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NEW YORK AETNA SMALL GROUP MEDICAL PLANS

AETNA MANAGED CHOICE® OPEN ACCESS PLAN OPTIONS*

PLAN OPTIONS Managed Choice Open Access 21-07 Managed Choice Open Access 22-07

MEMBER BENEFITS Preferred Non-Preferred Preferred Non-Preferred

Plan Coinsurance 10% after deductible 30% after deductible 0% after deductible 30% after deductible
Calendar Year Deductible** $500 Individual/$1,500 Family $1,000 Individual/$3,000 Family $1,000 Individual/$3,000 Family $2,000 Individual/$6,000 Family
Calendar Year Payment Limit** $1,000 Individual/$3,000 Family $2,000 Individual/$6,000 Family Not Applicable $3,000 Individual/$9,000 Family
Lifetime Maximum Unlimited $2,000,000 Unlimited $2,000,000 
Non-Specialist Offi ce Visit $25 copay; deductible waived 30% after deductible $25 copay; deductible waived 30% after deductible
Specialist Offi ce Visit $25 copay; deductible waived 30% after deductible $50 copay; deductible waived 30% after deductible
PREVENTIVE CARE

Well-Child Exams 
Age/Frequency Schedules apply

$0 copay; deductible waived 0%; deductible waived $0 copay; deductible waived 0%; deductible waived

Immunizations $0 copay; deductible waived 0%; deductible waived $0 copay; deductible waived 0%; deductible waived
Adult Physicals 
Age/Frequency Schedules apply

$25 copay; deductible waived 30% after deductible $25 copay; deductible waived 30% after deductible

Routine GYN Exams and 
Routine Mammograms  
Age/Frequency Schedules apply

$25 copay; deductible waived 30% after deductible $50 copay; deductible waived 30% after deductible

Routine Vision Exams 
1 exam every 24 months; 
Preferred and Non-Preferred combined

$25 copay; deductible waived 30% after deductible $50 copay; deductible waived 30% after deductible

Outpatient Services 
Lab and X-ray

$25 copay; deductible waived 30% after deductible $50 copay; deductible waived 30% after deductible

Inpatient Hospital 10% after deductible 30% after deductible 0% after deductible 30% after deductible
Outpatient Surgery 10% after deductible 30% after deductible 0% after deductible 30% after deductible
Emergency Room
Copay waived if admitted

$100 copay; deductible waived Paid as Preferred $100 copay; deductible waived Paid as Preferred

Urgent Care $75 copay; deductible waived 30% after deductible $75 copay; deductible waived 30% after deductible
Inpatient Mental Health 10% after deductible 30% after deductible 0% after deductible 30% after deductible

Plan A: Biologically Based/Children with Serious Emotional Disturbances: 
Unlimited days per calendar year; Preferred and Non-Preferred 

combined. Other than Biologically Based/Children with Serious Emotional 
Disturbances: Maximum of 30 days per calendar year; 

Preferred and Non-Preferred combined 
Plan B and C: Maximum of 30 combined days per calendar year 

for Biologically Based/Children with Serious Emotional Disturbances 
and Other than Biologically Based/Children with Serious Emotional 

Disturbances; Preferred and Non-Preferred combined 

Plan A: Biologically Based/Children with Serious Emotional Disturbances: 
Unlimited days per calendar year; Preferred and Non-Preferred 

combined. Other than Biologically Based/Children with Serious Emotional 
Disturbances: Maximum of 30 days per calendar year; 

Preferred and Non-Preferred combined 
Plan B and C: Maximum of 30 combined days per calendar year 

for Biologically Based/Children with Serious Emotional Disturbances 
and Other than Biologically Based/Children with Serious Emotional 

Disturbances; Preferred and Non-Preferred combined 
Inpatient Substance Abuse 
Inpatient Detox — Maximum of 30 days per 
calendar year; Preferred and Non-Preferred 
combined 
Inpatient Rehab — Maximum of 30 days per 
calendar year; Preferred and Non-Preferred 
combined

10% after deductible 30% after deductible 0% after deductible 30% after deductible

Chiropractic Services $25 copay; deductible waived 30% after deductible $50 copay; deductible waived 30% after deductible
Outpatient Physical, Occupational 
and Speech Therapy 
Limited to 60 combined visits per calendar 
year; Preferred and Non-Preferred combined 

10% after deductible 30% after deductible 0% after deductible 30% after deductible

Durable Medical Equipment
$2,500 calendar year maximum; 
Preferred and Non-Preferred combined

50% after deductible 50% after deductible 50% after deductible 50% after deductible

Glasses and Contact Lens 
Reimbursement 
Preferred and Non-Preferred combined

$200 every 24 months $200 every 24 months 

Aetna VisionSM Discounts Program Included Not Covered Included Not Covered 
PRESCRIPTION DRUGS††

Retail
Up to a 30-day supply

Plan A: $10 / $20 / $35
Plan B: $15 / $35 / $50
Plan C: $15 / 50% / 50%

Plan A: $10 / $20 / $35 plus 30%
Plan B: $15 / $35 / $50 plus 30%
Plan C: $15 / 50% / 50%  

Plan A: $10 / $20 / $35
Plan B: $15 / $35 / $50
Plan C: $15 / 50% / 50%

Plan A: $10 / $20 / $35 plus 30%
Plan B: $15 / $35 / $50 plus 30%
Plan C: $15 / 50% / 50%  

Mail Order
31 - 90-day supply

Plan A: $20 / $40 / $70
Plan B: $30 / $70 / $100
Plan C: $30 / 50% / 50%

Not Covered Plan A: $20 / $40 / $70
Plan B: $30 / $70 / $100
Plan C: $30 / 50% / 50%

Not Covered 

  * This is a partial description of plans and benefi ts available; for more information, refer to the specifi c plan design summary. The dollar amount and percentage copayments indicate 
what the member is required to pay. 

** All covered expenses accumulate separately toward the preferred and non-preferred Deductible and Payment Limit; only those out-of-pocket expenses resulting from the application 
of coinsurance percentage may be used to satisfy the Payment Limit; and certain services may not apply toward the Deductible or Payment Limit. Once the Family Deductible is met, 
all family members will be considered as having met their Deductible for the remainder of the calendar year. No one family member may contribute more than the individual 
Deductible amount to the Family Deductible. Once the Family Payment Limit is met, all family members will be considered as having met their Payment Limit for the remainder of the 
calendar year. No one family member may contribute more than the individual Payment Limit amount to the Family Payment Limit. 

 †† 90-Day Transition of Coverage (TOC) for Prior Authorization and Step Therapy included on Pharmacy Plans A, B and C. Transition of Coverage for Prior Authorization and Step 
Therapy helps members of new groups to transition to Aetna by providing a 90-calendar-day opportunity, beginning on the group’s initial effective date, during which time Prior 
Authorization and Step Therapy requirements will not apply to certain drugs. Once the 90 calendar days has expired, Prior Authorization and Step Therapy edits will apply to all drugs 
requiring Prior Authorization and Step Therapy as listed in the formulary guide. Members, who have claims paid for a drug requiring Prior Authorization and Step Therapy during the 
Transition of Coverage period, may continue to receive this drug after the 90 calendar days and will not be required to obtain a Prior Authorization or approval for a medical 
exception for this drug. 

NOTE: For a summary list of Limitations and Exclusions, refer to page 9.
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NEW YORK AETNA SMALL GROUP MEDICAL PLANS

AETNA MANAGED CHOICE® OPEN ACCESS PLAN OPTIONS*

PLAN OPTIONS Managed Choice Open Access 24-07 Managed Choice Open Access 24-08

MEMBER BENEFITS Preferred Non-Preferred Preferred Non-Preferred

Plan Coinsurance 20% after deductible 40% after deductible 20% after deductible 40% after deductible
Calendar Year Deductible** $2,000 Individual/$6,000 Family $2,000 Individual/$6,000 Family $2,000 Individual/$6,000 Family $2,000 Individual/$6,000 Family
Calendar Year Payment Limit** $2,000 Individual/$6,000 Family $4,000 Individual/$12,000 Family $2,000 Individual/$6,000 Family $4,000 Individual/$12,000 Family
Lifetime Maximum Unlimited $2,000,000 Unlimited $2,000,000 
Non-Specialist Offi ce Visit $25 copay; deductible waived 40% after deductible $25 copay; deductible waived 40% after deductible
Specialist Offi ce Visit $50 copay; deductible waived 40% after deductible $50 copay; deductible waived 40% after deductible
PREVENTIVE CARE

Well-Child Exams 
Age/Frequency Schedules apply

$0 copay; deductible waived 0%; deductible waived $0 copay; deductible waived 0%; deductible waived

Immunizations $0 copay; deductible waived 0%; deductible waived $0 copay; deductible waived 0%; deductible waived
Adult Physicals 
Age/Frequency Schedules apply

$25 copay; deductible waived 40% after deductible $25 copay; deductible waived 40% after deductible

Routine GYN Exams and 
Routine Mammograms  
Age/Frequency Schedules apply

$50 copay; deductible waived 40% after deductible $50 copay; deductible waived 40% after deductible

Routine Vision Exams 
1 exam every 24 months; 
Preferred and Non-Preferred combined

$50 copay; deductible waived 40% after deductible $50 copay; deductible waived 40% after deductible

Outpatient Services 
Lab and X-ray

$50 copay; deductible waived 40% after deductible $50 copay; deductible waived 40% after deductible

Inpatient Hospital 20% after deductible 40% after deductible 20% after deductible 40% after deductible
Outpatient Surgery 20% after deductible 40% after deductible 20% after deductible 40% after deductible
Emergency Room
Copay waived if admitted

$100 copay; deductible waived Paid as Preferred $100 copay; deductible waived Paid as Preferred

Urgent Care $75 copay; deductible waived 40% after deductible $75 copay; deductible waived 40% after deductible
Inpatient Mental Health 20% after deductible 40% after deductible 20% after deductible 40% after deductible

Maximum of 30 combined days per calendar year for Biologically 
Based/Children with Serious Emotional Disturbances and Other than 

Biologically Based/Children with Serious Emotional Disturbances; 
Preferred and Non-Preferred combined

Maximum of 30 combined days per calendar year for Biologically 
Based/Children with Serious Emotional Disturbances and Other than 

Biologically Based/Children with Serious Emotional Disturbances; 
Preferred and Non-Preferred combined

Inpatient Substance Abuse 
Inpatient Detox — Maximum of 30 days per 
calendar year; Preferred and Non-Preferred 
combined 
Inpatient Rehab — Maximum of 30 days per 
calendar year; Preferred and Non-Preferred 
combined

20% after deductible 40% after deductible 20% after deductible 40% after deductible

Chiropractic Services $50 copay; deductible waived 40% after deductible $50 copay; deductible waived 40% after deductible
Outpatient Physical, Occupational 
and Speech Therapy 
Limited to 60 combined visits per calendar 
year; Preferred and Non-Preferred combined 

20% after deductible 40% after deductible 20% after deductible 40% after deductible

Durable Medical Equipment
$2,500 calendar year maximum; 
Preferred and Non-Preferred combined

50% after deductible 50% after deductible 50% after deductible 50% after deductible

Glasses and Contact Lens 
Reimbursement 
Preferred and Non-Preferred combined

$200 every 24 months $200 every 24 months

Aetna VisionSM Discounts Program Included Not Covered Included Not Covered
PRESCRIPTION DRUGS††

Retail
Up to a 30-day supply

Plan B: $15 / $35 / $50
Plan C: $15 / 50% / 50%

Plan B: $15 / $35 / $50 plus 30%
Plan C: $15 / 50% / 50%  

No Prescription Drug Benefi t — 
Discount RX Card Only

Not Covered

Mail Order
31 - 90-day supply

Plan B: $30 / $70 / $100
Plan C: $30 / 50% / 50%

Not Covered Not Covered Not Covered

  * This is a partial description of plans and benefi ts available; for more information, refer to the specifi c plan design summary. The dollar amount and percentage copayments indicate 
what the member is required to pay. 

** All covered expenses accumulate separately toward the preferred and non-preferred Deductible and Payment Limit; only those out-of-pocket expenses resulting from the application 
of coinsurance percentage may be used to satisfy the Payment Limit; and certain services may not apply toward the Deductible or Payment Limit. Once the Family Deductible is met, 
all family members will be considered as having met their Deductible for the remainder of the calendar year. No one family member may contribute more than the individual 
Deductible amount to the Family Deductible. Once the Family Payment Limit is met, all family members will be considered as having met their Payment Limit for the remainder of the 
calendar year. No one family member may contribute more than the individual Payment Limit amount to the Family Payment Limit. 

 †† 90-Day Transition of Coverage (TOC) for Prior Authorization and Step Therapy included on Pharmacy Plans A, B and C. Transition of Coverage for Prior Authorization and Step 
Therapy helps members of new groups to transition to Aetna by providing a 90-calendar-day opportunity, beginning on the group’s initial effective date, during which time Prior 
Authorization and Step Therapy requirements will not apply to certain drugs. Once the 90 calendar days has expired, Prior Authorization and Step Therapy edits will apply to all drugs 
requiring Prior Authorization and Step Therapy as listed in the formulary guide. Members, who have claims paid for a drug requiring Prior Authorization and Step Therapy during the 
Transition of Coverage period, may continue to receive this drug after the 90 calendar days and will not be required to obtain a Prior Authorization or approval for a medical 
exception for this drug. 

NOTE: For a summary list of Limitations and Exclusions, refer to page 9.
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NEW YORK AETNA SMALL GROUP MEDICAL PLANS

AETNA MANAGED CHOICE® OPEN ACCESS PLAN OPTIONS*

PLAN OPTIONS Managed Choice Open Access 26-07 Managed Choice Open Access 27-07
(Basic Hospital)

MEMBER BENEFITS Preferred Non-Preferred Preferred Non-Preferred

Plan Coinsurance Not Applicable 30% after deductible 20% after deductible 50% after deductible
Calendar Year Deductible** Not Applicable $2,000 Individual/$6,000 Family $3,000 Individual/$6,000 Family $3,000 Individual/$6,000 Family
Calendar Year Payment Limit** Not Applicable $3,000 Individual/$9,000 Family $9,000 Individual/$18,000 Family $9,000 Individual/$18,000 Family
Lifetime Maximum Unlimited $2,000,000 $2,000,000; Preferred and Non-Preferred combined
Non-Specialist Offi ce Visit $25 copay 30% after deductible $25 copay; deductible waived 50%; deductible waived

Limited to 3 Offi ce Visits per calendar year; 
Preferred and Non-Preferred combined***

Specialist Offi ce Visit $40 copay 30% after deductible See Non-Specialist Offi ce Visit

PREVENTIVE CARE
Well-Child Exams 
Age/Frequency Schedules apply

$0 copay 0%; deductible waived $0 copay; deductible waived 0%; deductible waived

Immunizations $0 copay 0%; deductible waived $0 copay; deductible waived 0%; deductible waived
Adult Physicals 
Age/Frequency Schedules apply

$25 copay 30% after deductible $25 copay; deductible waived 50% after deductible

Routine GYN Exams and 
Routine Mammograms  
Age/Frequency Schedules apply

$40 copay 30% after deductible $25 copay; deductible waived 50% after deductible

Routine Vision Exams 
1 exam every 24 months; 
Preferred and Non-Preferred combined

$40 copay 30% after deductible $25 copay; deductible waived 50% after deductible

Outpatient Services 
Lab and X-ray

$40 copay 30% after deductible Not Covered Not Covered 

Inpatient Hospital $500 copay per admission 30% after deductible 20% after deductible 50% after deductible
Outpatient Surgery $250 copay 30% after deductible 20% after deductible 50% after deductible
Emergency Room 
Copay waived if admitted
(Does Not Apply to MC OA 27-07)

$100 copay Paid as Preferred 20% after deductible Paid as Preferred

Urgent Care $75 copay  30% after deductible Not Covered Not Covered 
Inpatient Mental Health $500 copay per admission 30% after deductible 20% after deductible 50% after deductible

Plan A: Biologically Based/Children with Serious Emotional Disturbances: 
Unlimited days per calendar year; Preferred and Non-Preferred 

combined. Other than Biologically Based/Children with Serious Emotional 
Disturbances: Maximum of 30 days per calendar year; 

Preferred and Non-Preferred combined 
Plan B and C: Maximum of 30 combined days per calendar year 

for Biologically Based/Children with Serious Emotional Disturbances 
and Other than Biologically Based/Children with Serious Emotional 

Disturbances; Preferred and Non-Preferred combined 

Maximum of 30 combined days per calendar year for Biologically 
Based/Children with Serious Emotional Disturbances and Other than 

Biologically Based/Children with Serious Emotional Disturbances; 
Preferred and Non-Preferred combined

Inpatient Substance Abuse 
Inpatient Detox — Maximum of 30 days per 
calendar year; Preferred and Non-Preferred 
combined 
Inpatient Rehab — Maximum of 30 days per 
calendar year; Preferred and Non-Preferred 
combined

$500 copay per admission 30% after deductible 20% after deductible 50% after deductible

Chiropractic Services $40 copay 30% after deductible See Non-Specialist Offi ce Visit
Outpatient Physical, Occupational 
and Speech Therapy 
Limited to 60 combined visits per calendar 
year; Preferred and Non-Preferred combined 
(Does Not Apply to MC OA 27-07)

$0 copay 30% after deductible See Non-Specialist Offi ce Visit

Durable Medical Equipment
$2,500 calendar year maximum; 
Preferred and Non-Preferred combined
(Does Not Apply to MC OA 27-07)

50% 50% after deductible Not Covered Not Covered 

Glasses and Contact Lens 
Reimbursement 
Preferred and Non-Preferred combined

$200 every 24 months Not Covered

Aetna VisionSM Discounts Program Included Not Covered Included Not Covered 

PRESCRIPTION DRUGS††

Retail
Up to a 30-day supply

Plan A: $10 / $20 / $35
Plan B: $15 / $35 / $50
Plan C: $15 / 50% / 50%

Plan A: $10 / $20 / $35 plus 30%
Plan B: $15 / $35 / $50 plus 30%
Plan C: $15 / 50% / 50% 

No Prescription Drug Benefi t — 
Discount Rx Card Only

Not Covered 

Mail Order
31 - 90-day supply

Plan A: $20 / $40 / $70
Plan B: $30 / $70 / $100
Plan C: $30 / 50% / 50%

Not Covered Not Covered Not Covered 

    * This is a partial description of plans and benefi ts available; for more information, refer to the specifi c plan design summary. The dollar amount and percentage copayments indicate 
what the member is required to pay. 

   ** All covered expenses accumulate separately toward the preferred and non-preferred Deductible and Payment Limit; only those out-of-pocket expenses resulting from the 
application of coinsurance percentage may be used to satisfy the Payment Limit; and certain services may not apply toward the Deductible or Payment Limit. Once the Family 
Deductible is met, all family members will be considered as having met their Deductible for the remainder of the calendar year. No one family member may contribute more than 
the individual Deductible amount to the Family Deductible. Once the Family Payment Limit is met, all family members will be considered as having met their Payment Limit for the 
remainder of the calendar year. No one family member may contribute more than the individual Payment Limit amount to the Family Payment Limit. 

*** Offi ce visits are limited to three per member per calendar year for all types of offi ce visits combined (such as primary care, specialist physicians, chiropractic, physical/occupational 
therapy, speech therapy and behavioral health providers) except preventive offi ce visits. Any visit over three is not covered. Routine lab or X-ray provided during a covered offi ce visit 
is included in the offi ce visit copay (provided the lab/X-ray is billed by the physician on the same claim as the offi ce visit.)

    †† 90-Day Transition of Coverage (TOC) for Prior Authorization and Step Therapy included on Pharmacy Plans A, B and C. Transition of Coverage for Prior Authorization and Step 
Therapy helps members of new groups to transition to Aetna by providing a 90-calendar-day opportunity, beginning on the group’s initial effective date, during which time Prior 
Authorization and Step Therapy requirements will not apply to certain drugs. Once the 90 calendar days has expired, Prior Authorization and Step Therapy edits will apply to all 
drugs requiring Prior Authorization and Step Therapy as listed in the formulary guide. Members, who have claims paid for a drug requiring Prior Authorization and Step Therapy 
during the Transition of Coverage period, may continue to receive this drug after the 90 calendar days and will not be required to obtain a Prior Authorization or approval for a 
medical exception for this drug. 

NOTE: For a summary list of Limitations and Exclusions, refer to page 9.
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NEW YORK AETNA SMALL GROUP MEDICAL PLANS

AETNA MANAGED CHOICE® OPEN ACCESS PLAN OPTIONS*

PLAN OPTIONS Managed Choice Open Access 29-07 Managed Choice Open Access 30-07
(HSA Compatible†)+

MEMBER BENEFITS Preferred Non-Preferred Preferred Non-Preferred

Plan Coinsurance Not Applicable 20% after deductible 10% after deductible 30% after deductible
Calendar Year Deductible** Not Applicable $1,000 Individual/$3,000 Family $2,250 Individual/$4,500 Family
Calendar Year Payment Limit** Not Applicable $3,000 Individual/$9,000 Family $5,000 Individual/$10,000 Family
Lifetime Maximum Unlimited $2,000,000 Unlimited $2,000,000 
Non-Specialist Offi ce Visit $25 copay 20% after deductible 10% after deductible 30% after deductible
Specialist Offi ce Visit $25 copay 20% after deductible 10% after deductible 30% after deductible
PREVENTIVE CARE

Well-Child Exams 
Age/Frequency Schedules apply

$0 copay 0%; deductible waived $0 copay; deductible waived 0%; deductible waived

Immunizations $0 copay 0%; deductible waived $0 copay; deductible waived 0%; deductible waived
Adult Physicals 
Age/Frequency Schedules apply

$25 copay 20% after deductible $10 copay; deductible waived 30%; deductible waived

Routine GYN Exams and 
Routine Mammograms  
Age/Frequency Schedules apply

$25 copay 20% after deductible $20 copay; deductible waived 30%; deductible waived

Routine Vision Exams 
1 exam every 24 months; 
Preferred and Non-Preferred combined

$25 copay 20% after deductible 10% after deductible 30% after deductible

Outpatient Services 
Lab and X-ray

$25 copay 20% after deductible 10% after deductible 30% after deductible

Inpatient Hospital $500 copay per admission 20% after deductible 10% after deductible 30% after deductible
Outpatient Surgery $0 copay 20% after deductible 10% after deductible 30% after deductible
Emergency Room
Copay waived if admitted
(Does Not Apply to MC OA 30-07)

$50 copay Paid as Preferred 10% after deductible Paid as Preferred

Urgent Care $35 copay  20% after deductible 10% after deductible 30% after deductible
Inpatient Mental Health $500 copay per admission 20% after deductible 10% after deductible 30% after deductible

Plan A: Biologically Based/Children with Serious Emotional Disturbances: 
Unlimited days per calendar year; Preferred and Non-Preferred 

combined. Other than Biologically Based/Children with Serious Emotional 
Disturbances: Maximum of 30 days per calendar year; 

Preferred and Non-Preferred combined 
Plan B and C: Maximum of 30 combined days per calendar year 

for Biologically Based/Children with Serious Emotional Disturbances 
and Other than Biologically Based/Children with Serious Emotional 

Disturbances; Preferred and Non-Preferred combined 

Biologically Based/Children with Serious Emotional Disturbances: 
Unlimited days per calendar year; Preferred and Non-Preferred combined 

Other than Biologically Based/Children with Serious Emotional 
Disturbances: Maximum of 30 days per calendar year; 

Preferred and Non-Preferred combined

Inpatient Substance Abuse 
Inpatient Detox — Maximum of 30 days per 
calendar year; Preferred and Non-Preferred 
combined 
Inpatient Rehab — Maximum of 30 days per 
calendar year; Preferred and Non-Preferred 
combined

$500 copay per admission 20% after deductible 10% after deductible 30% after deductible

Chiropractic Services $25 copay 20% after deductible 10% after deductible 30% after deductible
Outpatient Physical, Occupational 
and Speech Therapy 
Limited to 60 combined visits per calendar 
year; Preferred and Non-Preferred combined 

$0 copay 20% after deductible 10% after deductible 30% after deductible

Durable Medical Equipment
$2,500 calendar year maximum; 
Preferred and Non-Preferred combined

50% 50% after deductible 50% after deductible 50% after deductible

Glasses and Contact Lens 
Reimbursement 
Preferred and Non-Preferred combined

$200 every 24 months Not Covered

Aetna VisionSM Discounts Program Included Not Covered Included Not Covered 
PRESCRIPTION DRUGS††

Retail
Up to a 30-day supply

Plan A: $10 / $20 / $35
Plan B: $15 / $35 / $50
Plan C: $15 / 50% / 50%

Plan A: $10 / $20 / $35 plus 30%
Plan B: $15 / $35 / $50 plus 30%
Plan C: $15 / 50% / 50%

After plan deductible is met, 
$10 / $20 / $35

After plan deductible is met, 
$10 / $20 / $35 plus 30%

Mail Order
31 - 90-day supply

Plan A: $20 / $40 / $70
Plan B: $30 / $70 / $100
Plan C: $30 / 50% / 50%

Not Covered After plan deductible is met, 
$20 / $40 / $70

Not Covered 

  * This is a partial description of plans and benefi ts available; for more information, refer to the specifi c plan design summary.  The dollar amount and percentage copayments indicate 
what the member is required to pay. 

** For MC OA Plan 29-07: All covered expenses accumulate separately toward the preferred and non-preferred Deductible and Payment Limit; only those out-of-pocket expenses 
resulting from the application of coinsurance percentage may be used to satisfy the Payment Limit; and certain services may not apply toward the Deductible or Payment Limit. Once 
the Family Deductible is met, all family members will be considered as having met their Deductible for the remainder of the calendar year. No one family member may contribute 
more than the individual Deductible amount to the Family Deductible. Once the Family Payment Limit is met, all family members will be considered as having met their Payment Limit 
for the remainder of the calendar year. No one family member may contribute more than the individual Payment Limit amount to the Family Payment Limit. For MC OA Plan 30-07 
(HSA Compatible): All covered expenses, including prescription drugs, accumulate towards the preferred and non-preferred Deductible and Payment Limit; only those out-of-
pocket expenses resulting from the application of deductible, coinsurance percentage and copays, including prescription drug copays, may be used to satisfy the Payment Limit. 
Once the Family Deductible is met, all family members will be considered as having met their Deductible for the remainder of the calendar year. No one family member may 
contribute more than the individual Deductible amount to the Family Deductible. Once the Family Payment Limit is met, all family members will be considered as having met their 
Payment Limit for the remainder of the calendar year. No one family member may contribute more than the individual Payment Limit amount to the Family Payment Limit. 

   + MC OA 30-07 (HSA Compatible) plan is administered on a plan year basis; therefore, all benefi t features such as Deductible, Payment Limit, visit and dollar maximums are per plan 
year, not per calendar year. 

   † Based upon Treasury guidance available as of the print date. 
†† 90-Day Transition of Coverage (TOC) for Prior Authorization and Step Therapy included on Pharmacy Plans A, B and C. Transition of Coverage for Prior Authorization and Step 

Therapy helps members of new groups to transition to Aetna by providing a 90-calendar-day opportunity, beginning on the group’s initial effective date, during which time Prior 
Authorization and Step Therapy requirements will not apply to certain drugs. Once the 90 calendar days has expired, Prior Authorization and Step Therapy edits will apply to all drugs 
requiring Prior Authorization and Step Therapy as listed in the formulary guide. Members, who have claims paid for a drug requiring Prior Authorization and Step Therapy during the 
Transition of Coverage period, may continue to receive this drug after the 90 calendar days and will not be required to obtain a Prior Authorization or approval for a medical exception 
for this drug. 

NOTE: For a summary list of Limitations and Exclusions, refer to page 9. 
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NEW YORK AETNA SMALL GROUP MEDICAL PLANS

AETNA MANAGED CHOICE® OPEN ACCESS PLAN OPTIONS*

PLAN OPTIONS Managed Choice Open Access 31-07
(HSA Compatible†)+ Managed Choice Open Access 33-07

MEMBER BENEFITS Preferred Non-Preferred Preferred Non-Preferred

Plan Coinsurance 20% after deductible 40% after deductible 10% after deductible 30% after deductible
Calendar Year Deductible** $3,000 Individual/$6,000 Family $1,500 Individual/$4,500 Family $2,000 Individual/$6,000 Family
Calendar Year Payment Limit** $5,000 Individual/$10,000 Family $1,500 Individual/$4,500 Family $3,000 Individual/$9,000 Family
Lifetime Maximum Unlimited $2,000,000 Unlimited $2,000,000 
Non-Specialist Offi ce Visit 20% after deductible 40% after deductible $25 copay; deductible waived 30% after deductible

Specialist Offi ce Visit 20% after deductible 40% after deductible $40 copay; deductible waived 30% after deductible
PREVENTIVE CARE

Well-Child Exams 
Age/Frequency Schedules apply

$0 copay; deductible waived 0%; deductible waived $0 copay; deductible waived 0%; deductible waived

Immunizations $0 copay; deductible waived 0%; deductible waived $0 copay; deductible waived 0%; deductible waived
Adult Physicals 
Age/Frequency Schedules apply

$10 copay; deductible waived 40%; deductible waived $25 copay; deductible waived 30% after deductible

Routine GYN Exams and 
Routine Mammograms  
Age/Frequency Schedules apply

$20 copay; deductible waived 40%; deductible waived $40 copay; deductible waived 30% after deductible

Routine Vision Exams 
1 exam every 24 months; 
Preferred and Non-Preferred combined

20% after deductible 40% after deductible $40 copay; deductible waived 30% after deductible

Outpatient Services 
Lab and X-ray

20% after deductible 40% after deductible $40 copay; deductible waived 30% after deductible

Inpatient Hospital 20% after deductible 40% after deductible 10% after deductible 30% after deductible
Outpatient Surgery 20% after deductible 40% after deductible 10% after deductible 30% after deductible
Emergency Room
Copay waived if admitted
(Does Not Apply to MC OA 31-07)

20% after deductible Paid as Preferred $100 copay; deductible waived Paid as Preferred

Urgent Care 20% after deductible 40% after deductible $75 copay; deductible waived 30% after deductible
Inpatient Mental Health 20% after deductible 40% after deductible 10% after deductible 30% after deductible

Maximum of 30 combined days per calendar year for Biologically 
Based/Children with Serious Emotional Disturbances and Other than 

Biologically Based/Children with Serious Emotional Disturbances; 
Preferred and Non-Preferred combined

Plan A: Biologically Based/Children with Serious Emotional Disturbances: 
Unlimited days per calendar year; Preferred and Non-Preferred 

combined. Other than Biologically Based/Children with Serious Emotional 
Disturbances: Maximum of 30 days per calendar year; 

Preferred and Non-Preferred combined 
Plan B and C: Maximum of 30 combined days per calendar year 

for Biologically Based/Children with Serious Emotional Disturbances 
and Other than Biologically Based/Children with Serious Emotional 

Disturbances; Preferred and Non-Preferred combined 
Inpatient Substance Abuse 
Inpatient Detox — Maximum of 30 days per 
calendar year; Preferred and Non-Preferred 
combined 
Inpatient Rehab — Maximum of 30 days per 
calendar year; Preferred and Non-Preferred 
combined

20% after deductible 40% after deductible 10% after deductible 30% after deductible

Chiropractic Services 20% after deductible 40% after deductible $40 copay; deductible waived 30% after deductible
Outpatient Physical, Occupational 
and Speech Therapy 
Limited to 60 combined visits per calendar 
year; Preferred and Non-Preferred combined 

20% after deductible 40% after deductible 10% after deductible 30% after deductible

Durable Medical Equipment
$2,500 calendar year maximum; 
Preferred and Non-Preferred combined

50% after deductible 50% after deductible 50% after deductible 50% after deductible

Glasses and Contact Lens 
Reimbursement 
Preferred and Non-Preferred combined

Not Covered $200 every 24 months

Aetna VisionSM Discounts Program Included Not Covered Included Not Covered
PRESCRIPTION DRUGS††

Retail
Up to a 30-day supply

After plan deductible is met,
$15 / $35 / $50

After plan deductible is met,
$15 / $35 / $50 plus 30%

Plan A: $10 / $20 / $35
Plan B: $15 / $35 / $50
Plan C: $15 / 50% / 50%

Plan A: $10 / $20 / $35 plus 30%
Plan B: $15 / $35 / $50 plus 30%
Plan C: $15 / 50% / 50%  

Mail Order
31 - 90-day supply

After plan deductible is met, 
$30 / $70 / $100

Not Covered Plan A: $20 / $40 / $70
Plan B:$ 30 / $70 / $100
Plan C: $30 / 50% / 50%

Not Covered

  * This is a partial description of plans and benefi ts available; for more information, refer to the specifi c plan design summary.  The dollar amount and percentage copayments indicate 
what the member is required to pay. 

** For MC OA Plan 31-07 (HSA Compatible): All covered expenses, including prescription drugs, accumulate towards the preferred and non-preferred Deductible and Payment 
Limit; only those out-of-pocket expenses resulting from the application of deductible, coinsurance percentage and copays, including prescription drug copays, may be used to satisfy 
the Payment Limit. Once the Family Deductible is met, all family members will be considered as having met their Deductible for the remainder of the calendar year. No one family 
member may contribute more than the individual Deductible amount to the Family Deductible. Once the Family Payment Limit is met, all family members will be considered as having 
met their Payment Limit for the remainder of the calendar year. No one family member may contribute more than the individual Payment Limit amount to the Family Payment Limit. 
For MC OA Plan 33-07: All covered expenses accumulate separately toward the preferred and non-preferred Deductible and Payment Limit; only those out-of-pocket expenses 
resulting from the application of coinsurance percentage may be used to satisfy the Payment Limit; and certain services may not apply toward the Deductible or Payment Limit. Once 
the Family Deductible is met, all family members will be considered as having met their Deductible for the remainder of the calendar year. No one family member may contribute 
more than the individual Deductible amount to the Family Deductible. Once the Family Payment Limit is met, all family members will be considered as having met their Payment Limit 
for the remainder of the calendar year. No one family member may contribute more than the individual Payment Limit amount to the Family Payment Limit. 

   + MC OA 31-07 (HSA Compatible) plan is administered on a plan year basis; therefore, all benefi t features such as Deductible, Payment Limit, visit and dollar maximums are per plan 
year, not per calendar year. 

   †Based upon Treasury guidance available as of the print date. 
 †† 90-Day Transition of Coverage (TOC) for Prior Authorization and Step Therapy included on Pharmacy Plans A, B and C.  Transition of Coverage for Prior Authorization and Step 

Therapy helps members of new groups to transition to Aetna by providing a 90-calendar-day opportunity, beginning on the group’s initial effective date, during which time Prior 
Authorization and Step Therapy requirements will not apply to certain drugs. Once the 90 calendar days has expired, Prior Authorization and Step Therapy edits will apply to all drugs 
requiring Prior Authorization and Step Therapy as listed in the formulary guide. Members, who have claims paid for a drug requiring Prior Authorization and Step Therapy during the 
Transition of Coverage period, may continue to receive this drug after the 90 calendar days and will not be required to obtain a Prior Authorization or approval for a medical 
exception for this drug. 

NOTE: For a summary list of Limitations and Exclusions, refer to page 9. 
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NEW YORK AETNA SMALL GROUP MEDICAL PLANS

AETNA MANAGED CHOICE® OPEN ACCESS PLAN OPTIONS*

PLAN OPTIONS Managed Choice Open Access 34-07
(HSA Compatible†)+

Managed Choice Open Access 35-08
(HSA Compatible†)+

MEMBER BENEFITS Preferred Non-Preferred Preferred Non-Preferred

Plan Coinsurance 0% after deductible 30% after deductible 0% after deductible 30% after deductible
Calendar Year Deductible** $3,000 Individual/$6,000 Family $1,500 Individual/$3,000 Family
Calendar Year Payment Limit** $5,000 Individual/$10,000 Family $5,000 Individual/$10,000 Family
Lifetime Maximum Unlimited $2,000,000 Unlimited $2,000,000 
Non-Specialist Offi ce Visit 0% after deductible 30% after deductible 0% after deductible 30% after deductible
Specialist Offi ce Visit 0% after deductible 30% after deductible 0% after deductible 30% after deductible
PREVENTIVE CARE

Well-Child Exams 
Age/Frequency Schedules apply

$0 copay; deductible waived 0%; deductible waived $0 copay; deductible waived 0%; deductible waived

Immunizations $0 copay; deductible waived 0%; deductible waived $0 copay; deductible waived 0%; deductible waived
Adult Physicals 
Age/Frequency Schedules apply

$10 copay; deductible waived 30%; deductible waived $10 copay; deductible waived 30%; deductible waived

Routine GYN Exams and 
Routine Mammograms  
Age/Frequency Schedules apply

$20 copay; deductible waived 30%; deductible waived $20 copay; deductible waived 30%; deductible waived

Routine Vision Exams 
1 exam every 24 months; 
Preferred and Non-Preferred combined

0% after deductible 30% after deductible 0% after deductible 30% after deductible

Outpatient Services 
Lab and X-ray

0% after deductible 30% after deductible 0% after deductible 30% after deductible

Inpatient Hospital 0% after deductible 30% after deductible 0% after deductible 30% after deductible
Outpatient Surgery 0% after deductible 30% after deductible 0% after deductible 30% after deductible
Emergency Room 0% after deductible Paid as Preferred 0% after deductible Paid as Preferred
Urgent Care 0% after deductible 30% after deductible 0% after deductible 30% after deductible
Inpatient Mental Health 0% after deductible 30% after deductible 0% after deductible 30% after deductible

Maximum of 30 combined days per calendar year for Biologically 
Based/Children with Serious Emotional Disturbances and Other than 

Biologically Based/Children with Serious Emotional Disturbances; 
Preferred and Non-Preferred combined

Maximum of 30 combined days per calendar year for Biologically 
Based/Children with Serious Emotional Disturbances and Other than 

Biologically Based/Children with Serious Emotional Disturbances; 
Preferred and Non-Preferred combined

Inpatient Substance Abuse 
Inpatient Detox — Maximum of 30 days per 
calendar year; Preferred and Non-Preferred 
combined 
Inpatient Rehab — Maximum of 30 days per 
calendar year; Preferred and Non-Preferred 
combined

0% after deductible 30% after deductible 0% after deductible 30% after deductible

Chiropractic Services 0% after deductible 30% after deductible 0% after deductible 30% after deductible
Outpatient Physical, Occupational 
and Speech Therapy 
Limited to 60 combined visits per calendar 
year; Preferred and Non-Preferred combined 

0% after deductible 30% after deductible 0% after deductible 30% after deductible

Durable Medical Equipment
$2,500 calendar year maximum; 
Preferred and Non-Preferred combined

50% after deductible 50% after deductible 50% after deductible 50% after deductible

Glasses and Contact Lens 
Reimbursement 
Preferred and Non-Preferred combined

Not Covered Not Covered

Aetna VisionSM Discounts Program Included Not Covered Included Not Covered 
PRESCRIPTION DRUGS††

Retail
Up to a 30-day supply

After plan deductible is met, 
$15 / $35 / $50

After plan deductible is met, 
$15 / $35 / $50 plus 30%

After plan deductible is met, 
$15 / $35 / $50

After plan deductible is met, 
$15 / $35 / $50 plus 30%

Mail Order
31 - 90-day supply

After plan deductible is met, 
$30 / $70 / $100

Not Covered After plan deductible is met, 
$30 / $70 / $100

Not Covered 

  * This is a partial description of plans and benefi ts available; for more information, refer to the specifi c plan design summary.  The dollar amount and percentage copayments indicate 
what the member is required to pay. 

** For MC OA Plan 34-07 (HSA Compatible): All covered expenses, including prescription drugs, accumulate towards the preferred and non-preferred Deductible and Payment 
Limit; only those out-of-pocket expenses resulting from the application of deductible, coinsurance percentage and copays, including prescription drug copays, may be used to satisfy 
the Payment Limit. Once the Family Deductible is met, all family members will be considered as having met their Deductible for the remainder of the calendar year. No one family 
member may contribute more than the individual Deductible amount to the Family Deductible. Once the Family Payment Limit is met, all family members will be considered as having 
met their Payment Limit for the remainder of the calendar year. No one family member may contribute more than the individual Payment Limit amount to the Family Payment Limit. 
For MC OA 35-08 (HSA Compatible): All covered expenses, including prescription drugs, accumulate towards the preferred and non-preferred Deductible and Payment Limit; only 
those out-of-pocket expenses resulting from the application of deductible, coinsurance percentage and copays, including prescription drug copays, may be used to satisfy the 
Payment Limit. The Individual Deductible can only be met when a member is enrolled for self-only coverage with no dependent coverage. The Family Payment Limit can be met by a 
combination of family members or by any single individual within the family. Once the Family Payment Limit is met, all family members will be considered as having met their Payment 
Limit for the remainder of the calendar year.

   + MC OA 34-07 & 35-08 (HSA Compatible) plans are administered on a plan year basis; therefore, all benefi t features such as Deductible, Payment Limit, visit and dollar maximums are 
per plan year, not per calendar year. 

    † Based upon Treasury guidance available as of the print date. 
 †† 90-Day Transition of Coverage (TOC) for Prior Authorization and Step Therapy included on Pharmacy Plans A, B and C.  Transition of Coverage for Prior Authorization and Step 

Therapy helps members of new groups to transition to Aetna by providing a 90-calendar-day opportunity, beginning on the group’s initial effective date, during which time Prior 
Authorization and Step Therapy requirements will not apply to certain drugs. Once the 90 calendar days has expired, Prior Authorization and Step Therapy edits will apply to all drugs 
requiring Prior Authorization and Step Therapy as listed in the formulary guide. Members, who have claims paid for a drug requiring Prior Authorization and Step Therapy during the 
Transition of Coverage period, may continue to receive this drug after the 90 calendar days and will not be required to obtain a Prior Authorization or approval for a medical 
exception for this drug. 

NOTE: For a summary list of Limitations and Exclusions, refer to page 9. 
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NEW YORK AETNA SMALL GROUP MEDICAL PLANS

Aetna EPO Open Access Plan Options*

PLAN OPTIONS EPO Open Access 1-08 EPO Open Access 2-07 EPO Open Access 3-07 EPO Open Access 3-08

MEMBER BENEFITS Preferred Preferred Preferred Preferred

Plan Coinsurance Not Applicable 0% after deductible 0% after deductible 0% after deductible
Calendar Year Deductible** Not Applicable $1,000 Individual

$3,000 Family
$1,500 Individual
$4,500 Family

$1,500 Individual
$4,500 Family

Calendar Year Payment Limit** Not Applicable Not Applicable Not Applicable Not Applicable
Lifetime Maximum Unlimited Unlimited Unlimited Unlimited
Non-Specialist Offi ce Visit $25 copay $25 copay; deductible waived $25 copay; deductible waived $25 copay; deductible waived

Specialist Offi ce Visit $40 copay $25 copay; deductible waived $50 copay; deductible waived $50 copay; deductible waived
PREVENTIVE CARE

Well-Child Exams 
Age/Frequency Schedules apply

$0 copay $0 copay; deductible waived $0 copay; deductible waived $0 copay; deductible waived

Immunizations $0 copay $0 copay; deductible waived $0 copay; deductible waived $0 copay; deductible waived
Adult Physicals 
Age/Frequency Schedules apply

$25 copay $25 copay; deductible waived $25 copay; deductible waived $25 copay; deductible waived

Routine GYN Exams and 
Routine Mammograms  
Age/Frequency Schedules apply

$40 copay $25 copay; deductible waived $50 copay; deductible waived $50 copay; deductible waived

Routine Vision Exams 
1 exam every 24 months; 

$40 copay $25 copay; deductible waived $50 copay; deductible waived $50 copay; deductible waived

Outpatient Services 
Lab and X-ray

$40 copay $25 copay; deductible waived $50 copay; deductible waived $50 copay; deductible waived

Inpatient Hospital $300 copay per day up to 5 days 
per admission

0% after deductible $500 copay per admission after 
deductible

$500 copay per admission after 
deductible

Outpatient Surgery $250 copay 0% after deductible $100 copay after deductible $100 copay after deductible
Emergency Room
Copay waived if admitted

$100 copay $100 copay; deductible waived $100 copay; deductible waived $100 copay; deductible waived

Urgent Care $75 copay $75 copay; deductible waived $75 copay; deductible waived $75 copay; deductible waived
Inpatient Mental Health $300 copay per day up to 5 days 

per admission
0% after deductible $500 copay per admission after 

deductible
$500 copay per admission after 
deductible

Maximum of 30 combined days 
per calendar year for Biologically 
Based/Children with Serious 
Emotional Disturbances and 
Other than Biologically Based/
Children with Serious Emotional 
Disturbances

Plan A: Biologically Based/
Children with Serious Emotional 
Disturbances: Unlimited days 
per calendar year; Other than 
Biologically Based/Children with 
Serious Emotional Disturbances: 
Maximum of 30 days per 
calendar year 
Plan B and C: Maximum of 30 
combined days per calendar year 
for Biologically Based/Children with 
Serious Emotional Disturbances 
and Other than Biologically Based/
Children with Serious Emotional 
Disturbances

Maximum of 30 combined days 
per calendar year for Biologically 
Based/Children with Serious 
Emotional Disturbances and 
Other than Biologically Based/
Children with Serious Emotional 
Disturbances

Maximum of 30 combined days 
per calendar year for Biologically 
Based/Children with Serious 
Emotional Disturbances and 
Other than Biologically Based/
Children with Serious Emotional 
Disturbances

Inpatient Substance Abuse 
Inpatient Detox — 
Maximum of 30 days per calendar year
Inpatient Rehab — 
Maximum of 30 days per calendar year

$300 copay per day up to 5 days 
per admission

0% after deductible $500 copay per admission 
after deductible

$500 copay per admission 
after deductible

Chiropractic Services $40 copay $25 copay; deductible waived $50 copay; deductible waived $50 copay; deductible waived
Outpatient Physical, Occupational 
and Speech Therapy 
Limited to 60 combined visits per 
calendar year

$40 copay 0% after deductible 0% after deductible 0% after deductible

Durable Medical Equipment
$2,500 calendar year maximum

50% 50% after deductible 50% after deductible 50% after deductible

Glasses and Contact Lens 
Reimbursement 

$200 every 24 months $200 every 24 months $200 every 24 months $200 every 24 months

Aetna VisionSM Discounts Program Included Included Included Included
PRESCRIPTION DRUGS††

Retail
Up to a 30-day supply

Plan B: $15 / $35 / $50
Plan C: $15 / 50% / 50%

Plan A: $10 / $20 / $35
Plan B: $15 / $35 / $50
Plan C: $15 / 50% / 50%

Plan B: $15 / $35 / $50
Plan C: $15 / 50% / 50%

No Prescription Drug Benefi t — 
Discount Rx Card Only

Mail Order
31 - 90-day supply

Plan B: $30 / $70 / $100
Plan C: $30 / 50% / 50%

Plan A: $20 / $40 / $70
Plan B: $30 / $70 / $100
Plan C: $30 / 50% / 50%

Plan B: $30 / $70 / $100
Plan C: $30 / 50% / 50%

Not Covered

  * This is a partial description of plans and benefi ts available; for more information, refer to the specifi c plan design summary. The dollar amount and percentage copayments indicate 
what the member is required to pay. 

** All covered expenses accumulate towards the Deductible and Payment Limit; only those out-of-pocket expenses resulting from the application of coinsurance percentage may be 
used to satisfy the Payment Limit; and certain services may not apply toward the Deductible or Payment Limit. Once the Family Deductible is met, all family members will be 
considered as having met their Deductible for the remainder of the calendar year. No one family member may contribute more than the individual Deductible amount to the Family 
Deductible. Once the Family Payment Limit is met, all family members will be considered as having met their Payment Limit for the remainder of the calendar year. No one family 
member may contribute more than the individual Payment Limit amount to the Family Payment Limit. 

 †† 90-Day Transition of Coverage (TOC) for Prior Authorization and Step Therapy included on Pharmacy Plans A, B and C. Transition of Coverage for Prior Authorization and Step 
Therapy helps members of new groups to transition to Aetna by providing a 90-calendar-day opportunity, beginning on the group’s initial effective date, during which time Prior 
Authorization and Step Therapy requirements will not apply to certain drugs. Once the 90 calendar days has expired, Prior Authorization and Step Therapy edits will apply to all drugs 
requiring Prior Authorization and Step Therapy as listed in the formulary guide. Members, who have claims paid for a drug requiring Prior Authorization and Step Therapy during the 
Transition of Coverage period, may continue to receive this drug after the 90 calendar days and will not be required to obtain a Prior Authorization or approval for a medical 
exception for this drug. 

NOTE: For a summary list of Limitations and Exclusions, refer to page 9.
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NEW YORK AETNA SMALL GROUP MEDICAL PLANS

Aetna EPO Open Access and Indemnity Plan Options* 

PLAN OPTIONS EPO Open Access 4-07 EPO Open Access 4-08 Indemnity 20-07

MEMBER BENEFITS Preferred Preferred

Plan Coinsurance 10% after deductible 10% after deductible 20% after deductible
Calendar Year Deductible** $2,000 Individual/$6,000 Family $2,000 Individual/$6,000 Family $1,000 Individual/$2,000 Family
Calendar Year Payment Limit** $3,000 Individual/$9,000 Family $3,000 Individual/$9,000 Family $3,000 Individual/$6,000 Family
Lifetime Maximum Unlimited Unlimited Unlimited
Non-Specialist Offi ce Visit $25 copay; deductible waived $25 copay; deductible waived 20% after deductible

Specialist Offi ce Visit $50 copay; deductible waived $50 copay; deductible waived 20% after deductible
PREVENTIVE CARE

Well-Child Exams 
Age/Frequency Schedules apply

$0 copay; deductible waived $0 copay; deductible waived $0 copay; deductible waived

Immunizations $0 copay; deductible waived $0 copay; deductible waived $0 copay; deductible waived
Adult Physicals 
Age/Frequency Schedules apply

$25 copay; deductible waived $25 copay; deductible waived 20% after deductible

Routine GYN Exams and 
Routine Mammograms  
Age/Frequency Schedules apply

$50 copay; deductible waived $50 copay; deductible waived 20% after deductible

Routine Vision Exams 
1 exam every 24 months

$50 copay; deductible waived $50 copay; deductible waived 20% after deductible

Outpatient Services 
Lab and X-ray

$50 copay; deductible waived $50 copay; deductible waived 20% after deductible

Inpatient Hospital 10% after deductible 10% after deductible 20% after deductible
Outpatient Surgery 10% after deductible 10% after deductible 20% after deductible
Emergency Room
Copay waived if admitted
(Does Not Apply to Indemnity 20-07)

$100 copay; deductible waived $100 copay; deductible waived 20% after deductible

Urgent Care $75 copay; deductible waived $75 copay; deductible waived 20% after deductible
Inpatient Mental Health 10% after deductible 10% after deductible 20% after deductible

Maximum of 30 combined days 
per calendar year for Biologically 
Based/Children with Serious 
Emotional Disturbances and 
Other than Biologically Based/
Children with Serious Emotional 
Disturbances

Maximum of 30 combined days 
per calendar year for Biologically 
Based/Children with Serious 
Emotional Disturbances and 
Other than Biologically Based/
Children with Serious Emotional 
Disturbances

Maximum of 30 combined days 
per calendar year for Biologically 
Based/Children with Serious 
Emotional Disturbances and 
Other than Biologically Based/
Children with Serious Emotional 
Disturbances

Inpatient Substance Abuse 
Inpatient Detox — 
Maximum of 30 days per calendar year
Inpatient Rehab — 
Maximum of 30 days per calendar year

10% after deductible 10% after deductible 20% after deductible

Chiropractic Services $50 copay; deductible waived $50 copay; deductible waived 20% after deductible
Outpatient Physical, Occupational 
and Speech Therapy 
Limited to 60 combined visits per 
calendar year

10% after deductible 10% after deductible 20% after deductible

Durable Medical Equipment
$2,500 calendar year maximum

50% after deductible 50% after deductible 50% after deductible

Glasses and Contact Lens 
Reimbursement 

$200 every 24 months $200 every 24 months $200 every 24 months

Aetna VisionSM Discounts Program Included Included Included
PRESCRIPTION DRUGS††

Retail
Up to a 30-day supply

Plan B: $15 / $35 / $50
Plan C: $15 / 50% / 50%

No Prescription Drug Benefi t — 
Discount Rx Card Only

$15 / $35 / $50

Mail Order
31 - 90-day supply

Plan B: $30 / $70 / $100
Plan C: $30 / 50% / 50%

Not Covered $30 / $70 / $100

  * This is a partial description of plans and benefi ts available; for more information, refer to the specifi c plan design summary. The dollar amount and percentage copayments indicate 
what the member is required to pay. 

** All covered expenses accumulate towards the Deductible and Payment Limit; only those out-of-pocket expenses resulting from the application of coinsurance percentage may be 
used to satisfy the Payment Limit; and certain services may not apply toward the Deductible or Payment Limit. Once the Family Deductible is met, all family members will be 
considered as having met their Deductible for the remainder of the calendar year. No one family member may contribute more than the individual Deductible amount to the Family 
Deductible. Once the Family Payment Limit is met, all family members will be considered as having met their Payment Limit for the remainder of the calendar year. No one family 
member may contribute more than the individual Payment Limit amount to the Family Payment Limit.

 †† 90-Day Transition of Coverage (TOC) for Prior Authorization and Step Therapy included on Pharmacy Plans A, B and C. Transition of Coverage for Prior Authorization and Step 
Therapy helps members of new groups to transition to Aetna by providing a 90-calendar-day opportunity, beginning on the group’s initial effective date, during which time Prior 
Authorization and Step Therapy requirements will not apply to certain drugs. Once the 90 calendar days has expired, Prior Authorization and Step Therapy edits will apply to all drugs 
requiring Prior Authorization and Step Therapy as listed in the formulary guide. Members, who have claims paid for a drug requiring Prior Authorization and Step Therapy during the 
Transition of Coverage period, may continue to receive this drug after the 90 calendar days and will not be required to obtain a Prior Authorization or approval for a medical 
exception for this drug. 

NOTE: For a summary list of Limitations and Exclusions, refer to page 9.
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All products

The following is a partial list of 
services and supplies that are generally 
not covered. However, your plan 
documents may contain exceptions to 
this list based on state mandates or the 
plan design or rider(s) purchased.

■   All medical or hospital services 

not specifi cally covered in, or which 

are limited or excluded in the 

plan documents.

■   Charges related to any eye surgery 

mainly to correct refractive errors.

■   Cosmetic surgery, other than 

reconstructive surgery following 

a mastectomy.

■   Custodial care.

■   Dental care and X-rays, other than 

treatment of sound natural teeth 

due to an accidental injury within 

12 months following the injury or 

care needed to repair congenital 

defects or anomalies.

■   Donor egg retrieval.

■   Experimental and investigational 

procedures, except in connection 

with certain types of clinical trials.

■   Hearing aids.

■   Nonmedically necessary services 

or supplies.

■   Orthotics.

■   Over-the-counter medications 

and supplies.

■   Reversal of sterilization.

■   Services for the treatment of sexual 

dysfunction or inadequacies, including 

therapy, supplies, counseling and 

prescription drugs, unless medically 

necessary.

■   Treatment of those services for or 

related to treatment of obesity or 

for diet or weight control, unless 

medically necessary.

Pre-existing conditions 
exclusion provision

This plan imposes a pre-existing conditions 

exclusion, which may be waived in some 

circumstances (that is, creditable coverage) 

and may not be applicable to you. A 

pre-existing conditions exclusion means 

that if you have a medical condition before 

coming to our plan, you might have to 

wait a certain period of time before the 

plan will provide coverage for that 

condition. This exclusion applies only to 

conditions for which medical advice, 

diagnosis or treatment was recommended 

or received or for which the individual 

took prescribed drugs within 6 months.

Generally, this period ends the day 

before your coverage becomes effective. 

However, if you were in a waiting period 

for coverage, the 6-month period ends on 

the day before the waiting period begins. 

The exclusion period, if applicable, may 

last up to 12 months from your fi rst day 

of coverage or, if you were in a waiting 

period, from the fi rst day of your 

waiting period.

If you had prior creditable coverage 

within 63 days immediately before the 

date you enrolled under this plan, then 

the pre-existing conditions exclusion in 

your plan, if any, will be waived.

Limitations and exclusions This plan does not 
cover all health care 
expenses and includes 
exclusions and limitations. 
Members should refer to 
their plan documents to 
determine which health 
care services are covered 
and to what extent. 
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If you had no prior creditable coverage 

within the 63 days prior to your 

enrollment date (either because you 

had no prior coverage or because there 

was more than a 63-day gap from the date 

your prior coverage terminated to your 

enrollment date), we will apply your 

plan’s pre-existing exclusion.

In order to reduce or possibly eliminate 

your exclusion period based on your 

creditable coverage, you should provide 

us a copy of any Certifi cates of Creditable 

Coverage you have. Please contact your 

Aetna Member Services representative at 

1-800-80-AETNA if you need assistance 

in obtaining a Certifi cate of Creditable 

Coverage from your prior carriers 

or if you have any questions on the 

information noted above.

The pre-existing conditions exclusion 

does not apply to pregnancy nor to a 

child who is enrolled in the plan within 

31 days after birth, adoption or placement 

for adoption. Note: For late enrollees, 

coverage will be delayed until the plan’s 

next open enrollment; the pre-existing 

exclusion will be applied from the 

individual’s effective date of coverage. 
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For more information 
about Aetna’s Small 
Business Solutions, 
please contact your local 
Aetna Sales Manager or 
the Small Group Service 
Center from 8 a.m. to 
5 p.m. at 1-888-277-1053.

 ©2007 Aetna Inc.
14.02.929.1-NY E  (1/08)

This material is for information only and is neither an offer nor invitation to contract. An application 
must be completed to obtain coverage. Rates and benefi ts vary by location. Providers are independent 
contractors and are not agents of Aetna. Provider participation may change without notice. Aetna 
does not provide care or guarantee access to health services. Not all health/disability services are 
covered See plan documents for a complete description of benefi ts, exclusions, limitations and 
conditions of coverage. Plan features and availability may vary by location and are subject to change.
Investment services are independently offered through JPMorgan Institutional Investors, Inc., a 
subsidiary of JPMorgan Chase Bank.
Discount programs provide access to discounted prices and are not insured benefi ts. Aetna receives 
rebates from drug manufacturers that may be taken into account in determining Aetna’s Preferred 
Drug List. Rebates do not reduce the amount a member pays the pharmacy for covered prescriptions. 
Information subject to change. For more information about Aetna plans, refer to www.aetna.com.
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