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First things first.
 
Is my doctor covered?
 
We believe a healthier experience begins with what matters 
most to you. And we have helpful tools like our online provider 
directory to help you find your doctor or hospital. 

   Just visit  www.aetnaindividualdocfind.com   
to find the doctors and hospitals you trust most. 

Aetna individual health benefits and health insurance plans are offered and/or underwritten by Aetna Health Inc. and/or Aetna Life Insurance 
Company (Aetna). Each insurer has sole financial responsibility for its own products. 
Aetna does not discriminate on the basis of race, color, national origin, disability, age, sex, gender  identity, sexual orientation or  health status in the  
administration of  the plan, including enrollment and benefit determinations. 

http://www.aetnaindividualdocfind.com


  

 

  

 
 

Thank you for your interest 
in Aetna individual health plans 
We know how important it is for you to make the right  
choice. Take a look at the information in this plan brochure.  
It contains important tips and tools that will help you along  
the way. If you have questions or want to talk, just call us. 

We’re here to help 

Call 1-844-829-8875. 

Aetna individual health benefits and health insurance plans are offered and/or underwritten by Aetna Health Inc. and/or 
Aetna Life Insurance Company (Aetna). Each insurer has sole financial responsibility for its own products. 
Aetna does not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, sexual orientation or health 
status in the administration of the plan, including enrollment and benefit determinations. 
63.44.326.1 A (9/16) 
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Focusing on what matters most 
We know there are few things more important than making the best choice for your  
health coverage. That’s why every benefits and insurance plan we provide begins with  
what matters most: 

Your doctors 

Just use our tools to find your doctor or a  
new one in your area. Your doctor will help you  
get the most out of your benefits. 

Your prescriptions 

All of our plans include prescription drug  
coverage and medical care. 

A plan that works for you 

Good news. You can choose a plan that meets  
your needs and offers you more control over 
how you manage your health. Whether you 
want to do that by phone, online, in print or 
in person — the choice is yours. 

Your confidence 

We’ve been in business for more than 160 years. We 
strive to direct our business — and our industry — 
toward more simple and honest services. 

For 2017 benefits, the 
open enrollment period 
is November 1, 2016, 
through January 31, 2017. 

If you miss this window, you 
must wait until the next 
open enrollment period, 
unless you qualify for a 
special enrollment period. 

If  you have a qualifying 
life event after the open 
enrollment period has 
ended, y ou  may be eligible  
for a special enrollment  
period. Some examples of  
qualifying life events are  
getting married or having  
a baby. See a full list of  
qualifying events at   
www.healthcare.gov. 

63.44.327.1 A (9/16) 

http://www.healthcare.gov


 

  

 
   

 

 

 

 

 
 

 

 

What does that mean? 
Here are a few definitions of terms you’ll see throughout this brochure. 

Benefit 
A covered service, medical supply or drug that health 
insurance helps pay for. Some examples are doctor visits, 
tests and X-rays. 

Coinsurance 
The amount you pay after you meet your yearly deductible. 

Copayment (copay) 
A set cost you pay when you receive a covered service. 
Most plans have copays for doctor visits. You pay your 
copay to the physician or other health care provider. 
Copays may differ by type of service. 

Deductible 
A set amount that you must pay for your covered services 
before the health plan starts to pay. 

Exclusions and limitations  
Specific conditions or circumstances that aren’t covered 
under a plan. 

Health insurance exchange 
The health insurance exchange (or marketplace) is a new 
way to shop for health insurance. Online stores help you 
find, compare and choose a health insurance plan that 
fits your needs. 

Out-of-pocket maximum 
The limit on the amount an individual has to pay for 
health care services their benefits plan covers. 

Premium 
The amount a health insurer charges for a health 
insurance policy. It’s a set amount that you pay each 
month. If you have a health plan through your employer, 
you and your employer may share this cost. If you buy a 
health plan yourself, you pay the full amount. 

Provider network 
A group of health care providers that works with us to 
offer services to our members at a discounted price. 
Network benefits apply when you receive care from 
physicians or facilities that are part of our network. 





 

We’re here to help 
Many people have never had to shop for health insurance. An employer often  
provides it. But if you have to buy health insurance on your own, it’s important  
to understand the process. 

Online 

Go online for easy  ways to find the plan that’s best for  you. Then, follow the step-by-step  
guide to enroll in the plan you choose. 

For off-exchange plans, go to www.aetnaindividual.com. 

By mail 

Applies only if  you are applying for off-exchange plans.
 

By phone
 

Call us toll-free at 1-844-829-8875. 


We can also help you complete the application.
 

Broker 

You have an ally in the process. Get personalized help from your broker, who can answer   
your questions, help you choose the plan that’s right for  you and guide you through the 
enrollment process. 

http://www.aetnaindividual.com/




http://www.aetna.com/health-reform-connection/index.html
http://www.healthcare.gov


http://www.aetnaindividualdocfind.com
http://www.aetnaindividualdocfind.com
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How does the Florida Savings Plus HMO  

network work?
 

Affordable options 

Our Savings Plus health benefits and health insurance plans 
offer health care coverage that helps fit your needs and your 
budget. These plans have the same types of coverage as 
our traditional plans, but at a lower cost. That’s because you 
save money by using doctors and hospitals in the Savings 
Plus HMO network. 

Know which doctors and hospitals are in 
your network 

These Savings Plus HMO plans only cover certain doctors and 
hospitals in Florida. If you see a provider in another state, or a 
provider that isn’t part of the network, we won’t cover those 
services unless it’s an emergency. 

Emergency care 

If you have an emergency, you can go to the nearest hospital 
or call 911. You’ll be covered as if you stayed in the Savings 
Plus HMO network. 

How to find Savings Plus providers in Florida 

It’s important to know which doctors and hospitals are part 
of this network before you choose your health plan. 

If you’re buying a plan through us or a broker (off exchange): 

Go to www.aetnaindividualdocfind.com. 

Select Florida from the drop-down menu. 

Select a Florida HMO Savings Plus plan from the choices 
listed under 2017 plans. 

Enter the type of provider you’re looking for and your 
ZIP code. 

Look for doctors and hospitals with the Savings Plus 	 . 
They’re part of the Savings Plus network. 

If you aren’t sure whether your doctor is in the Savings Plus 
network, call us at 1-844-829-8875.
 

If you see a provider that’s not in the Savings Plus network, 

those services won’t be covered, unless it’s an emergency.
 

63.44.330.1-FL A (9/16) 
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Use our online tools 

Once you’re an Aetna member, you’ll have access to our 
online tools. You can get estimates and cost ranges for many 
health care services. When you know costs, you can make 
the most out of your benefits. And maybe save a little, too. 

Just log in to your secure member website at  
www.aetna.com to: 

•

•

 See what you’ll pay for doctor and outpatient facility 
services, based on your actual plan. You can compare 
estimates for up to 10 doctors or outpatient facilities 
at a time.* 

 Look up costs for drugs before you fill a prescription. 
And find out what you can save by using our home 
delivery service. 

*Estimated costs aren’t available in all markets. Your actual costs may differ for a number of reasons. These may include if you 
receive different services by the doctor or facility at the time of your visit. Or additional claims or member payments are 
processed before the actual claim for the estimated service is processed. Estimated costs aren’t available for hospitals or other 
inpatient facilities. Health maintenance organization (HMO) members can only look up estimated costs for doctor and 
outpatient facilities. 

63.44.330.1-FL A (9/16) 
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Costs for out-of-network doctors and hospitals 
People pay more of their health care costs these days. It’s no wonder there’s a lot of 
interest in keeping these costs down. 

A smart way to do this is to avoid using doctors and hospitals that are “out of network.” 
We don’t have a contract for reduced rates with an out-of-network doctor or hospital. 
So you could end up with higher costs and more work. 

Why out-of-network costs more 
There are a few reasons you probably will pay more 
out of pocket: 

Your Aetna health benefits or insurance plan may pay 
part of the doctor’s bill. But it pays less of the bill than 
if you get care from a network doctor. 
Some plans may not pay any benefits if you go out 
of network. Some plans cover out of network only 
in an emergency. 

Cost sharing is more 
With most plans, your coinsurance is higher for 
out-of-network care. Coinsurance is the part of the 
covered service you pay for. (For example, the plan 
pays 80 percent of the covered amount, and you 
pay 20 percent coinsurance.) 

Out-of-network rates are higher 
An out-of-network doctor sets the rate to charge you. 
It’s usually higher than the amount your Aetna plan 
“recognizes” or “allows.” 
An out-of-network doctor can bill you for anything 
over the amount that we recognize or allow. This is 
called “balance billing.” A network doctor agrees not 
to do that. 
We don’t base our payments on what the out-of­
network doctor bills you. We don’t know in advance 
what the doctor will charge. 
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Deductibles are separate, higher 
What you pay when you’re balance billed doesn’t count 
towards your deductible. It’s also not part of any cap your 
plan has on how much you have to pay for services. 

Plus, many plans have a separate deductible for 
out-of-network services. They’re usually higher than 
your in-network deductible, which you may not even 
have. You must meet the out-of-network deductible 
before we pay out-of-network benefits. 

You’ll have more work, too 
Plus, when you visit an out-of-network doctor, you may 
have to get precertification, or preapproval of some 
health care services. This means more time and more 
paperwork for you. 

We cover emergency care 
You’re covered for emergency care. You have this 
coverage while you’re traveling or at home. This 
includes students who are away at school. You can 
find detailed information in the disclosure section 
of this packet. 

Know your costs before you go 
Before you decide where to receive care, look up your  
estimated costs. It’s easy  with our cost-of-care tools. 
Once you’re a member, log in to your Aetna Navigator®  
secure member  website to use these tools. 



  
  

  

 

   

Quality health plans & benefits 
Healthier living 
Financial well-being 
Intelligent solutions 

Your plan options 
Plans are grouped in three types: Bronze, Silver and Gold.
 
The plan type lets you know how much you pay for premiums and
 
out-of-pocket costs. Generally, the more you pay for your premium,
 
the less you pay for your doctor visits and other care.
 

Plan type Monthly premium Costs you pay out of pocket 

Bronze $ $$$ 

Silver $$ $$ 

Gold $$$ $ 

Note: Not all plan types are available in every state. Check the plans on the following pages for what’s available in your state. 

If you are under 30 years old or have a very low income, you might be able to buy what’s called a “catastrophic plan.” These 
are not available in all states. 
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Aetna Health Plan options in Florida 
These plans include pediatric dental (PD). 

FL Aetna Bronze Ded Only  
HSA Eligible MC PD 

FL Aetna Silver $15 Copay  
2950 Savings Plus HMO PD  

Member benefits In network you pay In network you pay 
Deductible (ded) individual/family¹ 
(applies to out-of-pocket maximum) 

$6,550/$13,100 $2,950/$5,900 

Member coinsurance 0% 40% 

Out-of-pocket maximum individual/family¹ 
(maximum you will pay for all covered services) 

$6,550/$13,100 $7,150/$14,300 

Primary care visit Covered in full after ded $15 copay; ded waived 

Specialist visit Covered in full after ded $75 copay; ded waived 

Hospital stay Covered in full after ded 40% after ded 

Outpatient surgery (ambulatory surgical center/hospital) Covered in full after ded 40% after ded 

Emergency room Covered in full after ded 40% after ded 

Urgent care Covered in full after ded $75 copay; ded waived 

Preventive care/screening/immunization 
(age and frequency visit limits apply) 

Covered in full; ded waived Covered in full; ded waived 

Annual routine gyn exam (annual pap/mammogram) Covered in full; ded waived Covered in full; ded waived 

Diagnostic lab Covered in full after ded 40% after ded 

Diagnostic X-ray Covered in full after ded 40% after ded 

Imaging (CT/PET scans, MRIs) Covered in full after ded 40% after ded 

Vision 

Pediatric eye exam (1 visit per year) Covered in full; ded waived Covered in full; ded waived 

Pediatric glasses/contacts (coverage is limited to 1 set of frames 
and 1 set of contact lenses or eyeglass lenses per calendar year) 

Covered in full after ded Covered in full; ded waived 

Pediatric dental 

Dental checkup/preventive dental care (2 visits per year) Covered in full after ded Covered in full; ded waived 

Basic dental care Covered in full after ded 30% after ded 

Major dental care Covered in full after ded 50% after ded 

Orthodontia (medically necessary only) Covered in full after ded 50% after ded 

Pharmacy 

Pharmacy deductible Integrated with medical ded Integrated with medical ded 

Preferred generic drugs Generic: Covered in full after ded Low Cost Generic: $5 copay; 
ded waived 
Generic: $15 copay; ded waived 

Preferred brand drugs Covered in full after ded $55 copay after ded 

Nonpreferred drugs Generic & Brand: Covered in full 
after ded 

Generic & Brand: $90 copay 
after ded 

Specialty drugs* P: Covered in full after ded 
NP: Covered in full after ded 

P: 40% after ded 
NP: 50% after ded 

1�The�family�deductible�and/or�out-of-pocket�limit�can�be�met�by�a�combination�of�family�members.�Each�covered�family�member�only� 
needs to satisfy his or her individual ded and/or out-of-pocket limit. 

*P=Preferred specialty drugs; NP=Nonpreferred specialty drugs. 

Aetna individual health benefits and health insurance plans are offered and/or underwritten by Aetna Health Inc. and/or Aetna 
Life Insurance Company (Aetna). Each insurer has sole financial responsibility for its own products. 



https://www.aetna.com/sbcsearch/home


Things to think about when choosing 
your 2017 health plan*:
How your health care needs may be changing. Maybe you’re planning to add 
to your family. Or maybe you had major surgery this year and expect next year to 
be less eventful. Planning ahead can help you find the right balance between your 
monthly payment and what you’ll pay out of pocket.

The total cost for your plan. When comparing your plan options, make sure you’re 
looking at more than just the monthly payment (also called premium). Take a close 
look at the plan benefits too. Look for terms like “copay” and “deductible.” These 
will tell you what you could pay for your care when you go to the doctor, pick up a 
prescription, or have a hospital stay.

Who is in your plan’s network. Networks can be different depending on the plan 
you pick. Even plans offered by the same insurance company could have different 
networks with different hospitals and doctors. Check that all your doctors are in your 
plan’s network before choosing a plan.

* For 2017, your insurance company may automatically enroll you in the same or a similar plan. You can change your plan during
Open Enrollment.



  

   

 

 

Rating areas*
 

Florida
 

This list of rating areas shows where Aetna individual health plans are available in your state. Just look for  your 
 
county in one of the area listings below. 


Your rates will depend on the area in which your county is located. For more information or a quote on what 

your rate would be, call your broker or 1-844-829-8875.
 

Area 5 

Brevard 

Area 8 

Charlotte 

Area 10 

Clay 

Area 15 

Duval 

Area 28 

Hillsborough 

Area 40 

Manatee 

Area 41 

Marion 

Area 51 

Pasco 

Area 52 

Pinellas 

Area 56 

Sarasota 

Area 58 

St. Johns 

*Networks may not be available in all ZIP codes and are subject to change. 
63.02.300.1-FL I (9/16) 
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Eligibility and requirements 
What you need to know 

To qualify for an Aetna individual health plan, 
you must: 

Be a resident of the state in which you’re applying 
and a state in which we offer coverage 
Not be entitled to or enrolled in Medicare 

We offer dependent coverage up to age 26, with some 
state exceptions. In Florida, we offer dependent coverage 
up to age 30, with certain eligibility requirements. In  
New Jersey, we offer dependent coverage up to age 31, 
with certain eligibility requirements. 

10-day right to review* 
Don’t cancel your current insurance until we let you 
know we’ve accepted you for coverage. We’ll review your 
enrollment form or application to determine if you meet 
eligibility requirements. You’ll get a letter if we close 
your application or enrollment form. You’ll get an Aetna 
individual health plan contract and ID card by mail if we 
approve your application or enrollment form. 

If you’re not satisfied after reviewing your contract, simply 
return it to us within 10 days. We’ll refund any monthly 
payment you paid (including any contract fees or other 
charges), less the cost of any medical or dental services 
paid on behalf of you or any covered dependent. 

Convenient monthly payments 
Easy Pay** from Aetna is a fast, easy way to pay your 
monthly payment. Each month on the due date, funds 
are automatically withdrawn from your checking account. 
Easy Pay saves you money by eliminating the cost of 
checks, envelopes and postage. Plus, you don’t have to 
worry about your monthly payment being late or getting 
lost in the mail. It’s available to anyone who is currently 
enrolled or has been accepted into an Aetna individual 
health insurance plan. As long as you have a checking 
account and are a customer in good standing, you can 
participate in this billing plan. 

Your coverage 
Your coverage stays in effect as long as you pay the 
required monthly payment on time, and as long as you 
are eligible for the plan. Your coverage ends if you: 

Don’t pay your monthly bill 
Move to another state 
Get duplicate coverage 

Levels of coverage and enrollment 
These plans are subject to the final rating factors 
applicable in your state. Once we confirm your eligibility, 
you may be enrolled in your selected plan at: 

The lowest rate available (known as the standard 
premium charge) 
A higher monthly payment due to age, where you 
live and if you use tobacco, if applicable in your state 

*For New Jersey, it’s a 30-day right to review. 
**The Easy Pay program is administered by MFS Funding Services, Inc. MFS is not affiliated with Aetna, and Aetna is not responsible 

for the actions of MFS. 

63.44.334.1 A (9/16) 
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Limitations and exclusions 


Medical 
These medical plans don’t cover all health care expenses 
and include limitations and exclusions. Please refer to your 
plan documents to determine which health care services 
are covered and to what extent. The following is a partial 
list of services and supplies that are generally not covered. 
However, your plan documents may contain exceptions 
to this list based on state mandates, essential health 
benefits or the plan design. 

All medical and hospital services not specifically 
covered in, or that are limited or excluded by, your 
plan documents, including costs of services before 
coverage begins and after coverage ends 
Cosmetic surgery 
Custodial care 
Dental care and dental X-rays for individuals 
ages 19 and older 
Donor egg retrieval 
Experimental and investigational procedures (except 
for coverage for medically necessary routine patient 
care costs for members participating in a cancer 
clinical trial) 
Eyeglass frames, nonprescription lenses and 
nonprescription contact lenses that are for individuals 
ages 19 and older or are for cosmetic purposes 
Hearing aids 
Home births 
Immunizations for travel or work 
Implantable drugs and certain injectable drugs, 
including injectable infertility drugs 
Infertility services including artificial insemination 
and advanced reproductive technologies such as 
IVF, ZIFT, GIFT, ICSI and other related services, unless 
specifically listed as covered in your plan documents 
Non-emergency care when traveling outside the U.S. 
Nonmedically necessary services or supplies 
Office visits to an ophthalmologist, optometrist 
or optician related to the fitting of prescription 
contact lenses 
Orthotics 
Over-the-counter medications and supplies 
Radial keratotomy or related procedures 
Reversal of sterilization 

Services for the treatment of sexual dysfunction or 
inadequacies including therapy, supplies or counseling 
Special or private duty nursing 
Weight-control services including surgical procedures, 
medical treatments, weight-control/loss programs, 
dietary regimens and supplements, appetite 
suppressants and other medications, and food or food 
supplements; exercise programs, exercise or other 
equipment; and other services and supplies that are 
primarily intended to control weight or treat obesity, 
including morbid obesity, or for the purpose of 
weight reduction, regardless of the existence of 
comorbid conditions 

Pediatric dental* 
These medical plans don’t cover all pediatric dental 
care expenses and include limitations and exclusions. 
Please refer to your plan documents to see which services 
we cover. The following is a partial list of services and 
supplies that we generally don’t cover. However, your 
plan documents may have exceptions to this list. 
We base these documents on state laws, essential 
health benefits or the plan design. 

All pediatric dental services not specifically covered 
in, or that are limited or excluded by, your plan 
documents, including costs of services before 
coverage begins and after coverage ends 
Instructions for diet, plaque control and oral hygiene 
Dental services or supplies that you may primarily use 
to change, improve or enhance appearance 
Dental implants 
Experimental or investigational drugs, devices, 
treatments or procedures 
Services not necessary for the diagnosis, care or 
treatment of a condition 
Orthodontic treatment that isn’t medically necessary 
for a severe or handicapping condition 
Replacement of lost or stolen appliances 
Services and supplies provided where there is no 
evidence of pathology, dysfunction or disease 

*Not all plans sold on exchanges include coverage for pediatric dental care. Please refer to your plan documents to confirm coverage. 

63.44.334.1 A (9/16) 
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A provider’s right to join the network — Kentucky 

Any health care provider who meets our enrollment criteria 
and who is willing to meet the terms and conditions for 
participation has a right to become a participating provider 
in our network. 

Customary waiting times — Kentucky 

Routine — within 7 days 

Preventive care — within 8 weeks 

Symptomatic, nonurgent — within 3 days 

Urgent complaint — same day/within 24 hours 

Emergency — immediately or referred to ER 

Accountable care organizations — physician networks 
that help to improve care while lowering costs 

Accountable care organizations are networks of primary care 
doctors, specialists and at least one hospital. Their mission 
is to better coordinate patient care to improve efficiency, 
quality and patient satisfaction. 

Like most plans, we pay these doctors and hospitals on a 
fee-for-service basis. We pay them more when they meet 
certain goals. The amount of these payments depends on 
how well the networks meet goals* for efficiency and quality: 

Increase screenings for cancer, diabetes and cholesterol 

Reduce avoidable ER visits, short-term hospital stays, 
repetitive tests and the overall cost of care 

The network may also have to make payments to us if they 
fail to meet their goals. This helps encourage savings that are 
tied to value and better health outcomes for our members. 
Doctors and hospitals that are members of an accountable 
care network may have their own financial arrangements 
through the network itself. Ask your doctor for details. 

It’s important for doctors to see a complete view of your 
health care to provide customized treatment plans for your 
unique needs. For that reason, we may share your health 
information with the accountable care organization and/or 
doctors within the network. 

You can see which health care providers are part of an 
accountable care organization when you use our online 
search tool. See “Search our network for doctors, hospitals 
and other health care providers” in this booklet for details. 
After entering your search criteria, look for the specific 
network logo. 

Help for those who speak another language and 
for the hearing impaired 

If you require language assistance, please call the Member 
Services number on your Aetna ID card, and an Aetna 
representative will connect you with an interpreter. You can 
also get interpretation assistance for utilization management 
issues or for registering a complaint or appeal. If you’re 
deaf or hard of hearing, use your TTY and dial 711 for the 
Telecommunications Relay Service. Once connected, please 
enter or provide the Aetna telephone number you’re calling. 

Ayuda para las personas que hablan otro idioma 
y para personas con impedimentos auditivos 

Si usted necesita asistencia lingüística, por favor llame al 
número de Servicios al Miembro que figura en su tarjeta 
de identificación de Aetna, y un representante de Aetna le 
conectará con un intérprete. También puede recibir asistencia 
de interpretación para asuntos de administración de la 
utilización o para registrar una queja o apelación. Si usted 
es sordo o tiene problemas de audición, use su TTY y marcar 
711 para el Servicio de Retransmisión de Telecomunicaciones 
(TRS). Una vez conectado, por favor entrar o proporcionar el 
número de teléfono de Aetna que está llamando. 

Costs and rules for using your plan 

What you pay 

You will share in the cost of your health care. These are called 
“out-of-pocket” costs. Your plan documents show the amounts 
that apply to your specific plan. Those costs may include: 

Copay — A set amount (for example, $25) you pay for 
covered health care service. You usually pay this when you get 
the service. The amount can vary by the type of service. For 
example, you may pay a different amount to see a specialist 
than you would pay to see your family doctor. 

Other copays may apply at the same time. 

Coinsurance — Your share of the costs for a covered service. 
This is usually a percentage (for example, 20 percent of 
the allowed amount for the service. For example, if the 
health plan’s allowed amount for an office visit is $100 and 
you’ve met your deductible, your coinsurance payment of 
20 percent would be $20. The health plan pays the rest of 
the allowed amount. 

Deductible — The amount you owe for health care services 
before your health plan begins to pay. For example, if your 
deductible is $1,000, you have to pay the first $1,000 for 
covered services before the plan begins to pay. You may not 
have to pay for some services. Other deductibles may apply 
at the same time. 

*The specific goals will vary from network to network. 
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Your costs when you go outside the network 

Network-only plans  

Aetna Health Network Only is a network-only plan. 
That means the plan covers health care services only when 
provided by a doctor who participates in the Aetna network. 
Not every hospital, health care facility, physician or other 
types of providers participate in the network. If you receive 
services from an out-of-network doctor or other health care 
provider, you will have to pay all of the costs for the services. 
See also “Emergency care.” 

Plans that cover out-of-network services 

With Open Choice and Open Access Managed Choice plans, 
you may choose a doctor in our network. You may choose 
to visit an out-of-network doctor. We cover the cost of 
care based on if the provider, such as a doctor or hospital, 
is “in network” or “out of network.” We want to help you 
understand how much we will pay for your out-of-network 
care. At the same time, we want to make it clear how much 
more you will need to pay for this care. The following are 
examples for when you see a doctor: 

“In network” means we have a contract with that doctor. 
Doctors agree to how much they will charge you for covered 
services. That amount is often less than what they would 
charge you if they were not in our network. Most of the time, 
it costs you less to use doctors in our network. Doctors also 
agree to not bill you for any amount over their contract rate. 
All you have to pay is your coinsurance or copayments, along 
with any deductible. Your network doctor will handle any 
precertification required by your plan. 

“Out of network” means we do not have a contract for 
discounted rates with that doctor. We don’t know exactly 
what an out-of-network doctor will charge you. If you choose 
a doctor who is out of network, your Aetna health plan may 
pay some of that doctor’s bill. Most of the time, you will pay 
more money out of your own pocket if you choose to use an 
out-of-network doctor. 

Your out-of-network doctor or hospital sets the rate 
to charge you. It may be higher —  sometimes much 
higher — than what your Aetna plan “recognizes” or “allows.” 
Your doctor may bill you for the dollar amount the plan 
doesn’t “recognize.” You’ll also pay higher copayments, 
coinsurance and deductibles under your plan. No dollar 
amount above the “recognized charge” counts toward your 
deductible or out-of-pocket limits. This means you are fully 
responsible for paying everything above the amount the 
plan allows for a service or procedure. 

When you choose to see an out-of-network doctor, we pay 
for your health care depending on the plan you selected. 
Some of our plans pay for out-of-network services by looking 
at what Medicare would pay and adjusting that amount up or 
down. Our plans range from paying 90 percent of Medicare 
(that is, 10 percent less than Medicare would pay) to 300 
percent of Medicare (the Medicare rate multiplied by three). 
Some plans pay for out-of-network services based on what 
is called the “usual and customary” charge or “reasonable 
amount” rate. These plans use information from FAIR Health, 
Inc., a not-for-profit company, that reports how much 
providers charge for services in any ZIP code. 

You can call Member Services at the toll-free number on 
your Aetna ID card to find out the method your plan uses to 
reimburse out-of-network doctors. You can also ask for an 
estimate of your share of the cost for out-of-network services 
you are planning. The way of paying out-of-network doctors 
and hospitals applies when you choose to get care out of 
network. See “Emergency care” to learn more. 

Going in network just makes sense 

We have negotiated discounted rates for you. 

In-network doctors and hospitals won’t bill you for costs 
above our rates for covered services. 

You are in great hands with access to quality care from our 
national network. 

To learn more about how we pay out-of-network benefits,  
visit  www.aetna.com. Type “how Aetna pays” in   
the search box. 

Surprise bills — Connecticut 

A surprise bill is a bill you get for eligible health services 
that were not emergency services. The bill is from an 
out-of-network provider who performed services while 
you were in a network hospital or facility. 

These services were in addition to those performed by a 
network provider. 

You may have precertified the procedure or service, but you 
did not knowingly choose to receive services from an 
out-of-network provider. 

A surprise bill is not a bill for services received when a 

network provider was available and you knowingly choose to 

use an out-of-network provider.
 

Contact Member Services if you receive a surprise bill. 

You only have to pay the same coinsurance, copayment, 

deductible or other out-of-pocket expense you would pay if 

you had used a network provider.
 

https://www.aetna.com
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Information about specific benefits 

No coverage based on U.S. Sanctions 

If U.S. trade sanctions consider you a blocked person, the 
plan cannot provide benefits or coverage to you. Also if you 
travel to a country sanctioned by the United States, the plan 
in most cases cannot provide benefits or coverage to you. 
Also, if your health care provider is a blocked person or is in 
a sanctioned country, we cannot pay for services from that 
provider. For example, if you receive care while traveling in 
another country and the health care provider is a blocked 
person or is in a sanctioned country, the plan cannot pay for 
those services. For more information on U.S. Trade sanctions,  
visit  www.treasury.gov/resource-center/sanctions/ 
Pages/default.aspx. 

Emergency care 

An emergency medical condition means your symptoms 
are sudden and severe. If you don’t get help right away, an 
average person with average medical knowledge will expect 
that he or she could die or risk your health. For a pregnant 
woman, that includes her unborn child. 

Emergency care is covered anytime, anywhere in the world. 
If you need emergency care, follow these guidelines: 

Call 911 or go to the nearest emergency room. If you have 
time, call your doctor or PCP. 

Tell your doctor or PCP as soon as possible afterward. 
A friend or family member may call on your behalf. 

You do not have to get approval for emergency services. 

In Kentucky, the definition for Emergency Medical Condition 
is, “A medical condition manifesting itself by acute symptoms of 
sufficient severity, including severe pain, that a prudent layperson 
would reasonably have cause to believe constitutes a condition that 
the absence of immediate medical attention could reasonably be 
expected to result in: placing the health of the individual or, with 
respect to a pregnant woman, the health of the woman or her 
unborn child, in serious jeopardy; serious impairment to bodily 
functions; or serious dysfunction of any bodily organ or part; or 
with respect to a pregnant woman who is having contractions, a 
situation in which there is inadequate time to effect a safe transfer 
to another hospital before delivery; or a situation in which transfer 
may pose a threat to the health or safety of the woman or the 
unborn child.” 

You are covered for emergency care 

You have emergency coverage while you are traveling or 
if you are near your home. That includes students who are 
away at school. 

Sometimes you don’t have a choice about where you go for 
care. Like if you go to the emergency room for a heart attack 
or a car accident. When you need care right away, go to any 
doctor, walk-in clinic, urgent care center or emergency room. 
When you have no choice, we will pay the bill as if you got care 
in network. You pay your plan’s copayments, coinsurance and 
deductibles for your in-network level of benefits. 

We’ll review the information when the claim comes in. If 
we think the situation was not urgent, we might ask you for 
more information and may send you a form to fill out. Please 
complete the form, or call Member Services to give us the 
information over the phone. 

Urgent care 

Call your doctor when you have medical questions or concerns.  
Your doctor should have an answering service if you call after  
the office closes. You can also go to an urgent care center,  
which may have limited hours. To find a center near you, log in  
to www.aetna.com and search our list of doctors and other  
health care providers. Check your plan documents to see how  
much you must pay for urgent care services. 

Prescription drug benefit 

Some plans encourage generic drugs over 
brand-name drugs 

A generic drug is the same as a brand-name drug in dose, 
use and form. They are FDA approved and safe to use. 
Generic drugs usually sell for less; so many plans give you 
incentives to use generics. That doesn’t mean you can’t use 
a brand-name drug, but you’ll pay more for it. You’ll pay your 
normal share of the cost, and you’ll also pay the difference in 
the two prices. 

We may also encourage you to use certain drugs 

Some plans encourage you to buy certain prescription drugs 
over others. The plan may even pay a larger share for those 
drugs. We list those drugs in the Aetna Preferred Drug Guide 
(also known as a “drug formulary”). This guide shows which 
prescription drugs are covered on a preferred basis. It also 
explains how we choose medications to be in the guide. 

When you get a drug that is not on the preferred drug guide, 
your share of the cost will usually be more. Check your plan 
documents to see how much you will pay. You can use those 
drugs if your plan has an “open formulary,” but you’ll pay 
the highest copay under the plan. If your plan has a “closed 
formulary,” those drugs are not covered. 

http://www.treasury.gov/resource-center/sanctions/Pages/default.aspx
http://www.treasury.gov/resource-center/sanctions/Pages/default.aspx
https://www.aetna.com
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PCPs, referrals and other rules for using 
your plan 

Choose a primary care physician 

You must choose a primary care physician (PCP) who 
participates in the Aetna network and who is accepting 
new patients. If you do not pick a PCP when required, your 
benefits may be limited or we may select a PCP for you. Even 
if not required, it is still a good idea to choose a PCP. That’s 
because a PCP can get to know your health care needs and 
help you better manage your health care. 

A PCP is the doctor you go to when you need health care.  
If it’s an emergency, you don’t have to call your PCP first.  
This one doctor can coordinate all your care. Your PCP will 
perform physical exams, order tests and screenings and  
help you when you’re sick. Your PCP will also refer you to  
a specialist when needed. 

A female member may choose an Ob/Gyn as her PCP. You 
may also choose a pediatrician for your child(ren)’s PCP. Your 
Ob/Gyn acting as your PCP will provide the same services and 
follow the same guidelines as any other PCP. He or she will 
issue referrals to other doctors (if your plan requires referrals). 
He or she will also get approvals you may need and comply 
with any treatment plans you are on. See the sections about 
referrals and precertification for more information. 

Tell us who you choose to be your PCP 

Each member of the family may choose a different PCP from 
the Aetna network. Provide the chosen doctor’s Primary 
Medical Office ID Number when you enroll. You can get the 
number from the online search tool. Or, call Member Services 
after you enroll to tell us your selection. You may change your 
selected PCP at any time. 

Referrals: Your PCP may refer you to a specialist 
when needed 

A “referral” is a written request for you to see another doctor. 
Some doctors can send the referral right to your specialist  
for you. There’s no paper involved. 

Talk to your doctor to understand why you need to see a 
specialist. And remember to always get the referral before 
you receive the care. 

Remember these points about referrals: 

You do not need a referral for emergency care. 

If you do not get a referral when required, you may have  
to pay the bill yourself. If your plan lets you go outside the 
network, the plan will pay it as an out-of-network benefit. 

Your specialist might recommend treatment or tests that 
were not on the original referral. In that case, you may need 
to get another referral from your PCP for those services. 

Women can go to an Ob/Gyn without a referral. See “PCP 
and referral rules for Ob/Gyns” below. 

Referrals are valid for one year as long as you are still a 
member of the plan. Your first visit must be within 90 days 
of the referral issue date. 

Referrals within physician groups 

Some PCPs are part of a larger group of doctors. These PCPs 
will usually refer you to another doctor within that same 
group. If this group cannot meet your medical needs, you can 
ask us for a coverage exception to go outside this group. You 
may also need to precertify these services. And you may need 
permission from the physician group as well. 

Direct Access Chiropractor and Podiatrist — Florida 

In Florida, you have direct access to a participating primary 
care chiropractic and podiatric provider of your choice and 
do not need a referral from your PCP to access these benefits 
covered under your health benefits plan. 

Direct Access Dermatologist — Florida 

In Florida, you have direct access to a participating 
dermatologist provider of your choice and do not  
need a referral from your PCP to access these benefits  
covered under your health benefits plan. 
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PCP and referral rules for obstetricians and 
gynecologists (Ob/Gyn) 

A female member can choose an Ob/Gyn as her PCP. 
Women can also go to any Ob/Gyn who participates in the 
Aetna network without a referral or prior authorization. 
Visits can be for: 

Checkups, including breast exam 

Mammogram 

Pap smear 

Obstetric or gynecologic problems 

Also, an Ob/Gyn can give referrals for covered obstetric 
or gynecologic services just like a PCP. Just follow your 
plan’s normal rules. Your Ob/Gyn might be part of a larger 
physician’s group. If so, any referral will be to a specialist in 
that larger group. Check with the Ob/Gyn to see if the group 
has different referral policies. 

Precertification: Getting approvals for services 

Sometimes we will pay for care only if we have given an 
approval before you get it. We call that “precertification.”  
You usually only need precertification for more serious 
care like surgery or being admitted to a hospital. Your plan 
documents list all the services that require this approval.  
Your PCP or network specialist will get this approval for you. 

You do not have to get precertification for emergency services. 

What we look for when reviewing a request 

First, we check to see that you are still a member. And we 
make sure the service is considered medically necessary 
for your condition. We also make sure the service and place 
requested to perform the service are cost effective. Our 
decisions are based entirely on appropriateness of care 
and service and the existence of coverage, using nationally 
recognized guidelines and resources. We may suggest a 
different treatment or place of service that is just as effective 
but costs less. We also look to see if you qualify for one of  
our care management programs. If so, one of our nurses  
may contact you. 

Precertification does not verify if you have reached any plan 
dollar limits or visit maximums for the service requested.  
So, even if you get approval, the service may not be covered. 

Our review process after precertification 
(Utilization Review/Patient Management) 

We have developed a patient management program to help 
you access appropriate health care and maximize coverage 
for those health care services. In certain situations, we review 
your case to be sure the service or supply meets established 
guidelines and is a covered benefit under your plan. We call 
this a “utilization review.” 

We follow specific rules to help us make your health a top 
concern during our reviews 

We do not reward Aetna employees for denying coverage. 

We do not encourage denials of coverage. In fact, we train 
staff to focus on the risks of members not getting proper 
care. Where such use is appropriate, our staff uses nationally 
recognized guidelines and resources, such as MCG (formerly 
Milliman Care Guidelines) to review requests for coverage. 
Physician groups, such as independent practice associations, 
may use other resources they deem appropriate. 

We do not encourage utilization decisions that result 
in underutilization. 

If you have a chronic condition or 
an upcoming hospital stay, you may 
qualify for one of our care management 
programs. An Aetna nurse can be the 
extra support you need. After you enroll, 
just call the number on your ID card to 
learn more. 
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