive a Monthly Benefit under The Policy if Your Current Monthly 
Earnings before the deduction of the Family Care Credit exceed 80% of Your Indexed Pre-disability Earnings. 


Survivor Income Benefit: Will my survivors receive a benefit if I die while receiving Disability Benefits? 
If You were receiving a Monthly Benefit at the time of Your death, We will pay a Survivor Income Benefit, when We 
receive proof satisfactory to Us: 


1) of Your death; and 
2) that the person claiming the benefit is entitled to it. 


We must receive the satisfactory proof for Survivor Income Benefits within 1 year of the date of Your death. 


The Survivor Income Benefit will only be paid: 
1) to Your Surviving Spouse; or 
2) if no Surviving Spouse, in equal shares to Your Surviving Children. 


If there is no Surviving Spouse or Surviving Children, then no benefit will be paid. 


However, We will first apply the Survivor Income Benefit to any overpayment which may exist on Your claim. 


If a minor child is entitled to benefits, We may, at Our option, make benefit payments to the person caring for and 
supporting the child until a legal guardian is appointed. 


The Survivor Income Benefit is calculated as 6 times the lesser of: 
1) Your Monthly Income Loss multiplied by the Benefit Percentage in effect on the date of Your death; or 
2) The Maximum Monthly Benefit. 


Surviving Spouse means Your wife, husband or partner in a same-sex marriage as validly performed outside the state of 
New York, who was not legally separated or divorced from You when You died. 


Surviving Children means Your unmarried children, step children, legally adopted children who, on the date You die, are 
primarily dependent on You for support and maintenance and who are under age 25. 


The term Surviving Children will also include any other children related to You by blood or marriage and who: 
1) lived with You in a regular parent-child relationship; and 
2) were eligible to be claimed as dependents on Your federal income tax return for the last tax year prior to Your 


death. 


With respect to Class 1: 


Pension Contribution Benefit: Does The Policy also cover contributions to a Pension Plan? 
If You: 


1) become Disabled while You are covered under this Pension Contribution Benefit; 
2) remain Disabled for 365 day(s) of one continuous period of Disability; and 
3) are receiving a Monthly Benefit under The Policy; 


We will pay a monthly Pension Contribution Benefit to the trustee or administrator of Your Pension Plan for deposit to 
Your pension account. However, no Pension Contribution Benefit will be payable under this provision: 


1) to replace Your contributions to the Pension Plan; or 
2) as long as the Pension Plan requires the Employer to fund Your pension. 


The Pension Contribution Benefit will be the least of: 
1) 10% of Your monthly Pre-disability Earnings; 
2) $1,500; 
3) the amount of the average monthly tax deferred contributions the Employer made to Your Pension Plan during the 


12 calendar months prior to becoming Disabled. 


We will make payments under this benefit according to the rules and regulations of the Internal Revenue Service and the 
provisions of Your Pension Plan. We will make any such payment that cannot be paid to the trustee or administrator of 
Your Pension Plan to a deferred annuity account designated by You. 
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No Pension Contribution Benefit will be payable after Your Monthly Benefit terminates. 


Pension Plan means, for the purpose of this Pension Contribution Benefit, a qualified defined contribution pension 
profit sharing plan, or other plan approved by Us, in which You are participating as a result of Your employment with the 
Employer. 


EXCLUSIONS AND LIMITATIONS 


Exclusions: What Disabilities are not covered? 
The Policy does not cover, and We will not pay a benefit for, any Disability: 


1) that is caused or contributed to by war or act of war, whether declared or not; 
2) caused by Your commission of or attempt to commit a felony; 
3) caused or contributed to by Your being engaged in an illegal occupation; or 
4) caused or contributed to by an intentionally self-inflicted injury. 


Coverage Limitations: Are there any limitations on coverage? 
If You are receiving or are eligible for benefits for a Disability under a prior disability plan that: 


1) was sponsored by Your Employer; and 
2) was terminated before the Effective Date of The Policy; 


no benefits will be payable for the Disability under The Policy. 


Pre-Existing Condition Limitation: Are benefits limited for Pre-existing Conditions? 
The time periods stated within this Pre-existing Condition Limitation provision are waiting periods for, and not a complete 
bar of, coverage of those disabilities that arise within the first 12 consecutive months of coverage or an increase in 
coverage. The Elimination Period under The Policy runs concurrent with the waiting periods imposed under this Pre
existing Condition Limitation provision. 


We will pay any benefit, or any increase in benefits, under The Policy for any Disability that results from, or is caused or 
contributed to by, a Pre-existing Condition, once You have been continuously insured under The Policy for 12 consecutive 
months, provided the Elimination Period has been satisfied. Benefits accrue as of the first day after satisfaction of the 
Pre-existing Condition Limitation, subject to all other applicable terms and conditions of The Policy. If the Elimination 
Period has not been satisfied, benefits, or any increase in benefits, accrue as of the first day after satisfaction of the 
Elimination Period, subject to all other applicable terms and conditions of The Policy. 


Pre-existing Condition means: 
1) any accidental bodily injury, sickness, Mental Illness, pregnancy, or episode of Substance Abuse; or 
2) any manifestations, symptoms, findings, or aggravations related to or resulting from such accidental bodily 


sickness, Mental Illness, pregnancy, or Substance Abuse; 
for which You received Medical Care during the 3 month period that ends the day before: 


1) Your effective date of coverage; or 
2) the effective date of a Change in Coverage. 


Medical Care is received when a physician or other health care provider: 
1) is consulted or gives medical advice; or 
2) recommends, prescribes, or provides Treatment. 


Treatment includes but is not limited to: 
1) medical examinations, tests, attendance, or observation; and 
2) use of drugs, medicines, medical services, supplies or equipment. 


However, if You were covered under an Other Plan within 60 days prior to Your effective date of coverage under The 
Policy, period of coverage requirements for pre-existing conditions that were fully or partially met under the Other Plan will 
be credited toward the satisfaction of similar periods under The Policy. 


Other Plan means: 
1) an employer-provided disability benefit arrangement; or 
2) a group or blanket disability insurance plan or policy; 
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which provided disability benefits substantially similar to those provided under The Policy. 


GENERAL PROVISIONS 


Notice of Claim: When should I notify the Company of a claim? 
You must give Us written notice of a claim within 30 days after Disability or loss occurs. Failure to give notice within such 
time shall not invalidate or reduce any claim if it shall be shown not to have been reasonably possible to give such notice 
and that notice was given as soon as was reasonably possible. Such notice must include Your name, Your address and 
the Policy Number. 


Claim Forms: Are special forms required to file a claim? 
We will send forms to You to provide Proof of Loss, within 15 days of receiving a Notice of Claim. If We do not send the 
forms within 15 days, You may submit any other written proof which fully describes the nature and extent of Your claim. 


Proof of Loss: What is Proof of Loss? 
Proof of Loss may include but is not limited to the following: 


1) documentation of: 
a) the date Your Disability began; 
b) the cause of Your Disability; 
c) the prognosis of Your Disability; 
d) Your Pre-disability Earnings, Current Monthly Earnings or any income, including but not limited to copies of 


Your filed and signed federal and state tax returns; and 
e) evidence that You are under the Regular Care of a Physician; 


2) any and all medical information, including x-ray films and photocopies of medical records, including histories, 
physical, mental or diagnostic examinations and treatment notes; 


3) the names and addresses of all: 
a) Physicians or other qualified medical professionals You have consulted; 
b) hospitals or other medical facilities in which You have been treated; and 
c) pharmacies which have filled Your prescriptions within the past three years; 


4) Your signed authorization for Us to obtain and release: 
a) medical, employment and financial information; and 
b) any other information We may reasonably require; 


5) Your signed statement identifying all Other Income Benefits; and 
6) proof that You and Your dependents have applied for all Other Income Benefits which are available. 


You will not be required to claim any retirement benefits which You may only get on a reduced basis. All proof submitted 
must be satisfactory to Us. 


Additional Proof of Loss: What Additional Proof of Loss is the Company entitled to? 
To assist Us in determining if You are Disabled, or to determine if You meet any other term or condition of The Policy, We 
have the right to require You to: 


1) meet and interview with Our representative; and 
2) be examined by a Physician, vocational expert, functional expert, or other medical or vocational professional of 


Our choice. 
Any such interview, meeting or examination will be: 


1) at Our expense; and 
2) as reasonably required by Us. 


Your Additional Proof of Loss must be satisfactory to Us. Unless We determine You have a valid reason for refusal, We 
may deny, suspend or terminate Your benefits if You refuse to be examined or meet to be interviewed by Our 
representative. 


Sending Proof of Loss: When must Proof of Loss be given? 
Written Proof of Loss must be sent to Us within 90 days after the start of the period for which We are liable for payment. If 
proof is not given by the time it is due, it will not affect the claim if: 


1) it was not reasonably possible to give proof within the required time; and 
2) proof is given as soon as reasonably possible. 


We may request Proof of Loss throughout Your Disability, as reasonably required. 
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Claim Payment: When are benefit payments issued? 
When We determine that You; 


1) are Disabled; and 
2) eligible to receive benefits; 


We will pay accrued benefits at the end of each month that You are Disabled. We may, at Our option, make an advance 
benefit payment based on Our estimated duration of Your Disability. If any payment is due after a claim is terminated, 
will be paid as soon as Proof of Loss satisfactory to Us is received. 


Claims to be Paid: To whom will benefits for my claim be paid? 
All payments are payable to You. Any payments owed at Your death may be paid to Your estate. If any payment is owed 
to: 


1) Your estate; 
2) a person who is a minor; or 
3) a person who is not legally competent; 


then We may pay up to $1,000 to a person who is Related to You and who, at Our sole discretion, is entitled to it 
such payment shall fulfill Our responsibility for the amount paid. 


Claim Denial: What notification will/ receive if my claim is denied? 
If a claim for benefits is wholly or partly denied, You will be furnished with written notification of the decision. This written 
notification will: 


1) give the specific reason(s) for the denial; 
2) make specific reference to The Policy provisions on which the denial is based; 
3) provide a description of any additional information necessary to perfect a claim and an explanation of why it is 


necessary; and 
4) provide an explanation of the review procedure. 


Claim Appeal: What recourse do I have if my claim is denied? 
On any claim, You or Your representative may appeal to Us for a full and fair review. To do so You: 


1) must request a review upon written application within: 
a) 180 days of receipt of claim denial if the claim requires Us to make a determination of disability; or 
b) 60 days of receipt of claim denial if the claim does not require Us to make a determination of disability; and 


2) may request copies of all documents, records, and other information relevant to Your claim; and 
3) may submit written comments, documents, records and other information relating to Your claim. 


We will respond to You in writing with Our final decision on the claim. 


Social Security: When must I apply for Social Security Benefits? 
You must apply for Social Security disability benefits when the length of Your Disability meets the minimum duration 
required to apply for such benefits. You must apply within 45 days from the date of Our request. If the Social Security 
Administration denies Your eligibility for benefits, You will be required: 


1) to follow the process established by the Social Security Administration to reconsider the denial; and 
2) if denied again, to request a hearing before an Administrative Law Judge of the Office of Hearing and Appeals. 


Benefit Estimates: How does the Company estimate Disability benefits under the United States Social Security Act? 
We reserve the right to reduce Your Monthly Benefit by estimating the Social Security disability benefits You or Your 
spouse and children may be eligible to receive. 


When We determine that You or Your dependent may be eligible for benefits, We may estimate the amount of these 
benefits. We may reduce Your Monthly Benefit by the estimated amount. 
Your Monthly Benefit will not be reduced by estimated Social Security disability benefits if: 


1) You apply for Social Security disability benefits and pursue all required appeals in accordance with the Social 
Security provision; and 


2) You have signed a form authorizing the Social Security Administration to release information about awards 
directly to Us; and 


3) You have signed and returned Our reimbursement agreement, which confirms that You agree to repay all 
overpayments. 


If We have reduced Your Monthly Benefit by an estimated amount and: 
1) You or Your dependent are later awarded Social Security disability benefits, We will adjust Your Monthly Benefit 


when We receive proof of the amount awarded, and determine if it was higher or lower than Our estimate; or 
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2) Your application for Social Security disability benefits has been denied, We will adjust Your Monthly Benefit when 
You provide Us proof of final denial from which You cannot appeal from an Administrative Law Judge of the Office 
of Hearing and Appeals. 


If Your Social Security benefits were lower than We estimated, and We owe You a refund, We will make such refund in a 
lump sum. If Your Social Security benefits were higher than We estimated, and If Your Monthly Benefit has been 
overpaid, You must make a lump sum refund to Us equal to all overpayments, in accordance with the Overpayment 
Recovery provision. 


Overpayment: When does an overpayment occur? 
An overpayment occurs: 


1) when We determine that the total amount We have paid in benefits is more than the amount that was due to You 
under The Policy; or 


2) when payment is made by Us that should have been made under another group policy. 


This includes, but is not limited to, overpayments resulting from: 
1) retroactive awards received from sources listed in the Other Income Benefits definition; 
2) failure to report, or late notification to Us of any Other Income Benefit(s) or earned income; 
3) misstatement; 
4) fraud; or 
5) any error We may make. 


Overpayment Recovery: How does the Company exercise the right to recover overpayments? 
We have the right to recover from You any amount that We determine to be an overpayment. You have the obligation to 
refund to Us any such amount. Our rights and Your obligations in this regard may also be set forth in the reimbursement 
agreement You will be required to sign when You become eligible for benefits under The Policy. 


If benefits are overpaid on any claim, You must reimburse Us within 30 days. 


If reimbursement is not made in a timely manner, We have the right to: 
1) recover such overpayments from: 


a) You; and 
b) Your estate; 


2) reduce or offset against any future benefits payable to You or Your survivors, including the Minimum Monthly 
Benefit, until full reimbursement is made. Payments may continue when the overpayment has been recovered; 


3) refer Your unpaid balance to a collection agency; and 
4) pursue and enforce all legal and equitable rights in court. 


Legal Actions: When can legal action be taken against Us? 
Legal action cannot be taken against Us: 


1) sooner than 60 days after the date Proof of Loss is given; or 
2) more than 3 years after the date Proof of Loss is required to be given according to the terms of The Policy. 


Insurance Fraud: How does the Company deal with fraud? 
Insurance fraud is a crime. We will use all means available to Us to detect, investigate, deter and prosecute those who 
commit insurance fraud. We will pursue all available legal remedies if You and/or the Employer perpetrate insurance 
fraud. "' 


Misstatements: What happens if facts are misstated? 
If material facts about You were not stated accurately: 


1) Your premium may be adjusted; and 
2) the true facts will be used to determine if, and for what amount, coverage should have been in force. 


No statement, except fraudulent misstatements, made by You relating to Your insurability will be used to contest the 
insurance for which the statement was made after the insurance has been in force for two years during Your lifetime. In 
order to be used, the statement must be in writing and signed by You. 


Policy Interpretation: Who interprets the terms and conditions of The Policy? 
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We have full discretion and authority to determine eligibility for benefits and to construe and interpret all terms and 
provisions of The Policy. This provision applies where the interpretation of The Policy is governed by the Employee 
Retirement Income Security Act of 1974, as amended (ERISA). 


DEFINITIONS 


Actively at Work means at work with the Employer on a day that is one of the Employer's scheduled workdays. On that 
day, You must be performing for wage or profit all of the regular duties of Your Occupation: 


1) in the usual way; and 
2) for Your usual number of hours. 


If school is not in session due to normal vacation or school break(s), Actively at Work shall mean You are able to 
for work with the Employer, performing all the regular duties of Your Occupation in the usual way for Your usual number 
hours as if school was in session. 


Active Employee means an employee who works for the Employer on a regular basis in the usual course of the 
Employer's business. This must be at least the number of hours shown in the Schedule of Insurance. 


Any Occupation means any occupation for which You are qualified by education, training or experience, and that has an 
earnings potential greater than the lesser of: 


1) the product of Your Indexed Pre-disability Earnings and the Benefit Percentage; or 
2) the Maximum Monthly Benefit. 


Current Monthly Earnings means monthly earnings You receive from: 
1) Your Employer; and 
2) other employment; 


while You are Disabled. 


However, if the other employment is a job You held in addition to Your job with Your Employer, then during any period that 
You are entitled to benefits for being Disabled from Your Occupation, only the portion of Your earnings that exceeds Your 
average earnings from the other employer over the 6 month(s) period just before You became Disabled will count as 
Current Monthly Earnings. 


Current Monthly Earnings also includes the pay You could have received for another job or a modified job if: 
1) such job was offered to You by Your Employer, or another employer, and You refused the offer; and 
2) the requirements of the position were consistent with: 


a) Your education, training and experience; and 
b) Your capabilities as medically substantiated by Your Physician. 


Disability or Disabled means You are prevented from performing one or more of the Essential Duties of: 
1) Your Occupation during the Elimination Period; 
2) Your Occupation, for the 2 year(s) following the Elimination Period, and as a result Your Current Monthly Earnings 


are less than 80% of Your Indexed Pre-disability Earnings; and 
3) after that, Any Occupation. 


If at the end of the Elimination Period, You are prevented from performing one or more of the Essential Duties of Your 
Occupation, but Your Current Monthly Earnings are equal to or greater than 80% of Your Pre-disability Earnings, Your 
Elimination Period will be extended for a total period of 12 months from the original date of Disability, or until such time as 
Your Current Monthly Earnings are less than 80% of Your Pre-disability Earnings, whichever occurs first. For the 
purposes of extending Your Elimination Period, Your Current Monthly Earnings will not include the pay You could have 
received for another job or a modified job if such job was offered to You by Your Employer, or another employer, and You 
refused the offer. 


Your Disability must result from: 
1) accidental bodily injury; 
2) sickness; 
3) Mental Illness; 
4) Substance Abuse; or 
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5) pregnancy. 
Your failure to pass a physical examination required to maintain a license to perform the duties of Your Occupation, alone, 
does not mean that You are Disabled. 


Elimination Period means the longer of the number of consecutive days at the beginning of any one period of Disability 
which must elapse before benefits are payable or the expiration of any Employer sponsored short term Disability benefits 
or salary continuation program, excluding benefits required by state law. 


Employer means the Policyholder. 


Essential Duty means a duty that: 
1) is substantial, not incidental; 
2) is fundamental or inherent to the occupation; and 
3) cannot be reasonably omitted or changed. 


Your ability to work the number of hours in Your regularly scheduled workweek is an Essential Duty. 


Indexed Pre-disability Earnings means Your Pre-disability Earnings adjusted annually by adding the lesser of: 
1) 10%; or 
2) the percentage change in the Consumer Price Index (CPI-W). 


The percentage change in the CPI-W means the difference between the current year's CPI-W as of July 31, and the prior 
year's CPI-W as of July 31, divided by the prior year's CPI-W. The adjustment is made January 1st each year after You 
have been Disabled for 12 consecutive month(s), provided You are receiving benefits at the time the adjustment is made. 


The term Consumer Price Index (CPI-W) means the index for Urban Wage Earners and Clerical Workers published by the 
United States Department of Labor. It measures on a periodic (usually monthly) basis the change in the cost of typical 
urban wage earners' and clerical workers' purchase of certain goods and services. If the index is discontinued or 
changed, We may use another nationally published index that is comparable to the CPI-W. 


Mental Illness means a mental disorder as listed in the current version of the Diagnostic and Statistical Manual of Mental 
Disorders, published by the American Psychiatric Association. A Mental Illness may be caused by biological factors or 
result in physical symptoms or manifestations. 


For the purpose of The Policy, Mental Illness does not include the following mental disorders outlined in the Diagnostic 
and Statistical Manual of Mental Disorders: 


1) Mental Retardation; 
2) Pervasive Developmental Disorders; 
3) Motor Skills Disorder; 
4) Substance-Related Disorders; 
5) Delirium, Dementia, and Amnesic and Other Cognitive Disorders; or 
6) Narcolepsy and Sleep Disorders related to a General Medical Condition. 


Monthly Benefit means a monthly sum payable to You while You are Disabled, subject to the terms of The Policy. 


Monthly Income Loss means Your Pre-disability Earnings minus Your Current Monthly Earnings. 


Other Income Benefits means the amount of any benefit for loss of income, provided to You or Your family, as a result of 
the period of Disability for which You are claiming benefits under The Policy. This includes any such benefits that are 
provided to You, or Your family or to a third party on Your behalf, pursuant to any: 


1) temporary, permanent disability, or impairment benefits under a Workers' Compensation Law, the Jones Act, 
occupational disease law, similar law or substitutes or exchanges for such benefits; 


2) governmental law or program that provides disability or unemployment benefits as a result of Your job with Your 
Employer; 


3) plan or arrangement of coverage, whether insured or not, which is received from Your Employer as a result of 
employment by or association with Your Employer or which is the result of membership in or association with any 
group, association, union or other organization; 


4) disability benefits under: 
a) the United States Social Security Act or alternative plan offered by a state or municipal government; 
b) the Railroad Retirement Act; 


20 







c) the Canada Pension Plan, the Canada Old Age Security Act, the Quebec Pension Plan or any provincial 
pension or disability plan; or 


d) similar plan or act; 
that You, Your spouse and/or children, are eligible to receive because of Your Disability; or 


5) disability benefit from the Department of Veterans Affairs, or any other foreign or domestic governmental agency: 
a) that begins after You become Disabled; or 
b) that You were receiving before becoming Disabled, but only as to the amount of any increase in the benefit 


attributed to Your Disability. 


Other Income Benefits also means any payments that are made to You or to Your family, or to a third party on Your 
behalf, pursuant to any: 


1) disability benefit under Your Employer's Retirement Plan, if You elect early retirement or such benefits do not 
reduce the amount of Your accrued annuity or pension benefits then funded; 


2) temporary, permanent disability or impairment benefits under a Workers' Compensation Law, the Jones Act, 
occupational disease law, similar law or substitutes or exchanges for such benefits; 


3) retirement benefit from a Retirement Plan that is wholly or partially funded by employer contributions, unless: 
a) You were receiving it prior to becoming Disabled; or 
b) You immediately transfer the payment to another plan qualified by the United States Internal Revenue Service 


for the funding of a future retirement; 
(Other Income Benefits will not include the portion, if any, of such retirement benefit that was funded by Your 
after-tax contributions.); or 


4) retirement benefits under: 
a) the United States Social Security Act or alternative plan offered by a state or municipal government; 
b) the Railroad Retirement Act; 
c) the Canada Pension Plan, the Canada Old Age Security Act, the Quebec Pension Plan or any provincial 


pension or disability plan; or 
d) similar plan or act; 
that You, Your spouse and/or children receive because of Your retirement, unless You were receiving them prior 
to becoming Disabled. 


If You are paid Other Income Benefits in a lump sum or settlement, You must provide proof satisfactory to Us of: 
1) the amount attributed to loss of income; and 
2) the period of time covered by the lump sum or settlement. 


We will pro-rate the lump sum or settlement over this period of time. If You cannot or do not provide this information, We 
will assume the entire sum to be for loss of income, and the time period to be 24 month(s). We may make a retroactive 
allocation of any retroactive Other Income Benefit. A retroactive allocation may result in an overpayment of Your claim. 


The amount of any increase in Other Income Benefits will not be included as Other Income Benefits if such increase: 
1) takes effect after the date benefits become payable under The Policy; and 
2) is a general increase which applies to all persons who are entitled to such benefits. 


Physician means a person who is: 
1) a doctor of medicine, osteopathy, psychology or other legally qualified practitioner of a healing art that We 


recognize or are required by law to recognize; 
2) licensed to practice in the jurisdiction where care is being given; 
3) practicing within the scope of that license; and 
4) not You or Related to You by blood or marriage. 


Pre-disability Earnings means Your contracted annual rate of pay from Your Employer divided by the number of pay 
periods occurring in the pay cycle established by You and Your Employer prior to Your date of Disability. 


Prior Policy means the long term disability insurance carried by the Employer on the day before the Policy Effective Date. 


Regular Care of a Physician means that You are being treated by a Physician: 
1) whose medical training and clinical experience are suitable to treat Your disabling condition; and 
2) whose treatment is: 


a) consistent with the diagnosis of the disabling condition; 
b) according to guidelines established by medical, research, and rehabilitative organizations; and 
c) administered as often as needed; 
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to achieve the maximum medical improvement. 


Rehabilitation means a process of Our working together with You in order for Us to plan, adapt, and put into use options 
and services to meet Your return to work needs. A Rehabilitation program may include, when We consider it to be 
appropriate, any necessary and feasible: 


1) vocational testing; 
2) vocational training; 
3) alternative treatment plans such as: 


a) support groups; 
b) physical therapy; 
c) occupational therapy; or 
d) speech therapy; 


4) work-place modification to the extent not otherwise provided; 
5) job placement; 
6) transitional work; and 
7) similar services. 


Related means Your spouse, sibling, parent, step-parent, grandparent, aunt, uncle, niece, nephew, son, daughter, or 
grandchild. 


Retirement Plan means a defined benefit or defined contribution plan that provides benefits for Your retirement and 
which is not funded wholly by Your contributions. It does not include: 


1) a profit sharing plan; 
2) thrift, savings or stock ownership plans; 
3) a non-qualified deferred compensation plan; or 
4) an individual retirement account (IRA), a tax sheltered annuity (TSA), Keogh Plan, 401 (k) plan, 403(b) plan or 457 


deferred compensation arrangement. 


Substance Abuse means the pattern of pathological use of alcohol or other psychoactive drugs and substances 
characterized by: 


1) impairments in social and/or occupational functioning; 
2) debilitating physical condition; 
3) inability to abstain from or reduce consumption of the substance; or 
4) the need for daily substance use to maintain adequate functioning. 


Substance includes alcohol and drugs but excludes tobacco and caffeine. 


The Policy means The Policy which We issued to the Policyholder under the Policy Number shown on the face page. 


We, Our, or Us means the insurance company named on the face page of The Policy. 


Your Occupation means Your Occupation as it is recognized in the general workplace. Your Occupation does not mean 
the specific job You are performing for a specific employer or at a specific location. 


You or Your means the person to whom this certificate is issued. 
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AMENDATORY RIDER 


HARTFORD LIFE INSURANCE COMPANY 
200 Hopmeadow Street 


Simsbury, Connecticut 06089 
(A stock insurance company) 


This rider is attached to a certificate given in connection with The Policy. 


This rider becomes effective on the certificate effective date. 


This rider is intended to amend Your certificate, as indicated below, to comply with the laws of Your state of residence. 
Only those references to benefits, provisions or terms actually included in Your certificate will affect Your coverage. 


For California residents: 
1) The following is added to the definition of Surviving Spouse in the Survivor Income Benefit: 


"Spouse" will also include an individual who is in a registered domestic partnership with You in accordance 
with California law. References to Your marriage or divorce will include Your registered domestic partnership 
or dissolution of Your registered domestic partnership. 


2) The following is added to the definition of Surviving Children in the Survivor Income Benefit: 
Surviving Children will also include children of Your California registered domestic partner. 


For Connecticut residents, the following is added to the definition of Spouse: 
Spouse will include Your domestic partner, provided You have executed a domestic partner affidavit satisfactory 
to Us, establishing that You and Your partner are domestic partners for the purposes of The Policy. You will 
continue to be considered domestic partners provided You continue to meet the requirements described in the 
domestic partner affidavit. 


For Indiana residents: 
The last sentence in the Policy Interpretation provision is deleted and replaced by the following: 


This provision applies only where the interpretation of The Policy is governed by the Employee Retirement 
Income Security Act of 1974, as amended (ERISA), 29 U.S.C. 1001 et seq. 


For Louisiana residents, the following provision is added: 
Reinstatement after Military Service: Can my coverage be reinstated after return from active military service? 
If: 


1) Your coverage terminates because You enter active military service; and 
2) You are rehired within 12 months of the date You return from active military service; 


then coverage may be reinstated, provided You request such reinstatement within 31 days of the date You return to 
work.The reinstated coverage will: 


1) be the same coverage amounts in force on the date coverage terminated; and 
2) not be subject to any Waiting Period for Coverage, Evidence of Insurability or Pre-existing Conditions 


Limitations; and 
3) be subject to all the terms and provisions of The Policy. 


For Massachusetts residents, 
1) The following is added to the Continuation Provisions: 


In accordance with Massachusetts state law, if Your insurance terminates because Your employment terminates 
or You cease to be a member of an eligible class, Your insurance will automatically be continued until the end of a 
31 day period from the date Your insurance terminates or the date You become eligible for similar benefits under 
another group plan, whichever occurs first. 
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Additionally, if Your insurance terminates because Your employment is terminated as a result of a plant closing or 
covered partial closing, Your insurance may be continued. You must elect in writing to continue insurance and 
pay the required premium for continued coverage. Coverage will cease on the earliest to occur of the following 
dates: 


1) 90 days from the date You were no longer eligible for coverage as a Full-time Active Employee; 
2) the date You become eligible for similar benefits under another group plan; 
3) the last day of the period for which required premium is made; 
4) the date the group insurance policy terminates; or 
5) the date Your Employer ceases to be a Participant Employer, if applicable. 


Continued coverage is subject to all other applicable terms and conditions of The Policy. 
2) The Surviving Children definition in the Survivor Income Benefit will also include a child in the process of 


adoption. 


For Minnesota residents: 
1) the definition of Any Occupation is amended by the addition of the phrase "or may reasonably become qualified" 


to the first line; 
2) The first two paragraphs of the Pre-Existing Conditions Limitation provision are deleted and replaced by the 


following: 
No benefit will be payable under The Policy for any Disability that is due to, contributed to by, or results from a 
Pre-Existing Condition, unless such Disability or loss is incurred: 


1) After the lesser of the last day of: 
a) the number of days stated in Your certificate; or 
b) 730 consecutive days; 
while insured, during which you receive no medical care for the Pre-Existing Condition; or 


2) After the lesser of the last day of: 
a) the number of days stated in Your certificate; or 
b) 730 consecutive days; 
during which you have been continuously insured under The Policy. 


The amount of a benefit increase, which results from a change in benefit options, a change of class or a change 
in The Policy, will not be paid for any disability that is due to, contributed to by, or results from a Pre-Existing 
Condition, unless such Disability begins: 


1 ) After the lesser of the last day of : 
a) the number of days stated in Your certificate; or 
b) 730 consecutive days; 
while insured for the increased benefit amount during which you receive no medical care for the Pre
Existing Condition; or 


2) After the lesser of the last day of : 
a) the number of days stated in Your certificate; or 
b) 730 consecutive days; 
during which you have been continuously insured for the increased benefit amount. 


3) The definition of Pre-existing Condition in the Pre-Existing Conditions Limitation provision is deleted and is 
replaced by the following: 
Pre-existing Condition means any accidental bodily injury, sickness, Mental Illness, pregnancy, or episode of 
Substance Abuse for which You received Medical Care during the lesser of: 


1) the period of time stated in Your certificate; or 
2) the 730 day period; 
that ends the day before: 
1) Your effective date of coverage; or 
2) the effective date of a Change in Coverage. 


For Missouri residents, the Exclusion related to intentionally self-inflicted Injury is replaced by the following: 
intentionally self-inflicted Injury, suicide or attempted suicide, while sane; or 


For Montana residents, pregnancy will be covered, the same as any other Sickness, anything in the Policy to the contrary 
notwithstanding. 


For New Hampshire residents: 
1) The definition of Other Income Benefits is amended by the deletion of 'mandatory "no-fault" automobile 


insurance plan'; 
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2) L TO The time period, stated in the Recurrent Disability provision, within which a Disability must recur in order to 
be considered the same Period of Disability is changed to 6 months, if less than 6 months. 


3) The Policy Interpretation provision is deleted and replaced by the following: 
Under ERISA, the Company is hereby designated by the plan sponsor as a claim fiduciary with discretionary 
authority to determine eligibility for benefits and to interpret and construe the terms and provisions of the 
policy. As claim fiduciary, the Company has a duty to administer claims solely in the interest of the 
participants and beneficiaries of the employee benefit plan and in accordance with the documents and 
instruments governing the plan. This assignment of discretionary authority does not prohibit a participant or 
beneficiary from seeking judicial review of the Company's benefit eligibility determination after exhausting 
administrative remedies. The assignment of discretionary authority made under this provision may affect the 
standard of review that a court will use in reviewing the appropriateness of the Company's determination. In 
order to prevail, a plan participant or beneficiary may be required to prove that the Company's determination 
was arbitrary and capricious or an abuse of discretion. 


4) The time periods stated in the Claim Appeal provision are changed to 180 days, if less than 180 days. 


For North Carolina residents: 
1) The definition of Other Income Benefits is amended by the deletion of 'mandatory "no-fault" automobile 


insurance plan'; 
2) The last sentence of the Definition of Regular Care of a Physician is amended by the addition of the following 


clause: "unless qualified medical professionals have determined that further medical care and treatment would be 
of no benefit to you." 


3) The exclusion regarding Workers' Compensation benefits is replaced by the following in the Exclusions 
provision: 


for which the final adjudication or a Workers' Compensation claim determines that benefits are paid, or may 
be paid, if duly claimed; 


4) The Subrogation provision is deleted. 


For Oregon residents: 
1) The following is added to the definition of Surviving Spouse in the Survivor Income Benefit: 


"Spouse will also include an individual who is in a registered domestic partnership with You in accordance 
with Oregon law. References to Your marriage or divorce will include Your registered domestic partnership 
or dissolution of Your registered domestic partnership. 


2) The following is added to the definition of Surviving Children in the Survivor Income Benefit: 
Surviving Children will also include children of Your Oregon registered domestic partner. 


For South Carolina residents: 
1) The first paragraph of the Continuity from a Prior Policy provision is replaced by the following: 


If You become insured under The Policy on the Policy Effective Date and within 30 days of being covered 
under the Prior Policy, the Pre-existing Conditions Limitation will end on the earliest of: 


1) the Policy Effective Date, if Your coverage for the Disability was not limited by a pre-existing condition 
restriction under the Prior Policy; or 


2) the date the restriction would have ceased to apply had the Prior Policy remained in force, if Your 
coverage was limited by a pre-existing condition limitation under the Prior Policy. 


2) The time period in the Notice of Claim provision is changed to 20 days, if less than 20 days. 
3) The following is added to the Physical Examinations and Autopsy provision: "Such autopsy must be performed 


during the period of contestability and must take place in the state of South Carolina." 


For South Dakota residents: 
1) The definition of Physician is deleted and replaced by the following: 


Physician means a legally qualified physician or surgeon other than a physician or surgeon who is related to 
You by blood or marriage or a physician or surgeon who is a partner of S-Corp Shareholder working with You 
in the same business. This does not apply in areas in which the immediate family member is the only 
physician in the area and acting within the scope of their normal employment. 


2) The definition of Other Income Benefits is amended by the deletion of all references to Your family, Your 
spouse and/or children. 


3) The provision titled Policy Interpretation is deleted in its entirety. 


For Utah residents: 
1) The time period during which You must be continuously insured in order to exercise the Conversion Right is 


changed to 6 consecutive months, if not already 6 consecutive months. 
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2) The time period in the Sending Proof of Loss provision is changed to 90 days, if less than 90 days. 
3) The Policy Interpretation provision is deleted and replaced by the following: 


Benefits under this plan will be paid only if We, the plan administrator, decides in Our discretion that you are 
entitled to them. We also have discretion to determine eligibility for benefits and to interpret the terms of 
conditions of the benefit plan. Determinations made by Us, the plan administrator, pursuant to this 
reservation of discretion does not prohibit or prevent a claimant from seeking judicial review in federal court or 
Our determinations. 


The reservation of discretion made under this provision only establishes the scope of review that a federal 
court will apply when you seek judicial review of our determination of eligibility for benefits, the payment of 
benefits, or interpretation of the terms and conditions applicable to the plan. 


We are an insurance company that provides insurance of this plan and the federal court will determine the 
level of discretion that it will accord Our determination. 


For Vermont residents: 
Purpose: Vermont law requires that health insurers offer coverage to parties to a civil union that is equivalent to 
coverage provided to married persons. 
Definitions. Terms, Conditions and Provisions: The definitions, terms, conditions or any other provisions of the 
policy, contract, certificate and/or riders and endorsements to which this mandatory endorsement is attached are 
hereby amended and superseded as follows: 
1) Terms that mean or refer to a marital relationship, or that may be construed to mean or refer to a marital 


relationship, such as "marriage", "spouse", "husband", "wife", "dependent", "next of kin", "relative", "beneficiary", 
"survivor", "immediate family" and any other such terms, include the relationship created by a civil union 
established according to Vermont law. 


2) Terms that mean or refer to the inception or dissolution of a marriage, such as "date of marriage", "divorce 
decree", "termination of marriage" and any other such terms include the inception or dissolution of a civil union 
established according to Vermont law. 


3) Terms that mean or refer to family relationships arising from a marriage, such as "family", "immediate family", 
"dependent", "children", "next of kin", "relative", "beneficiary", "survivor" and any other such terms include family 
relationships created by a civil union established according to Vermont law. 


4) "Dependent" means a spouse, a party to a civil union established according to Vermont law, and a child or 
children (natural, stepchild, legally adopted or a minor or disabled child who is dependent on the insured for 
support and maintenance) who is born to or brought to a marriage or to a civil union established according to 
Vermont law. 


5) "Child or covered child" means a child (natural, step-child, legally adopted or a minor or disabled child who is 
dependent on the insured for support and maintenance) who is born to or brought to a marriage or to a civil union 
established according to Vermont law. 


CAUTION: FEDERAL LAW RIGHTS MAY OR MAY NOT BE AVAILABLE 
Vermont law grants parties to a civil union the same benefits, protections and responsibilities that flow from marriage 
under state law. However, some or all of the benefits, protections and responsibilities related to health insurance that 
are available to married persons under federal law may not be available to parties to a civil union. For example, 
federal law, the Employee Income Retirement Security Act of 1974 known as "ERISA", controls the 
employer/employee relationship with regard to determining eligibility for enrollment in private employer health benefit 
plans. Because of ERISA, Act 91 does not state requirements pertaining to a private employer's enrollment of a party 
to a civil union in an ERISA employee welfare benefit plan. However, governmental employers (not federal 
government) are required to provide health benefits to the dependents of a party to a civil union if the public employer 
provides health benefits to the dependents of married persons. Federal law also controls group health insurance 
continuation rights under COBRA for employers with 20 or more employees as well as the Internal Revenue Code 
treatment of health insurance premiums. As a result, parties to a civil union and their families may or may not have 
access to certain benefits under this policy, contract, certificate, rider or endorsement that derive from federal law. 
You are advised to seek expert advice to determine your rights under this contract. 


For Virginia residents, any and all references to Domestic Partners are hereby deleted. 


For Washington residents: 
1) The term "hyperemesis gravidarum" is deleted from the third paragraph of the definition of Complications of 


Pregnancy and is added to the second paragraph; 
2) The General Work Stoppage continuation provision is replaced with the following: 
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General Work Stoppage (including a strike or lockout): If Your employment terminates due to a cessation of 
active work as the result of a general work stoppage (including a strike or lockout), Your coverage shall be 
continued during the work stoppage until the last day of the month in which the coverage terminated, but in no 
event for a period exceeding six months. If the work stoppage ends, this continuation will cease immediately. 


3) The provision titled Policy Interpretation is deleted in its entirety. 
4) The following is added to the definition of Spouse: 


Spouse will include Your domestic partner, provided You have executed a domestic partner affidavit satisfactory 
to Us, establishing that You and Your partner are domestic partners for the purposes of The Policy. You will 
continue to be considered domestic partners provided You continue to meet the requirements described in the 
domestic partner affidavit. 


For Wisconsin residents, the time periods stated in the.CI'!ii'T! Appeal provision are removed . .. --·. 
In all other respects the certificate remains the same. 


Signed for Hartford Life Insurance Company 


Bnniihl C. Hunt. Se-c1 etary 
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Annually Renewable Nonparticipating 
Group Term Life Insurance 


CERTIFICATE OF INSURANCE 


HARTFORD LIFE INSURANCE COMPANY 
200 Hopmeadow Street 


Simsbury, Connecticut 06089 
(A stock insurance company) 


Policyholder: SARAH LAWRENCE COLLEGE 
Policy Number: GL-866909 
Poricy Effective D'ate: November 1, 2009 
Policy Anniversary Date: November 1, 2011 


We have issued The Policy to the Policyholder. Our name, the Policyholder's name and the Policy Number are shown 
above. This certificate replaces any other certificate We may have given to You earlier under The Policy. Nothing in The 
Policy invalidates or impairs any rights or benefits granted in the certificate or by New York law. The Policy and certificate 
are on file with Us at Our home office. The Policy and certificate may be inspected at the office of the Policyholder. The 
rights of any certificateholder, insured or beneficiary shall not be affected by any provision not contained in the certificate, 
riders, endorsements or amendments. 


Signed for the Company 


[!mudd C. Hunt, Sec1etary David ft Levenson. President 


A note on capitalization in this Certificate: 
Capitalization of a term, not normally capitalized according to the rules of standard punctuation, indicates a word or 
phrase that is a defined term in The Policy or refers to a specific provision contained herein. 
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SCHEDULE OF INSURANCE 


The benefits described herein are those in effect as of June 1, 2011. 


Cost of Coverage: 
Non-Contributory Coverage: Basic Life Insurance 


Basic Accidental Death and Dismemberment 


Eligible Class(es) For Coverage: Each Active Employee who is a Full-time or Part-time faculty member and non-faculty 
member except an Employee covered by a collective bargaining agreement and any other person employed on a 
temporary or seasonal basis. 


Full-time Employee: at least 21 hours weekly 


Part-time, with respect to administrators and support staff members, means working a minimum of 21 hours or more but 
less than 35 hours each week for at least nine months per year. 


Part-time, with respect to contractual, regular and guest faculty means teaching for at least 2 days a week. 


Part-time shall mean Half-time wherever it may appear in the employment contract. 


Eligibility Waiting Period for Coverage: 
1) None - if You are working for the Employer on the Policy Effective Date; or 
2) The first day of the month coinciding with or next following 3 month(s) of employment- if You start working for the 


Employer after the Policy Effective Date. 


The time period(s) referenced above are continuous. 


Amount of Life Insurance 
Life Insurance Benefit 


Basic Amount of Life Insurance 


Maximum Amount 


1 times Your annual Earnings, subject to a 
maximum of $50,000 rounded to the next 
higher $1,000 if not already a multiple of 
$1,000. 


However, in no event will Your Basic Amount of Life Insurance be less than $10,000. 


Reduction in Amount of Life Insurance 
We will reduce the Amount of Life Insurance for You by any Amount of Life Insurance in force, paid or payable: 


1) in accordance with the Conversion Right; or 
2) under the Prior Policy. 


Reduction in Coverage Due to Age 


We will reduce the Life Insurance Benefit and Principal Sum for You by the percentage indicated in the table below. This 
reduction will be effective on the date You attain the ages shown below. The reduction will apply to the Amount of Life 
Insurance and Principal Sum in force immediately prior to the first reduction made. 


Reductions also apply if: 
1) You become covered under The Policy; or 
2) Your coverage increases; 


on or after the date You attain age 70. 


Percentage by which original amount of coverage 
will be reduced. 


30 


Your Age Your %Reduction 







70 
75 
80 


35% 
60% 
75% 


The reduced amount of coverage will be rounded to the next higher multiple of $500, if not already a multiple of $5000 An 
appropriate adjustment in premium will be made. 
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ACCIDENTAL DEATH AND DISMEMBERMENT SCHEDULE OF INSURANCE 


Accidental Death and Dismemberment Benefit 


Basic Principal Sum 


Maximum Amount 
1 times Your annual Earnings, subject to a 
maximum of $50,000 rounded to the next 
higher $1,000 if not already a multiple of 
$1,000. 


In no event however will Your Principal Sum be less than $10,000. 


Additional Accidental Death and Dismemberment Benefits 


Seat Belt Benefit Amount: 
Percentage of Accidental Death and Dismemberment Principal Sum: 10% 


Maximum Amount: $10,000 
Minimum Amount: $1,000 


Air Bag Benefit Amount: 
Percentage of Accidental Death and Dismemberment Principal Sum: 5% 


Maximum Amount: $5,000 


Repatriation Benefit 
Percentage of Accidental Death and Dismemberment Principal Sum: 5% 


Maximum Amount: $5,000 
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ELIGIBILITY AND ENROLLMENT 


Eligible Persons: Who is eligible for coverage? 
All persons in the class or classes shown in the Schedule of Insurance will be considered Eligible Persons. 


Eligibility for Coverage: When will! become eligible? 
You will become eligible for coverage on the latest of: 


1) the Policy Effective Date; 
2) the date You become a member of an Eligible Class; or 
3) the date You complete the Eligibility Waiting Period for Coverage shown in the Schedule of Insurance, if 


applicable. 


Enrollment: How do I enroll for coverage? 
For Non-Contributory Coverage, Your Employer will automatically enroll You for coverage. However, You will be 
to complete a beneficiary designation form. 


PERIOD OF COVERAGE 


Effective Date: When does my coverage start? 
Coverage will start on the date You become eligible. 


All Effective Dates of coverage are subject to the Deferred Effective Date provision. 


Deferred Effective Date: When will my effective date for coverage or a change in my coverage be deferred? 
If, on the date You are to become covered: 


1) under The Policy; 
2) for increased benefits; or 
3) for a new benefit; 


You are not Actively at Work due to a physical or mental condition, such coverage will not start until the date You are 
Actively at Work. 


Continuity from a Prior Policy: Is there continuity of coverage from a Prior Policy? 
Your initial coverage under The Policy will begin, and will not be deferred if on the day before the Policy Effective Date, 
You were: 


1) insured under the Prior Policy; and 
2) Actively at Work or on an authorized family and medical leave; 


but on the Policy Effective Date, You were not Actively at Work, and would otherwise meet the Eligibility requirements of 
The Policy. However, Your Amount of Insurance will be the lesser of the amount of life insurance and accidental death 
and dismemberment principal sum: 


1) You had under the Prior Policy; or 
2) shown in the Schedule of Insurance; 


reduced by any coverage amount: 
1) that is in force, paid or payable under the Prior Policy; or 
2) that would have been so payable under the Prior Policy had timely election been made. 


Such amount of insurance under this provision is subject to any reductions in The Policy and will not increase. 


Coverage provided through this provision ends on the first to occur of: 
1) the last day of a period of 12 consecutive months after the Policy Effective Date; 
2) the date Your insurance terminates for any reason shown under the Termination provision; 
3) the last day You would have been covered under the Prior Policy, had the Prior Policy not terminated; or 
4) the date You are Actively at Work. 


However, if the coverage provided through this provision ends because You are Actively at Work, You may be covered as 
an Active Employee under The Policy. 
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Termination: When will my coverage end? 
Your coverage will end on the earliest of the following: 


1) the last day of the month following the date The Policy terminates; 
2) the last day of the month following the date You are no longer in a class eligible for coverage, or The Policy no 


longer insures Your class; 
3) the last day of the month following the date the premium payment is due but not paid; 
4) the last day of the month following the date Your Employer terminates Your employment; or 
5) the last day of the month following the date You are no longer Actively at Work; 


unless continued in accordance with any of the Continuation Provisions. 


Continuation Provisions: Can my coverage be continued beyond the date it would otherwise terminate? 
Coverage can be continued by Your Employer beyond a date shown in the Termination provision, if Your Employer 
provides a plan of continuation which applies to all Employees the same way. 


The amount of continued coverage will be the amount of coverage in effect on the date immediately before coverage 
would otherwise have ended. Continued coverage: 


1) is subject to any reductions in The Policy; 
2) is subject to payment of premium; 
3) may be continued up to the maximum time shown in the provisions; and 
4) terminates if The Policy terminates. 


In no event will the amount of insurance increase while coverage is continued in accordance with the following provisions. 
The Continuation Provisions shown below may not be applied consecutively. 


In all other respects, the terms of Your coverage remain unchanged. 


Leave of Absence: If You are on a documented leave of absence, other than Family and Medical Leave or Military Leave 
of Absence, Your coverage may be continued until the last day of the month following the month in which the leave of 
absence commenced. If the leave terminates prior to the agreed upon date, this continuation will cease immediately. 


Military Leave of Absence: If You enter active military service and are granted a military leave of absence in writing, Your 
coverage may be continued for up to 12 weeks. If the leave ends prior to the agreed upon date, this continuation will 
cease immediately. 


Lay Off: If You are temporarily laid off by the Employer due to lack of work, Your coverage may be continued until the last 
day of the month following the month in which the lay off commenced. If the lay off becomes permanent, this continuation 
will cease immediately. 


Status Change: If You are: 
1) employed by the Policyholder; and 
2) no longer in an Eligible Class due to a reduction in the number of scheduled hours You work; 


Your coverage may be continued until the last day of the third consecutive month after the month in which Your scheduled 
hours were reduced. 


Disability Insurance: If You are working for the Policyholder and: 
1) are covered by; and 
2) meet the definition of disabled under; 


a Group Disability Insurance Policy, issued by Us to Your Employer, Your coverage may be continued until the last day of 
the 12th month after the month in which You became disabled, as defined in the Group Disability Insurance Policy. 


Sickness or lnjurv: If You are not Actively at Work due to sickness or injury, all of Your coverages may be continued: 
1) for a period of 12 consecutive month(s) from the date You were last Actively at Work; or 
2) if such absence results in a leave of absence in accordance with state or federal family and medical leave laws, 


then the combined continuation period will not exceed 12 consecutive month(s). 


Family and Medical Leave: If You are granted a leave of absence, in writing, according to the Family and Medical Leave 
Act of 1993, or other applicable state or local law, Your coverage(s) may be continued for up to 12 weeks, or 26 weeks if 
You qualify for Family Military Leave, or longer if required by other applicable law, following the date Your leave 
commenced. If the leave of absence ends prior to the agreed upon date, this continuation will cease immediately. 
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Sabbatical: If You are on a documented paid sabbatical, Your coverage may be continued for 12 month(s) after the 
sabbatical commenced. If the sabbatical terminates prior to the agreed upon date, this continuation will cease 
immediately. 


Waiver of Premium: Does coverage continue if I am Disabled? 
Waiver of Premium is a provision which allows You to continue Your Life Insurance coverage without paying premium, 
while You are Disabled and qualify for Waiver of Premium. 


If You qualify for Waiver of Premium, the amount of continued coverage: 
1) will be the amount in force on the date You cease to be an Active Employee; 
2) will be subject to any reductions provided by The Policy; and 
3) will not increase. 


Eligible Coverages: What coverages are eligible under this provision? 
This provision applies only to Your Basic Life Insurance. 


Disabled: What does Disabled mean? 
Disabled means You are prevented by injury or sickness from doing any work for wage or profit for which You are, or 
could become, qualified by: 


1) education; 
2) training; or 
3) experience. 


In addition, You will be considered Disabled if You have been diagnosed with a life expectancy of 12 months or less. 


Conditions for Qualification: What conditions must I satisfy before I qualify for this provision? 
To qualify for Waiver of Premium You must: 


1) be covered under The Policy; 
2) be Disabled and provide Proof of Loss that You have been Disabled for 9 consecutive month(s), starting on the 


date You were last Actively at Work; and 
3) provide such proof within one year of Your last day of work as an Active Employee. 


In any event, You must have been Actively at Work under The Policy to qualify for Waiver of Premium. 


When Premiums are Waived: When will premiums be waived? 
If We approve Waiver of Premium, We will notify You of the date We will begin to waive premium. In any case, We will 
not waive premiums for the first 9 month(s) You are Disabled. We have the right to: 


1) require Proof of Loss that You are Disabled; and 
2) have You examined at reasonable intervals during the first 2 years after receiving initial Proof of Loss, but not 


more than once a year after that. 
If You fail to submit any required Proof of Loss or refuse to be examined as required by Us, then Waiver of Premium 
ceases. 


However, if We deny Waiver of Premium, You may be eligible to convert coverage in accordance with the Conversion 
Right. 


If You cease to be Disabled and return to work for a total of 5 days or less during the first 9 month(s) that You are 
Disabled, the 9 month(s) waiting period will not be interrupted. Except for the 5 days or less that You worked, You must 
be Disabled by the same condition for the total 9 month(s) period. If You return to work for more than 5 days, You must 
satisfy a new waiting period. 


Benefit Payable before Approval of Waiver of Premium: What if I die before I qualify for Waiver of Premium? 
If You die within one year of Your last day of work as an Active Employee, but before You qualify for Waiver of Premium, 
We will pay the Amount of Life Insurance which is in force for You provided: 


1) You were continuously Disabled; 
2) the Disability lasted or would have lasted 9 months or more; and 
3) premiums had been paid for coverage. 


Waiver Ceases: When will Waiver of Premium cease? 
We will waive premium payments and continue Your coverage, while You remain Disabled, until the date You attain 
Normal Retirement Age if Disabled prior to age 60. 
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What happens when Waiver of Premium ceases? 
When the Waiver of Premium ceases: 


1) if You return to work in an Eligible Class, as an Active Employee, then You may again be eligible for coverage as 
long as premiums are paid when due; or 


2) if You do not return to work in an Eligible Class, coverage will end and You may exercise the Conversion Right if 
You do so within the time limits described in such provision. The Amount of Life Insurance that may be converted 
will be subject to the terms and conditions of the Conversion Right. 


Effect of Policy Termination: What happens to the Waiver of Premium if The Policy terminates? 
If The Policy terminates before You qualify for Waiver of Premium: 


1) You may exercise the Conversion Right, provided You do so within the time limits described in such provision; 
and 


2) You may still be approved for Waiver of Premium if You qualify. 


If The Policy terminates after You qualify for Waiver of Premium, Your coverage under the terms of this provision will not 
be affected. 


BENEFITS 


Life Insurance Benefit: When is the Life Insurance Benefit payable? 
If You die while covered under The Policy, We will pay Your Life Insurance Benefit after We receive Proof of Loss, in 
accordance with the Proof of Loss provision. 


The Life Insurance Benefit will be paid according to the General Provisions of The Policy. 


Accelerated Benefit: What is the benefit? 
In the event that You are diagnosed as Terminally Ill while You are: 


1) covered under The Policy for an Amount of Life Insurance of at least $10 ,000; and 
2) under Normal Retirement Age; 


We will pay the Accelerated Benefit in a lump sum amount as shown below, provided We receive proof of such Terminal 
Illness. 


The Accelerated Benefit will not be available to You unless You have been Actively at Work under The Policy. 


You must request in writing that a portion of Your Amount of Life Insurance be paid as an Accelerated Benefit. 


The Amount of Life Insurance payable upon Your death will be reduced by any Accelerated Benefit Amount paid under 
this benefit. In addition, Your remaining Amount of Life Insurance will be subject to any reductions in The Policy and will 
not increase once an Accelerated Benefit has been paid. There will be no effect on premium due after the Accelerated 
Benefit Amount is paid under this benefit. 


You may request a minimum Accelerated Benefit amount of 25% of the Amount of Insurance or $50,000 if less, and a 
maximum of $500,000. However, in no event will the Accelerated Benefit Amount exceed 80% of Your Amount of Life 
Insurance. This option may be exercised only once. 


For example, if You are covered for a Life Insurance Benefit Amount under The Policy of $100,000 and are Terminally Ill, 
You can request any portion of the Amount of Life Insurance Benefits from $25,000 to $80,000 to be paid now instead of 
to Your beneficiary upon death. However, if You decide to request only $25,000 now, You cannot request the additional 
$55,000 in the future. 


A person who submits proof satisfactory to Us of his or her Terminal Illness will also meet the definition of Disabled for 
Waiver of Premium. 


Any benefits received under this benefit may be taxable. You should consult a personal Tax Advisor for further 
information. 


In the event: 
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1) You are required by law to accelerate benefits to meet the claims of creditors; or 
2) if a government agency requires You to apply for benefits to qualify for a government benefit or entitlement; 


You will still be required to satisfy all the terms and conditions herein in order to receive an Accelerated Benefit. 


If You have executed an assignment of rights and interest with respect to Your Amount of Life Insurance, in order to 
receive the Accelerated Benefit, We must receive a release from the assignee before any benefits are payable. 


Terminal Illness or Terminally Ill means a life expectancy of 12 months or less. 


Proof of Terminal Illness and Examinations: Must proof of Terminal /I/ ness be submitted? 
We reserve the right to require satisfactory Proof of Terminal Illness on an ongoing basis. Any diagnosis submitted must 
be provided by a Physician. 


If You do not submit proof of Terminal Illness satisfactory to Us, or if You refuse to be examined by a Physician, as We 
may require, then We will not pay an Accelerated Benefit. 


No Longer Terminally Ill: What happens to my coverage if I am no longer Terminally Ill? 
If You are diagnosed by a Physician as no longer Terminally Ill and: 


1) return to an Eligible Class, coverage will remain in force, provided premium is paid; 
2) do not return to an Eligible Class, but You continue to meet the definition of Disabled, coverage will remain in 


force, subject to the Waiver of Premium provision; or 
3) are not in an Eligible Class, but You do not continue to meet the definition of Disabled, coverage will end and You 


may be eligible to exercise the Conversion Right, if You do so within the time limits described in such provision. 
In any event, the amount of coverage will be reduced by the Accelerated Benefit paid. In addition, any amount paid as an 
Accelerated Benefit is not available for conversion. Please see the Conversion Right provisions. 


Conversion Right: If coverage under The Policy ends or is reduced, do I have a right to convert? 
If Life Insurance coverage or any portion of it under The Policy ends for any reason, except non payment of premium, You 
have the right to convert the coverage that terminated to an individual conversion policy without providing Evidence of 
Insurability. Such reasons for the Life Insurance coverage ending include, but are not limited to termination of 
employment, termination of The Policy or change in classes eligible for insurance. Conversion is not available for any 
Amount of Life Insurance for which You were not eligible and covered under The Policy. 


This right to convert also applies if Your Amount of Life Insurance reduces: 
1) due to a change in class of persons covered under The Policy; 
2) due to an amendment to The Policy; or 
3) in accordance with the Reduction in Amount of Coverage Due to Age provision stated in the Schedule. 


The amount that may be converted is limited to the amount of group coverage in force prior to termination, less any 
amount of group coverage remaining in force under The Policy, subject to the provisions outlined below. 


If coverage under The Policy ends because The Policy is terminated, the amount which may be converted is limited to the 
Life Insurance Benefit under The Policy less any Amount of Life Insurance for which You may become eligible under any 
group life insurance policy issued or reinstated within 45 days of termination of group life coverage. 


If coverage under The Policy ends for any other reason, except non payment of premium, the full amount of coverage 
which ended may be converted. 


If this conversion right applies due to a reduction in the Amount of Insurance, then the amount of the insurance that may 
be converted will equal the amount by which the benefit is reduced. However, if the Amount of Insurance is reduced in 
accordance with the Reduction in Amount of Coverage Due to Age provision stated in the Schedule, then the amount of 
insurance that may be converted will equal the amount which, when added to the amount in force after the reduction, 
equals 80% of the Amount of Insurance immediately prior to reduction. 


Insurer, as used in this provision, means Us or another insurance company which has agreed to issue conversion 
policies according to this Conversion Right. 


Conversion: How do I convert my coverage? 
You will be given notice of the conversion privilege within 15 days before or after the terminating event which results in the 
conversion option. If such notice is not given, You will have an additional period in which to exercise conversion rights. If 
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notice is given more than 15 days but fewer than 90 days after the terminating event, this additional period will end 45 
days following the date You are given notice of the right to convert. Written notice of conversion rights will be presented 
to You or mailed by the Employer or Us to the last known address. 


If notice is not given within 90 days after the terminating event, the conversion election period will terminate at the end of 
90 days. 


To convert Your coverage You must: 
1) complete a Notice of Conversion Right form; and 
2) have Your Employer sign the form. 


The Insurer must receive this within: 
1) 31 days after Life Insurance terminates or during any required extension of the conversion election period as 


noted above; or 
2) 15 days from the date Your Employer signs the form; 


whichever is later. 


After the Insurer verifies eligibility for coverage, the Insurer will send You a Conversion Policy proposal. You must: 
1) complete and return the request form in the proposal; and 
2) pay the required premium for coverage; 


within the time period specified in the proposal. 


Any individual policy issued to You under the Conversion Right: 
1) will be effective as of the date group coverage under The Policy ends and is not continued or if the conversion 


election period is extended as noted above, the date the Insurer received the completed Notice of Conversion 
Right form; and 


2) will be in lieu of coverage for this amount under The Policy. 


Conversion Policy Provisions: What are the Conversion Policy provisions? 
The Conversion Policy will: 


1) be issued on any one of the Life Insurance policy forms then customarily issued by the Insurer, except term 
insurance; and 


2) base premiums on the Insurer's rates in effect for new applicants of Your class and age at the time of conversion. 
The Conversion Policy will not provide: 


1) the same terms and conditions of coverage as The Policy; and 
2) any benefit other than the Life Insurance Benefit. 


At Your option, the Conversion Policy may be preceded by a one year term insurance policy subject to the same 
conditions and a premium payable in any mode customarily offered by the Insurer. 


If Your insurance terminates due to Your total and permanent disability, You may elect any one of the Life Insurance 
policy forms, including term insurance, customarily issued by the Insurer, subject to the same conditions, at the end of the 
one year period. At Your option, the Conversion Policy may be preceded by a one year term insurance policy subject to 
the same conditions. 


The Conversion right is available for any Amount of Life Insurance which was, or is being, continued: 
1) in accordance with the Waiver of Premium provision; or 
2) in accordance with the Continuation Provisions. 


If Conversion is elected, then coverage continued as outlined above will terminate. 


The Incontestability provision for the amount converted does not start anew. 


Death within the Conversion Period: What if I die before coverage is converted? 
We will pay Your Amount of Life Insurance You would have had the right to apply for under this provision if: 


1) coverage under The Policy terminates; and 
2) You die within 31 days of date coverage terminates or during any required extension of the conversion election 


period as noted above; and 
3) We receive Proof of Loss. 


38 







If the Conversion Policy has already taken effect, no Life Insurance Benefit will be payable under The Policy for the 
amount converted. 


Effect of Waiver of Premium on Conversion: What happens to the Conversion Policy if Waiver of Premium is later 
approved? 
If You apply and are approved for Waiver of Premium after an individual Conversion Policy has been issued, any benefit 
payable at Your death under The Policy will be paid only if the individual Conversion Policy is surrendered. The Insurer 
will refund the premium paid for such Conversion Policy. 
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ACCIDENTAL DEATH AND DISMEMBERMENT BENEFITS 


Accidental Death and Dismemberment Benefit: When is the Accidental Death and Dismemberment Benefit payable? 
If You sustain an Injury which results in any of the following Losses within 365 days of the date of accident, We will pay 
Your amount of Principal Sum, or a portion of such Principal Sum, as shown opposite the Loss after We receive Proof of 
Loss, in accordance with the Proof of Loss provision. 


This Benefit will be paid according to the General Provisions of The Policy. 


We will not pay more than the Principal Sum to any one person, for all Losses due to the same accident. Your amount of 
Principal Sum is shown in the Schedule of Insurance. 


For Loss of: Benefit: 
Life ................................................................................................... Principal Sum 
Both Hands or Both Feet or Sight of Both Eyes .......................................... Principal Sum 
One Hand and One Foot.. ..................................................................... Principal Sum 
Speech and Hearing in Both Ears ........................................................... Principal Sum 
Either Hand or Foot and Sight of One Eye ................................................ Principal Sum 
Movement of Both Upper and Lower Limbs (Quadriplegia) ........................... Principal Sum 
Movement of Both Lower Limbs (Paraplegia) .................... Three-Quarters of Principal Sum 
Movement of Three Limbs (Triplegia) .............................. Three-Quarters of Principal Sum 
Movement of the Upper and Lower Limbs of One Side 
of the Body (Hemiplegia) .............................................................. One-Half of Principal Sum 
Either Hand or Foot.. ............................................................ One-Half of Principal Sum 
Sight of One Eye ................................................................. One-Half of Principal Sum 
Speech or Hearing in Both Ears ............................................. One-Half of Principal Sum 
Movement of One Limb (Uniplegia) .................................... One-Quarter of Principal Sum 
Thumb and Index Finger of Either Hand .............................. One-Quarter of Principal Sum 


Loss means with regard to: 
1) hands and feet, actual severance through or above wrist or ankle joints; 
2) sight, speech and hearing, entire and irrecoverable loss thereof; 
3) thumb and index finger, actual severance through or above the metacarpophalangeal joints; or 
4) movement, complete and irreversible paralysis of such limbs. 


Seat Belt and Air Bag Benefit: When is the Seat Belt and Air Bag Benefit payable? 
If You sustain an Injury that results in a Loss payable under the Accidental Death and Dismemberment Benefit, We will 
pay an additional Seat Belt and Air Bag Benefit if the Injury occurred while You were: 


1) a passenger riding in; or 
2) the licensed operator of; 


a properly registered Motor Vehicle and were wearing a Seat Belt at the time of the Accident as verified on the police 
accident report. 


This Benefit will be paid: 
1) after We receive Proof of Loss, in accordance with the Proof of Loss provision; and 
2) according to the General Provisions of The Policy. 


If a Seat Belt Benefit is payable, We will also pay an Air Bag Benefit if You were: 
1) positioned in a seat equipped with a factory-installed Air Bag; and 
2) properly strapped in the Seat Belt when the Air Bag inflated. 


The Seat Belt Benefit is the lesser of: 
1) an amount resulting from multiplying Your amount of Principal Sum by the Seat Belt Benefit Percentage; or 
2) the Maximum Amount for this Benefit. 


The Air Bag Benefit is the lesser of: 
1) an amount resulting from multiplying Your amount of Principal Sum by the Air Bag Benefit Percentage; or 
2) the Maximum Amount for this Benefit. 
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If it cannot be determined that You were wearing a Seat Belt at the time of Accident, a Minimum Benefit will be payable 
under the Seat Belt Benefit. 


Accident, for the purpose of this Benefit only, means the unintentional collision of a Motor Vehicle during which You were 
wearing a Seat Belt. 


Air Bag means an inflatable supplemental passive restraint system installed by the manufacturer of the Motor Vehicle or 
its proper replacement parts installed as required by the Motor Vehicle's manufacturer's specifications that inflates upon 
collision to protect an individual from Injury and death. An Air Bag is not considered a Seat Belt. 


Seat Belt means an unaltered belt, lap restraint, or lap and shoulder restraint installed by the manufacturer of the Motor 
Vehicle, or proper replacement parts installed as required by the Motor Vehicle's manufacturer's specifications. 


The Seat Belt and Air Bag Benefit will not be payable if You are operating the Motor Vehicle at the time of Injury while: 
1) Intoxicated; or 
2) taking drugs, including but not limited to sedatives, narcotics, barbiturates, amphetamines, or hallucinogens, 


unless as prescribed by or administered by a Physician. 


Intoxicated means: 
1) the blood alcohol content; 
2) the results of other means of testing blood alcohol level; or 
3) the results of other means of testing other substances; 


that meet or exceed the legal presumption of intoxication, or under the influence, under the law of the state where the 
accident occurred. 


The specific amounts for this Benefit are shown in the Schedule of Insurance. 


Repatriation Benefit: When is the Repatriation Benefit payable? 
If You sustain an Injury that results in Loss of life payable under the Accidental Death and Dismemberment Benefit, We 
will pay an additional Repatriation Benefit, if the death occurs outside the territorial limits of the state or country of Your 
place of permanent residence. 


This Benefit will be paid: 
1) after We receive Proof of Loss, in accordance with the Proof of Loss provision; and 
2) according to the General Provisions of The Policy. 


The Repatriation Benefit will pay the least of: 
1) the actual expenses incurred for transportation of the body to the place of burial or cremation; 
2) the amount resulting from multiplying Your amount of Principal Sum by the Repatriation Benefit Percentage; or 
3) the Maximum Amount for this Benefit. 


The specific amounts for this Benefit are shown in the Schedule of Insurance. 


Exclusions (applicable to all benefits except the Life Insurance Benefit): What losses are not covered under The Policy? 
The Policy does not cover any loss caused or contributed to by: 


1) intentionally self-inflicted Injury; 
2) suicide or attempted suicide; 
3) war or act of war, whether declared or not; 
4) Injury sustained during service in the armed forces (land, water, air) of any country or international authority; 
5) Injury sustained while taking narcotics, unless as prescribed by or administered by a Physician; 
6) Injury to which a contributing cause was the insured's commission of or attempt to commit a felony or to which a 


contributing cause was the insured's being engaged in an illegal occupation; or 
7) Injury sustained or contracted in consequence of You being Intoxicated. 


Intoxicated means: 
1) the blood alcohol content; 
2) the results of other means of testing blood alcohol level; or 
3) the results of other means of testing other substances; 
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that meet or exceed the legal presumption of intoxication, or under the influence, under the law of the state where the 
accident occurred. 
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GENERAL PROVISIONS 


Notice of Claim: When should I notify the Company of a claim? 
You, or the person who has the right to claim benefits, must give Us, written notice of a claim within 30 days after: 


1) the date of death; or 
2) the date of loss. 


If notice cannot be given within that time, it must be given as soon as reasonably possible after that. Such notice must 
include the claimant's name, address and the Policy Number. 


Claim Forms: Are special forms required to file a claim? 
We will send forms to the claimant to provide Proof of Loss, within 15 days of receiving a Notice of Claim. If We do not 
send the forms within 15 days, the claimant may submit any other written proof which fully describes the nature and extent 
of the claim. 


Proof of Loss: What is Proof of Loss? 
Proof of Loss may include, but is not limited to, the following: 


1) a completed claim form; 
2) a certified copy of the death certificate (if applicable); 
3) Your Beneficiary Designation (if applicable); 
4) documentation of: 


a) the date Your Disability began; 
b) the cause of Your Disability; and 
c) the prognosis of Your Disability; 


5) any and all medical information, including x-ray films and photocopies of medical records, including histories, 
physical, mental or diagnostic examinations and treatment notes; 


6) the names and addresses of all: 
a) Physicians or other qualified medical professionals You have consulted; 
b) hospitals or other medical facilities in which You have been treated; and 
c) pharmacies which have filled Your prescriptions within the past three years; 


7) Your signed authorization for Us to obtain and release medical, employment and financial information (if 
applicable); or 


8) Any additional information required by Us to adjudicate the claim. 
All proof submitted must be satisfactory to Us. 


Sending Proof of Loss: When must Proof of Loss be given? 
Written Proof of Loss should be sent to Us within 365 days after the loss. However, all claims should be submitted to Us 
within 90 days of the date coverage ends. 


If proof is not given by the time it is due, it will not affect the claim if: 
1) it was not possible to give proof within the required time; and 
2) proof is given as soon as possible. 


Physical Examination and Autopsy: Can We have a claimant examined or request an autopsy? 
While a claim is pending We have the right at Our expense: 


1) to have the person who has a loss examined by a Physician when and as often as We reasonably require; and 
2) to have an autopsy performed in case of death where it is not forbidden by law. 


Claim Payment: When are benefit payments issued? 
When We determine that benefits are payable, We will pay the benefits in accordance with the Claims to be Paid 
provision, but not more than 30 days after such Proof of Loss is received. 


Claims to be Paid: To whom will benefits for my claim be paid? 
Life Insurance Benefits and benefits for loss of life under the Accidental Death and Dismemberment Benefits will be 
in accordance with the life insurance Beneficiary Designation. 


If no beneficiary is named, or if no named beneficiary survives You, We may, at Our option, pay: 
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1) the executors or administrators of Your estate; or 
2) all to Your surviving spouse; or 
3) if Your spouse does not survive You, in equal shares to Your surviving children; or 
4) if no child survives You, in equal shares to Your surviving parents. 


In addition, We may, at Our option, pay a portion of Your Life Insurance Benefit up to $500 to any person equitably 
entitled to payment by reason of having incurred expenses on Your behalf or because of expenses from Your burial. 
Payment to any person, as shown above, will release Us from liability for the amount paid. 


If any beneficiary is a minor, We may pay his or her share, until a legal guardian of the minor's estate is appointed, to a 
person who at Our option and in Our opinion is providing financial support and maintenance for the minor. We will pay: 


1) $200 at Your death; and 
2) monthly installments of not more than $200. 


Payment to any person as shown above will release Us from all further liability for the amount paid. 


We will make any payments, other than for loss of life, to You. We may make any such payments owed at Your death to 
Your estate. If any payment is owed to: 


1) Your estate; 
2) a person who is a minor; or 
3) a person who is not legally competent, 


then We may pay up to $1,000 to a person who is related to You and who, at Our sole discretion, is entitled to it. Any 
such payment shall fulfill Our responsibility for the amount paid. 


Unless otherwise provided by law, the Life Insurance Benefit is not subject to the claim of, or legal process by, any 
creditor of Your beneficiary. 


Beneficiary Designation: How do I designate or change my beneficiary? 
You may designate or change a beneficiary by doing so in writing on a form satisfactory to Us and filing the form with the 
Employer. Only satisfactory forms sent to the Employer prior to Your death will be accepted. 


If You designate more than one beneficiary and do not specify the amounts, percentage shares, or order of payment, 
benefits payable will be divided equally among all beneficiaries. The share of any beneficiary who has died before You 
will go equally to the surviving beneficiaries, unless Your beneficiary designation states otherwise. 


Beneficiary designations will become effective as of the date You signed and dated the form, even if You have since died. 
We will not be liable for any amounts paid before receiving notice of a beneficiary change from the Employer. 


If You have designated an irrevocable beneficiary, You will be able to change that beneficiary only after We have received 
a signed release from Your irrevocable beneficiary. 


In no event may a beneficiary be changed by a Power of Attorney, to the extent permitted by applicable law. 


Claim Denial: What notification will my beneficiary or I receive if a claim is denied? 
If a claim for benefits is wholly or partly denied, You or Your beneficiary will be furnished with written notification of the 
decision. This written notification will: 


1) give the specific reason( s) for the denial; 
2) make specific reference to the provisions upon which the denial is based; 
3) provide a description of any additional information necessary to perfect a claim and an explanation of why it is 


necessary; and 
4) provide an explanation of the review procedure. 


Claim Appeal: What recourse do my beneficiary or I have if a claim is denied? 
On any claim, the claimant or his or her representative may appeal to Us for a full and fair review. To do so, he or she: 


1) must request a review upon written application within: 
a) 180 days of receipt of claim denial if the claim requires Us to make a determination of disability; or 
b) 60 days of receipt of claim denial if the claim does not require Us to make a determination of disability; and 


2) may request copies of all documents, records, and other information relevant to the claim; and 
3) may submit written comments, documents, records and other information relating to the claim. 


We will respond in writing with Our final decision on the claim. 
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Policy Interpretation: Who interprets the terms and conditions of The Policy? 
We have full discretion and authority to determine eligibility for benefits and to construe and interpret all terms and 
provisions of The Policy. This provision applies where the interpretation of The Policy is governed by the Employee 
Retirement Income Security Act of 197 4, as amended (ERISA). 


Incontestability: When can The Policy be contested? 
Except for non-payment of premiums, the Life Insurance Benefit of The Policy cannot be contested after two years from 
the Policy Effective Date. This provision does not apply to the Accidental Death and Dismemberment benefit. 


No material misrepresentation made by You relating to Your insurability will be used to contest the insurance for which the 
statement was made after the insurance has been in force for two years during Your lifetime. In order to be used, the 
statement must be in writing and signed by You, a copy of which is or has been furnished to You or Your Beneficiary. 


This two year period also applies to any additional amounts of Life Insurance which You request and is subject to 
evidence of insurability from the date such additional coverage becomes effective. 


Assignment: Are there any rights of assignment? 
Except for the dismemberment benefits under the Accidental Death and Dismemberment Benefit, You have the to 
absolutely assign all of Your rights and interest under The Policy including, but not limited to the following: 


1) the right to make any contributions required to keep the insurance in force; 
2) the right to convert; and 
3) the right to name and change a beneficiary. 


We will recognize any absolute assignment made by You under The Policy, provided: 
1) it is duly executed; and 
2) a copy is received by Us. 


You may only change an absolute assignment made by You with written consent of the absolute beneficiary(s), and a 
copy of the written consent must be on file with Us. 


We and the Policyholder assume no responsibility: 
1) for the validity or effect of any assignment; or 
2) to provide any assignee with notices which We may be obligated to provide to You. 


You do not have the right to collaterally assign Your rights and interest under The Policy. 


Assignments will become effective as of the date You signed and dated the form, even if You have since died. We will not 
be liable for any amounts paid before receiving notice of assignment or change of assignment. 


Legal Actions: When can legal action be taken against Us? 
Legal action cannot be taken against Us: 


1) sooner than 60 days after the date written Proof of Loss is furnished; or 
2) more than 6 years after the date Proof of Loss is required to be furnished according to the terms of The Policy. 


Workers' Compensation: How does The Policy affect Workers' Compensation coverage? 
The Policy does not replace Workers' Compensation or affect any requirement for Workers' Compensation coverage. 


Insurance Fraud: How does the Company deal with fraud? 
Insurance fraud is a crime. We will use all means available to Us to detect, investigate, deter and prosecute those who 
commit insurance fraud. We will pursue all available legal remedies if You and/or the Employer perpetrate insurance 
fraud. 


Misstatements: What happens if facts are misstated? 
If material facts about You were not stated accurately: 


1) the premium may be adjusted; and 
2) the true facts will be used to determine if, and for what amount, coverage should have been in force. 


This adjustment will not apply to material facts, other than age or sex, after such insurance policy has been in force for a 
period of 2 years. 
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DEFINITIONS 


Active Employee means an employee who works for the Employer on a regular basis in the usual course of the 
Employer's business. This must be at least the number of hours shown in the Schedule of Insurance. 


Actively at Work means at work with Your Employer on a day that is one of Your Employer's scheduled workdays. On 
that day, You must be performing for wage or profit all of the regular duties of Your job: 


1) in the usual way; and 
2) for Your usual number of hours. 


We will also consider You to be Actively At Work on any regularly scheduled vacation day or holiday, only if You were 
Actively At Work on the preceding scheduled work day. 


Earnings means Your regular annual rate of pay, not counting bonuses, commissions and tips and tokens, overtime pay 
or any other fringe benefits or extra compensation, in effect on the date You were last Actively at Work. 


Employer means the Policyholder. 


Non-Contributory Coverage means coverage for which You are not required to contribute toward the cost. Non
Contributory Coverage is shown in the Schedule of Insurance. 


Normal Retirement Age means the Social Security Normal Retirement Age under the most recent amendments to the 
United States Social Security Act. It is determined by Your date of birth, as follows: 


Year of Birth Normal Retirement Age Year of Birth 
1937 or before 65 1955 
1938 65 + 2 months 1956 
1939 65 + 4 months 1957 
1940 65 + 6 months 1958 
1941 65 + 8 months 1959 
1942 65 + 10 months 1960 or after 
1943 through 1954 66 


Physician means a person who is: 


Normal Retirement Age 
66 + 2 months 
66 + 4 months 
66 + 6 months 
66 + 8 months 
66 + 1 0 months 
67 


1) a doctor of medicine, osteopathy, psychology or other legally qualified practitioner of a healing art that We 
recognize or are required by law to recognize; 


2) licensed to practice in the jurisdiction where care is being given; 
3) practicing within the scope of that license; and 
4) not Related to You by blood or marriage. 


Prior Policy means the group life insurance policy carried by the Policyholder on the day before the Policy Effective Date 
and will only include the coverage which is transferred to Us. 


Related means Your spouse, or other adult living with You, or Your sibling, parent, step-parent, grandparent, aunt, uncle, 
niece, nephew, son, daughter, or grandchild. 


The Policy means the Policy which We issued to the Policyholder under the Policy Number shown on the face page. 


We, Us or Our means the insurance company named on the face page of The Policy. 


You or Your means the person to whom this certificate is issued. 
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ACCIDENTAL DEATH AND DISMEMBERMENT DEFINITIONS 


Common Carrier means a conveyance operated by a concern, other than the Policyholder, organized and licensed for 
the transportation of passengers for hire and operated by that concern. 


Injury means bodily injury resulting: 
1) directly from an accident; and 
2) independently of all other causes; 


which occurs while You are covered under The Policy. 


Loss resulting from: 
1) sickness or disease, except a pus-forming infection which occurs through an accidental wound; or 
2) medical or surgical treatment of a sickness or disease; 


is not considered as resulting from Injury. 


Motor Vehicle means a self-propelled, four (4) or more wheeled: 
1) private passenger: car, station wagon, van or sport utility vehicle; 
2) motor home or camper; or 
3) pick-up truck; 


not being used as a Common Carrier. 


A Motor Vehicle does not include farm equipment, snowmobiles, all-terrain vehicles, lawnmowers or any other type of 
equipment vehicles. 
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AMENDATORY RIDER 


HARTFORD LIFE INSURANCE COMPANY 
200 Hopmeadow Street 


Simsbury, Connecticut 06089 
(A stock insurance company) 


This rider is attached to a certificate given in connection with The Policy. 


This rider becomes effective on the certificate effective date. 


This rider is intended to amend Your certificate, as indicated below, to comply with the laws of Your state of residence. 
Only those references to benefits, provisions or terms actually included in Your certificate will affect Your coverage. In 
addition, any reference made herein to Dependent coverage will only apply if Dependent coverage is provided in Your 
certificate. 


For California residents: 
1) The following is added to the definition of Spouse: 


Spouse will also include an individual who is in a registered domestic partnership with You in accordance with 
California law. References to Your marriage or divorce will include Your registered domestic partnership or 
dissolution of Your registered domestic partnership. 


2) The following is added to the definition of Dependent Child(ren): 
Dependent Child{ren) will also include child(ren) of Your California registered domestic partner. 


For Colorado residents, the Suicide provision will only exclude amounts of life insurance in effect within the first year of 
coverage or within the first year following an increase in coverage. 


For Connecticut residents: 
1) The definition of Dependent Child(ren) is amended to include relationships due to domestic partnership. 
2) The following is added to the definition of Spouse: 


Spouse will include Your domestic partner, provided You have executed a domestic partner affidavit 
satisfactory to Us, establishing that You and Your partner are domestic partners for the purposes of The 
Policy. You will continue to be considered domestic partners provided You continue to meet the requirements 
described in the domestic partner affidavit. 


For Louisiana residents: 
1) The definition of Dependent Child(ren) is replaced by the following: 


Dependent Child(ren) means: 
1) Your unmarried children, stepchildren, legally adopted children; 
2) unmarried child who is placed in Your home pursuant to an adoption placement agreement; executed 


with a licensed adoption agency (from the date of placement in Your home); 
3) an unmarried child who is placed in Your home following execution of an act of voluntary surrender (as of 


the date on which the act of voluntary surrender becomes irrevocable); 
4) Your unmarried grandchildren who are in Your legal custody and live with You; or 
5) any other children related to You by blood or marriage who live with You in a regular parent-child 


relationship; 
provided such children are primarily dependent upon You for financial support and maintenance and are: 
1) from live birth to age 21 years; 
2) age 21, but under age 24, and in full-time attendance at an accredited institution of learning. If a student 


is attending a Louisiana vocational, technical, vocational-technical, or trade school or institute on a full
time basis, as defined by the institution, then we will consider the student to have satisfied the 
requirements of full-time attendance for The Policy; 
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3) Coverage will be continued for a child up to age 24 who is deemed to be unable to attend school full-time 
due to a mental or nervous condition, problem or disorder; or 


4) age 21 or older and disabled. Such children must have become disabled before attaining age 21. You 
must submit proof, satisfactory to Us, of such children's disability. 


2) The definition of Dependent is replaced by the following: 
Dependent means Your Spouse and Your Dependent Child(ren). A dependent must be a citizen or legal 
resident of the United States, its territories and protectorates. Any person who is in full-time military service 
cannot be a dependent, unless that person is subsequently called to military service and any required 
premium is paid. 


3) Any and all references to Domestic Partners are hereby deleted. 
4) The age limit stated in the Continuation for Dependent Children with Disabilities provision is increased to 21, 


if less than 21. 
5) The following provision is added to the Period of Coverage provisions: 


Reinstatement after Military Service: If: 
1) Your coverage terminates because You enter active military service; and 
2) You are rehired within 12 months of the date Your coverage terminated/within 12 months of the date You 


return from active military service; 
then coverage for You and Your previously covered Dependent Spouse/Dependents may be reinstated, 
provided You request such reinstatement within 31 days of the date You return to work. The reinstated 
coverage will: 
1) be the same coverage amounts in force on the date coverage terminated; and 
2) not be subject to any Waiting Period for Coverage, Evidence of Insurability or Pre-existing Conditions 


Limitations; and 
3) be subject to all the terms and provisions of The Policy. 


6) The dollar amount stated in the third paragraph of the Claims to be Paid provision is changed to $250, if less 
than $250. 


7) The exclusion for the Seatbelt and Air Bag benefit is replace by the following: 
The Seat Belt and Air Bag Benefit will not be payable if the injured person is operating the Motor Vehicle at 
the time of Injury while: 
1) Intoxicated; or 
2) under the influence of narcotics, unless administered on the advice of a physician. 


8) The drug exclusion in the Accidental Death and Dismemberment Exclusions is replaced by the following: 
Injury sustained while under the influence of narcotics, unless administered on the advice of a Physician; 


For Marvland residents: 
1) The definition of Dependent Child(ren) is amended to include relationships due to domestic partnership. 
2) The following is added to the definition of Spouse: 


Spouse will include Your domestic partner, provided You have executed a domestic partner affidavit 
satisfactory to Us, establishing that You and Your partner are domestic partners for the purposes of The 
Policy. You will continue to be considered domestic partners provided You continue to meet the requirements 
described in the domestic partner affidavit. 


For Massachusetts residents, the definition of Terminal Illness or Terminally Ill in the Accelerated Benefit cannot 
exceed 24 months. 


For Minnesota residents: 
1) The term "granted military leave of absence" in the Militarv Leave of Absence portion of the Continuation 


Provisions section, is amended to "documented military leave of absence." 
2) The following applies to You if there are more than 25 residents of Minnesota who are covered under The Policy 


and those 25 residents constitute 25% or more of the total number of people covered under The Policy: The 
provision titled "Lay Off" is deleted from the Continuation Provisions and is replaced by the following: 


Lay Off: If You are voluntarily or involuntarily terminated or Laid Off, You may elect to continue Your 
coverage by making monthly premium payments to the Employer for the cost of continued coverage. You 
must elect this continued coverage within 60 days from: 


1) the date Your coverage would otherwise terminate; or 
2) the date You receive a written notice of Your right to continue coverage; 


whichever is later. The amount of premium charged may not exceed 102% of the premium paid, either by You 
or the Employer, for life insurance coverage for an Active Employee. The Employer will inform You of: 


1) Your right to continue coverage; 
2) the amount of monthly premium; and 
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3) how, where and by when payment must be made. 
Upon request, the Employer will provide You Our written verification of the cost of coverage. Coverage will 
continue until the first to occur of: 


1) the date You are covered under another group policy; or 
2) the last day of the 18th month following the date of termination or layoff. 


At the end of such 18 month period, You may exercise the Conversion Right if You do so within the time limits 
described in such provision. However, in lieu of conversion coverage You may accept a policy providing 
reduced benefits at a reduced premium rate. Minnesota law requires that if Your coverage ends because the 
Employer fails: 


1) to notify You of Your right to continue coverage; or 
2) to pay the premium after timely receipt; 


the Employer will be liable for benefit payments to the extent We would have been liable had You still been 
covered. Laid Off means that there is a reduction in the number of hours You work for the Employer so that 
You are no longer eligible for coverage. The term termination does not include discharge for gross 
misconduct but does include retirement. 


3) the gth paragraph of the Accelerated Benefit provision is deleted. 
4) the 2nd, 3'd and 41h paragra~hs of the Conversion Right provision are deleted. 
5) The first sentence of the 51 paragraph of the Claims to be Paid provision is amended as follows: 


If benefits are payable and are greater than $15,000, then You or Your beneficiary may request that We pay 
benefits into a draft book account (checking account) which will be owned by: 


1) You, if living; or 
2) Your beneficiary, in the event of Your death. 


For Missouri residents: 
1) The time periods stated in the Conditions for Qualification and the Benefit Payable before Approval of 


Waiver of Premium provisions are changed to 180 days, if greater than180 days. 
2) The following language is added to the When Premiums are Waived provision: 


If Waiver of Premium is approved, it will be retroactive to the date the disability began. Premiums will be 
waived retrospectively once You have completed the 180 day waiting period. 


3) The Suicide provision is replaced by the following: 
Suicide: What benefit is payable if death is a result of suicide? 
If You or Your Dependent commit suicide, whether sane or insane, We will not pay any Supplemental Amount 
of Life Insurance or Supplemental Amount of Dependent Life Insurance for the deceased person which was 
elected within the 1 year period immediately prior to the date of death. This applies to initial coverage and 
elected increases in coverage. It does not apply to benefit increases that resulted solely due to an increase in 
Earnings. If You or Your Dependent die as a result of suicide, whether sane or insane, within 1 year of the 
Policy effective date, all premiums paid for coverage will be refunded. 


This 1 year period includes the time group life insurance coverage was in force under the Prior Policy. 


For Montana residents: 
1) The time period stated in the Conversion Right provision is changed to 3 years, if greater than 3 years. 
2) The dollar amount stated in the Conversion Right provision is changed to $10,000, if less than $10,000. 
3) The 2nd paragraph of the Conversion Policy Provisions is deleted. 
4) The dollar amount stated in the second paragraph of the Claims to be Paid provision is changed to $500, if not 


$500. 
5) The following provision is added to the Claims to be Paid provision. 


Payable Interest: Is interest payable on death claims? 
Claims payable for loss of life will be paid within 60 days of the date due proof is received. If the claim is paid 
more than 30 days after the date due proof is received, the amount payable will include interest. Interest will 
be paid at the discount rate, on 90-day commercial paper, in effect at the Federal Reserve Bank in the Ninth 
Federal Reserve District on the date due proof is received. 


For New Hampshire residents: 
1) The Waiver of Premium and Disability Extension provision or the Disability Extension provision is deleted 
2) The following is added to the end of the first paragraph of the Conversion provision: 


The Notice of Conversion Right form will be mailed to You within 15 days after the Policy ceases. If notice is 
given more than 15 days after the Policy ceases, the time You have to convert will be extended for 15 days 
from the date notice was given. 


3) The last sentence of the second paragraph of the Conversion provision is replaced by the following: 
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However, unless you did not have notice, We will not accept requests for Conversion if they are received 
more than 91 days after Life Insurance terminates. 


4) Item #3 in the second paragraph of the Sending Proof of Loss provision is deleted. 
5) The dollar amount stated in the third paragraph of the Claims to be Paid provision is changed to $250, if less 


than $250. 
6) The following is added to the Period of Coverage if Spouse Accidental Death and Dismemberment is included in 


the contract: 
Spouse Continuation: Can coverage be continued for a divorced Spouse? 
If You are legally separated or divorced from Your Spouse, coverage for Your former Spouse may continue 
under The Policy until the earliest of: 


1) the last day of the third year following the anniversary of a final divorce or legal separation; 
2) the date You remarry; 
3) the date Your former Spouse remarries; 
4) a date specified in the final divorce decree; 
5) the date Your former Spouse fails to pay any premiums that may be due; or 
6) the date You die. 


For North Dakota residents, the Suicide provision will only exclude amounts of life insurance in effect within the first year 
of coverage or within the first year following an increase in coverage. 


For Oregon residents: 
1) The following is added to the definition of Spouse: 


Spouse will also include an individual who is in a registered domestic partnership with You in accordance with 
Oregon law. References to Your marriage or divorce will include Your registered domestic partnership or 
dissolution of Your registered domestic partnership. 


2) The following is added to the definition of Dependent Child(ren): 
Dependent Child(ren) will also include child(ren) of Your Oregon registered domestic partner. 


For South Carolina residents: 
1) The following is added to the Physical Examinations and Autopsy provision: "Such autopsy must take place in 


the state of South Carolina." 
2) The dollar amount stated in the third paragraph of the Claims to be Paid provision is changed to $2,000, if less 


than $2,000. 


For South Dakota residents: 
1) The suicide, felony, speed or endurance contest exclusions are replaced by the following: 


suicide, whether sane or insane, within two years of the individual's coverage under the policy; 
Injury caused directly or indirectly by riding or driving on land, air, or water if participating in a speed or 
endurance contest; 
Injury sustained while committing a felony. 


2) The self-inflicted Injury, drug, Intoxicated and Driving while Intoxicated exclusions are deleted. 
3) The definition of "Intoxicated" is deleted from the Exclusion section. 
4) The exclusions set forth in the Seat Belt and Air Bag benefit are deleted. 
5) The definition of Felonious Assault set forth in the Felonious Assault Benefit is replaced by the following: 


Felonious Assault means a violent or criminal act directed at You or Your Dependents during the course of a 
robbery, kidnapping or criminal assault, which constitutes a felony under the law. 


For Utah residents: 
1) The time period stated in the Suicide provision is changed to 2 years if not already 2 years. 
2) Item 1 of the first paragraph in the Conversion Policy Provisions is replaced by the following: 


1) be issued on one of the Life Insurance policy forms the Insurer is customarily issuing at the age and for 
the amount applied for at the time of conversion except for term insurance; and 


3) The following sentence is added to the Effect of Waiver of Premium on Conversion provision, if not already 
added: 


The Insurer will refund the premium paid for such Conversion Policy. 
4) The time period stated in the Claim Forms provision is changed to 15 days if less than 15 days. 
5) Item 3 of the second paragraph of the Sending Proof of Loss provision is deleted. 
6) The time period stated in the Claim Payment provision is changed to 15 days if more than 15 days. 
7) The provision titled Policy Interpretation is deleted in its entirety. 
8) The words "In the absence of fraud" are deleted from the Incontestability provision. 
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9) The following provision is added to the Continuation provisions: 
Disability: If You are not Actively at Work due a Disability, all of Your coverage (including Dependent Life 
coverage) may be continued beyond a date shown in the Termination provision. Coverage may not be 
continued under more than one Continuation Provision. The amount of continued coverage applicable to You 
or Your Dependents will be the amount of coverage in effect on the date immediately before coverage would 
otherwise have ended. Coverage will continue until the earliest of: 


1) six months from the date of Disability; 
2) approval by Us of continuation of the coverage under any disability provision The Policy may contain; 
3) the date premium payment is due but not paid; 
4) The Policy terminates; or 
5) if the Policyholder is a trust, Your Employer ceases to be a Participating Employer. 


In no event will the amount of insurance increase while coverage is continued in accordance with this 
provision. The Continuation Provisions shown above may not be applied consecutively. If such absence 
results in a leave of absence in accordance with state and/or federal family and medical leave laws, then the 
combined continuation period will not exceed twelve consecutive months. 


For Vermont residents: 
The following Endorsement applies: 


Purpose: This endorsement is intended to provide benefits for parties to a civil union. Vermont law requires that 
insurance contracts and policies offered to married persons and their families be made available to parties to a 
civil union and their families. In order to receive benefits in accordance with this endorsement, the civil union 
must have been established in the state of Vermont according to Vermont law. 
General Definitions. Terms. Conditions and Provisions: The general definitions, terms, conditions or any 
other provisions of the policy, contract, certificate and/or riders and endorsements to which this mandatory 
endorsement is attached are hereby amended and superseded as follows: 
1) Terms that mean or refer to a marital relationship or that may be construed to mean or refer to a marital 


relationship: such as "marriage", "spouse", "husband", "wife", "dependent", "next of kin", "relative", 
"beneficiary", "survivor", "immediate family" and any other such terms include the relationship created by a 
civil union. 


2) Terms that mean or refer to a family relationship arising from a marriage such as "family", "immediate family", 
"dependent", "children", "next of kin", "relative", "beneficiary", "survivor" and any other such terms include the 
family relationship created by a civil union. 


3) Terms that mean or refer to the inception or dissolution of a marriage, such as "date of marriage", "divorce 
decree", "termination of marriage" and any other such terms include the inception or dissolution of a civil 
union. 


4) "Dependent" means a spouse, a party to a civil union, and/or a child or children (natural, stepchild, legally 
adopted or a minor who is dependent on the insured for support and maintenance) who is born to or brought 
to a marriage or to a civil union. 


5) "Child or covered child" means a child (natural, step-child, legally adopted or a minor who is dependent on the 
insured for support and maintenance) who is born to or brought to a marriage or to a civil union. 


Cautionary Disclosure: THIS RIDER IS ISSUED TO MEET THE REQUIREMENTS OF VERMONT LAW AS 
EXPLAINED IN THE "PURPOSE" PARAGRAPH OF THE RIDER. THE FEDERAL GOVERNMENT OR 
ANOTHER STATE GOVERNMENT MAY NOT RECOGNIZE THE BENEFITS GRANTED UNDER THIS RIDER. 
YOU ARE ADVISED TO SEEK EXPERT ADVICE TO DETERMINE YOUR RIGHTS UNDER THIS CONTRACT. 


For Virginia residents, any and all references to Domestic Partners are hereby deleted. 


For Washington residents: 
1) The Suicide provision is deleted in its entirety. 
2) The following is added to the No Longer Terminally Ill provision: 


Dispute about Diagnosis: If Your attending physician, and a physician appointed by Us, disagree on 
whether You are Terminally Ill, Our physician's opinion will not be binding upon You. The two parties shall 
attempt to resolve the matter promptly and amicably. In case the disagreement is not resolved, You have the 
right to mediation or binding arbitration conducted by a disinterested third party who has no ongoing 
relationship with either. Any such arbitration shall be conducted in accordance with the laws of the State of 
Washington. As part of the final decision, the arbitrator or mediator shall award the costs of the arbitrator to 
one party or the other, or may divide the costs equally or otherwise. 


3) The Labor Dispute continuation provision is replaced with the following: 
Labor Dispute: If You are not Actively at Work as the result of a labor dispute, all of Your coverages 
(including Dependent Life coverage) may be continued during such dispute until the last day of the month in 
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which the coverage terminated, but in no event for a period exceeding six months. If the labor dispute ends, 
this continuation will cease immediately. 


4) The provision titled Policy Interpretation is deleted in its entirety. 
5) The definition of Dependent Child(ren) is amended to include relationships due to domestic partnership. 
6) The following is added to the definition of Spouse: 


Spouse will include Your domestic partner, provided You have executed a domestic partner affidavit 
satisfactory to Us, establishing that You and Your partner are domestic partners for the purposes of The 
Policy. You will continue to be considered domestic partners provided You continue to meet the requirements 
described in the domestic partner affidavit 


For Wisconsin residents: 
1) The dollar amount stated in the Conversion Right provision is changed to $5,000, if less than $5,000. 
2) The dollar amounts stated in the third paragraph and the sixth paragraph of the Claims to be Paid provision are 


changed to $1,000, if less than $1,000. 


In all other respects the certificate remains the same. 


Signed for Hartford Life Insurance Company. 


[!!amid C. Hunt. SeoeMry David N. levens~Jn, Presidem 
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ERISA INFORMATION 
THE FOLLOWING NOTICE 


CONTAINS IMPORTANT INFORMATION 


This employee welfare benefit plan (Plan) is subject to certain requirements of the Employee Retirement Income Security 
Act of 1974 (ERISA), as amended. ERISA requires that you receive a Statement of ERISA Rights, a description of Claim 
Procedures, and other specific information about the Plan. This document serves to meet ERISA requirements and 
provides important information about the Plan. 


The benefits described in your booklet-certificate (Booklet) are provided under a group insurance policy (Policy) issued by 
the Hartford Life Insurance Company (Insurance Company) and are subject to the Policy's terms and conditions. The 
Policy is incorporated into, and forms a part of, the Plan. The Plan has designated and named the Insurance Company as 
the claims fiduciary for benefits provided under the Policy. The Plan has granted the Insurance Company full discretion 
and authority to determine eligibility for benefits and to construe and interpret all terms and provisions of the Policy. 


A copy of the Plan is available for your review during normal working hours in the office of the Plan Administrator. 


1. Plan Name 


2. 


3. 


4. 


5. 


Group Long Term Disability, Basic Term Life, Basic Accidental Death and Dismemberment Plan for Employees of 
SARAH LAWRENCE COLLEGE. 


Plan Number 


LTD- 502 


LIFE-515 


ADD- 515 


Employer/Plan Sponsor 


SARAH LAWRENCE COLLEGE 
1 Mead Way 
Bronxville, NY 10708 


Employer Identification Number 


23-7223216 


Type of Plan 


Welfare Benefit Plan providing Group Long Term Disability, Basic Term Life, Basic Accidental Death and 
Dismemberment. 


6. Plan Administrator 


SARAH LAWRENCE COLLEGE 
1 Mead Way 
Bronxville, NY 10708 
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7. Agent for Service of Legal Process 


For the Plan 


SARAH LAWRENCE COLLEGE 
1 Mead Way 


Bronxville, NY 10708 


For the Policy: 


Hartford Life Insurance Company 
200 Hopmeadow St. 
Simsbury, CT 06089 


In addition to the above, Service of Legal Process may be made on a plan trustee or the plan administrator. 


8. Sources of Contributions The Employer pays the premium for the insurance, but may allocate part of the cost to 
the employee. The Employer determines the portion of the cost to be paid by the employee. 


9. Type of Administration The plan is administered by the Plan Administrator with benefits provided in accordance 
with the provisions of the applicable group plan. 


10. The Plan and its records are kept on a Calendar Year basis. 


11. Labor Organizations 


None 


12. Names and Addresses of Trustees 


None 


13. Plan Amendment Procedure 


The Plan Administrator reserves full authority, at its sole discretion, to terminate, suspend, withdraw, reduce, amend 
or modify the Plan, in whole or in part, at any time, without prior notice. 


The Employer also reserves the right to adjust your share of the cost to continue coverage by the same procedures. 
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STATEMENT OF ERISA RIGHTS 


As a participant in the Plan you are entitled to certain rights and protections under the Employee Retirement Income 
Security Act of 1974 (ERISA), as amended. ERISA provides that all Plan participants shall be entitled to: 


1. Receive Information About Your Plan and Benefits 


a) 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 and collective bargaining 
agreements, and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the U.S. Department 
of Labor and available at the Public Disclosure Room of the Employee Benefits Security Administration. 


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


c) 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 summary annual report. 


2. Prudent Actions by Plan Fiduciaries 


In addition to creating rights for Plan participants ERISA imposes 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 the interest of you and 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 way to prevent you from 
obtaining a welfare benefit or exercising your rights under ERISA. 


3. 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 copies of documents relating to the decision without charge, and to appeal any denial, all within certain time 
schedules. Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of 
Plan documents or the latest annual report 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 you up to 
$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 suit in a 
state or Federal court. If the Plan requires you to complete administrative appeals prior to filing in court, your right to file 
suit in state or Federal court may be affected if you do not complete the required appeals. 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 sued to 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. 


4. 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, or if you need assistance in obtaining documents from the Plan 
Administrator, you should contact the nearest office of the Employee Benefits Security Administration (formerly known as 
the Pension and Welfare Benefits 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. 


CLAIM PROCEDURES 


The Plan has designated and named the Insurance Company as the claims fiduciary for benefits provided under the 
Policy. The Plan has granted the Insurance Company full discretion and authority to determine eligibility for benefits and 
to construe and interpret all terms and provisions of the Policy. 


Claim Procedures for Claims Requiring a Determination of Disability 
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Claims for Benefits 


If you or your authorized representative would like to file a claim for benefits for yourself or your insured dependents, you 
or your authorized representative should obtain a claim form(s) from your Employer or Plan Administrator. The applicable 
section of such form(s) must be completed by (1) you, (2) the Employer or Plan Administrator and (3) the attending 
physician or hospital. Following completion, the claim form(s) must be forwarded to the Insurance Company's claim 
representative. The Insurance Company will evaluate your claim and determine if benefits are payable. 


The Insurance Company will make a decision no more than 45 days after receipt of your properly filed claim. The time for 
decision may be extended for two additional 30 day periods provided that, prior to any extension period, the Insurance 
Company notifies you in writing that an extension is necessary due to matters beyond the control of the Plan, identifies 
those matters and gives the date by which it expects to render its decision. If your claim is extended due to your failure to 
submit information necessary to decide your claim, the time for decision may be tolled from the date on which the 
notification of the extension is sent to you until the date we receive your response to our request. If the Insurance 
Company approves your claim, the decision will contain information sufficient to reasonably inform you of that decision. 


Any adverse benefit determination will be in writing and include: 1) specific reasons for the decision, 2) specific 
references to the Policy provisions on which the decision is based, 3) a description of any additional material or 
information necessary for you to perfect the claim and an explanation of why such material or information is necessary, 
a description of the review procedures and time limits applicable to such procedures, 5) a statement that you have the 
right to bring a civil action under section 502(a) of ERISA after you appeal our decision and after you receive a written 
denial on appeal, and 6) (A) if an internal rule, guideline, protocol, or other similar criterion was relied upon in making the 
denial, either (i) the specific rule, guideline, protocol or other similar criterion, or (ii) a statement that such a rule, guideline, 
protocol or other similar criterion was relied upon in making the denial and that a copy will be provided free of charge to 
you upon request, or (B) if denial is based on medical judgment, either (i) an explanation of the scientific or clinical 
judgment for the determination, applying the terms of the Policy to your medical circumstances, or (ii) a statement that 
such explanation will be provided to you free of charge upon request. 


Appealing Denials of Claims for Benefits 


On any wholly or partially denied claim, you or your representative must appeal once to the Insurance Company for a full 
and fair review. You must complete this claim appeal process before you file an action in court. Your appeal request 
must be in writing and be received by the Insurance Company no later than the expiration of 180 days from the date you 
received your claim denial. As part of your appeal: 


1. you may request, free of charge, copies of all documents, records, and other information relevant to your claim; and 
2. you may submit written comments, documents, records and other information relating to your claim. 


The Insurance Company's review on appeal shall take into account all comments, documents, records and other 
information submitted by you relating to the claim, without regard to whether such information was submitted or 
considered in the initial benefit determination. 


The Insurance Company will make a final decision no more than 45 days after it receives your timely appeal. The time for 
final decision may be extended for one additional 45 day period provided that, prior to the extension, the Insurance 
Company notifies you in writing that an extension is necessary due to special circumstances, identifies those 
circumstances and gives the date by which it expects to render its decision. If your claim is extended due to your failure 
to submit information necessary to decide your claim on appeal, the time for decision shall be tolled from the date on 
which the notification of the extension is sent to you until the date we receive your response to the request. 


The individual reviewing your appeal shall give no deference to the initial benefit decision and shall be an individual who is 
neither the individual who made the initial benefit decision, nor the subordinate of such individual. The review process 
provides for the identification of the medical or vocational experts whose advice was obtained in connection with an initial 
adverse decision, without regard to whether that advice was relied upon in making that decision. When deciding an 
appeal that is based in whole or part on medical judgment, we will consult with a medical professional having the 
appropriate training and experience in the field of medicine involved in the medical judgment and who is neither an 
individual consulted in connection with the initial benefit decision, nor a subordinate of such individual. If the Insurance 
Company grants your claim appeal, the decision will contain information sufficient to reasonably inform you of that 
decision. 


57 







However, any final adverse benefit determination on review will be in writing and include: 1) specific reasons for the 
decision, 2) specific references to the Policy provisions on which the decision is based, 3) a statement that you have the 
right to bring a civil action under section 502(a) of ERISA, 4) a statement that you may request, free of charge, copies of 
all documents, records, and other information relevant to your claim; 5) (A) if an internal rule, guideline, protocol, or other 
similar criterion was relied upon in making the decision on appeal, either (i) the specific rule, guideline, protocol or other 
similar criterion, or (ii) a statement that such a rule, guideline, protocol or other similar criterion was relied upon in making 
the decision on appeal and that a copy will be provided free of charge to you upon request, or (B) if the decision on appeal 
is based on medical judgment, either (i) an explanation of the scientific or clinical judgment for the decision on appeal, 
applying the terms of the Policy to your medical circumstances, or (ii) a statement that such explanation will be provided to 
you free of charge upon request, and 6) any other notice(s), statement(s) or information required by applicable law. 


Claim Procedures for Claims Not Requiring a Determination of Disability 


Claims for Benefits 


If you or your authorized representative would like to file a claim for benefits for yourself or your insured dependents, you 
or your authorized representative should obtain a claim form(s) from your Employer or Plan Administrator. The applicable 
section of such form(s) must be completed by (1) you, (2) the Employer or Plan Administrator and (3) the attending 
physician or hospital. Following completion, the claim form(s) must be forwarded to the Insurance Company's claim 
representative. The Insurance Company will evaluate your claim and determine if benefits are payable. 


The Insurance Company will make a decision no more than 90 days after receipt of your properly filed claim. However, if 
the Insurance Company determines that special circumstances require an extension, the time for its decision will be 
extended for an additional 90 days, provided that, prior to the beginning of the extension period, the Insurance Company 
notifies you in writing of the special circumstances and gives the date by which it expects to render its decision. If 
extended, a decision shall be made no more than 180 days after your claim was received. If the Insurance Company 
approves your claim, the decision will contain information sufficient to reasonably inform you of that decision. 


However, any adverse benefit determination will be in writing and include: 1) specific reasons for the decision; 2) specific 
references to Policy provisions on which the decision is based; 3) a description of any additional material or information 
necessary for you to perfect the claim and an explanation of why such material or information is necessary; 4) a 
description of the review procedures and time limits applicable to such, and 5) a statement that you have the right to bring 
a civil action under section 502(a) of ERISA after you appeal our decision and after you receive a written denial on appeal. 


Appealing Denials of Claims for Benefits 


On any wholly or partially denied claim, you or your representative must appeal once to the Insurance Company for a full 
and fair review. You must complete this claim appeal process before you file an action in court. Your appeal request 
must be in writing and be received by the Insurance Company no later than the expiration of 60 days from the date you 
received your claim denial. As part of your appeal: 


1. you may request, free of charge, copies of all documents, records, and other information relevant to your claim; and 
2. you may submit written comments, documents, records and other information relating to your claim. 


The Insurance Company's review on appeal shall take into account all comments, documents, records and other 
information submitted by you relating to the claim, without regard to whether such information was submitted or 
considered in the initial benefit determination. 


The Insurance Company will make a final decision no more than 60 days after it receives your timely appeal. However, if 
the Insurance Company determines that special circumstances require an extension, the time for its decision will be 
extended for an additional 60 days, provided that, prior to the beginning of the extension period, the Insurance Company 
notifies you in writing of the special circumstances and gives the date by which it expects to render its decision. If 
extended, a decision shall be made no more than 120 days after your appeal was received. If the Insurance Company 
grants your claim appeal, the decision will contain information sufficient to reasonably inform you of that decision. 


However, any final adverse benefit determination on review will be in writing and include: 1) specific reasons for the 
decision and specific references to the Policy provisions on which the decision is based, 2) a statement that you are 
entitled to receive, upon request and free of charge, reasonable access to, and copies of, all documents, records and 
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other information relevant to the claim, 3) a statement of your right to bring a civil action under section 502(a) of ERISA, 
and 4) any other notice(s), statement(s) or information required by applicable law. 
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The Plan Described in this Booklet 
is Insured by the 


Hartford Life Insurance Company 
Simsbury, Connecticut 


Member of The Hartford Insurance Group 
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AMERICAN FAMILY LIFE ASSURANCE COMPANY OF NEW YORK 
(AFLAC NEW YORK) 


22 Corporate Woods Boulevard • Suite 2 • Albany, New York 12211 
TOLL-FREE 1-800-366-3436 


 
SPECIFIED DISEASE COVERAGE ONLY 


REQUIRED DISCLOSURE STATEMENT FOR POLICY FORM NY76100 
 


The policy described in this Disclosure Statement provides supplemental coverage 
and will be issued only to supplement insurance already in force. 


  
If you are eligible for Medicare, review the Medicare Supplement Buyer's Guide furnished by 
Aflac New York. 
 
This policy is an individual policy of insurance.  This policy provides specified disease 
coverage ONLY.  This policy does NOT provide basic hospital, basic medical or major 
medical insurance, as defined by the New York State Insurance Department. 
(1) Read Your Policy Carefully: This Disclosure Statement provides a very brief description of 


some of the important features of your policy.  This is not the insurance contract and only the 
actual policy provisions will control.  The policy itself sets forth, in detail, the rights and 
obligations of both you and Aflac New York.  It is, therefore, important that you READ YOUR 
POLICY CAREFULLY. 


 
(2) All treatments listed below must be National Cancer Institute or Food and Drug Administration 


approved for the treatment of Cancer or Associated Cancerous Condition, as applicable.   
 
A. CANCER TREATMENT BENEFITS:   
 


1.  DIRECT NONSURGICAL TREATMENT BENEFITS:  All benefits listed below are not 
payable based on the number, duration, or frequency of the medication(s), therapy, or 
treatment received by the Covered Person (except as provided in Benefit A1c). 


 
a. INITIAL TREATMENT BENEFIT:  Aflac New York will pay $3,000 (three thousand 


dollars) the first time a Covered Person receives one or more of the following:  
Radiation Therapy Benefits, Injected Chemotherapy Benefits, or Oral Chemotherapy 
Benefits.  Lifetime maximum benefit of $3,000 per Covered Person. 


 
b. INJECTED CHEMOTHERAPY BENEFIT:  Aflac New York will pay $900 (nine hundred 


dollars) per day during which a Covered Person receives Physician-prescribed Injected 
Chemotherapy. The Surgical/Anesthesia Benefit provides amounts payable for 
insertion and removal of a pump.  Benefits will not be paid for each week of continuous 
infusion of medications dispensed by a pump, implant, or patch.  This benefit is limited 
to one payment per Calendar Week in which the medication(s) or treatment is 
received.  No lifetime maximum. 
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c. ORAL CHEMOTHERAPY BENEFIT:  Aflac New York will pay $400 (four hundred 
dollars) per day during which a Covered Person is prescribed and receives Oral 
Chemotherapy for the treatment of Cancer or an Associated Cancerous Condition.   


 
  Oral Chemotherapy benefits are limited to the Calendar Month in which the 


medication(s) or treatment is received.  Total benefits are payable for up to three 
different Oral Chemotherapy medicines per Calendar Month, up to a maximum of 
$1,200 (one thousand two hundred dollars) per Calendar Month.  Refills within 
the same Calendar Month, are not considered a different Chemotherapy 
medicine.  No lifetime maximum. 


 
d. RADIATION THERAPY BENEFIT:  Aflac New York will pay $500 (five hundred 


dollars) per day for a Covered Person during which the insured receives Radiation 
Therapy for the treatment of Cancer or an Associated Cancerous Condition.  This 
benefit will not be paid for each week a radium implant or radioisotope remains in the 
body.  This benefit is limited to one payment per Calendar Week in which the therapy 
is received.  No lifetime maximum. 


 
e. EXPERIMENTAL TREATMENT BENEFIT:  Aflac New York will pay $500 (five 


hundred dollars) once per Calendar Week during which a Covered Person receives 
Physician-prescribed experimental Cancer treatments.  Aflac New York will pay $125 
(one hundred twenty five dollars) once per Calendar Week during which a Covered 
Person receives Physician-prescribed experimental Cancer treatments as part of a 
clinical trial which does not charge patients for inclusion. 


 
 Treatments must be approved by the National Cancer Institute as a viable 


experimental treatment for Cancer. This benefit does not pay for laboratory tests, 
diagnostic X-rays, immunoglobulins, Immunotherapy, colony-stimulating factors, and 
therapeutic devices or other procedures related to these experimental treatments.  
Benefits will not be paid for each week of continuous infusion of medications 
dispensed by a pump, implant, or patch.  This benefit is limited to the Calendar Week 
in which the treatment is received.  No lifetime maximum. 


 
2. INDIRECT/ADDITIONAL THERAPY BENEFITS: The following benefits are not 


payable based on the number, duration, or frequency of Immunotherapy or anti-
nausea drugs received by the Covered Person.   


 
a. IMMUNOTHERAPY BENEFIT:  Aflac New York will pay $500 (five hundred dollars) 


per Calendar Month during which a Covered Person receives Physician-prescribed 
Immunotherapy as part of a treatment regimen for Internal Cancer or an Associated 
Cancerous Condition.  This benefit is payable only once per Calendar Month.  It is 
limited to the Calendar Month in which the Immunotherapy is received.  Lifetime 
maximum of $2,500 (two thousand five hundred dollars) per Covered Person. 


 
 Any medications paid under the Injected Chemotherapy, Oral Chemotherapy, 


Radiation Therapy Benefit, or the Experimental Treatment Benefit will not be 
paid under the Immunotherapy Benefit.   
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b. ANTI-NAUSEA BENEFIT: Aflac New York will pay $150 (one hundred fifty dollars) per 
Calendar Month during which a Covered Person receives anti-nausea drugs that are 
prescribed while receiving Radiation Therapy Benefits, Injected Chemotherapy 
Benefits, Oral Chemotherapy Benefits, or Experimental Treatment Benefits.  This 
benefit is payable only once per Calendar Month and is limited to the Calendar Month 
in which the anti-nausea drugs are received. No lifetime maximum. 


 
c. STEM CELL TRANSPLANTATION BENEFIT:  Aflac New York will pay $10,000 (ten 


thousand dollars) when a Covered Person receives a peripheral Stem Cell 
Transplantation for the treatment of Internal Cancer or an Associated Cancerous 
Condition.  This benefit is payable once per Covered Person.  Lifetime maximum of 
$10,000 (ten thousand dollars) per Covered Person. 


 
d. BONE MARROW TRANSPLANTATION BENEFIT:  (1) Aflac New York will pay 


$10,000 (ten thousand dollars) when a Covered Person receives a Bone Marrow 
Transplantation for the treatment of Internal Cancer or an Associated Cancerous 
Condition.  (2) Aflac New York will pay the Covered Person's bone marrow donor an 
indemnity of $1,000 (one thousand dollars) for his or her expenses incurred as a result 
of the transplantation procedure.  Lifetime maximum of $10,000 (ten thousand dollars) 
per Covered Person. 


 
e. BLOOD AND PLASMA BENEFIT:  Aflac New York will pay $150 (one hundred fifty 


dollars) times the number of days paid under the Hospital Confinement Benefit when a 
Covered Person receives blood and/or plasma transfusions during a covered Hospital 
confinement.  Aflac New York will pay $250 (two hundred fifty dollars) for each day a 
Covered Person receives blood and/or plasma transfusions for the treatment of 
Internal Cancer or an Associated Cancerous Condition as an outpatient in a 
Physician's office, clinic, Hospital, or Ambulatory Surgical Center. This benefit  
does not pay for immunoglobulins, Immunotherapy, anti-hemophilia factors, or colony-
stimulating factors.  No lifetime maximum. 


 
3. SURGICAL TREATMENT BENEFITS:  


 
a. SURGICAL/ANESTHESIA BENEFIT:  When a surgical operation is performed on a 


Covered Person for a diagnosed Internal Cancer or Associated Cancerous Condition, 
Aflac New York will pay the indemnity listed in the following Schedule of Operations for 
the specific procedure.  If any operation for the treatment of Internal Cancer or 
Associated Cancerous Condition is performed other than those listed, Aflac New York 
will pay an amount comparable to the amount shown in the Schedule of Operations for 
the operation most nearly similar in severity and gravity.   


 
 EXCEPTIONS:  Surgery for Skin Cancer will be payable under Benefit A3b.  


Reconstructive Surgery will be payable under Benefit C7. 
 
 Two or more surgical procedures performed through the same incision will be 


considered one operation, and benefits will be paid based upon the highest eligible 
benefit.  
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 Aflac New York will pay an indemnity benefit equal to 25% of the amount shown in the 
Schedule of Operations for the administration of anesthesia during a covered surgical 
operation. 


 
The maximum daily benefit will not exceed $6,250 (six thousand two hundred fifty 
dollars).  No lifetime maximum on the number of operations. 


 
b. SKIN CANCER SURGERY BENEFIT:  When a surgical operation is performed on a 


Covered Person for a diagnosed skin cancer, including melanoma or Nonmelanoma 
Skin Cancer, Aflac New York will pay the indemnity listed below for the specific 
procedure. The indemnity amount listed below includes anesthesia services.  The 
maximum daily benefit will not exceed $600 (six hundred dollars).  No lifetime 
maximum on the number of operations. 


 
 Laser or Cryosurgery  $ 50 
 
 Surgeries OTHER THAN Laser or Cryosurgery: 
 Biopsy     100 
 Excision of lesion of skin without flap or graft 250 
 Flap or graft without excision  375 
 Excision of lesion of skin with flap or graft 600 


 
B. HOSPITALIZATION BENEFITS: 
 


1. HOSPITAL CONFINEMENT BENEFITS (includes confinement in a U.S. government 
Hospital): 
 
a. HOSPITALIZATION FOR 30 DAYS OR LESS:  When a Covered Person is confined 


to a Hospital for treatment of Cancer or an Associated Cancerous Condition for 30 
days or less, Aflac New York will pay $300 per day for each day a Covered Person is 
confined.  No lifetime maximum. 


 
b. HOSPITALIZATION FOR 31 DAYS OR MORE: During any continuous period of 


Hospital confinement of a Covered Person for treatment of Cancer or an Associated 
Cancerous Condition for 31 days or more, Aflac New York will pay benefits as 
described in Benefit B1a above for the first 30 days.  Beginning with the 31st day of 
such continuous Hospital confinement, Aflac New York will pay $600 per day for each 
day a Covered Person is confined.  No lifetime maximum. 


  
2. OUTPATIENT HOSPITAL SURGICAL ROOM BENEFIT:  When a surgical operation is 


performed on a Covered Person for treatment of a diagnosed Internal Cancer or Associated 
Cancerous Condition, Aflac New York will pay $300 (three hundred dollars).  For this benefit 
to be paid, surgeries must be performed on an outpatient basis in a Hospital, to include an 
Ambulatory Surgical Center.  This benefit is payable once per day and is not payable on the 
same day as the Hospital Confinement Benefit.  This benefit is payable in addition to the 
Surgical/Anesthesia Benefit. The maximum daily benefit for the Outpatient Hospital Surgical 
Room Benefit will not exceed $300 (three hundred dollars). No lifetime maximum on number 
of operations.  


 
This benefit is also payable for Nonmelanoma Skin Cancer surgery involving a flap or 
graft.  It is not payable for any surgery performed in a Physician’s office. 
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C. CONTINUING CARE BENEFITS: 
 


1. EXTENDED-CARE FACILITY BENEFIT:  When a Covered Person is hospitalized and 
receives benefits under Benefit B1 and is later confined, within 30 days of the covered 
Hospital confinement, to an extended-care facility, a rehabilitation unit or facility, a 
transitional care unit or any bed designated as a swing bed, or to a section of the Hospital 
used as such, (collectively referred to as “Extended-Care Facility”), Aflac New York will pay 
$150 (one hundred fifty dollars) per day for such continued confinement.  For each day this 
benefit is payable, benefits under Benefit B1 are NOT payable. Benefits are limited to 30 
days in each Calendar Year per Covered Person.   


 
If more than 30 days separates confinements in an Extended-Care Facility, benefits are not 
payable for the second confinement unless the Covered Person again receives benefits 
under Benefit B1 and is confined to the Extended Care Facility within 30 days of that 
confinement. 
 


2. HOME HEALTH CARE BENEFIT:  If a Covered Person is hospitalized  for the treatment of 
Internal Cancer or an Associated Cancerous Condition, and receives benefits under Part 6     
and later requires home health care within 30 days of hospital confinement, Aflac New York 
will pay $75 (seventy five dollars) per day for the first 30 days a Covered Person receives 
home health care as a direct result of Cancer or an Associated Cancerous Condition, and 
beginning with the 31st day of such care, we will pay $150 (one hundred fifty dollars) per day 
for home health care.  Lifetime maximum of 100 days per Covered Person. 


 
 This benefit is not payable the same day the Hospice Care Benefit is payable. 


 
3. HOSPICE CARE BENEFIT:  When a Covered Person is diagnosed with Internal Cancer or 


an Associated Cancerous Condition and therapeutic intervention directed toward the cure of 
the disease is medically determined to be no longer appropriate, and if the Covered 
Person's medical prognosis is one in which there is a life expectancy of six months or less 
as the direct result of Internal Cancer or an Associated Cancerous Condition, (hereinafter 
referred to as “Terminally Ill”) Aflac New York will pay a one-time benefit of $1,000 (one 
thousand dollars) for the first day the Covered Person receives Hospice care and $50 (fifty 
dollars) per day thereafter for Hospice care.  For this benefit to be payable, Aflac New York 
must be furnished: (1) a written statement from the attending Physician that the Covered 
Person is Terminally Ill, and (2) a written statement from the Hospice certifying the days 
services were provided. This benefit is not payable the same day the Home Health Care 
Benefit is payable.  Lifetime maximum for each Covered Person is $12,000 (twelve 
thousand dollars). 


 
4. NURSING SERVICES BENEFIT:  While confined in a Hospital for the treatment of Cancer 


or an Associated Cancerous Condition, if a Covered Person requires private nurses and 
their services other than those regularly furnished by the Hospital, Aflac New York will pay 
$150 (one hundred fifty dollars) per day for full-time private care and attendance provided by 
such nurses (registered graduate nurses, licensed practical nurses, or licensed vocational 
nurses).  These services must be required and authorized by the attending Physician.  This 
benefit is not payable for private nurses who are members of your Immediate Family.  This 
benefit is payable for only the number of days the Hospital Confinement Benefit is payable.  
No lifetime maximum. 
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5. SURGICAL PROSTHESIS BENEFIT: Aflac New York will pay $3,000 (three thousand 
dollars) for surgically implanted prosthetic devices that are prescribed as a direct result of  


 surgery for Internal Cancer or Associated Cancerous Condition treatment. Lifetime 
maximum of $6,000 (six thousand dollars) per Covered Person.   


 
 The Surgical Prosthesis Benefit does not include coverage for tissue expanders or a 


Breast Transverse Rectus Abdominis Myocutaneous (TRAM) Flap.   
 
 
6. PROSTHESIS NONSURGICAL BENEFIT: Aflac New York will pay $250 (two hundred fifty 


dollars) per occurrence, per Covered Person for nonsurgically implanted prosthetic devices 
that are prescribed as a direct result of treatment for Internal Cancer or an Associated 
Cancerous Condition.  Examples of nonsurgically implanted prosthetic devices include voice 
boxes, hair pieces, and removable breast prostheses.  Lifetime maximum of $500 (five 
hundred dollars) per Covered Person. 


 
7. RECONSTRUCTIVE SURGERY BENEFIT: Aflac New York will pay the specified indemnity 


listed below for a reconstructive surgical operation that is performed on a Covered Person 
as a result of treatment of Cancer or treatment of an Associated Cancerous Condition.  The 
maximum daily benefit will not exceed $3,000 (three thousand dollars).  No lifetime 
maximum on number of operations. 


 
 Breast Transverse Rectus Abdominis Myocutaneous (TRAM) Flap    $3,000 
 Breast Reconstruction   700 
 Breast Symmetry (on the nondiseased breast   350 
                              occurring within five years of breast reconstruction)  
 Facial Reconstruction  700 
 
  Aflac New York will pay an indemnity benefit equal to 25% of the amount shown above for 


the administration of anesthesia during a covered reconstructive surgical operation. 
 


If any reconstructive surgery is performed other than those listed, Aflac New York will pay an 
amount comparable to the amount shown above for the operation most nearly similar in 
severity and gravity. 
 


D. AMBULANCE, TRANSPORTATION, AND LODGING BENEFITS: 
 


1. AMBULANCE BENEFIT:  Aflac New York will pay $250 (two hundred fifty dollars) for 
ambulance transportation of a Covered Person to or from a Hospital where the Covered 
Person receives treatment of Cancer or an Associated Cancerous Condition.  Aflac New 
York will pay $2,000 (two thousand dollars) for air ambulance transportation of a Covered 
Person to or from a Hospital where the Covered Person is confined overnight for Cancer or 
Associated Cancerous Condition treatment.  This benefit is limited to two trips per 
confinement.  The ambulance service must be performed by a licensed professional 
ambulance company.  No lifetime maximum. 
 
Form NY92401 
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2. TRANSPORTATION BENEFIT:  If a Covered Person requires treatment for Cancer or an 
Associated Cancerous Condition that has been prescribed by the attending Physician, Aflac 
New York will pay 50 cents per mile, up to a maximum of $1,500 (one thousand five hundred 
dollars) for transportation of the Covered Person and a companion, limited to the distance of 
miles between the Hospital or medical facility and the residence of the Covered Person.  If 
commercial travel (coach-class plane, train, or bus fare) is necessary, we will pay for one 
additional person to accompany the Covered Person. If the treatment is for a covered 
Dependent Child and commercial travel is necessary, Aflac New York will pay for up to two 
adults to accompany the covered Dependent Child.   


 
THIS BENEFIT IS NOT PAYABLE FOR TRANSPORTATION TO ANY 
HOSPITAL/FACILITY LOCATED WITHIN A 50-MILE RADIUS OF THE RESIDENCE OF 
THE COVERED PERSON OR FOR TRANSPORTATION BY AMBULANCE TO OR FROM 
ANY HOSPITAL. 
 


3. LODGING BENEFIT:  Aflac New York will pay $80 (eighty dollars) per day for lodging, in a 
room in a motel, hotel, or other commercial accommodation, for you or any one adult family 
member when a Covered Person receives treatment for Cancer or an Associated Cancerous 
Condition at a Hospital or medical facility more than 50 miles from the Covered Person's 
residence. This benefit is not payable for lodging occurring more than 24 hours prior to 
treatment or for lodging occurring more than 24 hours following treatment.  This benefit is 
limited to 90 days per Calendar Year. 


 
E. WAIVER OF PREMIUM BENEFIT:  If you, due to having Cancer or an Associated Cancerous 


Condition, are completely unable to perform all of the usual and customary duties of your 
occupation [if you are not employed:  are completely unable to perform two or more Activities of 
Daily Living (ADLs) without the assistance of another person] for a period of 90 continuous 
days, Aflac New York will waive, from month to month, any premiums falling due during your 
continued inability.  For premiums to be waived, Aflac New York will require an employer's 
statement (if applicable) and a Physician's statement of your inability to perform said duties or 
activities, and may each month thereafter require a Physician's statement that total inability 
continues. 


 
 If you die and your spouse becomes the new Named Insured, premiums will resume and be 


payable on the first premium due date after the change.  The new Named Insured will then 
be eligible for this benefit if the need arises. 


 
 Aflac New York may ask for and use an independent consultant to determine whether you 


can perform an ADL when this benefit is in force. 
  
 Aflac New York will also waive, from month to month, any premiums falling due while you 


are receiving Hospice Benefits. 
 
(3) Optional Benefits: 
 


INITIAL DIAGNOSIS BENEFIT RIDER:  (Series NY76050) Applied for  Yes    No 
 
This rider is issued on the basis that the information shown on the application is correct and 
complete.  If any answers on your application for this rider are incorrect or incomplete, the 
benefits under this rider will be the lesser of the benefits that you would have been eligible to 
purchase if a correct or complete answer had been given or your original rider benefit amount.  
Any overpayment of premium will be refunded to you, less any claims paid. 
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A. INITIAL DIAGNOSIS BENEFIT:  Aflac New York will pay the amount shown in the Policy 
Schedule when a Covered Person is diagnosed as having Internal Cancer or an Associated 
Cancerous Condition while this rider is in force. 


 
 This benefit is payable under this rider only once for each Covered Person.  In addition to the 


Positive Medical Diagnosis, we may require additional information from the attending Physician 
and Hospital.  


B. INITIAL DIAGNOSIS BUILDING BENEFIT:  Aflac New York will increase the Initial Diagnosis 
Benefit by $500 (five hundred dollars) on each rider anniversary date.  (The amount of the 
monthly increase will be determined on a pro rata basis.)  This benefit will be paid under the 
same terms as the Initial Diagnosis Benefit.  This benefit will cease to build for each Covered 
Person on the anniversary date of this rider following the Covered Person's 65th birthday or at 
the time Internal Cancer or an Associated Cancerous Condition is diagnosed for that Covered 
Person, whichever occurs first.  However, regardless of the age of the Covered Person on the 
Effective Date of this rider, this benefit will accrue for a period of at least five years unless 
Internal Cancer or an Associated Cancerous Condition is diagnosed prior to the fifth year of 
coverage.    


C. NATIONAL CANCER INSTITUTE EVALUATION/CONSULTATION BENEFIT:  Aflac New York 
will pay $1,000 (one thousand dollars) when a Covered Person seeks evaluation or consultation 
at a National Cancer Institute Designated Cancer Center as a result of receiving a diagnosis of 
Internal Cancer or Associated Cancerous Condition. The purpose of the evaluation/consultation 
must be to determine the appropriate course of treatment.  This benefit is not payable the same 
day the Additional Surgical Opinion Benefit is payable. This benefit is also payable at the Aflac 
Cancer Center & Blood Disorders Service of Children's Healthcare of Atlanta. This benefit is 
payable only once per Covered Person.  


D. ADDITIONAL SURGICAL OPINION BENEFIT:  Aflac New York will pay $300 (three hundred  
dollars) per day for an additional surgical opinion, by a Physician, concerning surgery for a 
diagnosed Cancer or an Associated Cancerous Condition. This benefit is not payable on the 
same day the NCI Evaluation/Consultation Benefit is payable. No lifetime maximum.  


E. MEDICAL IMAGING WITH DIAGNOSIS BENEFIT:  Aflac New York will pay $200 (two hundred 
dollars) per Calendar Year for each Covered Person who receives an initial diagnosis or follow-
up evaluation of Internal Cancer or an Associated Cancerous Condition, using one of the 
following medical imaging exams: CT scans, MRIs, bone scans, thyroid scans, Multiple Gated 
Acquisition (MUGA) scans, Positron Emission Tomography (PET) scans, transrectal 
ultrasounds, or abdominal ultrasounds.   These exams must be performed in a Hospital, to 
include an Ambulatory Surgical Center, or a Physician's office. This benefit is limited to one 
payment per Calendar Year, per Covered Person.  No lifetime maximum.   


Exceptions, Reductions and Limitations of Rider NY76050:   
This rider contains a 30-day waiting period. If a Covered Person has Cancer or an Associated 
Cancerous Condition diagnosed before coverage has been in force 30 days from the Effective Date 
benefits for treatment of that Cancer or Associated Cancerous Condition will apply only to treatment 
occurring after 12 months from the Effective Date of the rider or, at your option, you may elect to 
void the rider from its beginning and receive a full refund of premium.  If Cancer or an Associated 
Cancerous Condition is diagnosed before coverage has been in force 30 days from the Effective 
Date of coverage and you elect to maintain your coverage, the Initial Diagnosis Benefit, if 
applicable, payable at the end of the first year shall be $500.  The pathological diagnosis date is the 
day the tissue specimen, culture and/or titer is taken upon which the diagnosis of Cancer or an 
Associated Cancerous Condition is based. 
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The Initial Diagnosis Benefit and Initial Diagnosis Building Benefit of this rider are not payable for: 
(1) any Internal Cancer or Associated Cancerous Condition diagnosed or treated before the 
Effective Date of the rider and the subsequent recurrence, extension, or metastatic spread of such 
Cancer or Associated Cancerous Condition (2) Cancer or Associated Cancerous Conditions 
diagnosed during the rider’s 30-day waiting period; or (3) the diagnosis of Nonmelanoma Skin 
Cancer. Any Covered Person who has had a previous diagnosis of Internal Cancer or an 
Associated Cancerous Condition will NOT be eligible for an Initial Diagnosis Benefit or an 
Initial Diagnosis Building Benefit under this rider for a recurrence, extension, or metastatic 
spread of that same Internal Cancer or Associated Cancerous Condition. 
 
CANCER SCREENING AND ANNUAL CARE BENEFIT RIDER: (Series NY76051)   
Applied for Yes No   
 
This rider is issued on the basis that the information shown on the application is correct and 
complete.  If any answers on your application for this rider are incorrect or incomplete, the benefits 
under this rider will be the lesser of the benefits that you would have been eligible to purchase if a 
correct or complete answer had been given or your original rider benefit amount.  Any overpayment 
of premium will be refunded to you, less any claims paid. 
 
No diagnosis of either Cancer or an Associated Cancerous Condition is required for benefits A or B 
to be payable.     
 
A. CANCER VACCINE BENEFIT:   Aflac New York will pay $40 (forty dollars) if a Covered Person 


receives any Cancer vaccine that is FDA approved for the prevention of Cancer.  The vaccine 
must be administered by licensed medical personnel.  This benefit is limited to one payment per 
Covered Person, per Calendar Year. 
 


B. CANCER WELLNESS BENEFITS: 
 


1. CANCER WELLNESS:  Aflac New York will pay the amount shown in the Policy Schedule, 
 per Calendar Year, when a Covered Person receives one of the following:  
 


• mammogram    
• breast ultrasound 
• breast MRI 
• CA15-3 
• Pap smear 
• ThinPrep  
• biopsy  
• flexible sigmoidoscopy  
• hemoccult stool specimen  
 (lab confirmed) 


• chest X-ray  
• CEA (blood test for colon Cancer) 
• CA 125 (blood test for ovarian Cancer  
• PSA (blood test for prostate Cancer)  
• testicular ultrasound  
• thermography  
• colonoscopy 
• virtual colonoscopy 


  
This benefit is limited to one payment per Calendar Year, per Covered Person. These 
tests must be performed to determine whether Cancer or Associated Cancerous 
Condition exists in a Covered Person and must be administered by licensed medical 
personnel.  No lifetime maximum. 
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2. BONE MARROW DONOR SCREENING:  Aflac New York will pay $40 (forty dollars) 
when a Covered Person provides documentation of participation in a screening test as a 
potential bone marrow donor.  This benefit is limited to one benefit per Covered Person 
per lifetime. 


 
C. ANNUAL CARE BENEFIT: Aflac New York will pay $500 (five hundred dollars) on the 


anniversary date of a Covered Person’s Internal Cancer diagnosis upon proof that the 
Covered Person is still under the active care of a Physician.  This benefit is not payable for 
Associated Cancerous Conditions or Nonmelanoma Skin Cancers.  Lifetime maximum of 
five annual payments per Covered Person. 
 
SPECIFIED HEALTH EVENT WITH FIRST-OCCURRENCE BUILDING BENEFIT RIDER:   
(Series NY75055)  Applied for  Yes    No 
 
While this coverage is in force, we will pay the following benefits to a covered person, as 
applicable, subject to the Pre-Existing Conditions provision, Limitations and Exclusions, and 
all other policy and rider provisions: 
 
A. FIRST-OCCURRENCE BENEFIT:  Aflac New York will pay the following benefit amount 


for each covered person when he or she is first diagnosed as having had a Specified 
Health Event:  


 
Named Insured/Spouse      
$5,000 (Lifetime maximum $5,000 per covered person)  
 
Dependent Children 
$7,500 (Lifetime maximum $7,500 per covered person) 


 
 This benefit is payable only once for each covered person and will be paid in addition to 


any other benefit in this rider.   
 
B. FIRST-OCCURRENCE BUILDING BENEFIT:   The First-Occurrence Benefit under A 


above, will be increased by $500 (five hundred dollars) on each rider anniversary date 
while this rider remains in force. (The amount of the monthly increase will be determined 
on a pro rata basis.)  This benefit will be paid under the same terms as the First-
Occurrence Benefit.  This benefit will cease to build for each covered person on the 
anniversary date of this rider following the covered person's 65th birthday or at the time of 
a Specified Health Event, subject to Part 4 of the rider, for that covered person, whichever 
occurs first.  However, regardless of the age of the covered person on the Effective Date 
of this rider, this benefit will accrue for a period of at least five years unless a Specified 
Health Event is diagnosed prior to the fifth year of coverage.  


 
C. REOCCURRENCE BENEFIT: If benefits have been paid to a covered person under A 


above, Aflac New York will pay $2,500 (two thousand five hundred dollars) if such covered 
person is later diagnosed as having had a subsequent Specified Health Event. 


 
 For Benefit C to be payable, the Specified Health Event must occur more than 180 


days after the date Benefit A or Benefit C became payable.  No lifetime maximum. 
 
 
 
D. HOSPITAL CONFINEMENT BENEFIT: (includes confinement in a U.S. government 


Hospital):  When a covered person requires Hospital Confinement for the treatment of a 
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covered Specified Health Event, Aflac New York will pay $240 (two hundred forty dollars) 
per day for each day a covered person is confined. This benefit is limited to 
confinements for the treatment of a covered Specified Health Event that occur 
within 500 days following the occurrence of the most recent covered Specified 
Health Event.   No lifetime maximum. 


 
 Hospital Confinement Benefits are payable for only one covered Specified Health Event at a 


time per covered person.   
 
 Benefits are not payable on the same day as the Continuing Care Benefit (E). If the 


Hospital Confinement Benefit (D) and the Continuing Care Benefit (E) are payable on 
the same day, only the highest eligible benefit will be paid. 


 
 Benefits E through H will be paid for care received within 180 days following the occurrence 


of a covered Specified Health Event.  Benefits are payable for only one covered Specified 
Health Event at a time per covered person.  If a covered person is eligible to receive 
benefits for more than one covered Specified Health Event, we will pay benefits only for 
care received within the 180 days following the occurrence of the most recent event. 


 
E. CONTINUING CARE BENEFIT:  If, as the result of a covered Specified Health Event, a 


covered person receives any of the following treatments from a licensed Physician, Aflac 
New York will pay $125 (one hundred twenty-five dollars) each day a covered person 
receives one or more of the following treatments: 


 
1. rehabilitation therapy 7. home health care 
2. physical therapy 8. dialysis 
3. speech therapy 9. hospice care 
4. occupational therapy 10. extended care 
5. respiratory therapy 11. Physician visits 
6. dietary therapy/consultation 12. nursing home care 
 
Treatment is limited to 60 days for continuing care received within 180 days following the 
occurrence of the most recent covered Specified Health Event.  Daily maximum for this 
benefit is $125 (one hundred twenty-five dollars) regardless of the number of treatments 
received. 
 
Benefits are not payable on the same day as the Hospital Confinement Benefit (D). If 
the Hospital Confinement Benefit (D) and the Continuing Care Benefit (E) are 
payable on the same day, only the highest eligible benefit will be paid. No lifetime 
maximum. 


 
F. AMBULANCE BENEFIT:  If, due to a covered Specified Health Event, a covered person 


requires ground ambulance transportation to or from a Hospital, Aflac New York will pay 
$250 (two hundred fifty dollars).  If air ambulance transportation is required due to a 
covered Specified Health Event, we will pay $2,000 (two thousand dollars). A licensed 
professional or licensed volunteer ambulance company must provide the ambulance 
service.  This benefit will not be paid for more than two times per occurrence of a 
Specified Health Event. Ambulance Benefits are not payable beyond the 180th day 
following the occurrence of a covered Specified Health Event.  No lifetime maximum. 


 
G. TRANSPORTATION BENEFIT:  If a covered person requires special medical treatment 


that has been prescribed by the local attending Physician for a covered Specified Health 
Event, Aflac New York will pay 50 cents (fifty cents) per mile for transportation of a 
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covered person for the round-trip distance between the Hospital or medical facility and the 
residence of the covered person.  This benefit is not payable for transportation by 
ambulance or air ambulance to the Hospital.  This benefit will be paid only for the 
covered person for whom the special treatment is prescribed.  If the special treatment is 
for a dependent child and commercial travel is necessary, we will pay this benefit for up to 
two adults to accompany the dependent child.  The benefit amount payable is limited to  
 
$1,500 (one thousand five hundred dollars) per occurrence of a covered Specified Health 
Event.  Transportation Benefits are not payable beyond the 180th day following the 
occurrence of a covered Specified Health Event. THIS BENEFIT IS NOT PAYABLE 
FOR TRANSPORTATION TO ANY HOSPITAL LOCATED WITHIN A 50-MILE RADIUS 
OF THE RESIDENCE OF THE COVERED PERSON.  No lifetime maximum. 


 
H. LODGING BENEFIT:  Aflac New York will pay $60 (sixty dollars) per day for lodging for 


you or any one adult family member when a covered person receives special medical 
treatment for a covered Specified Health Event at a Hospital or medical facility.  The 
Hospital, medical facility, and lodging must be more than 50 miles from the covered 
person's residence.  This benefit is not payable for lodging occurring more than 24 hours 
prior to treatment or for lodging occurring more than 24 hours following treatment. This 
benefit is limited to 15 days per occurrence of a covered Specified Health Event.  Lodging 
Benefits are not payable beyond the 180th day following the occurrence of a 
covered Specified Health Event.  No lifetime maximum. 


 
I. WAIVER OF PREMIUM BENEFIT:  
 
 Employed: If you, due to a Specified Health Event, are completely unable to do all of the 


usual and customary duties of your occupation for a period of 90 continuous days, Aflac 
New York will waive, from month to month, any premiums, for this rider, falling due during 
your continued inability.  For premiums to be waived, Aflac New York will require an 
employer's statement and a Physician's statement of your inability to perform said duties, 
and may each month thereafter require a Physician's statement that total inability 
continues. 


 
 Not Employed: If you, due to a Specified Health Event, are completely unable to perform 


two or more of the Activities of Daily Living (ADLs) without the assistance of another 
person for a period of 90 continuous days, Aflac New York will waive, from month to 
month, any premiums, for this rider, falling due during your continued inability.  For 
premiums to be waived, Aflac New York will require a Physician's statement of your 
inability to perform said activities, and may each month thereafter require a Physician's 
statement that total inability continues. 


 
 If you die and your spouse becomes the new Named Insured, premiums will start again 


and be due on the first premium due date after the change.  The new Named Insured will 
then be eligible for this benefit if the need arises. 


 
 While this benefit is being paid, Aflac New York may ask for and use an independent 


consultant to determine whether you can perform an ADL. 
 
SPECIFIED HEALTH EVENT WITH FIRST-OCCURRENCE BUILDING BENEFIT AND 
RECOVERY BENEFIT RIDER (Series NY75056) Applied for  Yes    No 
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While this coverage is in force, we will pay the following benefits to a covered person, as 
applicable, subject to the Pre-Existing Conditions provision, Limitations and Exclusions, and 
all other policy and rider provisions: 
 
A. FIRST-OCCURRENCE BENEFIT:  Aflac New York will pay the following benefit amount 


for each covered person when he or she is first diagnosed as having had a Specified 
Health Event:  


 
 
 


Named Insured/Spouse      
$5,000 (Lifetime maximum $5,000 per covered person)  
 
Dependent Children 
$7,500 (Lifetime maximum $7,500 per covered person) 
 
This benefit is payable only once for each covered person and will be paid in addition to 
any other benefit in this rider.   


 
B. FIRST-OCCURRENCE BUILDING BENEFIT:   The First-Occurrence Benefit under A 


above, will be increased by $500 (five hundred dollars) on each rider anniversary date 
while this rider remains in force. (The amount of the monthly increase will be determined 
on a pro rata basis.)  This benefit will be paid under the same terms as the First-
Occurrence Benefit.  This benefit will cease to build for each covered person on the 
anniversary date of this rider following the covered person's 65th birthday or at the time of 
a Specified Health Event, subject to Part 4 of the rider, for that covered person, whichever 
occurs first.  However, regardless of the age of the covered person on the Effective Date 
of this rider, this benefit will accrue for a period of at least five years unless a Specified 
Health Event is diagnosed prior to the fifth year of coverage.   


 
C. REOCCURRENCE BENEFIT: If benefits have been paid to a covered person under A 


above, Aflac New York will pay $2,500 (two thousand five hundred dollars) if such covered 
person is later diagnosed as having had a subsequent Specified Health Event. 


 
 For Benefit C to be payable, the Specified Health Event must occur more than 180 


days after the date Benefit A or Benefit C became payable.  No lifetime maximum. 
 
D. HOSPITAL CONFINEMENT BENEFIT: (includes confinement in a U.S. government 


Hospital):  When a covered person requires Hospital Confinement for the treatment of a 
covered Specified Health Event, Aflac New York will pay $240 (two hundred forty dollars) 
per day for each day a covered person is confined. This benefit is limited to 
confinements for the treatment of a covered Specified Health Event that occur 
within 500 days following the occurrence of the most recent covered Specified 
Health Event.   No lifetime maximum. 


 
 Hospital Confinement Benefits are payable for only one covered Specified Health Event at a 


time per covered person.   
 
 Benefits are not payable on the same day as the Continuing Care Benefit (E). If the 


Hospital Confinement Benefit (D) and the Continuing Care Benefit (E) are payable on 
the same day, only the highest eligible benefit will be paid. 


 
Benefits E through H will be paid for care received within 180 days following the 
occurrence of a covered Specified Health Event.  Benefits are payable for only one 
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covered Specified Health Event at a time per covered person.  If a covered person is 
eligible to receive benefits for more than one covered Specified Health Event, we will pay 
benefits only for care received within the 180 days following the occurrence of the most 
recent event. 


 
E. CONTINUING CARE BENEFIT:  If, as the result of a covered Specified Health Event, a 


covered person receives any of the following treatments from a licensed Physician, Aflac 
New York will pay $125 (one hundred twenty-five dollars) each day a covered person 
receives one or more of the following treatments: 
 
1. rehabilitation therapy 7. home health care 
2. physical therapy 8. dialysis 
3. speech therapy 9. hospice care 
4. occupational therapy 10. extended care 
5. respiratory therapy 11. Physician visits 
6. dietary therapy/consultation 12. nursing home care 
 


 Treatment is limited to 60 days for continuing care received within 180 days following the 
occurrence of the most recent covered Specified Health Event.  Daily maximum for this 
benefit is $125 (one hundred twenty-five dollars) regardless of the number of treatments 
received. 


 
 Benefits are not payable on the same day as the Hospital Confinement Benefit (D). If 


the Hospital Confinement Benefit (D) and the Continuing Care Benefit (E) are 
payable on the same day, only the highest eligible benefit will be paid. No lifetime 
maximum. 


 
F. AMBULANCE BENEFIT:  If, due to a covered Specified Health Event, a covered person 


requires ground ambulance transportation to or from a Hospital, Aflac New York will pay 
$250 (two hundred fifty dollars).  If air ambulance transportation is required due to a 
covered Specified Health Event, we will pay $2,000 (two thousand dollars). A licensed 
professional or licensed volunteer ambulance company must provide the ambulance 
service.  This benefit will not be paid for more than two times per occurrence of a 
Specified Health Event. Ambulance Benefits are not payable beyond the 180th day 
following the occurrence of a covered Specified Health Event.  No lifetime maximum. 


 
G. TRANSPORTATION BENEFIT:  If a covered person requires special medical treatment 


that has been prescribed by the local attending Physician for a covered Specified Health 
Event, Aflac New York will pay 50 cents (fifty cents) per mile for transportation of a 
covered person for the round-trip distance between the Hospital or medical facility and the 
residence of the covered person.  This benefit is not payable for transportation by 
ambulance or air ambulance to the Hospital.  This benefit will be paid only for the 
covered person for whom the special treatment is prescribed.  If the special treatment is 
for a dependent child and commercial travel is necessary, we will pay this benefit for up to 
two adults to accompany the dependent child.  The benefit amount payable is limited to 
$1,500 (one thousand five hundred dollars) per occurrence of a covered Specified Health 
Event.  Transportation Benefits are not payable beyond the 180th day following the 
occurrence of a covered Specified Health Event.  THIS BENEFIT IS NOT PAYABLE 
FOR TRANSPORTATION TO ANY HOSPITAL LOCATED WITHIN A 50-MILE RADIUS 
OF THE RESIDENCE OF THE COVERED PERSON.  No lifetime maximum. 
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H. LODGING BENEFIT:  Aflac New York will pay $60 (sixty dollars) per day for lodging for 
you or any one adult family member when a covered person receives special medical 
treatment for a covered Specified Health Event at a Hospital or medical facility.  The 
Hospital, medical facility, and lodging must be more than 50 miles from the covered 
person's residence.  This benefit is not payable for lodging occurring more than 24 hours 
prior to treatment or for lodging occurring more than 24 hours following treatment. This 
benefit is limited to 15 days per occurrence of a covered Specified Health Event.  Lodging 
Benefits are not payable beyond the 180th day following the occurrence of a 
covered Specified Health Event.  No lifetime maximum. 


 
I. SPECIFIED HEALTH EVENT RECOVERY BENEFIT:  Aflac New York will pay $500 (five 


hundred dollars) per month while a covered person remains in Specified Health Event 
Recovery upon receipt of written proof of loss from that person’s Physician. 


 
 For Periods of Specified Health Event Recovery less than one month, we will pay a pro 


rata benefit.  Lifetime maximum of six months per covered person. 
 
J. WAIVER OF PREMIUM BENEFIT:  
 
 Employed: If you, due to a Specified Health Event, are completely unable to do all of the 


usual and customary duties of your occupation for a period of 90 continuous days, Aflac 
New York will waive, from month to month, any premiums, for this rider, falling due during 
your continued inability.  For premiums to be waived, Aflac New York will require an 
employer's statement and a Physician's statement of your inability to perform said duties, 
and may each month thereafter require a Physician's statement that total inability 
continues. 


 
 Not Employed: If you, due to a Specified Health Event, are completely unable to perform 


two or more of the Activities of Daily Living (ADLs) without the assistance of another 
person for a period of 90 continuous days, Aflac New York will waive, from month to 
month, any premiums, for this rider, falling due during your continued inability.  For 
premiums to be waived, Aflac New York will require a Physician's statement of your 
inability to perform said activities, and may each month thereafter require a Physician's 
statement that total inability continues. 


 
 If you die and your spouse becomes the new Named Insured, premiums will start again 


and be due on the first premium due date after the change.  The new Named Insured will 
then be eligible for this benefit if the need arises. 


 
 While this benefit is being paid, Aflac New York may ask for and use an independent 


consultant to determine whether you can perform an ADL. 
 
 THE LIMITATIONS AND EXCLUSIONS LISTED IN THE POLICY DO NOT APPLY TO 


THE SPECIFIED HEALTH EVENT RIDERS NY75055 and NY75056.  ONLY THE 
LIMITATIONS AND EXCLUSIONS LISTED BELOW APPLY TO THESE RIDERS. 


 
A. Benefits for a Specified Health Event that is caused by a Pre-Existing Condition will not be 


covered unless the Specified Health Event occurs more than 30 days after the Effective 
Date.  Benefits are payable for only one covered Specified Health Event at a time per 
covered person. 


 
B. This rider does not cover losses or confinements caused by or resulting from: 
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1. Any loss sustained or contracted, directly or indirectly, due to a covered person's being 


intoxicated or under the influence of any narcotic unless administered on the advice of 
a Physician. 


 
2. Intentionally self-inflicting bodily Injury or attempting suicide. 
 
3. Being exposed to war or any act of war, declared or undeclared, or serving in any of 


the armed forces or units auxiliary thereto.  (If you are a member of a reserve 
component of the armed forces of the United States, including the National Guard, you 
may continue or suspend this rider during a period of active duty that does not exceed 
more than five years.  When you notify us to suspend this rider, we will refund any 
premium paid for coverage after the date we receive the notice.  We will reinstate this 
rider, if the policy to which it is attached is currently inforce, when your active duty 
ends without evidence of insurability when we receive (1) your written request to 
reinstate this rider, and (2) the premium for the period from the date your active service 
ends to the next premium due date.  The reinstated rider will contain no new 
exclusions or waiting periods and will be effective as of the date your active duty ends.  
If we do not receive both your written request and the required premium within 60 days 
after your active duty ends, you may still apply for reinstatement.  (In this case, you 
must comply with the Reinstatement provision.) 


 
PRE-EXISTING CONDITIONS FOR SPECIFIED HEALTH EVENT RIDERS NY75055 AND 
NY75056 


 
A "Pre-Existing Condition" is a Sickness for which, within the six-month period before the 
Effective Date of coverage, medical advice or treatment was recommended or received from a 
Physician.  Benefits for a Specified Health Event that is caused by a Pre-Existing Condition 
will not be covered unless the Specified Health Event occurs more than 30 days after the 
Effective Date.  Any reoccurrence of a Specified Health Event occurring more than 30 days 
after the Effective Date will be covered. 


 
(4) Exceptions, Reductions and Limitations of the Policy (This is not a daily hospital 


expense plan.):   
 
A. We pay only for treatment of Cancer, Associated Cancerous Conditions, or other diseases 


and conditions caused, complicated, or aggravated by or resulting from Cancer or Associated 
Cancerous Conditions including direct extension, metastatic spread, or recurrence.  Benefits 
are not provided for premalignant conditions or conditions with malignant potential (unless 
specifically covered); complications of either Cancer or an Associated Cancerous Condition; 
or any other disease, sickness, or incapacity that is not directly caused or aggravated by 
Cancer or an Associated Cancerous Condition or the treatment of Cancer or an Associated 
Cancerous Condition.   


 
 
B. This policy contains a 30-day waiting period. If a Covered Person has Cancer or an 


Associated Cancerous Condition diagnosed before his or her coverage has been in force 30 
days, benefits for treatment of that Cancer or Associated Cancerous Condition will apply only 
to treatment occurring after 12 months from the Effective Date of such person’s coverage.  At 
your option, you may elect to void the coverage and receive a full refund of premium.  If 
Cancer or an Associated Cancerous Condition is diagnosed before coverage has been in 
force 30 days from the Effective Date of coverage and you elect to maintain your coverage, 
the Initial Diagnosis Benefit, if applicable, payable at the end of the first year shall be $500.  
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The pathological diagnosis date is the day the tissue specimen, culture and/or titer is taken 
upon which the diagnosis of Cancer or an Associated Cancerous Condition is based. 


  
(5) Renewability: This policy is guaranteed-renewable for life by payment of the premium in 


effect at the start of each renewal period.  Premium rates may change only if the New York 
Superintendent of Insurance approves the rate.  We will then change the rate for all policies of 
this class in force in your state. If this policy was issued on a "list-bill" basis and you leave 
your employer for any reason, the premium will revert to a higher non-payroll rate. If we 
change the premium rate, we will notify you in writing at your last known address at least 31 
days before the change becomes effective. 


 
 This Disclosure Statement is a very brief summary of your policy. 
 
 The policy itself sets forth the rights and obligations of both you and Aflac New York.  It is 


therefore imperative that you READ YOUR POLICY carefully. 
 
 The expected benefit ratio for this policy is 62%. This ratio is the portion of future premiums 


which Aflac New York expects to return as benefits, when averaged over all people with this 
policy. 


RETAIN FOR YOUR RECORDS. 
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The Need
Despite the best efforts of doctors, researchers, and countless 
organizations, Cancer remains a concern for many individuals and 
families. People from all walks of life are at risk, regardless of age, 
gender, or ethnic background. Here are a couple of statistics to help you 
understand the role Cancer plays in America’s overall health. According 
to the American Cancer Society:* 


1   In the United States, men have slightly less than a 1-in-2 lifetime risk 
of developing Cancer; for women, the risk is a little more than 1-in-3.


2  About 1,479,350 new Cancer cases were expected to be diagnosed 
in 2009.


*Cancer Facts & Figures 2009.


MDMaxiMuM Difference®


SpecifieD-DiSeaSe inSurance


aflac.com      We’ve got you under our wing.®


Policy NY76100


A R e  y o u  P R o T e C T e D  i f  s o M e T h i N g 
u N e x P e C T e D  h A P P e N s ? 


h e R e ’ s  h o W  W e  C A N  h e L P. 


Aflac’s Maximum Difference Cancer insurance policy 
helps you focus on getting well instead of being 
distracted by the stress and costs of medical and 
personal bills. With Aflac, you receive cash benefits 
directly, unless assigned—giving you the flexibility to 
help pay bills related to treatment like deductibles, 
copayments, and travel expenses. Aflac can also help 
with everyday living expenses, such as car payments, 
mortgage or rent payments, child care, and utility bills.


1   Your coverage is portable, which means it goes with 
you if you change jobs.


2  Guaranteed-Renewable – As long as your premiums 
are paid, your coverage is guaranteed.


3  Our policies have no deductibles, copayments, or 
network restrictions—you choose your own medical 
treatment provider.


Aflac herein means American Family Life Assurance Company of New York.







B e n e f i t B e n e f i t  A m o u n t
L i f e t i m e 
m A X i m u m  


P e R  i n S u R e D 
A D D i t i o n A L  B e n e f i t  i n f o R m A t i o n


i n d i r e C t/a d d i t i o n a l  t h e r a p y  b e n e f i t s


The Immunotherapy and Anti-Nausea Benefits are not payable based on the number, duration, or frequency of immunotherapy 
or anti-nausea drugs received by the Covered Person. The Immunotherapy and Anti-Nausea Benefits are limited to the calendar 
month in which a Covered Person receives the applicable treatment.


iMMunotHerapy
$500 once per  
calendar month


$2,500


Benefit is payable for an immunotherapy treatment regimen for 
Internal Cancer or an Associated Cancerous Condition. Not 
payable for medications paid under the Injected Chemotherapy, 
Oral Chemotherapy, Radiation Therapy, or Experimental 
Treatment Benefits.


anti-nauSea
$150 once per  
calendar month


None
Payable for anti-nausea drugs prescribed while receiving 
Radiation Therapy Benefits, Injected or Oral Chemotherapy 
Benefits, or Experimental Treatment Benefits.


SteM cell 


tranSplantation
$10,000 $10,000


Payable for a peripheral stem cell transplantation for the treatment 
of Internal Cancer or an Associated Cancerous Condition. Does 
not include bone marrow transplantations.


Bone Marrow 


tranSplantation


Covered Person


donor
$10,000
$  1,000


$10,000 


Payable for a bone marrow transplantation for the treatment 
of Internal Cancer or an Associated Cancerous Condition. 
Donor benefit is payable to the Covered Person’s bone marrow 
donor for expenses incurred as a result of the transplantation 
procedure. Does not include stem cell transplantations.


BlooD & plaSMa


InPatIent


outPatIent


$150 times the number 
of days paid under the 
Hospital Confinement 
Benefit 


$250 per day


None


Inpatient benefit is payable for blood and/or plasma transfusions 
during a covered hospital confinement. Outpatient benefit is 
payable for blood and/or plasma transfusions for the treatment 
of Internal Cancer or an Associated Cancerous Condition as an 
outpatient in a Physician’s office, clinic, hospital, or ambulatory 
surgical center. Does not pay for immunoglobulins, immunotherapy, 
antihemophilia factors, or colony-stimulating factors.


s u r g i C a l  t r e at m e n t  b e n e f i t s


Surgical/ 


aneStHeSia


$150–$5,000 (based on the 
Schedule of Operations listed 
in the policy)


25% of the benefit amount 
shown in the Schedule of 
Operations will be paid for the 
administration of anesthesia 
during a covered surgical 
operation.


None


The maximum (Surgical/Anesthesia) daily benefit will not exceed 
$6,250. Payable when a surgical operation is performed for a 
diagnosed Internal Cancer or an Associated Cancerous Condition. 
If any operation for the treatment of Internal Cancer or an 
Associated Cancerous Condition is performed other than those 
listed, Aflac will pay an amount comparable to the amount shown 
in the Schedule of Operations for the operation most nearly similar 
in severity and gravity. Two or more surgical procedures performed 
through the same incision will be considered one operation, and 
benefits will be paid based on the highest eligible benefit.


Skin cancer  


Surgery


$50–$600 (based on skin 
Cancer surgeries listed in  
the policy)


None


Payable when a surgical operation is performed for a diagnosed 
skin Cancer, including melanoma or Nonmelanoma Skin Cancer. 
The indemnity amount includes anesthesia services. Maximum 
daily benefit: $600.


B e n e f i t B e n e f i t  A m o u n t
L i f e t i m e 
m A X i m u m  


P e R  i n S u R e D
A D D i t i o n A L  B e n e f i t  i n f o R m A t i o n


d i r e C t  n o n s u r g i C a l  t r e at m e n t  b e n e f i t s


Benefits are payable per day, or the calendar week or the calendar month, as applicable, during which a Covered Person receives applicable 
treatment. Benefits will not be paid for each week of continuous infusion of medications dispensed by pump, implant, or patch. Benefits will 
not be paid for each week a radium implant or radioisotope remains in the body. The Initial Treatment, Injected Chemotherapy, Radiation 
Therapy, and Experimental Treatment Benefits are not payable based on the number, duration, or frequency of the medication(s), therapy, 
or treatment received by the Covered Person.


initial  


treatMent
$3,000 $3,000


Payable the first time Radiation Therapy, Injected Chemotherapy, 
or Oral Chemotherapy Benefits are received.


injecteD  


cHeMotHerapy
$900 per day None


Limited to one payment per calendar week in which the 
medication(s) or treatment is received. 


oral  


cHeMotHerapy
$400 per medication,  
per day


None


Total benefits are payable for up to 3 different medications 
per calendar month, up to a maximum of $1,200 per calendar 
month. Oral Chemotherapy Benefits are limited to the calendar 
month in which the medication(s) or treatment is received. 
Refills within the same calendar month are not considered a 
different chemotherapy medicine.


raDiation  


tHerapy
$500 per day None


Benefit is limited to one payment per calendar week in which the 
therapy is received.


experiMental 


treatMent 


$500 once per calendar
week; $125 once per
calendar week for inclusion
in a clinical trial that does
not charge for inclusion


None


Benefit does not pay for laboratory tests, diagnostic X-rays, 
immunoglobulins, immunotherapy, colony-stimulating factors, 
and therapeutic devices or other procedures related to these 
experimental treatments. Benefit is limited to the calendar week 
in which the treatment is received.


The policy has limitations that may affect benefits payable. 
This brochure is for illustrative purposes only. See the policy for complete definitions, details, limitations, and exclusions.


Benefits are paid only for Covered Persons who receive Physician-prescribed treatment approved by the 


national Cancer institute or the food and Drug Administration (unless stated otherwise) for Cancer or an 


Associated Cancerous Condition, as applicable. if treatment for Cancer or an Associated Cancerous Condition is 


received in a U.s. government hospital, the benefits listed below will not require a charge for them to be payable.


QUiCk-RefeRenCe 







B e n e f i t B e n e f i t 
A m o u n t


L i f e t i m e 
m A X i m u m  


P e R  i n S u R e D
A D D i t i o n A L  B e n e f i t  i n f o R m A t i o n


h o s p i ta l i z at i o n  b e n e f i t s


HoSpital 


confineMent,  


DayS 1–30


HoSpital 


confineMent,  


DayS 31+


$300 per day


$600 per day


None


For hospitalization of 30 days or less, Aflac will pay benefits for each 
day a Covered Person is confined to a hospital for treatment. During 
any continuous period of hospital confinement for 31 days or more, 
Aflac will pay benefits as described for Days 1–30. Beginning with 
the 31st day of such continuous hospital confinement, benefits for 
Days 31+ will be payable for each day a Covered Person is confined.


If Nonmelanoma Skin Cancer is diagnosed during hospitalization, 
benefits will be limited to the day(s) the Covered Person actually 
received treatment for Nonmelanoma Skin Cancer.


outpatient  


HoSpital Surgical 


rooM


$300 per day None


Payable when a surgical operation is performed for treatment of a 
diagnosed Internal Cancer or Associated Cancerous Condition. Benefit 
is not payable for any surgery performed in a Physician’s office. Surgery 
must be performed on an outpatient basis in a hospital or an ambulatory 
surgical center. Benefit is payable once per day and is not payable on 
the same day as the Hospital Confinement Benefit. Benefit is payable in 
addition to the Surgical/Anesthesia Benefit. Benefit is also payable for 
Nonmelanoma Skin Cancer surgery involving a flap or graft. Maximum 
daily benefit: $300.


C o n t i n u i n g  C a r e  b e n e f i t s


extenDeD-care 


facility
$150 per day None


Payable when an insured is hospitalized and receiving Hospital 
Confinement Benefits and is later confined, within 30 days of the covered 
hospital confinement, to an extended-care facility, a rehabilitation unit 
or facility, a transitional care unit or any bed designated as a swing bed, 
or to a section of the hospital used as such (an extended-care facility). 
For each day this benefit is payable, Hospital Confinement Benefits 
are NOT payable. If more than 30 days separates confinements in 
an extended-care facility, benefits are not payable for the second 
confinement unless the Covered Person again receives Hospital 
Confinement Benefits and is confined to the extended-care facility 
within 30 days of that confinement. Benefits are limited to 30 days per 
calendar year, per Covered Person.


HoMe HealtH


care


DayS 1–30


DayS 31+


$75 per day


$150 per day
100 days


Payable when a Covered Person is hospitalized for the treatment of 
Internal Cancer or an Associated Cancerous Condition and receives 
benefits, and later requires home health care within 30 days of hospital 
confinement. Benefit is not payable the same day the Hospice Care 
Benefit is payable.


B e n e f i t B e n e f i t  A m o u n t
L i f e t i m e 
m A X i m u m  


P e R  i n S u R e D 
A D D i t i o n A L  B e n e f i t  i n f o R m A t i o n


i n d i r e C t/a d d i t i o n a l  t h e r a p y  b e n e f i t s


The Immunotherapy and Anti-Nausea Benefits are not payable based on the number, duration, or frequency of immunotherapy 
or anti-nausea drugs received by the Covered Person. The Immunotherapy and Anti-Nausea Benefits are limited to the calendar 
month in which a Covered Person receives the applicable treatment.


iMMunotHerapy
$500 once per  
calendar month


$2,500


Benefit is payable for an immunotherapy treatment regimen for 
Internal Cancer or an Associated Cancerous Condition. Not 
payable for medications paid under the Injected Chemotherapy, 
Oral Chemotherapy, Radiation Therapy, or Experimental 
Treatment Benefits.


anti-nauSea
$150 once per  
calendar month


None
Payable for anti-nausea drugs prescribed while receiving 
Radiation Therapy Benefits, Injected or Oral Chemotherapy 
Benefits, or Experimental Treatment Benefits.


SteM cell 


tranSplantation
$10,000 $10,000


Payable for a peripheral stem cell transplantation for the treatment 
of Internal Cancer or an Associated Cancerous Condition. Does 
not include bone marrow transplantations.


Bone Marrow 


tranSplantation


Covered Person


donor
$10,000
$  1,000


$10,000 


Payable for a bone marrow transplantation for the treatment 
of Internal Cancer or an Associated Cancerous Condition. 
Donor benefit is payable to the Covered Person’s bone marrow 
donor for expenses incurred as a result of the transplantation 
procedure. Does not include stem cell transplantations.


BlooD & plaSMa


InPatIent


outPatIent


$150 times the number 
of days paid under the 
Hospital Confinement 
Benefit 


$250 per day


None


Inpatient benefit is payable for blood and/or plasma transfusions 
during a covered hospital confinement. Outpatient benefit is 
payable for blood and/or plasma transfusions for the treatment 
of Internal Cancer or an Associated Cancerous Condition as an 
outpatient in a Physician’s office, clinic, hospital, or ambulatory 
surgical center. Does not pay for immunoglobulins, immunotherapy, 
antihemophilia factors, or colony-stimulating factors.


s u r g i C a l  t r e at m e n t  b e n e f i t s


Surgical/ 


aneStHeSia


$150–$5,000 (based on the 
Schedule of Operations listed 
in the policy)


25% of the benefit amount 
shown in the Schedule of 
Operations will be paid for the 
administration of anesthesia 
during a covered surgical 
operation.


None


The maximum (Surgical/Anesthesia) daily benefit will not exceed 
$6,250. Payable when a surgical operation is performed for a 
diagnosed Internal Cancer or an Associated Cancerous Condition. 
If any operation for the treatment of Internal Cancer or an 
Associated Cancerous Condition is performed other than those 
listed, Aflac will pay an amount comparable to the amount shown 
in the Schedule of Operations for the operation most nearly similar 
in severity and gravity. Two or more surgical procedures performed 
through the same incision will be considered one operation, and 
benefits will be paid based on the highest eligible benefit.


Skin cancer  


Surgery


$50–$600 (based on skin 
Cancer surgeries listed in  
the policy)


None


Payable when a surgical operation is performed for a diagnosed 
skin Cancer, including melanoma or Nonmelanoma Skin Cancer. 
The indemnity amount includes anesthesia services. Maximum 
daily benefit: $600.


B e n e f i t B e n e f i t  A m o u n t
L i f e t i m e 
m A X i m u m  


P e R  i n S u R e D
A D D i t i o n A L  B e n e f i t  i n f o R m A t i o n


d i r e C t  n o n s u r g i C a l  t r e at m e n t  b e n e f i t s


Benefits are payable per day, or the calendar week or the calendar month, as applicable, during which a Covered Person receives applicable 
treatment. Benefits will not be paid for each week of continuous infusion of medications dispensed by pump, implant, or patch. Benefits will 
not be paid for each week a radium implant or radioisotope remains in the body. The Initial Treatment, Injected Chemotherapy, Radiation 
Therapy, and Experimental Treatment Benefits are not payable based on the number, duration, or frequency of the medication(s), therapy, 
or treatment received by the Covered Person.


initial  


treatMent
$3,000 $3,000


Payable the first time Radiation Therapy, Injected Chemotherapy, 
or Oral Chemotherapy Benefits are received.


injecteD  


cHeMotHerapy
$900 per day None


Limited to one payment per calendar week in which the 
medication(s) or treatment is received. 


oral  


cHeMotHerapy
$400 per medication,  
per day


None


Total benefits are payable for up to 3 different medications 
per calendar month, up to a maximum of $1,200 per calendar 
month. Oral Chemotherapy Benefits are limited to the calendar 
month in which the medication(s) or treatment is received. 
Refills within the same calendar month are not considered a 
different chemotherapy medicine.


raDiation  


tHerapy
$500 per day None


Benefit is limited to one payment per calendar week in which the 
therapy is received.


experiMental 


treatMent 


$500 once per calendar
week; $125 once per
calendar week for inclusion
in a clinical trial that does
not charge for inclusion


None


Benefit does not pay for laboratory tests, diagnostic X-rays, 
immunoglobulins, immunotherapy, colony-stimulating factors, 
and therapeutic devices or other procedures related to these 
experimental treatments. Benefit is limited to the calendar week 
in which the treatment is received.


The policy has limitations that may affect benefits payable. 
This brochure is for illustrative purposes only. See the policy for complete definitions, details, limitations, and exclusions.







B e n e f i t B e n e f i t 
A m o u n t


L i f e t i m e 
m A X i m u m  


P e R  i n S u R e D
A D D i t i o n A L  B e n e f i t  i n f o R m A t i o n


C o n t i n u i n g  C a r e  b e n e f i t s


HoSpice care


day 1


addItIonal days


$1,000 (one-time 
benefit)


$50 per day


$12,000


Payable when diagnosed with Internal Cancer or an Associated Cancerous 
Condition and therapeutic intervention directed toward the cure of the 
disease is medically determined to be no longer appropriate. Medical 
prognosis must be one in which there is a life expectancy of 6 months or 
less as the direct result of Internal Cancer or an Associated Cancerous 
Condition. Benefit is not payable the same day the Home Health Care 
Benefit is payable.


nurSing  


ServiceS
$150 per day None


Payable while a Covered Person is confined in a hospital and requires 
full-time private care and attendance by private nurses (other than 
an immediate family member) for services other than those regularly 
furnished by the hospital. Benefit is limited to the number of days the 
Hospital Confinement Benefit is payable.


Surgical  


proStHeSiS
$3,000 $6,000


Surgically implanted prosthetic devices must be prescribed as a direct 
result of surgery for Internal Cancer or Associated Cancerous Condition 
treatment. Benefit does not include coverage for tissue expanders or a 
breast transverse rectus abdominis myocutaneous (TRAM) flap.


proStHeSiS 


nonSurgical 
$250 per occurrence $500


Nonsurgically implanted prosthetic devices (such as voice boxes, 
hairpieces, and removable breast prostheses) must be prescribed as a 
direct result of treatment for Internal Cancer or an Associated Cancerous 
Condition.


reconStructive 


Surgery


$350–$3,000 
25% of the benefit 
amount will be paid 
for administration of 
anesthesia during a 
covered reconstructive 
surgical operation.


None


The specified indemnity listed in the policy is payable when a listed 
reconstructive surgical operation is performed. If any reconstructive 
surgery is performed other than those listed, Aflac will pay an amount 
comparable to the specified indemnity amount for the operation most 
nearly similar in severity and gravity. Maximum daily benefit: $3,000.


a m b u l a n C e ,  t r a n s p o r tat i o n ,  a n d  l o d g i n g  b e n e f i t s


aMBulance


Ground


aIr
$   250
$2,000


None


Payable for ambulance transportation to or from a hospital where 
treatment is received. Limited to 2 trips per confinement. The ambulance 
service must be performed by a licensed, professional ambulance 
company.


tranSportation
50 cents per mile, 
up to $1,500


None


Payable for transportation of the Covered Person requiring treatment 
and a companion (if applicable), limited to the distance of miles between 
the hospital or medical facility and the residence of the Covered Person. 
Benefit will pay for 2 adults if the Covered Person receiving treatment is a 
Dependent Child and commercial travel is necessary. Benefit is not payable 
for transportation to a hospital/facility located within a 50-mile radius of the 
Covered Person’s residence. Does not cover transportation provided by 
ambulance.


loDging $80 per day None


Payable for lodging, in a room in a motel, hotel, or other commercial 
accommodation, for you or any one adult family member when a Covered 
Person receives treatment. Limited to 90 days per calendar year. Hospital 
or medical facility where treatment is received must be more than 50 miles 
from the Covered Person’s residence. Benefit is not payable for lodging 
occurring more than 24 hours prior to treatment or more than 24 hours after 
treatment.


poliCy benefits Continue on next panel.


B e n e f i t B e n e f i t 
A m o u n t


L i f e t i m e 
m A X i m u m  


P e R  i n S u R e D
A D D i t i o n A L  B e n e f i t  i n f o R m A t i o n


h o s p i ta l i z at i o n  b e n e f i t s


HoSpital 


confineMent,  


DayS 1–30


HoSpital 


confineMent,  


DayS 31+


$300 per day


$600 per day


None


For hospitalization of 30 days or less, Aflac will pay benefits for each 
day a Covered Person is confined to a hospital for treatment. During 
any continuous period of hospital confinement for 31 days or more, 
Aflac will pay benefits as described for Days 1–30. Beginning with 
the 31st day of such continuous hospital confinement, benefits for 
Days 31+ will be payable for each day a Covered Person is confined.


If Nonmelanoma Skin Cancer is diagnosed during hospitalization, 
benefits will be limited to the day(s) the Covered Person actually 
received treatment for Nonmelanoma Skin Cancer.


outpatient  


HoSpital Surgical 


rooM


$300 per day None


Payable when a surgical operation is performed for treatment of a 
diagnosed Internal Cancer or Associated Cancerous Condition. Benefit 
is not payable for any surgery performed in a Physician’s office. Surgery 
must be performed on an outpatient basis in a hospital or an ambulatory 
surgical center. Benefit is payable once per day and is not payable on 
the same day as the Hospital Confinement Benefit. Benefit is payable in 
addition to the Surgical/Anesthesia Benefit. Benefit is also payable for 
Nonmelanoma Skin Cancer surgery involving a flap or graft. Maximum 
daily benefit: $300.


C o n t i n u i n g  C a r e  b e n e f i t s


extenDeD-care 


facility
$150 per day None


Payable when an insured is hospitalized and receiving Hospital 
Confinement Benefits and is later confined, within 30 days of the covered 
hospital confinement, to an extended-care facility, a rehabilitation unit 
or facility, a transitional care unit or any bed designated as a swing bed, 
or to a section of the hospital used as such (an extended-care facility). 
For each day this benefit is payable, Hospital Confinement Benefits 
are NOT payable. If more than 30 days separates confinements in 
an extended-care facility, benefits are not payable for the second 
confinement unless the Covered Person again receives Hospital 
Confinement Benefits and is confined to the extended-care facility 
within 30 days of that confinement. Benefits are limited to 30 days per 
calendar year, per Covered Person.


HoMe HealtH


care


DayS 1–30


DayS 31+


$75 per day


$150 per day
100 days


Payable when a Covered Person is hospitalized for the treatment of 
Internal Cancer or an Associated Cancerous Condition and receives 
benefits, and later requires home health care within 30 days of hospital 
confinement. Benefit is not payable the same day the Hospice Care 
Benefit is payable.


B e n e f i t B e n e f i t  A m o u n t
L i f e t i m e 
m A X i m u m  


P e R  i n S u R e D 
A D D i t i o n A L  B e n e f i t  i n f o R m A t i o n


i n d i r e C t/a d d i t i o n a l  t h e r a p y  b e n e f i t s


The Immunotherapy and Anti-Nausea Benefits are not payable based on the number, duration, or frequency of immunotherapy 
or anti-nausea drugs received by the Covered Person. The Immunotherapy and Anti-Nausea Benefits are limited to the calendar 
month in which a Covered Person receives the applicable treatment.


iMMunotHerapy
$500 once per  
calendar month


$2,500


Benefit is payable for an immunotherapy treatment regimen for 
Internal Cancer or an Associated Cancerous Condition. Not 
payable for medications paid under the Injected Chemotherapy, 
Oral Chemotherapy, Radiation Therapy, or Experimental 
Treatment Benefits.


anti-nauSea
$150 once per  
calendar month


None
Payable for anti-nausea drugs prescribed while receiving 
Radiation Therapy Benefits, Injected or Oral Chemotherapy 
Benefits, or Experimental Treatment Benefits.


SteM cell 


tranSplantation
$10,000 $10,000


Payable for a peripheral stem cell transplantation for the treatment 
of Internal Cancer or an Associated Cancerous Condition. Does 
not include bone marrow transplantations.


Bone Marrow 


tranSplantation


Covered Person


donor
$10,000
$  1,000


$10,000 


Payable for a bone marrow transplantation for the treatment 
of Internal Cancer or an Associated Cancerous Condition. 
Donor benefit is payable to the Covered Person’s bone marrow 
donor for expenses incurred as a result of the transplantation 
procedure. Does not include stem cell transplantations.


BlooD & plaSMa


InPatIent


outPatIent


$150 times the number 
of days paid under the 
Hospital Confinement 
Benefit 


$250 per day


None


Inpatient benefit is payable for blood and/or plasma transfusions 
during a covered hospital confinement. Outpatient benefit is 
payable for blood and/or plasma transfusions for the treatment 
of Internal Cancer or an Associated Cancerous Condition as an 
outpatient in a Physician’s office, clinic, hospital, or ambulatory 
surgical center. Does not pay for immunoglobulins, immunotherapy, 
antihemophilia factors, or colony-stimulating factors.


s u r g i C a l  t r e at m e n t  b e n e f i t s


Surgical/ 


aneStHeSia


$150–$5,000 (based on the 
Schedule of Operations listed 
in the policy)


25% of the benefit amount 
shown in the Schedule of 
Operations will be paid for the 
administration of anesthesia 
during a covered surgical 
operation.


None


The maximum (Surgical/Anesthesia) daily benefit will not exceed 
$6,250. Payable when a surgical operation is performed for a 
diagnosed Internal Cancer or an Associated Cancerous Condition. 
If any operation for the treatment of Internal Cancer or an 
Associated Cancerous Condition is performed other than those 
listed, Aflac will pay an amount comparable to the amount shown 
in the Schedule of Operations for the operation most nearly similar 
in severity and gravity. Two or more surgical procedures performed 
through the same incision will be considered one operation, and 
benefits will be paid based on the highest eligible benefit.


Skin cancer  


Surgery


$50–$600 (based on skin 
Cancer surgeries listed in  
the policy)


None


Payable when a surgical operation is performed for a diagnosed 
skin Cancer, including melanoma or Nonmelanoma Skin Cancer. 
The indemnity amount includes anesthesia services. Maximum 
daily benefit: $600.







B e n e f i t B e n e f i t 
A m o u n t


L i f e t i m e 
m A X i m u m  


P e R  i n S u R e D
A D D i t i o n A L  B e n e f i t  i n f o R m A t i o n


C o n t i n u i n g  C a r e  b e n e f i t s


HoSpice care


day 1


addItIonal days


$1,000 (one-time 
benefit)


$50 per day


$12,000


Payable when diagnosed with Internal Cancer or an Associated Cancerous 
Condition and therapeutic intervention directed toward the cure of the 
disease is medically determined to be no longer appropriate. Medical 
prognosis must be one in which there is a life expectancy of 6 months or 
less as the direct result of Internal Cancer or an Associated Cancerous 
Condition. Benefit is not payable the same day the Home Health Care 
Benefit is payable.


nurSing  


ServiceS
$150 per day None


Payable while a Covered Person is confined in a hospital and requires 
full-time private care and attendance by private nurses (other than 
an immediate family member) for services other than those regularly 
furnished by the hospital. Benefit is limited to the number of days the 
Hospital Confinement Benefit is payable.


Surgical  


proStHeSiS
$3,000 $6,000


Surgically implanted prosthetic devices must be prescribed as a direct 
result of surgery for Internal Cancer or Associated Cancerous Condition 
treatment. Benefit does not include coverage for tissue expanders or a 
breast transverse rectus abdominis myocutaneous (TRAM) flap.


proStHeSiS 


nonSurgical 
$250 per occurrence $500


Nonsurgically implanted prosthetic devices (such as voice boxes, 
hairpieces, and removable breast prostheses) must be prescribed as a 
direct result of treatment for Internal Cancer or an Associated Cancerous 
Condition.


reconStructive 


Surgery


$350–$3,000 
25% of the benefit 
amount will be paid 
for administration of 
anesthesia during a 
covered reconstructive 
surgical operation.


None


The specified indemnity listed in the policy is payable when a listed 
reconstructive surgical operation is performed. If any reconstructive 
surgery is performed other than those listed, Aflac will pay an amount 
comparable to the specified indemnity amount for the operation most 
nearly similar in severity and gravity. Maximum daily benefit: $3,000.


a m b u l a n C e ,  t r a n s p o r tat i o n ,  a n d  l o d g i n g  b e n e f i t s


aMBulance


Ground


aIr
$   250
$2,000


None


Payable for ambulance transportation to or from a hospital where 
treatment is received. Limited to 2 trips per confinement. The ambulance 
service must be performed by a licensed, professional ambulance 
company.


tranSportation
50 cents per mile, 
up to $1,500


None


Payable for transportation of the Covered Person requiring treatment 
and a companion (if applicable), limited to the distance of miles between 
the hospital or medical facility and the residence of the Covered Person. 
Benefit will pay for 2 adults if the Covered Person receiving treatment is a 
Dependent Child and commercial travel is necessary. Benefit is not payable 
for transportation to a hospital/facility located within a 50-mile radius of the 
Covered Person’s residence. Does not cover transportation provided by 
ambulance.


loDging $80 per day None


Payable for lodging, in a room in a motel, hotel, or other commercial 
accommodation, for you or any one adult family member when a Covered 
Person receives treatment. Limited to 90 days per calendar year. Hospital 
or medical facility where treatment is received must be more than 50 miles 
from the Covered Person’s residence. Benefit is not payable for lodging 
occurring more than 24 hours prior to treatment or more than 24 hours after 
treatment.


poliCy benefits Continue on next panel.


B e n e f i t B e n e f i t 
A m o u n t


L i f e t i m e 
m A X i m u m  


P e R  i n S u R e D
A D D i t i o n A L  B e n e f i t  i n f o R m A t i o n


h o s p i ta l i z at i o n  b e n e f i t s


HoSpital 


confineMent,  


DayS 1–30


HoSpital 


confineMent,  


DayS 31+


$300 per day


$600 per day


None


For hospitalization of 30 days or less, Aflac will pay benefits for each 
day a Covered Person is confined to a hospital for treatment. During 
any continuous period of hospital confinement for 31 days or more, 
Aflac will pay benefits as described for Days 1–30. Beginning with 
the 31st day of such continuous hospital confinement, benefits for 
Days 31+ will be payable for each day a Covered Person is confined.


If Nonmelanoma Skin Cancer is diagnosed during hospitalization, 
benefits will be limited to the day(s) the Covered Person actually 
received treatment for Nonmelanoma Skin Cancer.


outpatient  


HoSpital Surgical 


rooM


$300 per day None


Payable when a surgical operation is performed for treatment of a 
diagnosed Internal Cancer or Associated Cancerous Condition. Benefit 
is not payable for any surgery performed in a Physician’s office. Surgery 
must be performed on an outpatient basis in a hospital or an ambulatory 
surgical center. Benefit is payable once per day and is not payable on 
the same day as the Hospital Confinement Benefit. Benefit is payable in 
addition to the Surgical/Anesthesia Benefit. Benefit is also payable for 
Nonmelanoma Skin Cancer surgery involving a flap or graft. Maximum 
daily benefit: $300.


C o n t i n u i n g  C a r e  b e n e f i t s


extenDeD-care 


facility
$150 per day None


Payable when an insured is hospitalized and receiving Hospital 
Confinement Benefits and is later confined, within 30 days of the covered 
hospital confinement, to an extended-care facility, a rehabilitation unit 
or facility, a transitional care unit or any bed designated as a swing bed, 
or to a section of the hospital used as such (an extended-care facility). 
For each day this benefit is payable, Hospital Confinement Benefits 
are NOT payable. If more than 30 days separates confinements in 
an extended-care facility, benefits are not payable for the second 
confinement unless the Covered Person again receives Hospital 
Confinement Benefits and is confined to the extended-care facility 
within 30 days of that confinement. Benefits are limited to 30 days per 
calendar year, per Covered Person.


HoMe HealtH


care


DayS 1–30


DayS 31+


$75 per day


$150 per day
100 days


Payable when a Covered Person is hospitalized for the treatment of 
Internal Cancer or an Associated Cancerous Condition and receives 
benefits, and later requires home health care within 30 days of hospital 
confinement. Benefit is not payable the same day the Hospice Care 
Benefit is payable.







waiver  of  p reMiu M: If you, due to having Cancer or an 
Associated Cancerous Condition, are completely unable to 
perform all of the usual and customary duties of your occupation 
[or if not employed: are completely unable to perform two or 
more activities of daily living (ADLs) without the assistance 
of another person] for a period of 90 continuous days, Aflac 
will waive, from month to month, any premiums falling due 
during your continued inability. For premiums to be waived, 
Aflac will require an employer’s statement (if applicable) and a 
Physician’s statement of your inability to perform said duties or 
activities and may each month thereafter require a Physician’s 
statement that total inability continues. Aflac may ask for and 
use an independent consultant to determine whether you can 
perform an ADL while this benefit is in force. Aflac will also 
waive, from month to month, any premiums falling due while 
you are receiving Hospice Benefits.  


L i M i TAT i o N s  A N D  e xC Lu s i o N s
We pay only for treatment of Cancer; Associated Cancerous 
Conditions; or other diseases and conditions caused, 
complicated, or aggravated by, or resulting from Cancer or 
Associated Cancerous Conditions diagnosed while the policy 
is in force, including direct extension, metastatic spread, 
or recurrence. Benefits are not provided for premalignant 
conditions or conditions with malignant potential (unless 
specifically covered); complications of either Cancer or an 
Associated Cancerous Condition; or any other disease, 
sickness, or incapacity that is not directly caused or aggravated 
by Cancer or an Associated Cancerous Condition, or the 
treatment of Cancer or an Associated Cancerous Condition. 
The policy contains a 30-day waiting period. If a Covered 
Person has Cancer or an Associated Cancerous Condition 
diagnosed before his or her coverage has been in force 30 
days, benefits for treatment of that Cancer or Associated 
Cancerous Condition will apply only to treatment occurring 
after 12 months from the Effective Date of such person’s 
coverage or, at your option, you may elect to void the coverage 
and receive a full refund of premium.


A hospital is not, other than incidentally, a place of rest; a 
place primarily for the treatment of tuberculosis; a place for 
the aged; a place for drug addicts or alcoholics; or a place 
for convalescent, custodial, educational, or rehabilitative care.  


An ambulatory surgical center does not include a doctor’s or 
dentist’s office, a clinic, or other such location.


T e R M s  y o u  N e e D  T o  K N o W


Associated Cancerous Condition: An Associated Cancerous 
Condition is a myelodysplastic blood disorder, myeloproliferative 
blood disorder, or carcinoma in situ (in the natural or normal 
place, confined to the site of origin without having invaded 
neighboring tissue). An Associated Cancerous Condition must 
receive a positive medical diagnosis. Premalignant conditions 
or conditions with malignant potential, other than those 
specifically named above, are not considered Associated 
Cancerous Conditions. 


Cancer: Cancer is a disease manifested by the presence of a 
malignant tumor and characterized by the uncontrolled growth 
and spread of malignant cells and the invasion of tissue. 
Cancer also includes but is not limited to leukemia, Hodgkin’s 
disease, and melanoma. Cancer must receive a positive 
medical diagnosis.  
1.  Internal Cancer includes all Cancers other than Nonmelanoma 


Skin Cancer (see definition of Nonmelanoma Skin Cancer).
2.  Nonmelanoma Skin Cancer is a Cancer other than a 


melanoma that begins in the upper part of the skin 
(epidermis). 


Associated Cancerous Conditions, premalignant conditions, 
or conditions with malignant potential will not be considered 
Cancer. 
Covered Person: A Covered Person is any person covered 
under individual (named insured listed in the Policy Schedule), 
named insured/Spouse only (named insured and Spouse), 
one-parent family (named insured and Dependent Children), 
or two-parent family (named insured, Spouse, and Dependent 
Children) coverage as applied for by you on the application. 
Spouse is defined as the person to whom you are legally 
married and who is listed on your application. Newborn 
children are automatically insured from the moment of birth. If 
coverage is for individual or named insured/Spouse only and 
you desire uninterrupted coverage for a newborn child, you 
must notify Aflac in writing within 31 days of the birth of your 
child, and Aflac will convert the policy to one-parent family or 
two-parent family coverage and advise you of the additional 
premium due. Coverage will include any other Dependent 
Child, regardless of age, who is incapable of self-sustaining 
employment by reason of mental illness, developmental 
disability, mental retardation (as defined in the mental hygiene 
law), or physical handicap, and who became so incapacitated 
prior to age 26 and while covered under the policy. Dependent 
Children are your natural children, stepchildren, or legally 
adopted children who are under age 26. A Dependent 
Child [including persons incapable of self-sustaining 
employment by reason of mental illness, developmental 
disability, mental retardation (as defined in the mental 
hygiene law), or physical handicap] must be under age 26 
at the time of application to be eligible for coverage. 


Effective Date: The Effective Date is the date coverage begins, 
as shown in the Policy Schedule. It is not the date you signed 
the application for coverage.
Guaranteed-Renewable: The policy is Guaranteed-Renewable 
for your lifetime, subject to Aflac’s right to change premiums 
by class. 
Physician: A Physician is a person legally qualified to practice 
medicine, other than a member of your immediate family, 
who is licensed as a Physician by the state where treatment 
is received to treat the type of condition for which a claim is 
made.







aflac.com/social       toll-free: 1.800.366.3436


 


Underwritten by: 
American Family Life Assurance Company of New York
22 Corporate Woods Boulevard, Suite 2 | Albany, NY 12211
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FLEXIBLE BENEFITS PLAN SUMMARY PLAN DESCRIPTION 


PLAN INFORMATION SUMMARY 


The Employer named below establishes a Flexible Benefits Plan (the "Plan") as set forth in this Summary Plan Description 
("SPD") as of the Effective Date set forth below. The purpose of the Plan is to provide eligible Employees a choice between 
cash and the specified welfare benefits described in this Plan Information Summary (see "Benefits Provided Under the Plan"). 
Pre-tax Contribution elections under the Plan are intended to qualify for the exclusion from income provided in Section 125 of the 
Internal Revenue Code of 1986. 


FLEXIBLE BENEFITS PLAN 
EMPLOYER INFORMATION 


1) Name and Address of Employer I 


Plan Administrator: 


SARAH LAWRENCE COLLEGE 


LOIS BOOTH 
1 MEAD WAY- HUMAN RESOURCES 
BRONXVILLE, NY 10708 


The Plan Administrator has the exclusive right to interpret the Plan and to decide all matters arising under the Plan, including the 
right to make determinations of fact and to construe and interpret possible ambiguities, inconsistencies, or omissions in the Plan 
and this SPD. 


2) Employer's Telephone Number: 
3) Employer's Federal Tax 


Identification Number: 
4) Plan Number Assigned to Cafeteria 


Plan (e.g., 501 if this is the first ERISA 
Plan Number assigned): 


5) 125 Start Date: 
6) Effective Date of this Plan: 
7) Last Day of the Plan Year: 


Subsequent Plan Years: 
8) Name and Address of 


Plan Service Provider: 


9) Name and Address of registered 
agent for service of legal process: 


(914) 395-2364 


23-7223216 


11/01/03 
01/01/04 
12/31/04 
01/01-12/31 
CLAIMS PROCESSOR: FLEX ONE 
1932 WYNNTON ROAD 
COLUMBUS, GA 31999 
JULIE AUSTER 


1 0) Affiliated Employers that will participate in the Plan (affiliates in excess of 30 are listed in Appendix 1 and are mailed 


SPD 







11) Employer's Type of Business: CORPORATION 


ELIGIBILITY 


All Employees employed by the Employer shall be eligible to participate under the Plan e~ the following: 


An eligible Employee may become a Participant in the Plan: 


( ) Immediately, upon the first day of employment (but not prior to the Effective Date of the Plan). 
( ) On the day following commencement of employment 
(X) On the first day of the month following 1 days of employment 
( ) Other: OTHER 


provided the Employee completes a Salary Redirection Agreement ("SRA"). However, eligibility for coverage under any 
given Benefit Plan or Policy shall be determined by the terms of that Benefit Plan of Policy, and reductions of the 
Employee's Compensation to pay Pre-tax or After-tax Contribution(s) shall commence when the Employee becomes 
covered under the applicable Benefit Plan or Policy. 


An eligible Employee may become a Participant in the Dependent Care and/or Medical Expense Reimbursement Plan(s) (if 
elected below): 


On the same day such Employee is eligible for the Pre-Tax Contribution benefits under the Plan. 
On the day following commencement of employment 
On the first day of the month following days of employment 
Other: OTHER, provided the Employee completes an SRA selecting such benefits. 


BENEFITS PROVIDED UNDER THE PLAN 


The following Benefit Plans and Policies subject to the terms and conditions of the Plan are available for election by eligible 
Employees. The maximum a Participant can contribute via the SRA is the maximum aggregate cost of the Benefit Plans or 
Policies elected minus any Nonelective Contribution made by the Employer. It is intended that such Pre-tax Contribution 
amounts shall, for tax purposes, constitute an Employer contribution, but may constitute Employee contributions for state 
insurance law purposes. Copies of the Benefit Plans or Policies (or a list of eligible Policy numbers) shall be attached as an 
appendix to this Plan. 


(X) Medical Coverage 
(X) Vision Care Coverage 
( ) Disability Income - Short Term (A&S) 


(X) Cancer Insurance 
(X) Group Dental Coverage 
( ) Group Term Life Insurance 
( ) Disability Income- Long Term (L TO) 
( ) Intensive Care Insurance 
( ) Accident Insurance 
( ) Hospital Indemnity Insurance (HIP) 
( ) Specified Health Event 
( ) Personal Sickness Indemnity (PSI) 


(X) Medical Care Expense Reimbursement described in Appendix II to this SPD, not to exceed$ 3,500 per Plan Year 
pursuant to the SARAH LAWRENCE COLLEGE Medical Care Expense Reimbursement Plan. 


(X) Dependent Care Expense Reimbursement described in Appendix II to this SPD, not to exceed $5,000 per Plan Year or 
$2,500 for married filing separate returns pursuant to the SARAH LAWRENCE COLLEGE Dependent Care Expense 
Reimbursement Plan. 


( ) Opt-out Option: See Employer enrollment material. 


THE FUNDING AGENT 


The Employer selects the following Funding Agent for the Plan (check one): 


D The Employer, which will comply with the requirements of Article VII of the Plan. 
D The Flexible Benefits Trust created concurrently with the execution of the Plan, which shall receive contributions under 


the Plan in accordance with Article VII of the Plan. 


ADMINISTRATIVE EXPENSES 


Administrative Expenses incurred in operating the Plan shall be paid by (check one): 


D The Employer, except as otherwise noted in the Plan. 
D The Participants, except as otherwise noted in the Plan. 


2 SPD 
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FLEXIBLE BENEFITS PLAN SUMMARY PLAN DESCRIPTION 


Introduction 


Your employer (the "Employer") is pleased to sponsor an employee benefit program known as a "Flexible Benefits Plan" (the "Plan") 
for you and your fellow employees. Under federal tax laws, it is also known as a "cafeteria plan". It is so called because it lets you 
choose from several different insurance and fringe benefit programs according to your individual needs. The Employer provides you 
with the opportunity to use pre-tax dollars to pay for them by entering into a salary redirection arrangement instead of receiving a 
corresponding amount of your regular pay. This arrangement helps you because the benefits you elect are nontaxable; you save 
Social Security and income taxes on the amount of your salary redirection. Alternatively, your Employer may allow you to pay for any 
of the available benefits with after-tax contributions on a salary deduction basis. 


This Summary Plan Description ("SPD") describes the basic features of the Plan, how it operates, and how you can get the maximum 
advantage from it. Information relating to the Plan that is specific to your Employer is described in the Plan Information Summary 
attached to the front of this SPD. You will be referred to the Plan Information Summary throughout the SPD. The Plan is also 
established pursuant to a plan document into which this SPD has been incorporated. lfthere is a conflict between the official plan 
document and the SPD, the plan document will govern. 


In some cases, the Employer may adopt a Medical Care and/or Dependent Care Reimbursement Plan. If so, they will be listed in the 
Plan Information Summary as "Benefits Provided under the Plan," and the SPD for each Reimbursement Plan adopted by the 
Employer will be set forth in Appendix I to this SPD. To the extent that the Employer adopts a Medical Care Reimbursement Plan as 
indicated in the Plan Information Summary, a summary of your rights and obligations under HIPAA's privacy rules is attached to this 
SPD as Appendix II. 


Questions & Answers about the Flexible Benefits Plan 


Q-1. What is the purpose of the Plan? 


The purpose of the Plan is to allow eligible employees to pay for certain benefits offered under the Plan (called "Benefit Plans or 
Policies") with pre-tax dollars called "Pre-tax Contributions". Pre-tax Contributions are described in more detail in Q-8 of this SPD. 


Q-2. What benefits can I purchase on a pre-tax basis through the Plan? 


You will be able to choose to participate in the Plan's various pre-tax options by filling out any required enrollment form(s) for the 
component Benefit Plans or Policies offered under the Plan. The complete list of Benefit Plans or Policies offered under the Plan is 
located in the Plan Information Summary under "Benefits Offered Under the Plan." NOTE: You may only contribute with Pre-tax 
Contributions towards the cost of Benefit Plans or Policies that cover you, your legal Spouse, and/or your tax Dependents defined 
under Internal Revenue Code Section 152. Each Benefit Plan or Policy may define eligible Dependents more narrowly for purposes 
of coverage under the particular Benefit Plan or Policy. 


Q-3. Who can participate in the Plan? 


Each employee of the Employer (or an Affiliated Employer identified in the Plan Information Summary) who satisfies the eligibility 
requirements described in the Plan Information Summary and who is eligible to participate in any of the Benefit Plans or Policies 
offered under the Plan will be eligible to participate in this Plan as of the date described in the Plan Information Summary (see Q-5 of 
this SPD for instructions on how to become a Participant). Those employees who actually participate in the Plan are called 
"Participants." The terms of eligibility of this Plan do not override the terms of eligibility of each of the Benefit Plans or Policies offered 
under the Plan. For the details regarding eligibility provisions, benefit amounts, and premium schedules for each of the Benefit Plans 
or Policies, please refer to the plan summary for each of the Benefit Plans or Policies listed in the Plan Information Summary. 


Q-4. When does my participation in the Plan end? 


You continue to participate in the Plan until (i) you elect not to participate in accordance with Q-9 of this SPD; (ii) you no longer satisfy 
the eligibility requirements described in the Plan Information Summary; (iii) you terminate employment with the Employer; or (iv) the 
Plan is terminated or amended to exclude you or the class of employees of which you are a member. If your employment with the 
Employer is terminated during the Plan Year or you otherwise cease to be eligible, your active participation in the Plan will 
automatically cease, and you will not be able to make any more Pre-tax Contributions under the Plan. If you are rehired within the 
same Plan Year or you become eligible again, you may make new elections, provided that you are rehired or become eligible again 
more than 30 days after you terminated employment or lost eligibility. If you are rehired or again become eligible within 30 days or 
less, your prior elections will be reinstated and remain in effect for the remainder of the Plan Year unless you again lose eligibility. 


Q-5. How do I become a Participant? 


You become a Participant by signing an individual Salary Redirection Agreement ("SRA") on which you elect one or more of the 
Benefit Plans or Policies available under the Plan, as well as agree to a salary redirection to pay for those benefits so elected. You 
will be provided an SRA when you first become eligible to participate in this Plan. You must complete the form and turn it in to the 
Personnel Office during the applicable enrollment period described in Q-6 below. 
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Q-6. What are the enrollment periods for entering the Plan? 


If you are eligible on the effective date of the Plan, you must enroll during the enrollment period immediately preceding the effective 
date of the Plan. Otherwise, you must enroll during either the "Initial Enrollment Period" or the "Annual Enrollment Period". You will 
be notified of the dates that each enrollment period begins and ends in the enrollment material provided to you prior to each 
enrollment period. If you make an election during the Initial Enrollment Period, your participation in this Plan will begin on the later of 
your eligibility date described in the Plan Information Summary, the first pay period coinciding with or next following the date that your 
election is received by the Plan Administrator (or its designated claims administrator) or the date coverage under a Benefit Plan or 
policy that you elect begins. The effective date of coverage under the applicable Benefit Plan(s) or Policy(ies) is governed by the 
terms of each Benefit Plan or Policy, as set forth in the governing documents for each Benefit Plan or Policy. The election that you 
make during the Initial Enrollment Period is effective for the remainder of the Plan Year and generally cannot be revoked during the 
Plan Year unless you have a Change in Status event as described in Q-9 below. If you do not make an election during the Initial 
Enrollment Period, you will be deemed to have elected not to participate in this Plan for the remainder of the Plan Year. You may, 
however, be covered by certain Benefit Plans or Policies automatically (and be required to contribute with pre-tax dollars) even if you 
fail to make an election. These automatic Benefit Plans or Policies are called "Default Benefits" and will be identified in the enrollment 
material that you receive. 


The election that you make during the Annual Enrollment Period is effective the first day of the next Plan Year and is irrevocable for 
the entire Plan Year unless you have a Change in Status event described in Q-9 below. A Participant who fails to complete, sign, and 
file an SRA during the Annual Enrollment Period as required shall be deemed to have elected to continue participation in the Plan 
with the same benefit elections as during the prior Plan Year (adjusted to reflect any increase/decrease in applicable premiums), and 
except for a Change in Status, will not be permitted to modify his election until the next Annual Enrollment Period. Notwithstanding 
the foregoing, annual elections for participation in the Medical Care and Dependent Care Expense Reimbursement Plans, if offered 
under the Plan, must be made by submitting an SRA prior to the beginning of each Plan Year-- no deemed elections shall occur with 
respect to such benefits. 


The Plan Year is generally a 12-month period (except during the initial or last Plan Year of the Plan). The beginning and ending 
dates of the Plan Year are described in the Plan Information Summary. 


Q-7. What tax advantages are available through the Plan? 


Suppose your monthly gross pay is $2,500 per month and your cost for coverage is $140 per month. Also, suppose your total 
withholdings (income tax and Social Security) are 22.65%. After paying for coverage from your after-tax pay, your take home pay is 
$1,794. However, under the pre-tax premium plan, you will be considered to have received $2,360 gross pay rather than $2,500 for 
tax purposes with $140 contributed for medical coverage. This means your take honie pay will be $1,825 with the pre-tax premium 
plan rather than $1,794 without it. Thus, you save $31 per month ($372 per year) by participating in the pre-tax premium plan. The 
Table below illustrates this savings. 


Gross Monthly Pay 


Pre-Tax Coverage Under Plan 


Taxable Income 


Estimated Federal Tax (15%) 


FICA Tax 


After-tax Coverage 


Take Home Pay 


Monthly Savings: $31.00 


With Cafeteria Plan 


$2,500 


140 


2,360 


354 


181 


1,825 


Without Cafeteria Plan 


$2,500 


2.500 


375 


191 


140 


1,794 


Q-8. How are my contributions under the Benefit Plans or Policies made? 


When you become a Participant, your share of the contributions for the elected Benefit Plan or Policy(ies) will be paid with Pre-tax 
Contributions elected on the SRA. Pre-tax Contributions are amounts withheld from your gross income before any applicable federal 
and state taxes have been deducted (some state tax laws do not recognize Pre-tax Contributions). In addition, all or a portion of the 
cost of the Benefit Plans or Policies may, in the Employer's discretion, be paid with contributions made by the Employer on behalf of 
each Participant (these are called "Nonelective Contributions"). The amount of Nonelective Contribution that is applied towards the 
cost of the Benefit Plan(s) or Policy(ies) for each Participant and/or level of coverage is subject to the sole discretion of the Employer, 
and it may be adjusted upward or downward in the Employer's sole discretion. The Nonelective Contribution amount will be 
calculated for each Plan Year in a uniform and nondiscriminatory manner and may be based upon your Dependent status, 
commencement or termination date of your employment during the Plan Year, and such other factors that the Employer deems 
relevant. In no event will any Nonelective Contribution be disbursed to you in the form of additional, taxable Compensation except as 
otherwise provided in the enrollment material. To the extent set forth in the enrollment material, the Employer may make available a 
certain amount of Nonelective Contributions and then allow you to allocate the Nonelective Contributions among the various Benefit 
Plan(s) or Policy(ies) that you choose (subject to restrictions described in the enrollment material). 
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Q-9. Can I ever change my election during the Plan Year? 


Generally, you cannot change your election to participate in the Plan or vary the Pre-tax Contribution amounts although your election 
will terminate if you are no longer working for the Employer or no longer eligible under the terms of the Plan. Otherwise, you may 
change your elections for Pre-Tax Contributions only during the Annual Enrollment Period, and then, only for the coming Plan Year. 
There are several important exceptions to this general rule: You may change or revoke your previous election during the Plan Year if 
you file a written request for change with the Plan Administrator (or its designated claims administrator) within 30 days of any of the 
following events: 


1. in Status. If one or more of the following "Changes in Status" occur, you may revoke your old election and 
make a new election, provided that both the revocation and new election are on account of and correspond with the Change in 
Status (as described below). Those occurrences that qualify as a Change in Status include the events described below, as well as 
any other events that the Plan Administrator determines are permitted under subsequent IRS regulations: 


a change in your legal marital status (such as marriage, legal separation, annulment, or divorce or death of your Spouse); 


a change in the number of your tax Dependents (such as the birth of a child, adoption or placement for adoption of a 
Dependent, or death of a Dependent); 


any of the following events that change the employment status of you, your Spouse, or your Dependent that affect benefit 
eligibility under a cafeteria plan (including this Plan and the Plan of another employer) or other employee benefit plan of 
yours, your Spouse, or your Dependents. Such events include any of the following changes in employment status: 
termination or commencement of employment, a strike or lockout, a commencement of or return from an unpaid leave of 
absence, a change in worksite, switching from salaried to hourly-paid, union to non-union, or part-time to full-time; incurring 
a reduction or increase in hours of employment; or any other similar change which makes the individual become (or cease 
to be) eligible for a particular employee benefit (NOTE: The specific rules governing election changes when you take a 
leave of absence are described in Q-13 of this SPD); 


an event that causes your Dependent to satisfy or cease to satisfy an eligibility requirement for a particular benefit (such as 
attaining a specified age, getting married, or ceasing to be a student); 


a change in your, your Spouse's or your Dependent's place of residence. 


If a Change in Status occurs and you want to make a corresponding election change, you must inform the Plan Administrator and 
complete a new election within 30 days from the date of the event. The election change must be on account of and correspond with 
the Change in Status event as determined by the Plan Administrator. With the exception of special enrollment resulting from birth, 
placement for adoption or adoption, all election changes are prospective. As a general rule, a desired election change will be found 
to be consistent with a Change in Status event if the event affects eligibility for coverage. A Change in Status affects eligibility for 
coverage if it results in an increase or decrease in the number of Dependents who may benefit under the plan. In addition, you must 
also satisfy the following specific requirements in order to alter your election based on that Change in Status: 


Loss of Dependent Eligibility For accident and health benefits (e.g., health, dental and vision coverage, and Medical Care 
Reimbursement Plan), a special rule governs which types of election changes are consistent with the Change in Status. 
For a Change in Status involving your divorce, annulment or legal separation from your Spouse, the death of your Spouse 
or your Dependent, or your Dependent ceasing to satisfy the eligibility requirements for coverage, your election to cancel 
accident or health benefits for any individual other than your Spouse involved in the divorce, annulment, or legal 
separation, your deceased Spouse or Dependent, or your Dependent that ceased to satisfy the eligibility requirements, 
would fail to correspond with that Change in Status. Hence, you may only cancel accident or health coverage for the 
affected Spouse or Dependent. 


Example: Employee Mike is married to Sharon, and they have one child. The employer offers a calendar year cafeteria 
plan that allows employees to elect no health coverage, employee-only coverage, employee-plus-one-Dependent coverage, 
or family coverage. Before the plan year, Mike elects family coverage for himself, his wife Sharon, and their child. Mike 
and Sharon subsequently divorce during the plan year; Sharon loses eligibility for coverage under the plan, while the child 
is still eligible for coverage under the plan. Mike now wishes to cancel his previous election and elect no health coverage. 
The divorce between Mike and Sharon constitutes a Change in Status. An election to cancel coverage for Sharon is 
consistent with this Change in Status. However, an election to cancel coverage for Mike and/or the child is not consistent 
with this Change in Status. In contrast, an election to change to employee-plus-one-Dependent coverage would be 
consistent with this Change in Status. However, there are instances in which you may be able to increase your Pre-tax 
Contributions to pay for COBRA coverage of a Dependent child or yourself. 
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Gain of Coverage Eligibility Under Another Employer's Plan. For a Change in Status in which you, your Spouse, or your 
Dependent gain eligibility for coverage under another employer's cafeteria plan (or Benefit Plan or Policy) as a result of a 
change in your marital status or a change in your, your Spouse's, or your Dependent's employment status, your election to 
cease or decrease coverage for that individual under the Plan would correspond with that Change in Status only if coverage 
for that individual becomes effective or is increased under the other employer's plan. 


Dependent Care Reimbursement Plan Benefits (if offered under the Plan. See the list of Benefit Plans or Policies offered 
under the Plan in the Plan Information Summary). With respect to the Dependent Care Reimbursement Plan benefit (if 
offered by the Plan), you may change or terminate your election only if (1) such change or termination is made on account 
of and corresponds with a Change in Status that affects eligibility for coverage under the Plan; or(2) your election change 
is on account of and corresponds with a Change in Status that affects the eligibility of Dependent care assistance expenses 
for the available tax exclusion. 


Example: Employee Mike is married to Sharon, and they have a 12 year-old daughter. The employer's plan offers a 
Dependent care expense reimbursement program as part of its cafeteria plan. Mike elects to reduce his salary by $2,000 
during a plan year to fund Dependent care coverage for his daughter. In the middle of the plan year when the daughter 
turns 13 years old, however, she is no longer eligible to participate in the Dependent care program. This event constitutes 
a Change in Status. Mike's election to cancel coverage under the Dependent care program would be consistent with this 
Change in Status. 


Group Term Life Insurance, Disability Income, or Dismemberment Benefits (if offered under the Plan. See the list of 
Benefit Plans or Policies offered under the Plan in the Plan Information Summary). For group term life insurance, 
disability income, and accidental death and dismemberment benefits, if you experience any Change in Status (as 
described above), you may elect either to increase or decrease coverage. 


Example: Employee Mike is married to Sharon, and they have one child. The employer's plan offers a cafeteria plan which 
funds group-term life insurance coverage (and other benefits) through salary reduction. Before the plan year Mike elects 
$10,000 of group-term life insurance. Mike and Sharon subsequently divorce during the plan year. The divorce constitutes 
a Change in Status. An election by Mike either to increase or to decrease his group-term life insurance coverage would 
each be consistent with this Change in Status. 


2. Special Enrollment Rights. If you, your Spouse, and/or a Dependent are entitled to special enrollment rights under a 
Benefit Plan or Policy that is a group health plan, you may change your election to correspond with the special enrollment right. 
Thus, for example, if you declined enrollment in medical coverage for yourself or your eligible Dependents because of outside 
medical coverage and eligibility for such coverage is subsequently lost due to certain reasons (i.e., due to legal separation, divorce, 
death, termination of employment, reduction in hours, or exhaustion of COBRA period), you may be able to elect medical coverage 
under the Plan for yourself and your eligible Dependents who lost such coverage. Furthermore, if you have a new Dependent as a 
result of marriage, birth, adoption, or placement for adoption, you may also be able to enroll yourself, your Spouse, and your newly 
acquired Dependents, provided that you request enrollment within the Election Change Period. An election change that 
corresponds with a special enrollment must be prospective, unless the special enrollment is attributable to the birth, adoption, or 
placement for adoption of a child, which may be retroactive up to 30 days. Please refer to the group health plan description for an 
explanation of special enrollment rights. 


3. Certain Judgments, Decrees and Orders. If a judgment, decree or order from a divorce, separation, annulment, or 
custody change requires your Dependent child (including a foster child who is your tax Dependent) to be covered under this Plan, 
you may change your election to provide coverage for the Dependent child identified in the order. If the order requires that another 
individual (such as your former Spouse) cover the Dependent child, and such coverage is actually provided, you may change your 
election to revoke coverage for the Dependent child. 


4. Entitlement to Medicare or Medicaid. If you, your Spouse, or a Dependent becomes entitled to Medicare or Medicaid, 
you may cancel that person's accident or health coverage. Similarly, if you, your Spouse, or a Dependent who has been entitled to 
Medicare or Medicaid loses eligibility for such, you may, subject to the terms of the underlying plan, elect to begin or increase that 
person's accident or health coverage. 


5. Change in Cost. If you are notified that the cost of your Benefit Plan or Policy coverage under the Plan significantly 
increases or decreases during the Plan Year, you may make certain election changes. If the cost significantly increases, you may 
choose either to make an increase in your contributions, revoke your election and receive coverage under another Benefit Plan or 
Policy that provides similar coverage, or drop coverage altogether if no similar coverage exists. If the cost significantly decreases, 
you may revoke your election and elect to receive coverage provided under the option that decreased in cost. For insignificant 
increases or decreases in the cost of Benefit Plans or Policies, however, your Pre-tax Contributions will automatically be adjusted to 
reflect the minor change in cost. The Plan Administrator will have final authority to determine whether the requirements of this 
section are met. (Please note that none of the above "Change in Cost" exceptions are applicable to a Medical Care Reimbursement 
Plan, to the extent offered under the Plan.) 


Example: Employee Mike is covered under an indemnity option of his employer's accident and health insurance coverage. If the 
cost of this option significantly increases during a period of coverage, the Employee may make a corresponding increase in his 
payments or may instead revoke his election and elect coverage under an HMO option. 
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6. Change in Coverage. If you are notified that your Benefit Plan or Policy coverage under the Plan is significantly 
curtailed, you may revoke your election and elect coverage under another Benefit Plan or Policy that provides similar coverage. If 
the significant curtailment amounts to a complete loss of coverage, you may also drop coverage if no other similar coverage is 
available. Further, if the Plan adds or significantly improves a benefit option during the Plan Year, you may revoke your election and 
elect to receive on a prospective basis coverage provided by the newly added or significantly improved option, so long as the newly 
added or significantly improved option provides similar coverage. Also, you may make an election change that is on account of and 
corresponds with a change made under another employer plan (including a plan of the Employer or another employer), so long as: 
(a) the other employer plan permits its participants to make an election change permitted under the IRS regulations; or (b) the Plan 
Year for this Plan is different from the Plan Year of the other employer plan. Finally, you may change your election to add coverage 
under this Plan for yourself, your Spouse, or your Dependent if such individual(s) loses coverage under any group health coverage 
sponsored by a governmental or educational institution. The Plan Administrator will have final discretion to determine whether the 
requirements of this section are met. (Please note that none of the above "Change in Coverage" exceptions are applicable to the 
Medical Care Reimbursement Plan, to the extent offered under the Plan.) 


Additionally, your election(s), may be modified downward during the Plan Year if you are a Key Employee or Highly Compensated 
Individual (as defined by the Internal Revenue Code), if necessary to prevent the Plan from becoming discriminatory within the 
meaning of the federal income tax law. 


Q-1 0. How long will the Plan remain in effect? 


Although the Employer expects to maintain the Plan indefinitely, it has the right to modify or terminate the program at any time for 
any reason. It is also possible that future changes in state or federal tax laws may require that the Plan be amended accordingly. 


Q-11. What happens if my claim for benefits under this Plan is denied? 


This SPD describes the basic features of the Plan. If your claim is for a benefit under one of the component Benefit Plans or Policies, 
you will generally proceed under the claims procedures applicable under the component Benefit Plan or Policy (see the plan 
summary for each of the- Benefit Plans or Policies that you elect). However, if you are denied a benefit under this Plan, the claims 
procedure under this Plan will apply. You will be notified if your claim under the Plan is denied. The notice of denial will be 
furnished to you within 30 days after receiving your claim. However, if additional time is needed to process your claim you will be 
notified before the initial 30-day period has expired. The notice will explain why an extension is necessary and the date a decision is 
expected to be rendered. In no event will an extension go beyond 15 days after the end of the initial 30-day period. The notice of the 
denial will include the specific reasons for the denial and the relevant plan provisions on which the denial was based. 


If your claim is denied in whole or in part, you may appeal by requesting a review of the denied claim, as set forth in the notice of 
denial, within 180 days after you receive notice of the denial. If there are two levels of appeal (as indicated in the notice of denial), 
you will have a reasonable amount oftime in which to request a second review and such time period will be identified in the notice of 
denial. As part of the appeal process (whether there is one or two appeals), you or your authorized representative may examine 
documents, records, and other information relevant to your claim and submit issues, documents and comments in writing. Within 60 
days after the request for review is received, you will be notified in writing of the decision on review. The notice of denial will indicate 
whether there are one or two levels of appeals and will contain the same type of information provided to you in the first notice of 
denial. If there are two levels of Plan appeals, the decisions on appeal will be made within 30 days after the request for each review 
is received. The Plan Administrator is the claims fiduciary for making the final decision under the plan. 


In the event of your death, your beneficiary has the same rights and is subject to the same time limits and other restrictions that 
would otherwise apply to you under the claims procedures explained above. 


Q-12. What effect will Plan participation have on Social Security and other benefits? 


Plan participation will reduce the amount of your taxable compensation. Accordingly, there could be a decrease in your Social 
Security benefits and/or other benefits (e.g., pension, disability and life insurance) that are based on taxable compensation. 


Q-13. What happens if I take a leave of absence? 


(a) If you go on a qualifying unpaid leave under the Family and Medical Leave Act of 1993 (FMLA), to the extent required by the 
FMLA, the Employer will continue to maintain your Benefit Plans or Policies providing health coverage on the same terms and 
conditions as though you were still active (e.g., the Employer will continue to pay its share of the contribution to the extent you 
opt to continue coverage). 


(b) Your Employer may elect to continue all coverage for Participants while they are on paid leave (provided Participants on 
non-FMLA paid leave are required to continue coverage). If so, you will pay your share of the contributions by the method 
normally used during any paid leave (for example, with Pre-tax Contributions if that is what was used before the FMLA leave 
began). 
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(c) In the event of unpaid FMLA leave (or paid leave where coverage is not required to be continued), if you opt to continue your 
group health coverage, you may pay your share of the contribution with after-tax dollars while on leave, or you may be given the 
option to pre-pay all or a portion of your share of the contribution for the expected duration of the leave with Pre-tax 
Contributions from your pre-leave compensation by making a special election to that effect before the date such compensation 
would normally be made available to you provided, however, that pre-payments of Pre-tax Contributions may not be utilized to 
fund coverage during the next Plan Year, or by other arrangements agreed upon between you and the Plan Administrator (for 
example, the Plan Administrator may fund coverage during the leave and withhold amounts from your compensation upon your 
return from leave). The payment options provided by the Employer will be established in accordance with Code Section 125, 
FMLA and the Employer's internal policies and procedures regarding leaves of absence. Alternatively, the Employer may 
require all Participants to continue coverage during the leave. If so, you may elect to discontinue your share of the required 
contributions until you return from leave. Upon return from leave, you will be required to repay the contribution not paid during 
the leave in a manner agreed upon with the Administrator. 


(d) If your coverage ceases while on FMLA leave (e.g., for non-payment of required contributions), you will be permitted to re-enter 
the Plan upon return from such leave on the same basis as you were participating in the Plan prior to the leave, or as otherwise 
required by the FMLA. Your coverage under the Benefit Plans or Policies providing health coverage may be automatically 
reinstated provided that coverage for Employees on non-FMLA leave is automatically reinstated upon return from leave. 


(e) The Employer may, on a uniform and consistent basis, continue your group health coverage for the duration of the leave 
following your failure to pay the required contribution. Upon return from leave, you will be required to repay the contribution in a 
manner agreed upon by you and Employer. 


(f) If you are commencing or returning from unpaid FMLA leave, your election under this Plan for Benefit Plans or Policies 
providing non-health benefits shall be treated in the same manner that elections for non-health Benefit Plans or Policies are 
treated with respect to Participants commencing and returning from unpaid non-FMLA leave. 


(g) If you go on an unpaid non-FMLA leave of absence (e.g., personal leave, sick leave, etc.) that does not affect eligibility in this 
Plan or a Benefit Plan or Policy offered under this plan, then you will continue to participate and the contribution due will be paid 
by pre-payment before going on leave, by after-tax contributions while on leave, or with catch-up contributions after the leave 
ends, as may be determined by the Administrator. If you go on an unpaid leave that affects eligibility under this Plan or a 
Benefit Plan or Policy, the election change rules in Q-9 of this SPD will apply. The Plan Administrator will have discretion to 
determine whether taking an unpaid non-FMLA leave of absence affects eligibility. 


Q-14. Is there any other information that I should know about the Plan? 


Participation in the Plan does not give any Participant the right to be retained in the employ of his or her Employer or any other right 
not specified in the Plan. The Plan Administrator's name, address and telephone number appear in the Plan Information Summary 
attached to the front of this SPD. The Plan Administrator has the exclusive right to interpret the Plan and to decide all matters arising 
under the Plan, including the right to make determinations of fact, and construe and interpret possible ambiguities, inconsistencies, 
or omissions in the Plan and this SPD. Other important information such as the Plan Number and Plan Sponsor's name and 
address has also been provided in the Plan Information Summary. 
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APPENDIX I TO THE FLEXIBLE BENEFITS PLAN SUMMARY PLAN DESCRIPTION 


Medical Care and Dependent Care Reimbursement Plan Summary Plan Description 


To the extent elected by the Employer (indicated in the Plan Information Summary attached to this SPD), you will have the 
opportunity to elect to receive income tax-free reimbursement for some or all of your unreimbursed medical expenses under the 
Medical Care Reimbursement Plan ("URM") and/or some or all of your work-related Dependent care expenses under the Dependent 
Care Reimbursement Plan ("DOC") (collectively, the "Reimbursement Plans"). Under the URM and DOC, you purchase a specific 
level of reimbursement benefits and you provide a source of pre-tax funds to reimburse yourself for your Eligible Expenses. For both, 
you pay for coverage through the Salary Redirection Agreement ("SRA") with the Employer, in lieu of receiving a corresponding 
amount of current pay, which means the premiums you pay will be with pre-tax funds. This arrangement helps you because the 
level of coverage you elect is nontaxable, and you save Social Security and income taxes on the amount of your salary conversion. 


By enrolling in either the URM or DOC option and submitting reimbursement claims you specifically authorize the Plan, AFLAC® 
and AFLAC Administrative Services/FLEX ONE®, and their respective agents, employees, sub-contractors, and assigns to use your 
personal health information in their possession to administer the Plan (including the evaluation of eligibility for reimbursement under 
the Plan) and to detect or prevent fraud or misrepresentation, and to further disclose such information as is reasonably required for 
those purposes. You further authorize any provider, insurer, or other entity to release any health or treatment information for the 
purpose of determining eligibility for Plan benefits or for detecting or preventing fraud or misrepresentation. You further waive and 
release any claims related to the use, disclosure, or release of such information so long as the information is used in furtherance of 
administering the Plan (including processing or evaluating a claim for benefits under the Plan) or to detect or prevent fraud or 
misrepresentation. This authorization does not and is not intended to in any way limit any right the Plan, AFLAC and AFLAC 
Administrative Services/FLEX ONE®, or their respective agents, employees, sub-contractors, and assigns may have under 
applicable state or federal law or regulation regarding the use of such information. 


General Questions and Answers 


Q-1. Who can participate in the URM and/or DDC? 


Each employee who satisfies the eligibility requirements described in the Plan Information Summary is eligible to participate in the 
Reimbursement Plans as of the eligibility date described in the Plan Information Summary. 


Q-2. How do I become a Participant? 


You become a Participant by electing URM and/or DOC benefits during the Initial or Annual Enrollment Periods. (The Initial and 
Annual Enrollment Periods are described in Q-6 of the Flexible Benefits Plan SPD.) Your participation in the URM or DOC will be 
effective on the date that you make an election to participate or the eligibility date described in the Plan Information Summary, 
whichever is later. You may not change your election (either to participate or not to participate) during the Plan Year unless you 
experience an event described in Q-9 ofthe Flexible Benefits Plan SPD. Once you become a Participant in the URM, you may also 
receive reimbursements for Eligible Medical Expenses incurred by your "Eligible Dependents". For purposes of the URM, Eligible 
Dependents include your legal Spouse (as determined by state law to the extent consistent with the federal Defense of Marriage Act) 
and any other individuals who would qualify as a tax Dependent under Code Section 152 for purposes of your federal income tax 
return. 


If the Plan Administrator receives a qualified medical child support order relating to the URM, the URM will provide the health benefit 
coverage specified in the order to the person or persons ("alternate recipients") named in the order. "Alternate recipients" include 
any child of the participant who the Plan is required to cover pursuant to a qualified medical child support order. A "qualified medical 
child support order" is a legal judgment, decree or order relating to medical child support that clearly specifies the type of coverage 
that is to be provided to one or more alternate recipients (or the manner in which such type of coverage is to be provided). Before 
providing any coverage to an alternate recipient, the Plan Administrator must determine whether the medical child support order is 
qualified. If the Plan Administrator receives a medical child support order relating to your Health Care Account (See Q-3 below), it 
will notify you in writing, and after receiving the order, it will inform you of its determination of whether or not the order is qualified. 
Upon request to the Plan Administrator, you may obtain, without charge, a copy of the Plan's procedures governing qualified medical 
child support orders. 


Q-3. What are my "URM Account" and my "DDC Account"? 


If you elect benefits under this portion of the Plan, a non-interest bearing account will be established under each Plan to keep a 
record of the reimbursements you are entitled to under each Plan, as well as the contributions you have made for such benefits 
during the Plan Year. No actual accounts are established; they are merely bookkeeping accounts. 


Q-4. When does coverage under the URM and/or DDC end? 


You continue to participate in the URM and/or DOC until (i) you elect not to participate in accordance with Q-9 of Flexible Benefits 
Plan SPD; (ii) the end of the Plan Year unless you make an election during the annual election period; (iii) you no longer satisfy 
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the eligibility requirements described in the Plan Information Summary; (iv) you terminate employment with the employer; or (v) the 
Plan is terminated or amended to exclude you or the class of eligible employees of which you are a member are specifically excluded 
from the Plan. You are not eligible to receive reimbursement for otherwise Eligible Medical Expenses incurred during the Plan Year 
after you cease to be eligible unless you elect COBRA continuation coverage (as described below in Q-19 of this Appendix), 
provided you are eligible to elect COBRA. However, you will be eligible to receive reimbursement under the DOC for Eligible 
Employment-Related Expenses (as defined in Q-9 below) incurred during the plan year but after you cease to be eligible up to your 
account balance as of the date you cease to be eligible. 


Coverage under the URM for your Eligible Dependents ends on earliest of the following to occur: (i) your coverage ends; (ii) the 
individual ceases to be an Eligible Dependent (e.g. divorce or legal separation from the spouse); or (iii) the Plan is terminated or 
amended to exclude individual or the class of individuals of which the individual is a member (spouse or dependent child) from 
coverage under the URM. Your Spouse and/or your Dependent children may also be entitled to COBRA continuation coverage if 
coverage is lost for certain reasons. See Q-19 of this Appendix for more information on COBRA. 


Q-5. What happens to my URM Account and/or DOC Account if I take an approved leave of absence? 


Generally, the rules described in Q-13 of your Flexible Benefits Plan SPD apply. However, if your URM coverage ceases during 
your FMLA leave, you will be entitled to elect whether to be reinstated in the URM at the same coverage level in effect before the 
FMLA leave (with increased contributions for the remaining period of coverage) or at a URM reimbursement level that is reduced 
pro-rata for the period of FMLA leave during which you did not make any contributions. Under either scenario, expenses incurred 
during the period that your URM coverage was not in effect are not eligible for reimbursement under this URM. 


Q-6. What is the maximum URM and/or DOC benefit I may elect? 


For URM, you may choose any amount of annual reimbursement you desire subject to the maximum reimbursement amount set 
forth in the Employer Information Section of the Plan Information Summary. 


For DOC, this is set forth in the Employer Information Section, however, this amount cannot exceed the maximum amount specified 
in Section 129 of the Internal Revenue Code. The maximum amount is currently $5,000 per Plan Year if you-


are married and file a joint return; or 


are married, but you furnish more than one-half the cost of maintaining those Dependents for whom you are eligible to 
receive tax-free reimbursements under the DOC, your Spouse maintains a separate residence for the last 6 months of the 
calendar year, and you file a separate tax return; or 


are single, or a head of household for tax purposes. 


If you are married and reside together but file a separate federal income tax return, the maximum DOC benefit you may elect is 
$2,500. 


You will be required to pay the annual contribution equal to the coverage level you have chosen. 


Q-7. How is my Medical Care and/or Dependent Care Expense Reimbursement benefit paid for and what amounts will 
be available at any particular time during the Plan Year? 


For URM and DOC, when you complete the SRA, you specify the amount of Medical Care and or Dependent Care Expense 
Reimbursement(s) you wish to pay for with your Pre-tax Contributions. Thereafter, you must make a contribution for such coverage 
by having an equal portion of the annual reimbursement amount deducted from each paycheck. Your employer will distribute benefit 
payments from its general assets. 


For URM Benefits, the full amount of the coverage you have elected, reduced by the amount of prior reimbursements received 
during the Plan Year, will be available to reimburse you for your out-of-pocket medical expenses incurred at any time during the Plan 
Year and while you are a Participant. For DOC Benefits, the amount that is available for reimbursement at any particular time will be 
whatever has been credited to your Dependent Care Account less any reimbursements already paid. 


Q-8. How do I receive reimbursement under the Plan? 


If you elect to participate in URM or DOC, you will have to take certain steps to be reimbursed for your Eligible Medical and/or 
Eligible Employment-Related Expenses (as defined in Q-9 below). When you incur an expense that is eligible for payment, you 
submit a request to the Plan's Administrator on a Request for Reimbursement form that will be supplied to you. 


For URM and DOC, you must include written statement(s)/bill(s) from an independent third party(ies) stating that the eligible 
expenses have been incurred, and the amount of such expense(s) along with the Request for Reimbursement form. In addition, you 
must include for URM claims an Explanation of Benefits (EOB) form(s) from any primary medical and/or dental insurance carrier(s) 
indicating the amount(s) that you are obligated to pay. 
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For DOC, if your reimbursement request is for an amount that is more than your current Account balance, the excess part of the 
reimbursement will be carried over into following months, to be paid out as your balance becomes adequate. Remember, though, 
that you can't be reimbursed for any total Dependent Care expenses above your available, annual credits to your Account. 


With respect to either DOC or URM benefits, you may not be reimbursed for any expenses that arise before your SRA becomes 
effective, or for any expense incurred after the close of the Plan Year. 


To have your Request for Reimbursements processed as soon as possible, please read the reimbursement instructions on the back 
of the Request for Reimbursement form you have been furnished. Please note that it is not necessary that you have actually paid an 
amount due for Eligible Medical and/or Eligible Employment-Related Expenses-- only that you have incurred the expense, and that 
it is not being paid for or reimbursed from any other source. In addition, you will have 90 days after the end of the Plan Year in which 
to submit a Request for Reimbursement form for Eligible Expenses incurred during the previous Plan Year. You will be notified in 
writing if any Request for Reimbursement is denied. 


Q-9. What is an "Eligible Expense?" 


For URM, an "Eligible Expense" generally means any item for "medical care" as defined by Code Section 213(d) for which you have 
not received reimbursement and will not seek reimbursement from insurance, or some other source and for which you will not or 
have not taken a deduction under Code Section 213. "Medical Care" means amounts for diagnosis, treatment or prevention of a 
specific medical condition or to affect a function or structure of the body. Expenses solely for general well-being are not "medical 
care" expenses. Premiums for accident or health insurance and expenses for qualified long term care services are not Eligible 
Medical Expenses for purposes of this Plan. 


For DOC, you may be reimbursed for work-related expenses ("Eligible Employment-Related Expenses") incurred on behalf of any 
Qualifying Individual described below. Generally, these expenses must meet all of the following conditions for them to be Eligible 
Employment-Related Expenses: 


The expenses are incurred for services rendered after the date of your election to receive Dependent Care Expense 
Reimbursement, and during the calendar year to which it applies. 


Services are incurred for a Qualifying Individual. A Qualifying Individual is 


1. a Dependent under age 13 for whom you are entitled to a personal tax exemption as a Dependent, or 


2. a Spouse or other tax Dependent who is physically or mentally incapable of caring for himself or herself. 


The expenses are incurred for the care of a Dependent (as described above), or for related household services, and are 
incurred to enable you to be gainfully employed. 


If the expenses are incurred for services outside your household and such expenses are incurred for the care of a 
Dependent who is age 13 or older, such Dependent regularly spends at least 8 hours per day in your home. 


If the expenses are incurred for services provided by a Dependent care center (i.e., a facility that provides care for more 
than 6 individuals not residing at the facility), the center must comply with all applicable state and local laws and 
regulations. 


The expenses are not paid or payable to a child of yours who is under age 19 at the end of the year in which the expenses 
are incurred or an individual for whom you or your Spouse is entitled to a personal tax exemption as a Dependent. 


This reimbursement (when aggregated with all other Dependent Care Reimbursements during the same year) may not 
exceed the least of the following limits: 


1. $5,000 


2. $2,500, if you are married but you and your Spouse file separate tax returns. 


3. Your taxable compensation (after your Pre-tax Contributions have been deducted under the Plan). 


4. If you are married, your Spouse's actual or deemed Earned Income. 


For purposes of (4.) above, your Spouse will be deemed to have Earned Income of $250 ($500 if you have two or more 
Dependents described in paragraph 2 above), for each month in which your Spouse is (i) physically or mentally incapable 
of caring for himself or herself or (ii) a full-time Student. 


You are encouraged to consult your personal tax advisor or IRS Publication 17 "Your Federal Income Tax" for further guidance as to 
- what is or is not an Eligible Expense if you have any doubts. 


- 0 
<D 
0 
0 


-N 


-- ~ 


Q-1 0. When must the expenses be incurred? 


Eligible Medical and Employment-Related Expenses must have been incurred during the Plan Year. You may not be reimbursed for 
any expenses arising before the Plan became effective, before your SRA becomes effective, or for any expenses incurred after the 
close of the Plan Year, or, except for Continuation Coverage and certain Eligible Employment-Related Expenses, after a separation 
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from service. You may be reimbursed for Eligible Employment-Related Expenses that are incurred after a separation from service 
up to your account balance on the date of separation from service. In addition, IRS regulations require that service or treatment be 
actually rendered prior to the time that the expense is reimbursed. Therefore, even if your doctor requires that an expense be paid in 
advance, you cannot be reimbursed until the service relating to the expense has been rendered. In order to ensure compliance with 
this IRS requirement, you (and/or your doctor) may be required to submit additional substantiation (such as a proposed treatment 
plan) with respect to certain long-term treatments (e.g., orthodontic or obstetric expenses). Failure to submit the required forms 
could result in your reimbursement being pended and/or denied. 


Q-11. What if the Medical or the Plan Year are less than 
Reimbursement? 


You will not be entitled to receive any direct or indirect payment of any amount that represents the difference between the actual 
Eligible Expenses you have incurred, on the one hand, and the annual coverage level you have elected and paid for, on the other. 
This is called the "Use-It-or-Lose-It" Rule. Any amount allocated to an Account shall be forfeited by the Participant and restored to 
the Employer if it has not been applied to provide the elected benefit for any Plan Year by the ninetieth (9oth) day following the end 
of the Plan Year for which the election was effective. Amounts so forfeited shall be used to offset administrative exp'enses and future 
costs. 


Q-12. Willi be taxed on the DDC benefits I receive? 


You will not normally be taxed on your DOC benefits, up to the limits set out in Q-4. However, to qualify for tax-free treatment, you 
will be required to list the names and taxpayer identification numbers on your annual tax return of any persons who provided you 
with Dependent care services during the calendar year for which you have claimed a tax-free reimbursement. 


Q-13. What is the household and Dependent care credit? 


The household and dependent care credit is an allowance for a percentage of your annual, Eligible Employment-Related Expenses 
as a credit against your federal income tax liability under the U.S. Tax Code. In determining what the tax credit would be, you may 
take into account only $3,000 of such expenses for one Qualifying Individual, or $6,000 for two or more Qualifying Individuals. 
Depending on your adjusted gross income, the percentage could be as much as 35% of your Eligible Employment-Related 
Expenses (to a maximum credit amount of $1050 for one Qualifying Individual or $2100 for two or more Qualifying Individuals) to a 
minimum of 20% of such expenses. The maximum 35% rate must be reduced by 1% (but not below 20%) for each $2,000 portion 
(or any fraction of $2,000) of your adjusted gross income over $15,000. 


Illustration: Assume you have one Qualifying Individual for whom you have incurred Eligible Employment-Related Expenses of 
$3,600, and that your adjusted gross income is $21,000. Since only one Qualifying Individual is involved, the credit will be 
calculated by applying the appropriate percentage to the first $3,000 of expenses. The percentage is, in turn, arrived at by 
subtracting one percentage point from 35% for each $2,000 of your adjusted gross income over $15,000. The calculation is: 35% -
[($21,000- 15,000)/$2,000 X 1%] = 32%. Thus, your tax credit would be $3,000 X 32% = $960. If you had incurred the same 
expenses for two or more Qualifying Individuals, your credit would have been $3,600 X 32% = $1152, because the entire $3,600 
expense would have been taken into account, not just the first $3,000. 


Q-14. If I participate in the DDC, will I still be able to claim the household and Dependent care credit on my federal 
income tax return? 


You may not claim any other tax benefit for the tax-free amounts received by you under this Plan, although the balance of your 
qualified Dependent care expenses may be eligible for the Dependent care credit. 


Q-15. When would I be better off to include the reimbursements in my income and claim the credit, rather than to treat 
the reimbursements as tax-free? 


Generally, if you are in a lower income tax bracket, you may come out ahead by including the DOC benefits in income, and claiming 
the credits for Dependent care. On the other hand, it will generally be better to treat DOC benefits as tax-free the more income taxes 
you are required to pay. Because the actual determination of the preferable method for treating benefit payments depends on a 
number of factors such as one's tax filing status (e.g., married, single, head of household), number of Dependents, etc., each 
Participant will have to determine his or her tax position individually in order to make the decision between taxable and tax-free 
benefits. 


Q-16. What happens to unclaimed Reimbursements? 


Any Reimbursement Account benefit payments that are unclaimed (e.g., uncashed benefit checks) by the close of the Plan Year 
following the Plan Year in which the Eligible Medical and/or Employment-Related Expense was incurred shall be forfeited. 
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Q-17. What happens if a Claim for Benefits under the URM or DOC is denied? 


You will be notified if your claim under the Plan is denied. The notice will be furnished to you as soon as reasonably possible but no 
later than 30 days after the Plan Administrator (or its designated claims administrator identified in the reimbursement form) receives 
your claim. However, if for reasons beyond the control of the claims reviewer, more time for processing your claim is needed, the 
applicable claims reviewer may take an extension of not more than 15 days following the end of the 30-day period. You will be 
notified of this extension before the initial 30 days has expired, and the notice will explain why an extension is necessary and the 
date a decision is expected to be rendered. If the reason for the extension is because you failed to submit complete information 
necessary to decide the claim, you will have 45 days from the notice of the extension in which to provide the information. The time 
period for making a decision will be suspended until the earlier of the date that you submit the necessary information or the end of 
the 45-day period. 


The notice of the denial will include the following: 


the specific reason or reasons for the denial; 


specific reference to pertinent Plan provisions on which the denial is based; 


a description of any additional material or information necessary for the claim to be approved and an explanation of why 
such material or information is necessary; 


instructions on how to appeal the denied claim (including the applicable time periods) and the identity of the individual(s) 
who will review the denied claim; and 


Any other information required by applicable law. 


If your claim is denied in whole or in part, you may nppeal by requesting a review of the denied claim. Your request must be in 
writing and must be submitted in accordance with the instructions set forth in the denial notice within 180 days after you receive 
notice of the denial. If there are two levels of appeal, you will have a reasonable amount of time described in the notice of denial in 
which to request a second review by the Plan Administrator. As part of the appeal process (whether there is one or two appeals), 
you or your authorized representative may examine documents, records, and other information relevant to your claim and submit 
issues, documents and comments in writing. You will be notified in writing of the decision on review as soon as reasonably possible 
but no later than 60 days after the request for review is received. The notice will contain the same type of information described 
above and it will indicate whether there are one or two levels of appeals. If there are two levels of appeals, the decisions on review 
will be made no later than 30 days after the request for each review is received. The reviews upon appeal (whether one level or two) 
will take into account all comments, documents, records and other information submitted by the claimant relating to the claim without 
regard to whether such information was submitted or considered in a previous review. In no event will a determination upon review 
be made by the same individual(s) who made previous determinations or someone who is a subordinate of any individual who made 
such previous determinations. The Plan Administrator is the claims fiduciary responsible for making final claim decisions under the 
Plan. 


In the event of your death, your beneficiary has the same rights and is subject to the same time limits and other restrictions that 
would otherwise apply to you under the claims procedures explained above. 


Q-18. What is COBRA continuation coverage? 


Federal law requires most employers sponsoring group health plans to offer employees and their families the opportunity for a 
temporary extension of health care coverage (called "continuation coverage") at group rates in certain instances where coverage 
under the plans would otherwise end. These rules apply to the URM only, unless the Employer is a small-employer within the 
meaning of the applicable regulations. The Plan Administrator can tell you whether the Employer is a small employer (and thus not 
subject to these rules). 


When Coverage May Be Continued 


If you are a Participant in the URM, then you have a right to choose continuation coverage under the URM if you lose your 
coverage because of a reduction in your hours of employment; or a voluntary or involuntary termination of your employment (for 
reasons other than gross misconduct). 


If you are the Spouse of a Participant, then you have the right to choose continuation coverage for yourself if you lose 
coverage due to the death of your Spouse; a voluntary or involuntary termination of your Spouse's employment (for reasons other 
than gross misconduct) or reduction in your Spouse's hours of employment; or the divorce or legal separation from your Spouse. 


In the case of a Dependent child of a Participant, he or she has the right to choose continuation coverage if coverage is lost 
because of: the death of the employee; a voluntary or involuntary termination of the employee's employment (for reasons other than 
gross misconduct) or reduction in the employee's hours of employment; his or her parents' divorce or legal separation; or his or her 
loss of Dependent status. A child who is born to, or placed for adoption with, the employee during a period of continuation coverage 
is also entitled to continuation coverage under COBRA. Those who are entitled to continue coverage under COBRA are called 
"Qualified Beneficiaries." 
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Type of Coverage 


If you choose continuation coverage, you may continue the level of coverage you had in effect immediately preceding the 
qualifying event. However, if Plan benefits are modified for similarly situated active employees, then they will be modified for you 
and other Qualified Beneficiaries as well. You will be eligible to make a change in your benefit election with respect to the Plan upon 
the occurrence of any event that permits a similarly situated active employee to make a benefit election change during a Plan Year. 
If you do not choose continuation coverage, your coverage under the URM will end with the date you would otheiWise lose coverage. 


Notice Requirements 


You or another Qualified Beneficiary must notify the employer of a divorce, legal separation, or a child losing Dependent 
status under the Plan within 60 days of the later of the date of the event or the date on which coverage is lost because of the event. 
When the Plan Administrator is notified that one of these events has occurred, the Plan Administrator will in turn notify you that you 
have the right to choose continuation coverage. Notice to an employee's Spouse is treated as notice to any covered Dependents 
who reside with the Spouse. An employee or covered Dependent is responsible for notifying the Plan Administrator if he or she 
becomes covered under another group health plan. 


Election Procedures and Deadlines 


Each qualified beneficiary is entitled to make a separate election for continuation coverage under the Plan. In order to elect 
continuation coverage, you must complete the election form(s) provided to you by the Plan Administrator. You have 60 days from 
the date you would lose coverage for one of the reasons described above or the date you are sent notice of your right to elect 
continuation coverage, whichever is later, to inform the Plan Administrator that you wish to continue coverage. Failure to return the 
election form within the 60-day period will be considered a waiver, and you will not be allowed to elect continuation coverage. 


You will have to pay the entire cost of your continuation coverage. The cost of your continuation coverage will not exceed 
102% of the applicable premium for the period of continuation coverage. The first premium payment after electing continuation 
coverage will be due 45 days after making your election. Subsequent premiums must be paid within a 30-day grace period following 
the due date. Failure to pay premiums within this time period will result in automatic termination of your continuation coverage. 
Claims incurred during any period will not be paid until your premium payment is received for that period. If you timely elect 
continuation coverage and pay the applicable premium, however, then continuation coverage will relate back to the first day on 
which you would have lost regular coverage. 


When Continuation Coverage Ends 


The maximum period for which coverage may be continued will be until the end of the Plan Year in which the qualifying 
event occurs. To the extent that Nonelective Employer contributions are provided, the maximum duration of coverage may be 18 or 
36 months from the qualifying event (depending on the type of qualifying event). You will be notified of the duration of continuation 
coverage when you have a qualifying event. However, continuation coverage may end earlier for any of the following reasons: 


The contribution for your continuation coverage is not paid on time or it is insufficient (Note: if your payment is insufficient 
by the lesser of 10% of the required COBRA premium, or $50, you will be given 30 days to cure the shortfall); 


After you elect COBRA continuation coverage, the date that you first become covered under another group health plan 
under which you are not subject to a pre-existing condition exclusion limitation; 


After you elect COBRA continuation coverage, the date that you first become entitled to Medicare; or 


The date the employer no longer provides group health coverage to any of its employees. 


Q-19. How long will the Plan remain in effect? 


Although the Employer expects to maintain the URM and DOC indefinitely, it has the right to modify or terminate the programs at any 
time for any reason. It is also possible that future changes in state or federal tax laws may require that the Plan be amended 
accordingly. 


Q-20. Will my health information be kept confidential? 


Under the Health Insurance Portability and Accountability Act of 1996 ("HIPAA") group health plans such as the URM and the third 
party service providers are required to take steps to ensure that certain "protected health information" is kept confidential. Attached 
as Appendix II to this SPD (included in the HIPAA packet) is a summary of your rights and obligation under HIPM. You may receive 
a separate notice that outlines the Employer's health privacy policies in more detail. 
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Q-21. Is there any other important information that I should know about the Reimbursement Plan? 


Participation in the Plan does not give any Participant the right to be retained in the employ of his or her Employer or any other right 
not specified in the Plan. The Plan Administrator's name, address and telephone number appear in the Plan Information Summary 
attached to the front of this SPD. The Plan Administrator has the exclusive right to interpret the Plan and to decide all matters arising 
under the Plan, including the right to make determinations of fact and construe and interpret possible ambiguities, inconsistencies, 
or omissions in the Plan and this SPD. Other important information such as the Plan Number and Plan Sponsor's name has also 
been provided in the Plan Information Summary. 


ERISA Rights 


The URM may be an ERISA welfare benefit plan (unless the employer is a governmental employer or the plan is a "church 
plan" as defined in the applicable regulations). As a Participant in an ERISA-covered benefit, you are entitled to certain rights and 
protections under the Employee Retirement Income Security Act ("ERISA"). 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 work-sites 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) 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 all documents governing the operation of the plan, 
including insurance contracts and collective bargaining agreements, and copies of the latest annual report (Form 5500 series) and 
updated SPD. The Plan 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 summary annual report. 


Continue Group Health Plan Coverage 


You may continue health care coverage for yourself, Spouse or Dependent children if there is a loss of coverage under the 
Plan as a result of a qualifying event. You or your eligible dependents will have to pay for such coverage. You should review Q-19 of 
this appendix for more information concerning your COBRA continuation coverage rights. 


(To the extent the URM is subject to HIPAA's portability rules:) You may be eligible for a reduction or elimination of 
exclusionary periods of coverage for preexisting condition under your group health plan, if you move to another plan and you have 
creditable coverage from this Plan. You will be provided a certificate of creditable coverage, free of charge, from the Plan 
Administrator when you lose coverage under the Plan, when you become entitled to elect COBRA continuation coverage, when your 
COBRA continuation coverage ceases, if you request it before losing coverage, or if you request it up to 24 months after losing 
coverage. Without evidence of creditable coverage, you may be subject to a preexisting condition exclusion for 12 months (18 
months for late enrollees) after your enrollment date in your coverage in another plan. 


Prudent Actions bv Plan Fiduciaries 


In addition to creating rights for plan Participants, ERISA imposes 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 the interest of the 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 way to prevent you from obtaining a welfare benefit from the Plan 
or from exercising your rights under ERISA. 


Enforce Your Rights 


If your claim for a welfare benefit under an ERISA-covered plan is denied in whole or in part, you must receive a written 
explanation of the reason for the denial. You have the right to have the Plan review and reconsider your claim. Under ERISA, there 
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 you up to $110 a day until you receive the materials, unles.s the materials were not sent because of reasons 
beyond the control of the Administrator. If you have a claim for benefits that is denied or ignored in whole or in part, you may file suit 
in a state or federal court. In addition, if you disagree with the Plan's decision or lack thereof concerning the qualified status of a 
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 
lose, the court may order you to pay these costs and fees, for example, if it finds your claim is frivolous. 
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Assistance with Your Questions 


If you have any questions about the Plan, you should contact the Plan Administrator. If you have any questions about this 
statement or about your rights under ERISA or if you need assistance obtaining documents from the Plan Administrator, you should 
contact the nearest office of the U.S. Department of Labor, Employee Benefits Security Administration listed in your telephone 
directory, or the Division of Technical Assistance and Inquiries, Employee Benefits Security Administration; U.S. Department of 
Labor; 200 Constitution Ave., NW; 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. 
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APPENDIX II TO THE FLEXIBLE BENEFITS PLAN SUMMARY PLAN DESCRIPTION 


Summary of Privacy Policies and Procedures 


OUR PLEDGE REGARDING MEDICAL INFORMATION 


We understand that medical information about you and your health is personal. We are committed to protecting medical 
information about you. We create a record of the URM claims reimbursed under the Plan for Plan administration 
purposes. This summary applies to all of the medical records we maintain with regard to the URM. Your personal doctor 
or health care provider may have different policies or notices regarding the doctor's use and disclosure of your medical 
information created in the doctor's office or clinic. During the course of providing you with health coverage under the 
URM, the Plan will have access to information about you that is deemed to be "protected health information", or PHI, by 
the Health Insurance Portability and Accountability Act of 1996, or HIPAA. In accordance with Section 10.18 of the Plan, 
the following is a summary of procedures adopted by the Employer to ensure that both the Employer and any third party 
service providers treat your PHI with the level of protection required by HIPAA. You may receive a separate notice that 
provides more detailed information regarding the procedures adopted by the Employer. 


This summary will provide you with a general overview of the ways in which we may use and disclose medical information about 
you. We also describe your rights and certain obligations we have regarding the use and disclosure of medical information. In the 
event this summary conflicts with the separate Privacy Notice from your employer, the separate Privacy Notice controls. 


We are required by law to: 


make sure that medical information that identifies you is kept private; 


give you this notice of our legal duties and privacy practices with respect to medical information about you; and 


follow the terms of the notice that is currently in effect. 


Your PHI will be disclosed to certain employees of Employer. Except as otherwise provided in the separate Privacy Notice that may 
be provided to you, these employees consist of the members of the Personnel Benefits Department of the Employer who assist in 
administration of URM claims. These individuals may only use your PHI for Plan administration functions including those described 
below, provided they do not violate the provisions set forth herein. Any employee of Employer who violates the rules for handling 
PHI established herein will be subject to adverse disciplinary action. The Employer will establish an effective mechanism for 
resolving privacy issues and will take prompt corrective action to cure any violations. 


By adoption of this SPD, the Employer has certified that it will comply with the privacy procedures summarized herein and detailed in 
any separate privacy notice. Employer may not use or disclose your PHI other than as summarized herein or as required by law. 
Any agents or subcontractors who are provided your PHI must agree to be bound by the restrictions and conditions concerning your 
PHI found herein. Your PHI may not be used by Employer for any employment-related actions or decisions or in connection with any 
other benefit or employee benefit plan of Employer. Employer must report to the Plan any uses or disclosures of your PHI of which 
the Employer becomes aware that are inconsistent with the provisions set forth herein. 


HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU. 


The following categories describe different ways that we use and disclose medical information for purposes of URM administration. 
For each category of uses or disclosures we will explain what we mean and try to give some examples. Not every use or disclosure 
in a category will be listed. However, all of the ways we are permitted to use and disclose information will fall within one of the 
categories. 


For Payment (as described in applicable regulations). We may use and disclose medical information about you to determine 
eligibility for Plan benefits, to facilitate payment for the treatment and services you receive from health care providers, to determine 
benefit responsibility under the Plan, or to coordinate Plan coverage. 


For Health Care Operations (as described in applicable regulations). We may use and disclose medical information about you for 
other Plan operations. These uses and disclosures are necessary to run the Plan. 


As Required By Law. We will disclose medical information about you when required to do so by federal, state, or local law. 


To Avert a Serious Threat to Health or Safety. We may use and disclose medical information about you when necessary to prevent 
a serious threat to your health and safety or the health and safety of the public or another person. Any disclosure, however, would 
only be to someone able to help prevent the threat. 


SPECIAL SITUATIONS 


Disclosure to Health Plan Sponsor. Information may be disclosed to another health plan maintained by Employer for purposes of 
facilitating claims payments under that plan. In addition, medical information may be disclosed to Employer personnel solely for 
purposes of administering benefits under the Plan. 
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Organ and Tissue Donation. If you are an organ donor, we may release medical information to organizations that handle organ 
procurement or organ, eye, or tissue transplantation or to an organ donation bank, as necessary to facilitate organ or tissue donation 
and transplantation. 


Military and Veterans. If you are a member of the armed forces, we may release medical information about you as required by 
military command authorities. We may also release medical information about foreign military personnel to the appropriate foreign 
military authority. 


Workers' Compensation. We may release medical information about you for workers' compensation or similar programs. These 
programs provide benefits for work-related injuries or illness. 


Public Health Risks. We may disclose medical information about you for public health activities (e.g., to prevent or control disease, 
injury, or disability). 


Health Oversight Activities. We may disclose medical information to a health oversight agency for activities authorized by law. 


Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose medical information about you in response to a 
court or administrative order. We may also disclose medical information about you in response to a subpoena, discovery request, or 
other lawful process by someone else involved in the dispute, but only if efforts have been made to tell you about the request or to 
obtain an order protecting the information requested. 


Law Enforcement. We may release medical information if asked to do so by a law enforcement official for law enforcement 
purposes. 


Coroners, Medical Examiners and Funeral Directors. We may release medical information to a coroner or medical examiner. We 
may also release medical information about patients of the hospital to funeral directors as necessary to carry out their duties. 


National Security and--Intelligence Activities. We may release medical information about you to authorized federal officials for 
intelligence, counterintelligence, and other national security activities authorized by law. 


Inmates. If you are an inmate of a correctional institution or under the custody of a law enforcement official, we may release medical 
information about you to the correctional institution or law enforcement official. This release would be necessary (1) for the institution 
to provide you with health care; (2) to protect your health and safety or the health and safety of others; or (3) for the safety and 
security of the correctional institution. 


YOUR RIGHTS REGARDING MEDICAL INFORMATION ABOUT YOU. 


You have the following rights regarding medical information we maintain about you: 


Right to Inspect and Copy. You have the right to inspect and copy medical information that may be used to make decisions about 
your Plan benefits. To inspect and copy medical information that may be used to make decisions about you, you must submit your 
request in writing to Personnel/Benefits Office, except as otherwise set forth in any separate Privacy Notice provided to you by the 
Employer. If you request a copy of the information, we may charge a fee for the costs of copying, mailing or other supplies 
associated with your request. 


We may deny your request to inspect and copy in certain very limited circumstances. HIPM provides several important exceptions 
to your right to access your PHI. For example, you will not be permitted to access psychotherapy notes or information compiled in 
anticipation of, or for use in, a civil, criminal, or administrative action or proceeding. Employer will not allow you to access your PHI if 
these or any of the exceptions permitted under HIPM apply. If you are denied access to medical information, you may request that 
the denial be reviewed. 


Right to Amend. If you feel that medical information we have about you is incorrect or incomplete, you may ask us to amend the 
information. You have the right to request an amendment for as long as the information is kept by or for the Plan. 


To request an amendment, your request must be made in writing and submitted to the Personnel/Benefits Office. In addition, you 
must provide a reason that supports your request. 


We may deny your request for an amendment if it is not in writing or does not include a reason to support the request. In addition, 
we may deny your request if you ask us to amend information that: 


Is not part of the medical information kept by or for the Plan; 


Was not created by us, unless the person or entity that created the information is no longer available to make the 
amendment; 


Is not part of the information which you would be permitted to inspect and copy; or 


Is accurate and complete. 
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The Employer must act on your request for an amendment of your PH I no later than 60 days after receipt of your request. Employer 
may extend the time for making a decision for no more than 30 days, but it must provide you with a written explanation for the delay. 
If Employer denies your request, it must provide you a written explanation for the denial and an explanation of your right to submit a 
written statement disagreeing with the denial. 


Right to an Accounting of Disclosures. You have the right to request an "accounting of disclosures" (other than disclosures you 
authorized in writing) where such disclosure was made for any purpose other than treatment, payment, or health care operations. 
You will be notified of where you can obtain an accounting of disclosure in the separate Privacy Notice. Your request must state a 
time period that may not be longer than six years and may not include dates before April 2003. Your request should indicate in what 
form you want the list (for example, on paper, or electronically). The first list you request within a 12-month period will be free. For 
additional lists, we may charge you for the costs of providing the list. We will notify you of the cost involved and you may choose to 
withdraw or modify your request at that time before any costs are incurred. 


Note that HIPAA provides several important exceptions to your right to an accounting of the disclosures of your PHI. For example, 
Employer does not have to account for disclosures of your PHI (i) to carry out treatment, payment or healthcare operations, (ii) to 
correctional institutions or law enforcement officials, or (iii) for national security or intelligence purposes. Employer will not include in 
your accounting any of the disclosures for which there is an exception under HIPAA. Employer must act on your request for an 
accounting of the disclosures of your PHI no later than 60 days after receipt of the request. Employer may extend the time for 
providing you an accounting by no more than 30 days, but it must provide you a written explanation for the delay. You may request 
one accounting in any 12-month period free of charge. Employer will impose a fee for each subsequent request within the 12-month 
period. 


Right to Request Restrictions. To the extent set forth in the separate privacy notice, you may have the right to request a restriction or 
limitation on the medical information we use or disclose about you for treatment, payment, or health care operations, or you may 
have the right to request a limit on the medical information we disclose about you to someone who is involved in your care or the 
payment for your care, like a family member or friend. 


Right to Request Confidential Communications. You have the right to request that we communicate with you about medical matters 
in a certain way or at a certain location. For example, you can ask that we only contact you at work or by mail. 


T.o request confidential communications, you must make your request in writing to the Personnel Office except as otherwise provided 
in the separate privacy notice. We will not ask you the reason for your request. We will accommodate all requests we deem 
reasonable. Your request must specify how or where you wish to be contacted. 


When Employer no longer needs PHI disclosed to it by the Plan, for the purposes for which the PHI was disclosed, Employer must, if 
feasible, return or destroy the PHI that is no longer needed. If it is not feasible to return or destroy the PHI, Employer must limit 
further uses and disclosures of the PHI to those purposes that make the return or destruction of the PHI infeasible. 


CHANGES TO THIS SUMMARY AND THE SEPARATE PRIVACY NOTICE 


We reserve the right to change this summary and the separate Privacy Notice that may be provided to you. We reserve the right to 
make the revised or changed notice effective for medical information we already have about you as well as any information we 
receive in the future. The notice will contain the effective date on the front page. 


COMPLAINTS 


If you believe your privacy rights have been violated, you may file a complaint with the Plan or with the Secretary of the Department 
of Health and Human Services. To file a complaint with the Plan, contact the Personnel Office except as otherwise provided in the 
separate Privacy Notice. All complaints must be submitted in writing. 


You will not be penalized for filing a complaint. 


OTHER USES OF MEDICAL INFORMATION. 


Other uses and disclosures of medical information not covered by this notice or the laws that apply to us will be made only with your 
written permission. If you provide us permission to use or disclose medical information about you, you may revoke that permission, 
in writing, at any time. If you revoke your permission, we will no longer use or disclose medical information about you for the reasons 
covered by your written authorization. We are unable to take back any disclosures we have already made with your permission, and 
that we are required to retain our records of the care that we provided to you. 
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The Assistance or "EAP" is a nrA-l"'I::!Ul benefit that nrrn"''"'~ free short-term 
counseling and referral services to all faculty, staff and household members. 


Who Provides the EAP? EAP services are provided through The Wellness Corporation, which has been offering help to 
employees working in a wide range of organizations (with a particular focus on colleges and universities) since 1984. The 
EAP is staffed by licensed counselors who respond quickly to your request for help in a caring, respectful and confidential 
manner. 


Why would I use the EAP? People seek EAP counseling for help with relationship difficulties, parent-child worries, 
workplace issues, trauma, alcohol or drug use, domestic violence, or emotional distress ... basically any concern, which is a 
barrier to their health and well-being. Many people consult the EAP just to be reassured that what they are experiencing is a 
typical response to a concern such as job loss, divorce or the serious illness or death of a loved one. The EAP does not 
replace or prevent you from accessing the mental health benefits of your own medical insurance. 


How often can I use the EAP? You have a 1-3 session model EAP. In other words, you and each of your household 
members may have up to 3 sessions with an EAP clinician per problem, per year. Often, the EAP counseling sessions are 
enough to resolve the problem. However, if an employee or household member needs additional services beyond the EAP, 
your counselor will continue with you, accessing your health care insurance, or will make a referral to an appropriate 
resource. 


If you are experiencing problems with credit card debt or other financial difficulties, the EAP can help you get started with 
American Consumer Credit Counseling. You will get help recovering your financial health, setting up emergency budgets, 
negotiating with creditors or considering the personal bankruptcy process. 


You may also call for a consult with a financial planner regarding investment strategies, asset allocations, types of mutual 
funds and insurance products. The financial planner will not try to sell you any financial product and will not suggest any 
particular stock or mutual fund. 


If you have a legal question, the EAP will provide a lawyer for a free telephone legal consultation. If, beyond this consult, 
you need to see an attorney face- to- face, you will be referred to a local attorney who will offer you a 25% discount off of 
usual legal fees. This has become a popular benefit and provides help with trusts, wills, small claims, divorce, custody and 
child support, real estate, consumer complaints and other personal legal issues. 


If you have been out on maternity/paternity leave because of a new child in the house, the New Parent Transition Program 
can help you with planning and preparing for your return to work and can help you develop skills to make that transition as 
easy as possible. 


In addition, The Wellness Corporation's website, www. Wellness WorkLife.com, will provide you with tip sheets, articles, 
personal and mental health assessment tools, on-line trainings, financial calculators, and interactive videos. Topics include 
health and wellness, life balance, financial information, tax forms, legal information, child and elder care, pet care, depression, 
sleep disorders, and a multitude of other topics, including a home page that changes every two weeks, covering issues that are 
current or in the news. To access the website, go to \vww.\VellnessWorkLife.com and click ''New Members Register Here." 


_Enter:_Smah Lawr~nce College, create_ a user name and password, and you're in! _ 


Are these services confidential? Yes! No one will know you use the EAP unless you tell him or her. Information you 
discuss with an EAP counselor remains private unless you sign a release of information, permitting the EAP to contact a 
specific person. Only in rare instances does the law require a licensed counselor to notifY an outside party. These situations 
occur when there is a serious threat to self or others or the abuse/neglect of a child, elder or disabled person. 


How do I contact the EAP? You just need to call! To schedule an appointment or access services, call The Wellness 
Corporation's toll-free number during regular business hours, Monday-Thursday 8:30AM- 6 PM and Friday 8:30 AM-5 PM 
Eastern Standard For emergencies or urgent situations, the EAP is available 24 hours a day, including weekends and 
holidays. 


CALL 1-800-828-6025 
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Introduction 
Sarah Lawrence College (the “Employer”) 
has established the Sarah Lawrence College 
Wrap Welfare Benefits Plan (the “Plan”).  
The Plan’s purpose is to consolidate in one 
plan document certain provisions of welfare 
benefit plans (the “Component Benefit 
Plans”) sponsored by the Employer and its 
affiliated employers, and to provide 
uniform administration of such welfare 
benefits.  The Component Benefit Plans are 
listed in Appendix A to this Summary Plan 
Description.  This Summary Plan Description 
(“SPD”) is effective January 1, 2011.  
Presently, there are no controlled group 
entities of the Employer that have 
employees participating in the Plan.  
Participating controlled group entities may 
be added or changed from time to time. 


The insurance contracts, summary plan 
descriptions, policies and procedures, and 
any other documents making up the 
Component Benefit Plans are not affected 
by the adoption of the Plan and the terms 
of the Component Benefit Plans will 
continue to control for purposes of 
determining your benefits.  (References in 
this document to insurance contracts, 
insurance policies and insurance generally 
will include any HMO contract or similar 
arrangement.) The terms of each 
Component Benefit Plan are incorporated 
into this Summary Plan Description by 
reference and will continue to act as the 
primary source of information for each 
Component Benefit Plan.  Where a conflict 
of language exists between the Component 
Benefit Plan and this SPD, the Component 
Benefit Plan will control to the extent such 
Component Benefit Plan is not inconsistent 
with Federal law and regulations. 


Note:  This material summarizes the legal 
document that governs the Plan.  Every 
effort has been made to accurately describe 
the Plan in this Summary.  However, if there 


should be a discrepancy between this 
Summary and the Plan document -- or if the 
Plan is required to operate in a different 
manner to comply with Federal laws and 
regulations -- the Plan document or the 
appropriate Federal laws and regulations 
will control. 


General Information 
Pertaining to the 
Plan 
Plan Name, Sponsor and Employer EIN 
The name of the Plan is Sarah Lawrence 
College Wrap Welfare Benefits Plan.  Sarah 
Lawrence College is the Plan Sponsor.  The 
Employer’s address is 1 Mead Way, 
Bronxville, New York, 10708. The 
Employer’s telephone number is (914) 337-
0700.  You may wish to ask for a 
representative in the Human Resources 
department.  The Employer’s Federal 
employer identification number (EIN) is 23-
7223216.   


Plan Year 
For recordkeeping purposes, the Plan Year 
for the Plan is the 12 month period 
beginning on January 1 and ending 
December 31. For this purpose, the Plan 
Year identified herein overrides any Plan 
Year reference in any other documents 
inconsistent herewith. 


Plan Number   
Each ERISA plan maintained by the 
Employer is issued a plan number for 
reporting purposes. The number of this Plan 
is 521. 


Type of Welfare Benefit Plan(s)   
The Plan may provide various welfare 
benefits under the Component Benefit 
Plan(s) listed in Appendix A to this 
Summary Plan Description. 
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Funding   
Benefits under the Plan are funded by one 
or more of the following methods selected 
by the Employer for a Component Benefit 
Plan:  insured benefits, self-funded benefits 
(these are benefits funded by general assets 
of the Employer) or through a trust, or a 
combination of insured benefits, self-
funded benefits and trust benefits.  For 
specifics on the funding status of 
Component Benefit Plans, see Appendix A.  
Funding for the Plan shall consist of the sum 
of the funding for all Component Benefit 
Plans and may include funding through a 
cafeteria plan which, if available, is 
identified in Appendix A.   


The Employer has the right to pay benefits 
from its general assets, insure any benefits 
under the Plan, and establish any fund or 
trust for the holding of contributions or 
payment of benefits under the Plan, either 
as mandated by law or as the Employer 
deems advisable.  In addition, the Employer 
has the right to alter, modify or terminate 
any method or methods used to fund the 
payment of benefits under the Plan, 
including, but not limited to, any trust or 
insurance policy.  If any benefit is funded by 
the purchase of insurance, the benefit shall 
be payable solely by the insurance 
company.  To the extent funds are 
transferred to or accumulated in a trust to 
provide any benefit, that benefit will be 
payable from the assets of such trust.   


Insurance Company Refund   
With respect to any insurance company 
refund received by the Employer, such 
amount will be refunded to current 
employees in the same ratio that their 
contributions bear to the total cost of the 
applicable Component Benefit Plan at the 
time of distribution (“Contribution Ratio”) 
with the balance being retained by the 
Employer.  If such refund is not practicable 
such refund shall be used to reduce future 
employee contributions (if any) on a 


prorata basis consistent with the 
Contribution Ratio (which distribution shall 
not exceed 90 days of the refund).  


Plan Administrator   
The Plan Administrator is Sarah Lawrence 
College, 1 Mead Way, Bronxville, New York, 
10708, telephone number (914) 337-0700, 
which, with respect to insured benefits 
offered through the Plan, shares the 
responsibility for administering the 
Component Benefit Plans with the 
insurance companies providing benefits 
under the Component Benefit Plans as 
named fiduciaries.  The insurance 
companies shown in Appendix A to this 
document are responsible for considering, 
accepting or denying, and paying claims 
with respect to the insured benefits. The 
applicable insurance company is 
responsible for considering any appeals 
with respect to the insured benefits made 
pursuant to a Component Benefit Plan’s 
claim procedures and, to the extent 
applicable, the claim procedures set forth in 
this Plan.  Any third-party administrator 
responsible for administering a Component 
Benefit Plan not funded through insurance 
is listed separately in Appendix A.  In 
addition, if a party has accepted named 
fiduciary status in considering, accepting or 
denying, and paying claims (including any 
appeals relating to such claims, such party is 
identified in Appendix A.) 


Agent for Service of Legal Process  
The agent for service of legal process is 
Sarah Lawrence College, 1 Mead Way, 
Bronxville, New York, 10708.  Service may 
also be made on the Plan Administrator and 
on a Trustee (if any) serving with respect to 
a Component Benefit Plan.  The name, title 
and business address of each Plan Trustee 
of any Trustee funded Plan are listed in 
Appendix A.  
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Named Fiduciary   
The Plan Administrator is the named 
fiduciary of the Plan and has the exclusive 
and express discretionary authority to 
interpret the terms of the Plan and the 
terms of all the Component Benefit Plans to 
the extent not delegated to another named 
fiduciary.  With respect to the 
determination of the amount of, and 
entitlement to, insured benefits under any 
Component Benefit Plan, however, the 
respective insurance company is also a 
named fiduciary under the Plan, with the 
full power to interpret and apply the terms 
of the Plan as they relate to the benefits 
provided under the applicable insurance 
policy. 


Plan Document 
The Plan and those documents 
incorporated by reference constitute a 
written employee benefit welfare plan as 
defined by the Employee Retirement 
Income Security Act of 1974, as amended 
(“ERISA”). 


Coverage for Spouses and Dependents     
One or more Component Benefit Plans 
provide coverage for spouses and 
dependents. The provisions relating to such 
coverage should be detailed in the 
Certificates (Evidences) of Coverage or 
other Component Benefit Plan documents.      


Coverage for Domestic Partners       
One or more Component Benefit Plans also 
provide coverage for domestic partners 
under certain circumstances. The provisions 
relating to such coverage should be detailed 
in the Certificates (Evidences) of Coverage 
or other Component Benefit Plan 
documents.  A Participant should inquire at 
the time of enrollment elections as to 
information necessary to apply for such 
coverage, including any affidavit and/or 
other documentation required by the 
Employer.  Contact the Plan Administrator if 
you have questions.         


No Guarantee of Non-Taxability  
The Plan provides benefits intended to be 
non-taxable; however, the Plan 
Administrator or any fiduciary or party 
associated with the Plan shall not be in any 
way liable for any taxes or any other liability 
incurred by you or any person claiming 
through you. 


Eligibility, 
Participation and 
Benefits 
Eligibility and Participation 
Eligibility for participation and benefits 
under the Plan is determined under the 
written terms of each Component Benefit 
Plan.  See a summary of more information 
regarding eligibility and participation in 
Appendix A. 


Contributions 
The cost of the benefits provided through 
the Component Benefit Plans may be 
funded in part by Employer contributions 
and in part by employee contributions. In 
some instances, a Component Benefit Plan 
may require only the Employer or the 
employee to contribute.  If specified in 
Appendix A, the cost of benefits provided 
through a Component Benefit Plan may be 
funded pre-tax through a cafeteria plan 
under Section 125 of the Internal Revenue 
Code.  The sources of Plan contributions are 
listed in Appendix A.  The Employer will 
determine and periodically communicate 
the employee’s share of the cost of the 
benefits provided through each Component 
Benefit Plan, and it may change that 
determination at any time.  The Employer 
will make its contributions in an amount 
that in the Employer’s sole discretion is at 
least sufficient to fund the benefits or a 
portion of the benefits that are not 
otherwise funded by employee 
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contributions. The Employer will pay its 
contribution and employee contributions to 
an insurance company or, with respect to 
benefits that are self-funded, will use these 
contributions to pay benefits directly to or 
on behalf of employees or their eligible 
family members from the Employer’s 
general assets.  Employee contributions will 
be used in their entirety prior to using 
Employer contributions to pay for the cost 
of such benefit.  Where relevant to a 
Component Benefit Plan, an employee will 
receive, during the open enrollment period, 
notice of the amount for which the 
employee is responsible adjusted, if 
necessary, during the Plan Year for the 
applicable Component Benefit Plan.   


The Plan Administrator will have the right to 
recover any payment it made but should 
not have made or made to an individual or 
organization not entitled to payment, from 
the individual or organization or anyone 
else benefiting from the improper payment. 


Benefits Available 
The benefits available under the Plan 
consist of the benefits available under the 
Component Benefit Plans, including all 
limitations and exclusions with respect to 
each Component Benefit Plan’s benefits.  
The benefits available under each 
Component Benefit Plan are set forth in the 
Component Benefit Plan documents.  The 
availability of benefits is subject to payment 
by the Participant of all applicable 
contributions and satisfaction of any 
eligibility or other requirements of a 
particular Component Benefit Plan.  Any 
flexible spending account (“FSA”) under the 
cafeteria plan will be subject to this Plan 
and the requirements of ERISA.  
Nonetheless, such cafeteria plan (and any 
dependent care assistance plan offered 
under the plan) will not be subject to the 
requirements of ERISA, even though the 
cafeteria plan (and any dependent care 


assistance plan) may be considered part the 
Plan.  


Loss of Benefits 
Your benefits (and the benefits of your 
eligible family members) generally will 
cease when your participation in the Plan 
terminates. Benefits will also cease upon 
termination of the Plan.  Other 
circumstances can result in the termination, 
reduction, recovery (through subrogation or 
reimbursement), or denial of benefits.  For 
example, benefits may be denied under the 
medical or dental benefit programs if you 
have a preexisting condition and incur costs 
within the exclusionary period under each 
Component Benefit Plan.  The insurance 
contracts (including the certificate of 
insurance booklets), plans, and other 
governing documents in the applicable 
Attachments identified in Appendix A 
provide additional information. 


Benefit Elections 
Electing Your Benefits for the Plan 
Year under a Component Benefit Plan 
Some of the Component Benefit Plans 
require that you make an annual election to 
enroll for coverage for the next Plan Year 
prior to the beginning of that year.  The 
Plan Year for each Component Benefit Plan 
should be set forth in such plan and may be 
different than the Plan Year for this Plan. 


If you first become eligible to participate in 
the Plan during a Plan Year in progress, your 
initial elections pertain to the remaining 
part of that Plan Year.  Then, before each 
new Plan Year begins, you will have an 
opportunity to change or cancel your 
elections during the annual election period.  
The annual election period is described 
below. 
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Making Your Elections 
In making your elections, you may elect and 
enroll for some or all of the benefits 
available under a Component Benefit Plan. 
You may also elect not to participate in a 
Component Benefit Plan for which annual 
elections are then being made. 


Benefits are elected by completing and 
submitting an election form before the end 
of the annual election period.  When you 
make your elections, you also authorize the 
necessary salary reductions for paying your 
part of the cost of the benefits you elect. 


Once you are a Participant in the Plan, if 
you become eligible for additional benefits 
during a Plan Year, you will be given an 
opportunity to elect and enroll for the 
benefits for which you are newly eligible.  
Also, if the cost of the benefits changes 
during the Plan Year, the amount of your 
salary reduction contributions will be 
automatically adjusted. 


Annual Election Period 
Before the beginning of each Plan Year, the 
Employer will hold an annual election 
period.  The Employer will notify you when 
the dates for the annual election period will 
occur each year.  During this time, you may 
make new elections for the upcoming Plan 
Year.  


Changing Your Elections during a Plan 
Year 
Where a Component Benefit Plan is funded 
through a cafeteria plan, once you have 
made your elections for a Plan Year, it 
pertains to the entire Plan Year as it applies 
to that Component Benefit Plan and cannot 
be changed or cancelled during that time 
except in certain limited situations, which 
are described in the cafeteria plan.  Other 
election restrictions may apply to 
component benefit plans.  For example, if 
you elect not to participate in the health 
plan when first eligible, you may need to 


wait until an open enrollment period as 
specified in the Component Benefit Plan. 


Claims Procedures 
Benefits Administered by Insurers and 
TPAs 
Claims for benefits that are insured or 
administered by a third party administrator 
shall be filed in accordance with the specific 
procedures contained in the insurance 
policies, Component Benefit Plans or the 
third party administrative services 
agreement.  These procedures will be 
followed unless inconsistent with the 
requirements of ERISA as specified in more 
detail below. The address of the individual 
insurance company providing benefits 
and/or third party administrator (if any) 
that reviews claims made under a 
Component Benefit Plan is set forth in 
Appendix A.  All other general claims or 
requests should be directed to the Plan 
Administrator. 


General Claims Procedure 
The Plan’s claims procedures are described 
below.  (These claims procedures do not 
apply to any cafeteria plan (which is a 
premium-only plan (“POP”)) or any 
dependent care assistance plan offered 
thereunder.)    


The following procedures will be followed 
for denied claims under a Component 
Benefit Plan that is not a group health plan 
or long-term disability plan. 


(a) If your claim is denied, you or your 
beneficiary will receive written notification 
within 90 days after your claim was 
submitted.  The notification will include the 
reasons for the denial, with reference to the 
specific provisions of the Component 
Benefit Plan on which the denial was based, 
a description of any additional information 
needed to process the claim, and an 
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explanation of the claims review procedure.  
If you do not receive a response within 90 
days, your claim is treated as denied.   


(b) Within 60 days after notification of a 
claim denial, you may appeal the denial by 
submitting a written request for 
reconsideration of the claim to the Plan 
Administrator. Documents or records in 
support of your appeal should accompany 
any such request.  The Plan Administrator 
will review the claim and provide, within 60 
days, a written response to the appeal. This 
60-day period may be extended an 
additional 60 days under special 
circumstances, as determined by the Plan 
Administrator.  The Plan Administrator’s 
response will explain the reason for the 
decision with specific reference to the 
provisions of the Plan on which the decision 
is based.  The Plan Administrator (or the 
applicable insurance company that has 
accepted its fiduciary responsibility to make 
claim determinations with respect to the 
applicable insured plan) has the exclusive 
and discretionary right to interpret the 
appropriate plan provisions.  Decisions of 
the Plan Administrator (or insurance 
company or other party accepting claims 
responsibility) are conclusive and binding. 


Special Rules for Group Health Plan 
Claims 
For purposes of ERISA, there are three 
categories of claims under a Component 
Benefit Plan that is a group health plan and 
each one has a specific timetable for 
approval, payment, request for additional 
information, or denial of the claim.  The 
three categories of claims are: 


Urgent Care Claim is a claim where failing to 
make a determination quickly could 
seriously jeopardize a claimant’s life, health, 
or ability to regain maximum function, or 
could subject the claimant to severe pain 
that could not be managed without the 
requested treatment. A licensed physician 
with knowledge of the claimant’s medical 


condition may determine if a claim is an 
Urgent Care claim. 


Pre-Service Claim is a claim for which you 
are required to get advance approval or 
pre-certification before obtaining service or 
treatment for the medical services. 


Post-Service Claim is a request for payment 
for covered services you have already 
received. 


(a) Time for Decision on a Claim. The time 
deadline for making decisions on claims 
under the Plan depends on the urgency of 
the claim.  You will be notified of any 
determination on your claim (whether 
favorable or unfavorable) as soon as 
possible.  If an Urgent Care Claim is denied, 
you will be notified orally and written 
notice will be provided to you within three 
days.  The deadlines shown on the 
“Timeline for Group Health Care Claims” 
chart below are maximum time limits.  


(b) Notification of Denial. Except for Urgent 
Care Claims, when notification may be oral 
followed by written notice within three 
days, you will receive written notice if your 
claim is denied. The notice will contain the 
following information:  


(i) the specific reason or reasons for 
the adverse determination; 


(ii) reference to the specific Plan 
provisions on which the 
determination was made; 


(iii) a description of any additional 
material or information necessary to 
perfect your claim and an 
explanation of why such material or 
information is necessary; 


(iv) a description of the Plan’s review 
procedures and the time limits that 
apply to such procedures, including a 
statement of your right to bring a 
civil action under ERISA section 502 if 
your claim is denied on review; 
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(v) a statement that you are entitled 
to receive, upon request and free of 
charge, reasonable access to and 
copies of all documents, records, and 
other information relevant to your 
claim; 


(vi) if an adverse determination is 
based on an internal rule, guidance, 
protocol, or other similar criteria, an 
explanation of those criteria or a 
statement that the criteria will be 
provided to you free of charge upon 
request; 


(vii) if the adverse determination is 
based on a medical necessity or 
experimental treatment limit or 
exclusion, an explanation of the 
scientific or clinical judgment on 
which such decision is based, or a 
statement that such explanation will 
be provided free of charge upon 
request of such person or persons) 
who conducted the initial claim 
determination.  The Plan fiduciary 
will provide an independent full and 
fair review of your claim and shall not 
give any deference or weight to the 
initial adverse determination. You 
will receive a written notice of the 
decision on review. 


(c) How to Appeal a Denied Group Health 
Plan Claim.  If your claim is denied, you (or 
your attorney or other person authorized 
by you act on your behalf) will have 180 
days following the date you receive written 
notice of the denial in which to appeal your 
claim.  A failure to timely file an appeal 
request will constitute a waiver of your 
right to request a review of the denial of 
your claim.  Unless you are appealing the 
denial of an Urgent Care Claim, your 


request for review should be made in 
writing. If you are requesting review of an 
Urgent Care Claim, you may request review 
orally or by facsimile.  A request for review 
should contain your name and address, the 
date you received notice your claim was 
denied, and your reason(s) for disputing the 
denial.  You may submit written comments, 
documents, records, and other information 
relating to your claim. If you request, you 
will be provided, free of charge, reasonable 
access to, or copies of, all documents, 
records, and other information relevant to 
the claim.  


The period of time for the Plan to review 
your appeal request and to notify you of its 
decision depends on the type of claim as 
follows: 


Urgent Care Claim – 72 hours; you 
will be notified orally and written 
notice will be provided within three 
days. 


Pre-Service Claim – 15 days. 


Post-Service Claim – 30 days. 


The review will take into account all 
comments, documents, records, and other 
information you submit relating to your 
claim, without regard to whether such 
information was submitted or considered in 
the initial claim determination.  The review 
will be conducted by a Plan fiduciary other 
than the person or persons (or subordinate 
of such person or persons) who conducted 
the initial claim determination.  The Plan 
fiduciary will provide an independent full 
and fair review of your claim and shall not 
give any deference or weight to the initial 
adverse determination. You will receive a 
written notice of the decision on review. 
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Timetable for Group Health Plan Claims 


Time Limit Urgent  
Care 


Pre- 
Service 


Post-
Service 


To make initial claim determination 72 hours 15 days 30 days 


Extension (with proper notice and if delay is due to 
matters beyond Plan’s control) None 15 days 15 days 


To request missing information from claimant  24 hours 5 days 30 days 


For claimant to provide missing information 48 hours 45 days 45 days 


For claimant to request extension of course of treatment  24 hours* 15 days* N/A 
*before expiration of previously approved course of treatment 


 


Special Rules for Disability Claims 
A disability claim is a claim that requires the 
Plan to determine if you are disabled for 
purposes of eligibility for disability benefits 
under a Component Benefit Plans.  The Plan 
will notify you of its determination within 
45 days after its receipt of your claim.  This 
period can be extended for two additional 
30-day periods (up to a total of 105 days) if 
a decision cannot be made because of 
circumstances beyond the control of the 
Plan Administrator.  You may appeal the 
Plan’s determination within 180 days 
following receipt of an adverse 
determination. The Plan will notify you of 
its determination on review within 45 days 
and in accordance with the procedures set 
forth in paragraph (b) under the heading 
“General Claims Procedure.” 


Coverage While on 
Leave of Absence 
Family and Medical Leave Act Coverage 
The Family and Medical Leave Act (“FMLA”) 
of 1993 generally applies to employers with 
50 or more employees.  Where applicable it 
provides certain rights and options relating 
to your health plan coverage.  Generally, 
this law requires covered employers to 


provide up to 12 weeks of unpaid, job-
protected leave to eligible employees.  Such 
family leave is allowed for the following 
reasons: incapacity due to pregnancy, 
prenatal medical care, or child birth; care 
for the employee’s child after birth or 
placement for adoption or foster care; care 
for the employee’s spouse, child or parent 
who has a serious health condition; or a 
serious health condition that makes the 
employee unable to perform the 
employee’s job.  


In 2008 the FMLA was expanded regarding 
an eligible employee’s parents or 
immediate family members being called to 
active military duty status or in active 
military duty: first, the events for triggering 
family leave now include “qualifying 
exigencies” of covered service members. 
(See your Employer for details.) Second, 
with respect to care for covered service 
members with a serious injury or illness, 
eligible employees can take up to 26 weeks 
of job-protected leave in a single 12-month 
period.  


If you are eligible and chose to take FMLA 
leave, your employer must maintain your 
health coverage under any “group health 
plan” on the same terms as if you had 
continued to work.  Any changes to the 
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group health plan during the time you are 
on FMLA leave apply to you.  Your employer 
must also provide you with notice of any 
opportunity to change plans or benefits 
during your FMLA leave period. 


Depending on your payment of plan 
premiums, you may be required to continue 
to pay premiums during FMLA leave.  If you 
are 30 or more days late in making payment 
and your employer has given you written 
notice at least 15 days in advance advising 
that coverage will cease if payment is not 
received, you are no longer covered, but 
upon your return to employment, the 
employer is required to restore your 
coverage.  However, if you take FMLA leave 
and do not return to work after leave for a 
reason other than medical necessity, then 
you may required to reimburse your 
employer for the payments made for your 
coverage during your leave. 


You have the right to choose not to retain 
health coverage during FMLA leave.  Upon 
return from FMLA leave, most employees 
must still be restored to their original or 
equivalent positions with equivalent pay, 
benefits, and other employment terms.  
Use of FMLA leave cannot result in the loss 
of any employment benefits that accrued 
prior to the start of your leave.  In addition, 
your employer cannot require you to meet 
any qualification requirements imposed by 
the plan, including new waiting periods or 
passing a medical exam to be reinstated.   


If you drop health coverage during your 
FMLA leave, any days without health 
coverage while on leave will not count 
toward a 63-day break in coverage relating 
to another health plan.  In addition, if you 
do not return from leave, the 30-day period 
to request special enrollment in another 
plan will not start before your FMLA leave 
ends.  Therefore, if you apply for other 
health coverage, you should tell your plan 
administrator or health insurer about any 
prior FMLA leave.   


Coverage provided under FMLA is not 
COBRA coverage, and FMLA leave is not a 
qualifying event under COBRA. A COBRA 
qualifying event may occur, however, when 
an Employer's obligation to maintain health 
benefits under FMLA ceases, such as if you 
notify the Employer of your intent not to 
return to work. 


Military Service Leave (USERRA 
Coverage) 
Any Participant covered under the 
Uniformed Services Employment and 
Reemployment Rights Act of 1994 
(“USERRA”), shall continue to participate 
and be eligible to receive benefits under the 
Plan in accordance with USERRA rules and 
regulations. 


If you were covered under this Plan 
immediately prior to taking a leave for 
Service in the Uniformed Services, you may 
elect to continue your coverage under 
USERRA for up to 24 months from the date 
your leave for uniformed service begins, if 
you pay any required contributions toward 
the cost of the coverage during the leave.  
This USERRA continuation coverage will end 
earlier if one of the following events takes 
place: 


1) You fail to make a premium 
payment within the required time; 


2) You fail to report to work or to 
apply for reemployment within the 
time period required by USERRA 
following the completion of your 
service; or 


3) You lose your rights under USERRA, 
for example, as a result of a 
dishonorable discharge. 


If the leave is 30 days or less, your 
contribution amount will be the same as for 
active employees.  If the leave is longer 
than 30 days, the required contribution will 
not exceed 102% of the cost of coverage.  
Coverage continued under this provision 
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run concurrently with coverage described 
below under the section entitled “Other 
Continuation/Conversion Privilege.” 


If your coverage under the Plan terminated 
because of your Service in the Uniformed 
Services, you coverage will be reinstated on 
the first day you return to employment if 
you are released under honorable 
conditions and you return to employment 
within the time period(s) required by 
USERRA. 


Federal Rights of 
Individuals under 
Health Plans  
Benefits for Adopted Children 
If the group health plan provides coverage 
for dependent children, the Employer group 
health plan will extend benefits to 
dependent children placed with a 
Participant for adoption under the same 
terms and conditions as apply in the case of 
dependent children who are natural 
children of Participants. 


Children’s Health Insurance Program 
Reconciliation Act 
The Children’s Health Insurance Program 
(“CHIP”) was created in 1997 to provide 
affordable health coverage to certain 
individuals and their dependents who are 
not eligible for Medicaid yet cannot get 
private coverage.  In 2009, CHIP was 
renewed through the end of 2013 and its 
scope was expanded.  In the case of group 
health plans, an amendment to CHIP 
designated “CHIPRA” allows states to 
subsidize premiums for employer-provided 
group health coverage for eligible 
employees and their dependents.  It also 
allows for a special enrollment period under 
group health plans in case of termination of 
Medicaid or CHIP coverage. Each state in 


which an employee resides will choose 
whether it will implement this optional 
subsidy.   


Generally, if you are eligible, you may be 
able to enroll in the employer’s group 
health plan within 60 days of losing 
coverage under the Medicaid or CHIP plan 
or within 60 days of becoming eligible for 
premium assistance under the Medicaid or 
CHIP plan.  Find out if your state has CHIP 
and/or Medicaid available, and speak with 
your Plan Administrator for further details.  
Attached, as Appendix B, is a chart with 
more contact information. 


COBRA Rights 
Employers who employ 20 or more 
employees are subject to the group health 
plan continuation provisions of 
Consolidated Omnibus Budget 
Reconciliation Act of 1985 (“COBRA”).  
Generally, where COBRA applies, if you or 
your eligible family members’ group health 
plan coverage ceases because of certain 
“qualifying events” specified in COBRA 
(such as termination of employment, 
reduction in hours, divorce, death, or a 
child’s ceasing to meet the definition of 
dependent), then you or your eligible family 
members may have the right to purchase 
continuation coverage for a temporary 
period of time.   


Genetic Information 
Nondiscrimination Act 
In 2009, the Genetic Information 
Nondiscrimination Act (“GINA”) was passed 
by the Congress.  It states that health 
benefit plans may not discriminate on the 
basis of genetic information with respect to 
eligibility, premiums and contributions. In 
this regard, GINA generally prohibits private 
employers with more than 15 employees 
from the collection or use of genetic 
information (including family medical 
history information) by an employer, health 
plan, or “business associate” of the 
employer.  One exception to this rule is that 
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a minimum amount of genetic testing 
results may be used if necessary to make a 
determination regarding a claims payment. 


You should be aware that where GINA 
applies genetic information is treated as 
protected health information (“PHI”) under 
another federal law called “HIPAA”.  The 
plan must provide that an employer cannot 
request or require that you reveal whether 
you have had genetic testing. Neither can 
your employer require you to undergo a 
genetic test.  An employer cannot use 
genetic information to set contribution 
rates or premiums.   


HIPAA Privacy Rule 
Information you provide for purposes of a 
health plan sponsored by the Employer may 
be PHI under Privacy Standards established 
under the Health Insurance Portability and 
Accountability Act (“HIPAA”).  Where HIPAA 
applies, such plan will be operated in 
accordance with such law and laws that 
affect this law such as GINA, which makes it 
clear that genetic information is also PHI.  
Your HIPAA privacy rights are described in a 
notice set forth in Appendix C.  If you have 
questions about this law, you should 
contact the Plan Administrator. 


Mental Health Parity Act 
The Paul Wellstone and Pete Domenici 
Mental Health Parity and Addiction Equity 
Act of 2008 (“MHPAEA”) generally applies 
to employers that employ 50 or more 
employees and its health plan provides for 
mental health and substance abuse 
benefits.  (Thus, if your Plan does not 
currently offer any mental health or 
substance abuse benefits, then MHPAEA 
does not apply.)  These group health plans 
must cover mental health and substance 
abuse services in a manner equal to their 
coverage of predominant medical and 
surgical services.  


Financial and treatment limits for mental 
health/substance abuse, such as 


deductibles, co-payments, co-insurance and 
out-of-pocket expenses, days of coverage, 
limited networks for services, and other 
similar limits on  dollars, scope, or duration 
of treatment may not be substantially more 
limited than for medical/surgical benefits 
provided.  For example, a plan may not 
apply separate deductibles for treatment 
related to mental health or substance use 
disorders and medical or surgical benefits—
they must be calculated as one limit. 


Michelle’s Law 
Many health plans extend health benefits of 
an employee where they have dependent 
full-time college students under a certain 
age.  In such a case, a certification of 
student status may be required by your 
employer for continued coverage under the 
heath plan.  Due to a recent law known as 
Michelle’s Law, group health plans must 
provide extended coverage to dependents 
of any Participant who as full-time students 
in postsecondary educational institutions 
would otherwise lose coverage because of 
taking medically necessary leave due to a 
serious illness or injury.  


If you have a dependent who is a full-time 
student with a serious illness or injury, that 
dependent may be eligible for protection 
until Michelle’s Law.  Your employer may 
require you to provide written certification 
of the condition from the child's treating 
physician in order for your child to be 
eligible.   


If your child is deemed eligible under 
Michelle’s Law, extension of coverage is 
required for up to 12 months or, if earlier, 
the date the coverage would otherwise end 
under the Component Benefit Plan.   


Newborns’ and Mothers’ Health 
Protection Act 
Group health plans generally may not, 
under Federal law, restrict benefits for any 
hospital length of stay in connection with 
childbirth for the mother or newborn child 
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to less than 48 hours following a normal 
vaginal delivery, or less than 96 hours 
following a cesarean section.  However, 
Federal law generally does not prohibit the 
mother’s or newborn’s attending provider, 
after consulting with the mother, from 
discharging the mother or her newborn 
earlier than the above periods.  In any case, 
such plans and issuers may not, under 
Federal law, require that a provider obtain 
authorization from the plan or the 
insurance issuer for prescribing a length of 
stay not in excess of the above periods.  


Qualified Medical Child Support Orders 
The Employer’s group health plans will 
provide benefits as required by any 
qualified medical child support order 
(“QMCSO”), in accordance with ERISA. The 
Employer has established detailed 
procedures for determining whether an 
order qualifies as a QMCSO.  Participants’ 
spouses and beneficiaries can obtain, 
without charge, a copy of such procedures 
from the Plan Administrator. 


Women’s Health and Cancer Rights Act 
The Women’s Health and Cancer Rights Act 
of 1998 (“WHCRA”) requires that health 
plans offering medical and surgical benefits 
in connection with a mastectomy also 
provide coverage in a manner determined 
in consultation with the attending physician 
and the patient for (a) all stages of 
reconstruction of the breast on which the 
mastectomy was performed; (b) surgery 
and reconstruction of the other breast to 
provide symmetrical appearance; (c) 
prostheses; and (d) treatment of physical 
complications of the mastectomy, including 
lymphedema.  Where this law applies, these 
benefits will be provided subject to the 
same deductibles and coinsurance 
applicable to other medical and surgical 
benefits provided under the applicable 
Component Benefit Plan identified in 
Appendix A.  Call your Plan Administrator 
for more information. 


Employer’s Rights 
under the Plan 
Employer’s Right to Change or End the 
Plan 
The Employer reserves the right to 
terminate, suspend, withdraw, amend or 
modify the Plan, or any Component Benefit 
Plan, in whole or in part at any time. 


Employer’s Right to Interpret the Plan 
The Employer has the right to appoint the 
Plan Administrator of the Plan.  The Plan 
Administrator has discretion to interpret 
the provisions of the Plan and any 
Component Benefit Plan. The Plan 
Administrator’s interpretations and 
decisions are conclusive and binding on all 
Plan Participants.  


Other Continuation / 
Conversion Privilege 
You may be eligible for continuation of 
coverage under a COBRA-type continuation 
of coverage arrangement mandated in the 
state to which your coverage applies (for 
example, California, New York, etc.).  The 
availability of this continuation coverage 
and the rules concerning eligibility should 
be set forth in the policy of the insurance 
company allowing the continuation of 
coverage.  Since the time period for 
exercising your right to elect continuation 
of coverage may be limited, you should 
inquire with your applicable insurance 
company as soon as possible once you are 
no longer eligible for a component benefit 
under this plan. 


Also, when you are no longer eligible under 
the Plan, (either as an active Participant or 
as a qualified beneficiary receiving 
continuation coverage) you may be eligible 
to obtain an individual conversion policy for 
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one or more of your insured benefits.  The 
availability of this conversion coverage and 
the rules concerning your eligibility should 
be set forth in the policy of the insurance 
company allowing the conversion privilege.  
Since the time period for exercising your 
conversion privileges may be limited, you 
should inquire with your applicable 
insurance company as soon as possible 
once you are no longer eligible for a 
component benefit under this plan. 


ERISA Rights 
You are entitled to certain rights and 
protections under ERISA. ERISA provides 
that Plan Participants are entitled to: 


• Examine, without charge, at the Plan 
Administrator’s office and at other 
specified locations, such as worksites, 
all documents governing the Plan, 
including any applicable insurance 
contracts and a copy of the latest 
annual report (Form 5500 Series) 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 any applicable 
insurance contracts, and copies of the 
latest annual report (Form 5500 Series) 
and updated Summary Plan Description.  
The administrator may make a 
reasonable charge for the copies. 


• Receive a summary of the Plan’s annual 
financial report (Form 5500), if any is 
required by ERISA to be prepared.  
Where the annual financial report must 
be prepared, the Plan Administrator is 
required by law to furnish each 


Participant with a copy of this Summary 
Annual Report. 


• Continue health care coverage for 
yourself 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 the Summary Plan 
Description and the documents 
governing the group health plans for 
the rules governing your COBRA 
continuation coverage rights. 


• Reduction or elimination of 
exclusionary periods of coverage for 
preexisting conditions under your group 
health plans, if you have creditable 
coverage from another plan.  You 
should be provided a certificate of 
creditable coverage, free of charge, 
from your group health plan or health 
insurance issuer when you lose 
coverage under a plan, when you 
become entitled to elect COBRA 
continuation coverage, when your 
COBRA continuation coverage ceases, if 
you request it before losing coverage, 
or if you request it up to 24 months 
after losing coverage. Without evidence 
of creditable coverage, you may be 
subject to a pre-existing condition 
exclusion for 12 months (18 months for 
late enrollees) after your enrollment 
date in your coverage. 


In addition to creating rights for Plan 
Participants, ERISA imposes 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 the interest of you and 
other Plan Participants and beneficiaries.   


No one, including your employer or any 
other person, may fire you or otherwise 
discriminate against you in any way to 
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prevent you from obtaining health benefits 
or exercising your rights under ERISA. 


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 
copies of documents relating to the 
decision without charge, and to appeal any 
denial, all within certain time schedules. 


• Under ERISA there are steps you can 
take to enforce the above rights.  For 
instance, if you request a copy of Plan 
documents or the latest annual report 
(Form 5500), if any is required to be 
prepared, 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 you up to $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, 
and if you have exhausted the claims 
procedures available to you under the 
Plan (discussed under the heading 
Claims Procedure), you may file suit in a 
state or Federal court.  In addition, if 
you disagree with the Plan’s decision or 
lack thereof concerning the qualified 
status of a qualified domestic relations 


order or a medical child support order, 
you may file suit in 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 sued to 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. 


If you have any questions about your 
benefits or the 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 Area Office of the Employee 
Benefits Security Administration (EBSA), 
U.S. Department of Labor, listed in your 
telephone directory or the Division of 
Technical Assistance and Inquiries, 
Employee Benefits Security Administration 
(EBSA), U.S. Department of Labor, 200 
Constitution Avenue, N.W., Washington, DC 
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. 
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Appendix A: 
Component Benefit 
Plans  
The information below is effective January 
1, 2011, unless otherwise indicated below. 


Component Benefit Plans Offered 
Under the Plan 
Below is a list of each Component Benefit 
Plan and the eligibility and participation 
requirements of those plans.  Also listed is 
the name of the Insurance Company or 
Administrator that processes claims, the 
address for filing claims and the telephone 


number to call for questions regarding 
claims procedures and forms.  


Generally, unless otherwise indicated 
below, an eligible Employee with respect to 
the Plan is any regular common-law 
employee of the Employer who is not a 
leased employee or a temporary employee 
and is eligible to participate in and receive 
benefits under one or more of the 
Component Benefit Plans.  Student 
employees are excluded from all 
Component Benefit Plans.  To determine 
whether an Employee is eligible to 
participate in a Component Benefit Plan, 
please read the eligibility information below 
for the applicable Component Benefit Plan. 
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Component Benefit Plans Funded Through Insurance 


Plan / 
Plan Type 


Who Is 
Eligible 


Contribution 
Source 


When 
Participation 


Begins* 


When 
Participation 
Terminates* 


 *Note: Additional rules may apply 
per insurance documents attached. 


Health (EPO) 
(Aetna) 
 
(Attachment 1) 


Any faculty 
member who 
teaches at least 
half-time (two 
courses) for a full 
academic year, 
and staff 
employees who 
work 21 or more 
hours per week for 
at least 9 months 
of the academic 
year 
 
Phased Retirement 
employees: 
tenured faculty 
member age 62 or 
older with 10 or 
more years of 
service with Sarah 
Lawrence College 


Employer and 
Employee 


1st day of the 
month coinciding 
with or following 
date of hire 
 
Phased Retirement 
employees: when 
Phased Retirement 
begins 


End of month 
following date 
employment 
with eligible 
status ends 
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Component Benefit Plans Funded Through Insurance 


Plan / 
Plan Type 


Who Is 
Eligible 


Contribution 
Source 


When 
Participation 


Begins* 


When 
Participation 
Terminates* 


 *Note: Additional rules may apply 
per insurance documents attached. 


Health (PPO) 
(Aetna) 
 
(Attachment 2) 


Any faculty 
member who 
teaches at least 
half-time (two 
courses) for a full 
academic year, 
and staff 
employees who 
work 21 or more 
hours per week for 
at least 9 months 
of the academic 
year 
 
Phased Retirement 
employees: 
tenured faculty 
member age 62 or 
older with 10 or 
more years of 
service with Sarah 
Lawrence College 


Employer and 
Employee 


1st day of the 
month coinciding 
with or following 
date of hire  
 
Phased Retirement 
employees: when 
Phased Retirement 
begins 


End of month 
following date 
employment 
with eligible 
status ends 
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Component Benefit Plans Funded Through Insurance 


Plan / 
Plan Type 


Who Is 
Eligible 


Contribution 
Source 


When 
Participation 


Begins* 


When 
Participation 
Terminates* 


 *Note: Additional rules may apply 
per insurance documents attached. 


Dental (Freedom 
of Choice - DMO) 
(Aetna) 
 
(Attachment 3A) 


Any faculty 
member who 
teaches at least 
half-time (two 
courses) for a full 
academic year, 
and staff 
employees who 
work 21 or more 
hours per week for 
at least 9 months 
of the academic 
year 
 
Phased Retirement 
employees: 
tenured faculty 
member age 62 or 
older with 10 or 
more years of 
service with Sarah 
Lawrence College 


Employee 
 


1st day of the 
month coinciding 
with or following 
date of hire 
 
Phased Retirement 
employees: when 
Phased Retirement 
begins 


End of month 
following date 
employment 
with eligible 
status ends 
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Component Benefit Plans Funded Through Insurance 


Plan / 
Plan Type 


Who Is 
Eligible 


Contribution 
Source 


When 
Participation 


Begins* 


When 
Participation 
Terminates* 


 *Note: Additional rules may apply 
per insurance documents attached. 


Dental (Freedom 
of Choice – PPO) 
(Aetna) 
 
(Attachment 3B) 


Any faculty 
member who 
teaches at least 
half-time (two 
courses) for a full 
academic year, 
and staff 
employees who 
work 21 or more 
hours per week for 
at least 9 months 
of the academic 
year 
 
Phased Retirement 
employees: 
tenured faculty 
member age 62 or 
older with 10 or 
more years of 
service with Sarah 
Lawrence College 


Employee 
 


1st day of the 
month coinciding 
with or following 
date of hire 
 
Phased Retirement 
employees: when 
Phased Retirement 
begins 


End of month 
following date 
employment 
with eligible 
status ends 
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Component Benefit Plans Funded Through Insurance 


Plan / 
Plan Type 


Who Is 
Eligible 


Contribution 
Source 


When 
Participation 


Begins* 


When 
Participation 
Terminates* 


 *Note: Additional rules may apply 
per insurance documents attached. 


Dental (Freedom 
of Choice – 
Comprehensive) 
(Aetna) 
 
(Attachment 3C) 


Any faculty 
member who 
teaches at least 
half-time (two 
courses) for a full 
academic year, 
and staff 
employees who 
work 21 or more 
hours per week for 
at least 9 months 
of the academic 
year 
 
Phased Retirement 
employees: 
tenured faculty 
member age 62 or 
older with 10 or 
more years of 
service with Sarah 
Lawrence College 


Employee 
 


1st day of the 
month coinciding 
with or following 
date of hire 
 
Phased Retirement 
employees: when 
Phased Retirement 
begins 


End of month 
following date 
employment 
with eligible 
status ends 
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Component Benefit Plans Funded Through Insurance 


Plan / 
Plan Type 


Who Is 
Eligible 


Contribution 
Source 


When 
Participation 


Begins* 


When 
Participation 
Terminates* 


 *Note: Additional rules may apply 
per insurance documents attached. 


Dental (PPO) 
(Aetna) 
 
(Attachment 3D) 


Any faculty 
member who 
teaches at least 
half-time (two 
courses) for a full 
academic year, 
and staff 
employees who 
work 21 or more 
hours per week for 
at least 9 months 
of the academic 
year 
 
Phased Retirement 
employees: 
tenured faculty 
member age 62 or 
older with 10 or 
more years of 
service with Sarah 
Lawrence College 


Employee 
 


1st day of the 
month coinciding 
with or following 
date of hire 
 
Phased Retirement 
employees: when 
Phased Retirement 
begins 


End of month 
following date 
employment 
with eligible 
status ends 
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Component Benefit Plans Funded Through Insurance 


Plan / 
Plan Type 


Who Is 
Eligible 


Contribution 
Source 


When 
Participation 


Begins* 


When 
Participation 
Terminates* 


 *Note: Additional rules may apply 
per insurance documents attached. 


Dental (Freedom 
of Choice – DMO 
New Jersey) 
(Aetna) 
 
(Attachment 3E) 


Any faculty 
member who 
teaches at least 
half-time (two 
courses) for a full 
academic year, 
and staff 
employees who 
work 21 or more 
hours per week for 
at least 9 months 
of the academic 
year 
 
 
Phased Retirement 
employees: 
tenured faculty 
member age 62 or 
older with 10 or 
more years of 
service with Sarah 
Lawrence College 


Employee 
 


1st day of the 
month coinciding 
with or following 
date of hire 
 
Phased Retirement 
employees: when 
Phased Retirement 
begins 


End of month 
following date 
employment 
with eligible 
status ends 
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Component Benefit Plans Funded Through Insurance 


Plan / 
Plan Type 


Who Is 
Eligible 


Contribution 
Source 


When 
Participation 


Begins* 


When 
Participation 
Terminates* 


 *Note: Additional rules may apply 
per insurance documents attached. 


Vision 
(VSP) 
 
(Attachment 4) 


Any faculty 
member who 
teaches at least 
half-time (two 
courses) for a full 
academic year, 
and staff 
employees who 
work 21 or more 
hours per week for 
at least 9 months 
of the academic 
year 
 
Phased Retirement 
employees: 
tenured faculty 
member age 62 or 
older with 10 or 
more years of 
service with Sarah 
Lawrence College 


Employee 1st day of the 
month coinciding 
with or following 
date of hire 
 
Phased Retirement 
employees: when 
Phased Retirement 
begins 


End of month 
following date 
employment 
with eligible 
status ends 
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Component Benefit Plans Funded Through Insurance 


Plan / 
Plan Type 


Who Is 
Eligible 


Contribution 
Source 


When 
Participation 


Begins* 


When 
Participation 
Terminates* 


 *Note: Additional rules may apply 
per insurance documents attached. 


Life (with AD&D) 
(Hartford) 
 
(Attachment 5) 


Any faculty 
member who 
teaches at least 
half-time (two 
courses) for a full 
academic year, 
and staff 
employees who 
work 21 or more 
hours per week for 
at least 9 months 
of the academic 
year 
 
Phased Retirement 
employees: 
tenured faculty 
member age 62 or 
older with 10 or 
more years of 
service with Sarah 
Lawrence College 


Employer 1st day of the 
month coinciding 
with or following 3 
months of 
employment 
 
Phased Retirement 
employees: when 
Phased Retirement 
begins 


End of month 
following date 
employment 
with eligible 
status ends 


Long-term 
Disability 
(Hartford) 
 
(Attachment 6) 


Any faculty 
member who 
teaches at least 
half-time (two 
courses) for a full 
academic year, 
and staff 
employees who 
work 21 or more 
hours per week for 
at least 9 months 
of the academic 
year 


Employer 1st day of the 
month coinciding 
with or following 3 
months of 
employment 


End of month 
following date 
employment 
with eligible 
status ends 
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Component Benefit Plans Funded Through Insurance 


Plan / 
Plan Type 


Who Is 
Eligible 


Contribution 
Source 


When 
Participation 


Begins* 


When 
Participation 
Terminates* 


 *Note: Additional rules may apply 
per insurance documents attached. 


Cancer 
(Aflac) 
 
(Attachment 7) 


Any faculty 
member who 
teaches at least 
half-time (two 
courses) for a full 
academic year, 
and staff 
employees who 
work 21 or more 
hours per week for 
at least 9 months 
of the academic 
year 


Employee 1st day of the 
month coinciding 
with or following 
date of hire 


Coverage is 
portable; 
otherwise, end 
of month 
following date 
employment 
with eligible 
status ends 


 


Self-Funded Component Benefit Plans 


Plan/ 
Plan Type 


Who Is 
Eligible 


Contribution 
Source 


When 
Participation 


Begins* 


When 
Participation 
Terminates* 


 *Note: Additional rules may apply 
per documents attached. 


Health Flexible 
Spending Account 
 
(Attachment 8) 


All employees Employee Can elect within 30 
days of date of hire 
or January 1 


End of month 
following date 
employment 
with eligible 
status ends 


Employee 
Assistance 
Program 
 
(Attachment 9) 


All employees Employer Date of hire Date 
employment 
with eligible 
status ends 
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Funding Arrangements 


Insurance Company Component Benefit Plan  


Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, Connecticut 06156 
(860) 273-0123 


Health (EPO) 
Health (PPO) 
Dental 


Vision Service Plan Insurance Company 
3333 Quality Drive 
Rancho Cordova, CA 95670 
(800) 877-7195 


Vision 


The Hartford 
Group Benefits Division, Customer Service 
P.O. Box 2999 
Hartford, CT 06104-2999 
(800) 523-2233 


Life (with AD&D) 
Long-term Disability 


Aflac, Inc. 
1932 Wynnton Road 
Columbus, Georgia 31999  
(800) 992-3522 


Cancer 


 


Trustee 


Trustee Component Benefit Plan 


NONE  
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Cafeteria Plan 


Cafeteria Plan Component Benefit Plans Funded Through 
Cafeteria Plan 


Administered By: 
Sarah Lawrence College 
1 Mead Way 
Bronxville, New York  10708 
(914) 337-0700 
 
Aflac, Inc. 
1932 Wynnton Road 
Columbus, Georgia 31999 
(800) 992-3522 


Health (EPO) 
Health (PPO) 
Dental 
Vision 
Cancer 
Health Flexible Spending Account 


 


Named Fiduciary Other than the Employer (For Self-Funded Only) 


Named Fiduciary Other than the Employer Component Benefit Plan 


NONE  


 


Other Third-Party Administrators 


Company Component Benefit Plan 


The Wellness Corporation 
512 West Main Street 
Shrewsbury, MA 01545 
(800) 828-6025 


Employee Assistance Program 
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Appendix B: CHIPRA 
Notice  


Medicaid and the Children’s Health 
Insurance Program (CHIP)  


Offer Free or Low-Cost Health Coverage to 
Children and Families 


If you are eligible for health coverage from 
your employer, but are unable to afford the 
premiums, some States have premium 
assistance programs that can help pay for 
coverage.  These States use funds from 
their Medicaid or CHIP programs to help 
people who are eligible for employer-
sponsored health coverage, but need 
assistance in paying their health premiums.  


If you or your dependents are already 
enrolled in Medicaid or CHIP and you live in 
a State listed below, you can contact your 
State Medicaid or CHIP office to find out if 
premium assistance is available.   


If you or your dependents are NOT 
currently enrolled in Medicaid or CHIP, and 
you think you or any of your dependents 
might be eligible for either of these 
programs, you can contact your State 
Medicaid or CHIP office or dial 1-877-KIDS 
NOW or www.insurekidsnow.gov to find 
out how to apply.  If you qualify, you can 
ask the State if it has a program that might 
help you pay the premiums for an 
employer-sponsored plan.   


Once it is determined that you or your 
dependents are eligible for premium 
assistance under Medicaid or CHIP, your 
employer’s health plan is required to permit 
you and your dependents to enroll in the 
plan – as long as you and your dependents 
are eligible, but not already enrolled in the 
employer’s plan.  This is called a “special 
enrollment” opportunity, and you must 
request coverage within 60 days of being 
determined eligible for premium 
assistance.   


If you live in one of the following States, 
you may be eligible for assistance paying 
your employer health plan premiums.  The 
following list of States is current as of 
November 3, 2010.  You should contact 
your State for further information on 
eligibility -  


ALABAMA – Medicaid 
Website: 
http://www.medicaid.alabama.gov  
Phone: 1-800-362-1504 


ALASKA – Medicaid 
Website: 
http://health.hss.state.ak.us/dpa/progra
ms/medicaid/  
Phone (Outside of Anchorage): 1-888-
318-8890 
Phone (Anchorage): 907-269-6529 


ARIZONA – CHIP 
Website: 
http://www.azahcccs.gov/applicants/def
ault.aspx  
Phone (In state): 1-877-764-5437 


ARKANSAS – CHIP 
Website: http://www.arkidsfirst.com/  
Phone: 1-888-474-8275 


CALIFORNIA – Medicaid 
Website: 
http://www.dhcs.ca.gov/services/Pages/
TPLRD_CAU_cont.aspx   
Phone: 1-866-298-8443 


COLORADO – Medicaid and CHIP 
Medicaid Website: 
http://www.colorado.gov/  
Medicaid Phone (In state): 1-800-866-
3513 
Medicaid Phone (Out of state): 1-800-
221-3943 
CHIP Website: http:// www.CHPplus.org  
CHIP Phone: 303-866-3243 



http://www.medicaid.alabama.gov/

http://health.hss.state.ak.us/dpa/programs/medicaid/

http://health.hss.state.ak.us/dpa/programs/medicaid/

http://www.azahcccs.gov/applicants/default.aspx

http://www.azahcccs.gov/applicants/default.aspx

http://www.arkidsfirst.com/

http://www.dhcs.ca.gov/services/Pages/TPLRD_CAU_cont.aspx

http://www.dhcs.ca.gov/services/Pages/TPLRD_CAU_cont.aspx

http://www.colorado.gov/

http://www.chpplus.org/
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FLORIDA – Medicaid 
Website: 
http://www.fdhc.state.fl.us/Medicaid/in
dex.shtml  
Phone: 1-866-762-2237 


GEORGIA – Medicaid 
Website: http://dch.georgia.gov/   
Click on Programs, then Medicaid 
Phone: 1-800-869-1150 


IDAHO – Medicaid and CHIP 
Medicaid Website: 
www.accesstohealthinsurance.idaho.gov   
Medicaid Phone: 1-800-926-2588 
CHIP Website: www.medicaid.idaho.gov.  
CHIP Phone: 1-800-926-2588 


INDIANA – Medicaid 
Website: 
http://www.in.gov/fssa/2408.htm  
Phone: 1-877-438-4479 


IOWA – Medicaid 
Website: www.dhs.state.ia.us/hipp/  
Phone: 1-888-346-9562 


KANSAS – Medicaid 
Website: https://www.khpa.ks.gov  
Phone: 800-766-9012 


KENTUCKY – Medicaid 
Website: 
http://chfs.ky.gov/dms/default.htm  
Phone: 1-800-635-2570 


LOUISIANA – Medicaid 
Website: 
http://www.lahipp.dhh.louisiana.gov  
Phone: 1-888-342-6207 


MAINE – Medicaid 
Website: 
http://www.maine.gov/dhhs/oms/  
Phone: 1-800-321-5557 


MASSACHUSETTS – Medicaid and CHIP 
Medicaid & CHIP Website: 
http://www.mass.gov/MassHealth  
Medicaid & CHIP Phone: 1-800-462-1120 


MINNESOTA – Medicaid 
Website: http://www.dhs.state.mn.us/  
Click on Health Care, then Medical 
Assistance 
Phone (Outside of Twin City area): 800-
657-3739 
Phone (Twin City area): 651-431-2670 


MISSOURI – Medicaid 
Website: 
http://www.dss.mo.gov/mhd/index.htm  
Phone: 573-751-6944 


MONTANA – Medicaid 
Website: 
http://medicaidprovider.hhs.mt.gov/clie
ntpages/clientindex.shtml  
Telephone: 1-800-694-3084 


NEBRASKA – Medicaid 
Website: 
http://www.dhhs.ne.gov/med/medindex
.htm  
Phone: 1-877-255-3092 


NEVADA – Medicaid and CHIP 
Medicaid Website:  http://dwss.nv.gov/  
Medicaid Phone:  1-800-992-0900 
CHIP Website: 
http://www.nevadacheckup.nv.org/  
CHIP Phone: 1-877-543-7669 


NEW HAMPSHIRE – Medicaid 
Website: 
www.dhhs.nh.gov/ombp/index.htm  
Phone: 603-271-4238 


NEW JERSEY – Medicaid and CHIP 
Medicaid Website: 
http://www.state.nj.us/humanservices/d
mahs/clients/medicaid/  
Medicaid Phone: 1-800-356-1561 
CHIP Website: 
http://www.njfamilycare.org/index.html  
CHIP Phone: 1-800-701-0710 



http://www.fdhc.state.fl.us/Medicaid/index.shtml

http://www.fdhc.state.fl.us/Medicaid/index.shtml

http://dch.georgia.gov/

http://www.accesstohealthinsurance.idaho.gov/

http://www.medicaid.idaho.gov/

http://www.in.gov/fssa/2408.htm

http://www.dhs.state.ia.us/hipp/

https://www.khpa.ks.gov/

http://chfs.ky.gov/dms/default.htm

http://www.lahipp.dhh.louisiana.gov/

http://www.maine.gov/dhhs/oms/

http://www.mass.gov/MassHealth

http://www.dhs.state.mn.us/

http://www.dss.mo.gov/mhd/index.htm

http://medicaidprovider.hhs.mt.gov/clientpages/clientindex.shtml

http://medicaidprovider.hhs.mt.gov/clientpages/clientindex.shtml

http://www.dhhs.ne.gov/med/medindex.htm

http://www.dhhs.ne.gov/med/medindex.htm

http://dwss.nv.gov/

http://www.nevadacheckup.nv.org/

http://www.dhhs.nh.gov/ombp/index.htm

http://www.state.nj.us/humanservices/dmahs/clients/medicaid/

http://www.state.nj.us/humanservices/dmahs/clients/medicaid/

http://www.njfamilycare.org/index.html
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NEW MEXICO – Medicaid and CHIP 
Medicaid Website: 
http://www.hsd.state.nm.us/mad/index.
html  
Medicaid Phone: 1-888-997-2583 
CHIP Website: 
http://www.hsd.state.nm.us/mad/index.
html  
Click on Insure New Mexico 
CHIP Phone: 1-888-997-2583 


NEW YORK – Medicaid 
Website: 
http://www.nyhealth.gov/health_care/m
edicaid/  
Phone: 1-800-541-2831 


NORTH CAROLINA – Medicaid 
Website:  http://www.nc.gov   
Phone:  919-855-4100 


NORTH DAKOTA – Medicaid 
Website: 
http://www.nd.gov/dhs/services/medica
lserv/medicaid/  
Phone: 1-800-755-2604 


OKLAHOMA – Medicaid 
Website: 
http://www.insureoklahoma.org  
Phone: 1-888-365-3742 


OREGON – Medicaid and CHIP 
Medicaid & CHIP Website: 
http://www.oregonhealthykids.gov  
Medicaid & CHIP Phone: 1-877-314-5678 


PENNSYLVANIA – Medicaid 
Website: 
http://www.dpw.state.pa.us/partnerspro
viders/medicalassistance/doingbusiness/
003670053.htm  
Phone: 1-800-644-7730 


RHODE ISLAND – Medicaid 
Website: www.dhs.ri.gov  
Phone: 401-462-5300 


SOUTH CAROLINA – Medicaid 
Website: http://www.scdhhs.gov  
Phone: 1-888-549-0820 


TEXAS – Medicaid 
Website: 
https://www.gethipptexas.com/  
Phone: 1-800-440-0493 


UTAH – Medicaid 
Website: 
http://health.utah.gov/medicaid/  
Phone: 1-866-435-7414 


VERMONT– Medicaid 
Website: http://ovha.vermont.gov/  
Telephone: 1-800-250-8427 


VIRGINIA – Medicaid and CHIP 
Medicaid Website:  
http://www.dmas.virginia.gov/rcp-
HIPP.htm  
Medicaid Phone:  1-800-432-5924 
CHIP Website: http://www.famis.org/  
CHIP Phone: 1-866-873-2647 


WASHINGTON – Medicaid 
Website:  
http://hrsa.dshs.wa.gov/premiumpymt/
Apply.shtm  
Phone:  1-800-562-3022 ext. 15473 


WEST VIRGINIA – Medicaid 
Website:  
http://www.wvrecovery.com/hipp.htm  
Phone:  304-342-1604 


WISCONSIN – Medicaid 
Website: 
http://dhs.wisconsin.gov/medicaid/publi
cations/p-10095.htm  
Phone: 1-800-362-3002 


WYOMING – Medicaid 
Website: 
http://www.health.wyo.gov/healthcarefi
n/index.html  
Telephone: 307-777-7531 



http://www.hsd.state.nm.us/mad/index.html

http://www.hsd.state.nm.us/mad/index.html

http://www.hsd.state.nm.us/mad/index.html

http://www.hsd.state.nm.us/mad/index.html

http://www.nyhealth.gov/health_care/medicaid/

http://www.nyhealth.gov/health_care/medicaid/

http://www.nc.gov/

http://www.nd.gov/dhs/services/medicalserv/medicaid/

http://www.nd.gov/dhs/services/medicalserv/medicaid/

http://www.insureoklahoma.org/

http://www.oregonhealthykids.gov/

http://www.dpw.state.pa.us/partnersproviders/medicalassistance/doingbusiness/003670053.htm

http://www.dpw.state.pa.us/partnersproviders/medicalassistance/doingbusiness/003670053.htm

http://www.dpw.state.pa.us/partnersproviders/medicalassistance/doingbusiness/003670053.htm

http://www.dhs.ri.gov/

http://www.scdhhs.gov/

https://www.gethipptexas.com/

http://health.utah.gov/medicaid/

http://ovha.vermont.gov/

http://www.dmas.virginia.gov/rcp-HIPP.htm

http://www.dmas.virginia.gov/rcp-HIPP.htm

http://www.famis.org/

http://hrsa.dshs.wa.gov/premiumpymt/Apply.shtm

http://hrsa.dshs.wa.gov/premiumpymt/Apply.shtm

http://www.wvrecovery.com/hipp.htm

http://dhs.wisconsin.gov/medicaid/publications/p-10095.htm

http://dhs.wisconsin.gov/medicaid/publications/p-10095.htm

http://www.health.wyo.gov/healthcarefin/index.html

http://www.health.wyo.gov/healthcarefin/index.html
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To see if any more States have added a 
premium assistance program since 
November 3, 2010, or for more information 
on special enrollment rights, you can 
contact either: 


U.S. Department of Labor  
Employee Benefits Security Administration 
www.dol.gov/ebsa  
1-866-444-EBSA (3272) 


U.S. Department of Health and Human 
Services 
Centers for Medicare & Medicaid Services 
www.cms.hhs.gov 
1-877-267-2323, Ext. 61565  


OMB Control Number 1210-0137 (expires 
09/30/2013)



http://www.dol.gov/ebsa

http://www.cms.hhs.gov/
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Appendix C: HIPAA 
Privacy Notice 
THIS NOTICE DESCRIBES HOW MEDICAL 
INFORMATION ABOUT YOU MAY BE USED 
AND DISCLOSED AND HOW YOU CAN 
OBTAIN ACCESS TO THIS INFORMATION.  
PLEASE REVIEW IT CAREFULLY. 
 
To persons enrolled in a health benefits 
component of the Sarah Lawrence College 
Wrap Welfare Benefits Plan (the “Plan”): 
 
The Plan is required by law to maintain the 
privacy of protected medical information 
and to provide covered individuals with 
notice of its legal duties and privacy 
practices with respect to protected medical 
information.  However, the Plan is 
permitted to use and disclose this 
information under the circumstances 
described in this notice. 
 
The Plan is required to abide by the terms 
of this notice until it is amended.  The Plan 
reserves the right to change the terms of 
this notice and to make the new notice 
provisions effective for all protected health 
information that it maintains.  All 
individuals covered under the Plan will 
receive a revised notice within 60 days of a 
material revision to the notice. 


In order for the Plan to pay for your covered 
medical expenses, the Plan and those 
administering the Plan must create or 
receive certain medical information about 
you.  This information may involve: 


• Payment activities such as billing and 
collection activities, eligibility 
determinations, adjudication of claims, 
precertification and utilization review, 
and coordination of benefits, or 


• Health care operation activities such as 
quality assessment, case management, 


subrogation or business management 
and general administrative activities, or 


• Treatment activities by your health care 
provider, such as providing information 
about other treatments you have 
received. 


 
By your enrolling in the Plan, you have 
agreed to allow the Plan and its 
administrators to create or use your 
medical information in order to perform 
these duties without your express 
authorization. The Plan may also disclose 
medical information about you without 
your authorization to business associates of 
the plan, such as the claims administrator 
who pays the claims or other professionals 
who perform services on behalf of the Plan.  
All disclosures made by the Plan of medical 
information for purposes of payment or 
health care operation activities shall be the 
minimum necessary to accomplish the 
intended purpose of the disclosure, and any 
business associate who receives the 
information must agree to keep it 
confidential. 
 
The Plan may be required to make available 
to the Department of Health and Human 
Services all books and records regarding the 
health information of covered persons if 
this information is requested for audit 
purposes.  You will not have to authorize 
this disclosure. 


The Plan may disclose information about 
your medical records to a medical 
professional treating you.  No authorization 
is necessary for this disclosure.  The law 
requires the Plan to make certain 
disclosures.  These include disclosures: 


• As necessary to comply with workers 
compensation or other similar 
programs. 


• As necessary for courts and law 
enforcement agencies.  Disclosures to a 
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law enforcement agency may occur if 
required by law (such as the occurrence 
of certain types of wounds) or if 
required by a court order or other legal 
process.  The Plan may also disclose 
medical information: for the purpose of 
identifying or locating a suspect, 
witness, fugitive or missing person; 
about a crime victim, if the victim 
agrees or emergency circumstances 
require disclosure without consent; 
about a person who has died if the 
nature of the death suggests that it may 
be the result of criminal conduct; or if 
there is evidence to suggest that a 
crime occurred on the premises. 


• As necessary for public health research 
and disclosure, including reporting of 
communicable diseases to the 
applicable authorities (who may contact 
exposed individuals) and workforce 
medical investigations. 


 
• As necessary to a health oversight 


agency for oversight activities 
authorized by law.  However, this will 
generally not include an investigation of 
a particular individual unless it involves 
receipt of health care, public health 
benefits or public benefits contingent 
on the individual’s health. 


 
• As necessary if disclosure is required by 


another law. 
 


The Plan may also be permitted or required 
to disclose medical information without 
your authorization under the following 
circumstances: 


• If authorized by law, to the proper 
authorities for purposes of reporting 
child abuse or domestic violence.  
Subject to certain restrictions, the Plan 
may also report this information to 
social services, but must generally 


inform the victim of the abuse that it is 
making the disclosure. 


• To people working for or with the Food 
and Drug Administration.  These 
disclosures may be necessary: to report 
adverse events with respect to food or 
dietary supplements, product defects 
(including use or labeling defects), or 
biological product deviations; for 
product tracking; to enable product 
recalls, repairs or replacements; or to 
conduct post marketing surveillance. 


• Upon your death, to a coroner, funeral 
director or to tissue or organ services, 
as necessary to permit them to perform 
their functions. 


 
• Under certain circumstances, for 


research purposes. 
 
• To prevent or lessen a serious threat to 


the health or safety of a person or the 
public. 


 
• If authorized by law, in connection with 


military matters or matters of national 
security and intelligence. 


 
In addition, the Plan may disclose medical 
information to the Plan Sponsor, Sarah 
Lawrence College (the “Employer”) under 
the following conditions: 


 
• The Employer may not use any such 


information for employment-related 
decisions. 


 
• The Employer may receive such 


information as the Plan documents 
allow. 


 
• You have the right to inspect the Plan 


documents allowing disclosures. 


Other uses and disclosures of your medical 
information will be made only with your 
written authorization and you may revoke 
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the authorization at any time, upon 
request. 


You have the right: 


• To request restrictions on certain uses 
and disclosures of your medical 
information.  The Plan does not have to 
agree with a requested restriction, but 
if the Plan does agree, then the Plan will 
abide by that restriction. 


• To receive your own confidential health 
information by alternative means or at 
alternative locations, if receipt of the 
information in the usual manner could 
endanger you.  You should contact the 
Employer’s Privacy Officer to request 
the alternative delivery.  You must 
include a statement that disclosure of 
the information in the usual manner 
could endanger you. 


• To inspect and copy your own health 
information, but exceptions apply to 
certain types of information.  If you 
request to see or copy your own health 
information from the Employer’s 
Privacy Officer and one of these 
exceptions apply, you will be given 
more information at that time, 
including the circumstances under 
which you may challenge the exception. 


• To amend your own health information 
when that information is incorrect. 


• To obtain an accounting of any 
disclosure of your confidential health 
information, other than disclosures for 
purposes of payment, health care 
operations or treatment, or disclosures 
made in accordance with your written 
authorization. 


In each case, you must make your request 
to the Privacy Officer, in writing.  Depending 
upon the nature of the request, you will be 
given more information at that time, 
including any exceptions to the rules that 
may apply to your case. 


Individuals may complain to the Employer 
and/or to the Secretary of Health and 
Human Services if they believe their privacy 
rights have been violated.  If you wish to file 
such a complaint, please contact the 
Employer’s Privacy Officer and you will be 
given information on how to proceed.  You 
may not be retaliated against by the Plan or 
the Employer for the complaint. The 
Department of Health and Human Services 
may be contacted in Washington, D.C. or 
listings may be found in local telephone 
directories. 


For further information contact Sarah 
Lawrence College, 1 Mead Way, Bronxville, 
New York, 10708. 
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