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WQ1 Self Only JC1 Self Only

WQ2 Self and Family JC2 Self and Family
Enrollment code for Southern CA: Enrollment code for Cleveland, OH:

2X1 Self Only 7D1 Self Only

2X2 Self and Family 7D2 Self and Family
Enroliment code for Atlanta & Athens GA: Enrollment code for Memphis, TN:

2U1 Self Only UB1  Self Only

2U2 Self and Family UB2  Self and Family
Enrolimen7t code for Southeastern IN & Cincinnati,OH Enrollment code for Nashville & Middle TN:

RD1  Self Only 6J1 Self Only

RD2  Self and Family 6J2 Self and Family
Enrollment code for NJ & Southeastern PA: Enrollment code for Western & Southeast WA:

P31 Self Only 8J1 Self Only

P32 Self and Family 8J2 Self and Family

Special Notice 1. Members in Enrollnent Code RD (Northern KY area); Enrdlment Code 7D (Toledo, OH area
only); and Enroliment Code 2X(San Diego county, CA only):We reduced a portion of oService Areas for the above
Enrollment Codes. You must select another FEHB plan during Season if you live or work the affected counties of
these Enroliment Codes. If you do not select another FEHB plan during Open Season, you will be covered only fo
emergency care in 2003.

Special Notice 2. Members in Enrtbment Code 7L (Southern IN and Louisville, KY); Enrollment Code TG
(Binghamton and Syracuse, NY); and Enroliment Code 8L (Southern NV and Las Vegas areajVe eliminated the
above Enroliment areas. You mgslect another FEHB plan during Open 8ea$you currentlyare enrolled in these
Codes. If you do not select another FEHB plan during Open Season, you will have no benefits in 2003.
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UNITED STATES
OFFICE OF PERSONNEL MANAGEMENT

WASHINGTON, DC 20415-0001

OFFICE OF THE DIRECTOR

Dear Federal Employees Health Benefits Program Participant:

I'am pleased to present this Federal Employees Health Benefits (FEHB) Program plan
brochure for 2003. The brochure explains all the benefits this health plan offers to its
enrollees. Since benefits can vary from year to year, you should review your plan's brochure
every Open Season. Fundamentally, I believe that FEHB participants are wise enough to
determine the care options best suited for themselves and their families.

In keeping with the President's health care agenda, we remain committed to providing
FEHB members with affordable, quality health care choices. Our strategy to maintain
quality and cost this year rested on four initiatives. First, I met with FEHB carriers and
challenged them to contain costs, maintain quality, and keep the FEHB Program a model of
consumer choice and on the cutting edge of employer-provided health benefits. I asked the
plans for their best ideas to help hold down premiums and promote quality. And, I
encouraged them to explore all reasonable options to constrain premium increases while
maintaining a benefits program that is highly valued by our employees and retirees, as well
as attractive to prospective Federal employees. Second, I met with our own FEHB
negotiating team here at OPM and I challenged them to conduct tou gh negotiations on your
behalf. Third, OPM initiated a comprehensive outside audit to review the potential costs of
federal and state mandates over the past decade, so that this agency is better prepared to tell
you, the Congress and others the true cost of mandated services. Fourth, we have maintained
a respectful and full engagement with the OPM Inspector General (IG) and have supported
all of his efforts to investigate fraud and waste within the FEHB and other programs.
Positive relations with the IG are essential and I am proud of our strong relationship.

The FEHB Program is market-driven. The health care marketplace has experienced
significant increases in health care cost trends in recent years. Despite its size, the FEHB
Program is not immune to such market forces. We have worked with this plan and all the
other plans in the Program to provide health plan choices that maintain competitive benefit
packages and yet keep health care affordable.

Now, it is your turn. We believe if you review this health plan brochure and the FEHB
Guide you will have what you need to make an informed decision on health care for you and
your family. We suggest you also visit our web site at www.opm.gov/insure.

Sincerely,

22

Kay Coles Jameés
Director
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Federal Employees
Health Benefits Program

Notice of the Office of Personnel Management’s
Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.

By law, the Office of Personnel Management (OPM), which administers the Federal Employees Health Benefits
(FEHB) Program, is required to protect the privacy of your personal medical information. OPM is also required to give
you this notice to tell you how OPM may use and give out (“disclose”) your personal medical information held by

OPM.

OPMwill use and give out your personal medical information:

To you or someone who has the legal right to act for you (your personal representative),

To the Secretary of the Departmentigalth and Human Services, if nesay, to make sure your privacy is
protected,

To law enforcement officials when investigating and/or prosecuting alleged or civil or criminal actions, and
Where required by law.

OPM has the rightto use and give out your personal medictdrimation to administethe FEHB Program. For
example:

To communicate with your FEHB health plan when you or someone you have authorized to act on your behalf
asks for our assistance regarding adbi or customer service issue.

To review, make a decision, or litigate your disputed claim.

For OPM and the General Accounting Office when conducting audits.

OPMmay use or give out your personal medical information for the following purposes under limited circumstances:

For Government healthcare oversight activities (such as fraud and abuse investigations),
For research studies that meet all privacy law require{ench as for medical reseh or education), and
To avoid a serious and imminent threat to health or safety.

By law, OPM must have your written permission (an Kavization”) to use or give out your personal medical
information for any purpose that is not set out in this notiteu may take back (“revoke”) your written permission at
any time, except if OPM has alrgadcted based on your permission.

By law, youhave the rightto:

See and get a copy of your personal medical information held by OPM.

Amend any of your personal medi¢aformation created by OPM if ydoelieve that it is wrong or if

information is missing, and OPM agred§ OPM disagrees, you may have a statement of your disagreement
added to your personal medical information.



* Get a listing of those getting your personal medical information from OPM in the past 6 years. The listing will
not cover your personal medical information that was given to you or your personal representative, any
information that you authorized OPM to release, at #as given out for law enforcement purposes or to pay
for your health care or a disputed claim.

* Ask OPM to communicate with you adifferent manner or at a different place (for example, by sending
materials to a P.O. Box irestd of your home address).

» Ask OPM to limit how your personal medical information is used or given out. However, OPM may not be
able to agree to your request if the information &du® conduct operations in the manner described above.

* Get a separate paper copy of this notice.

For more information on exercising your rights set out in this notice, logkatopm.gov/insuren the web. You may
also call 202-606-0191 and ask for OPM’s FEPi®gram privacy official for this purpose.

If you believe OPM has violated your privacy rights set out in this notice, you may file a complaint with OPM at the
following address:

Privacy Complaints
Office of Personnel Management
P.O. Box 707
Washington, DC 20004-0707

Filing a complaint will not affect your benefits under the FEHB Program. You also may file a complaint with the
Secretary of the Departmentidéalth and Human Services.

By law, OPM is required to follow the terms in this privacy notice. OPM has the right to change the way your personal
medical information is used and given out. If OPM makes any changes, you will get a new notice by mail within 60
days of the change. The privacy practices listed in this notice will be effective April 14, 2003.
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Introduction

This brochure describes the benefits you can receive obA¢galth Inc.* under our cortct (CS 2867) with the Office
of Personnel Management (OPM), as authorized by therBeEmployees Health Benefits law. The address for
Aetna’s administrative office is:

Aetna Health Inc.
930 Harvest Drive
Mail Stop U33N
Blue Bell, PA 19422

This brochure is the officiatatement of benefits. Noalrstatement can modify ortarwise affect the benefits,
limitations, and exclusions of this brochuléis your responsibility to be informed about your health benefits.

If you are enrolled in this Plan, you are entitled to the benefits described in this brochure. If you are er8elfexhih
Family coverage, each eligible family member is also entitled to these benefits. You do not have a right to benefits that
were available before January 1, 2003, unless these benefits are also shown in this brochure.

OPM negotiates benefits and rates with each plan annually. Benefit changes are effective January 1, 2003, and changes
are summarized on page 12. Ratesshmvn at the end of this brochure.

*HMO benefits are provided or administered by:

Legal Entity Carrier Code
Aetna Health Inc(AZ) wQ

Aetna Health of Califormi Inc. 2X

Aetna Health Inc(GA) 2U

Aetna Health Inc(NJ) P3 (NJ)
Aetna Health Inc(NY) JC

Aetna Health Inc(OH) RD/7D

Aetna Health Inc(PA) P3 (PA)
Aetna Health Inc(TN) 6J/UB

Aetna Health Inc(WA) 8J

Plain Language

All FEHB brochuresare written in plain language to make thespansive, accessible, and understandable to the
public. For instance,

» Except for necessary technical termvg, use common words. For instant@u” means the enrollee or family
member; “we” means Aetna Health.

e We limit acronyms to ones you know. FEHB is the Federal Employees Health Benefits Program. OPM is the Office
of Personnel Management. If we use others, we tell you what they mean first.

*  Our brochure and other FEHB plans’ brochures have the same format and similar descriptions to help you
compare plans.

If you have comments or suggestions about how to improve the structure of this brochure, let OPM know. Visit OPM'’s
“Rate Us” feedback areawatvw.opmgov/insureor email OPMat fehbwebcomments@opm.gov. You may also write

to OPM at the Office of Personnel Management, Office of Insurance Planning and Evaluation Division, 1900 E Street
NW, Washington, DC 20415-3650.
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Stop Health Care Fraud!

Fraud increases the cost of healttedar everyone and increases your Federal Employees Health Benefits (FEHB)
Program premium.

OPM's Office of the Inspector General investigates albalions of fraud, waste, and abuse in the FEHB Program
regardless of the agency that employs you or from which you retired.

Protect Yourself From Fraud- Here are some things yoan do to prevent fraud:

Be wary of giving your plan identification (ID) number over the telephone or to people you do not know, except to
your doctor, other provider, or authorized plan or OPM representative.

Let only the appropriate medical professionalseewour medical record or recommend services.

Avoid using health care providers who say that an item or service is not usually covered, but they know how to bill
us to get it paid.

Carefully review explanations of beitef(EOBs) that yo receive from us.

Do not ask your doctor to make false entries on certificates, bills or records in order to get us to pay for an item or
service.

If you suspect that a provider has charged you forseswou did not receive, billed you twice for the same
service, or misrepresented any information, do the following:

— Call the provider and ask for an eapation. There may be an error.
— If the provider does not resolve the matter, call us at 1-800/537-9384 and explain the situation.

— If we do not resolve the issue:

CALL - THE HEALTH CARE FRAUD HOTLINE
202/418-3300

OR WRITE TO:
The United States Officeof Personnel Management
Office of the InspectorGeneral Fraud Hotline
1900 E Street, NW, Room 6400
Washington, DC 20415.

Do not maintain as a family member on your policy:

— Your former spouse after a divar decree or annulment is finaléa if a court order stipulates
otherwise); or

— Your child over age 22 (unless he/she is disabled and incapable of self support).

If you have any questions about the eligibility of a dependent, check with your personnel office if you are employed
or with OPM if you are retired.

You can be prosecuted for fraud and your agency may take action against you if you falsify a claim to obtain FEHB
benefits or try to obtain services for someone who is netigible family member or who is no longer enrolled in
the Plan.

2003 Aetna Health 5 Introduction/Plain Language/Advisory



Section 1. Facts about this HMO plan

This Plan is a health maintenance organization (HMO). We reguiiréo see specific physiciadmspitals, and other providers
that contract with us. Thed?lan providers coordinate your health care servi€ks.Plan is solely responsible for the selection
of these providers in your are€ontact the Plan for a copy ofeiih most recent provider directory.

HMOs emphasize preventive care such atimewffice visits, physicadxams, well-baby care, and immunizations, in addition to
treatment for illness and injur@ur providers follow generallgccepted medical practice wharescribing any course of
treatment.

When you receive services from Plan providers, you wilhaee to submit claim forms or pay bills. You only pay the
copayments, coinsurance, and deductiiescribed in this brochure. When yaeeive emergency services from non-Plan
providers, you may have to submit claim forms.

You should join an HMO because you prefer the plan’s beriigs, not because a particular provider is available. You
cannot change plans because a provider leaves our Plan. We cannot guarantee that any one physician, hospital, or other
provider will be available and/or remain under contract with us.

How we pay providers
*  Provider Compensation We contract with individual physicians, medical groups, and hospitals to
provide the benefits in this brogre. These Plaproviders accept a
negotiated payment from us, and you will only be responsible for your
copayments or coinsurance.

This is a direct contract prapment Plan, which means that

participating providers are neither agents nor employees of the Plan.
Rather, they are independent doctors and providers who practice in their
own offices or facilities. The Plaarranges with licensed providers and
hospitals to provide medical servides both the prevention of disease

and the treatment of iliness and injury for benefits covered under the
Plan.

Plan providers in our network have agreed to be compensated in various
ways. Many participating primary care physicians (PG@Pspaid by
capitation. Under capitation, a physician receives payment for a patient
whether the physician sees thetient that month or not.

Specialists, hospitals, primary care physicians and other providers in the
Aetna Health Inc. network may also be paid in the following ways:

e Perindividual service (fee-for+sgce at contracted rates),
« Per hospital day (per diem contracted rates),

< Under other capitation methods (a certain amount per member, per
month), and

« By Integrated Delivery Systenf4DS"), Independent Practice
Assaociations (“IPAs”), Physician Medical Groups (“PMGs”),
Physician Hospital Organizations (“PHOs"), behavioral health
organizations and similar provider organizations or groups that are
paid by Aetna Health; the organization or group pays the physician
or facility directly. In such arrangements, that group or organization
has a financial incentive to control the costs of providing care.

You are encouraged to ask your physicians and other providers how
they are compensated for their srvices, including whether their
specific arrangements include anyinancial incentives to control
costs.
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Your Rights

OPM requires that all FEHB Plans provide certain informattiaeir FEHB members. You may get information about us, our
networks, providers, an facilities. OPM’s FEHB website (www.opm.gov/insure) lists the pecific types of information thatwe
must make available to you. Some df tequired information is listed below.

Medical Necessity

Covered services include mogpes of treatment by PCPs, speisialand hospitals. Howevergthealth plan also excludes or
limits coverage for some services including, but not limiteddemetic surgery and experimerpabcedures. In addition, in
order to be covered, all services, including the location (type of facility), duration and costs of services, must be medically
necessary as defined in this Plan and as determined by us. (See definition on Page 60.)

Direct Access Ob/Gyn Program

This program allows female members to visit any partigigagiynecologist for a routine well-woman exam, including a Pap
smear (if appropriate) and an unlimited number of visits for gynecologic problems and follow-up care as described in your
benefits plan. Gynecologists may also refer a woman directlyofeered gynecologic services without the patient having to go
back to her participating primary care physician. If your Qo/@ part of an IndependeRractice Association (IPA), a

Physician Medical Group (PMG) or a similar organization, covered care must be coordinated through the IPA, the PMG or the
similar organization.

Mental Health/Substance Abuse

In most areas, certain behavioral healtle@rvices (e.g., treatment or care for mental disease or illness, alcohol abboise an
substance abuse) are managed by an independently contracted organization. This organization makes initial coverage
determinations and coordinates referrals; any behavioral health care referrals will generally be made to providers iffffiliated w
the organization, unless your needs for covered services extgmubiibe capability of the affated providers. You can rege
information regarding the appropriate way to access the behaveaith care services thatarovered under your specifiapl

by calling Member Services at 1-800/537-9384. As with other coverage determinations, you may appeal behavioral health care
coverage decisions in accordance with the provisions of your Plan.

Ongoing Reviews

We conduct ongoing reviews of those services and supplies which are recommended or provided by health
professionals to determine whether such services and supplies are covered benefits under this Plan. If we determine
that the recommended servigesl supplies are not covered benefits, you will be notified. If you wish to appeal such
determination, you may then contact us to seek a review of the determination.

Authorization
Certain services and supplies under this Plan may require authorization by us to determine if they are covered benefits
under this Plan.

Patient Management

We have developed a patient management program to asiésermining what health care services are covered under the
health plan and the extent of suclvex@age. The program assists membergdeiving the appropriate health care and
maximizing coverage fohbse health care services.

Only medical directors make decisions denying coverage for services for reasons of medical necessity. Coverage denial letters
delineate any unmet criteria, standardg guidelines, and inform the provider and member of the appeal process.

Our patient management stafiegsational guidelines and resources to gthideprecertification, arcurrent review and

retrospective review process. Using the information obtained from providgratient management staff utilizes Milliman &
Robertson Care Guidelingsl&R Care Guidelines) when conducting concurrent reviewi§there is no applicable M&R Care
Guideline, patient management staff utilieerQual ISD criteria. When applicable, Medicare National Coverage Decisions are
followed for Medicare managed care members. To the extent certain patient management functions are delegated to integrated
delivery systems, independent practice asdimeis or other provider groups (“Delégsl’), such Delegates utilize criteria tha

they deem appropriate.
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e Precertification Certain health care services, sashhospitalization or outpatient
surgery, require preceiitiation by us to ensure coverage. When a
member is to obtain services regug precertification through a Plan
provider, this provider should precertify those services prior to
treatment.

» Concurrent Review The concurrent review process assgsie necessity for continued stay,
level of care, and quality of cafer members receiving inpatient
services. All inpatient services extending beyond the initial certification
period will require Concurrent Review.

e Discharge Planning Discharge planning may be initiated at any stage of the patient
management process and begins immediately upon identification of
post-discharge needs during precasdifion or concurrent review. The
discharge plan may include initiation of a variety of services/benefits to
be utilized by the member upon discharge from an inpatient stay.

* Retrospective Record The purpose of retrospiae record review is toetrospectively analyze
Review potential quality and utilization issues, initiate appropriate follow-up

action based on quality or utilization issues, and review all appeals of
inpatient concurrent review decisions for coverage and payment of
health care services. Our effortrtanage the services provided to
members includes the retrospectiegiew of claims submitted for
payment, and of medical records submitted for potential quality and
utilization concerns.

Member Services

Representatives from Member Services aiméd to answer your questions andgsist you in using the Aetna Health plan
properly and efficiently. After yo receive your ID card, you can call the MemBervices toll-free nundy on the card when
you need to:

e Ask questions about benefits and coverage.
* Notify us of changes in your name, address or telephone number.
» Change your primary care physician or office.

e Obtain information about how to file a grievance or an appeal.

Confidentiality

We protect the privacy of confidential Plan member medical information. We contractually require that participating providers
keep member informatioconfidential in accordance witlpplicable laws. Furthermore, ydhave the right to access your

medical records from participating proeig, at any time. Aetna Health Iniecluding its affiliatesand authorized agents,
collectively (“Aetna Health”) and parijgating providers require access to membedical information for a number of

important and appropriate purposes, inolgctlaims payment, fraud prevention, coordination of cdaig collection,

performance measurement, fulfilling stated federal requirements, quality managet, utilization review, research and
accreditation activities, prevené\nealth, and early detection and diseaseag@ment programs. Accordingly, for these

purposes, members authorize s@ring of member medical information abougrtiselves and their dependents between Aetna
Health Inc. and Plan provideasd health delivery systems.

Protecting the privacy of member health imfiation is a top priority at Aetna. When contacting us about this FEHB Program
brochure or for help with other questions, please be prepared to provide your or your family member’s name, member ID (or
Social Security Number), and date of birth.

If you want more information about us, call 1-800/537-9384, or write to 930 Harvest Drive, Mail Stop U33N, Blue Bell, PA
19422. Y ou may aso contad us by fax at 215/775-5246 or visit our webste & www.aegna.com'cusom/fehbp.
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Service Area

To enroll in this Plan, you must live or work in aearvice area. This is where our providers practice.

Our service area is:

Arizona

2/02
This service has
Excellent accreditation
from the NCQA.
See the2003 Guide€or more
information on accreditation.

California

5/00

This service has Commendable

accreditation from the NCQA.
See the2003Guidefor more

information on accreditation.

Georgia

8/01
This service has Excellent
accreditation from the NCQA.
See the2003 Guidegor more
information on accreditation.

Indiana

4/02
This service has Excellent
accreditation from the NCQA.
See the2003 Guidgor more
information on accreditation.

2003 Aetna Health

Serving: Phoenix and Tucson areas

Enroliment Code:
WQ1 Self Only
WQ2 Self and Family

Cochise, Maricopa, Pima and Santa Cruz counties and portions of Pinal as defined
by the towns of Apache Junction and Casa Grande

Serving: Southern California area

Enroliment Code:
2X1  Self Only
2X2  Self and Family

Los Angeles, Orange, Santa Barbara and Ventura counties, and portions of Kern,
Riverside, and San Bernardino counties as defined below:

Kern County: All towns except Cantil, China Lake, Garlock, Johannesburg,
Mojave, and Ridgecrest

Riverside County: All towns except Blythe, Desert Center, Mesa Verde, and Ripley

San Bernardino County: All towns except Amboy, Baker, Big River, Cadiz, Cima,
Danby, Earp, Essex, lvonpah, Kelso, Lake Havasu, Needles, Nipton, Parker Dam,
Rice, and Vidal

Serving: The Atlanta and Athens areas

Enrollment Code:
2Ul1  Self Only
2U2  Self and Family

Barrow, Bartow, Butts, Cherokee, Gtar Clayton, Cobb, Coweta, Dawson,
DeKalb, Douglas, Fayette, Forsyth, Fulton, Gwinnett, Hall, Haralson, Heard,
Henry, Jackson, Lamar, Madison, Newton, Oconee, Oglethorpe, Paulding,
Pickens, Pike, Rockdale, Sdalg and Walton counties

Serving: Southeastern Indiana area

Enrollment Code:

RD1 Self Only
RD2 Self and Family

Dearborn, Franklin, Ohio and Switzerland counties
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New Jersey

3/01
This service has Excellent
accreditation from the NCQA.
See the2003 Guidegor more
information on accreditation.

New York

5/01
This service has Excellent
accreditation from the NCQA.
See the2003 Guidegor more
information on accreditation.

Ohio

4/02
This service has Excellent
accreditation from the NCQA.
See the2003 Guidgor more
information on accreditation.

Pennsylvania

12/99
This service has Excellent
accreditation from the NCQA.
See the2003 Guid€or more
information on accreditation.

2003 Aetna Health

Serving: All of New Jersey

Enrollment Code:
P31  Self Only
P32  Self and Family

The State of New Jersey

Serving: New York City area

Enrollment Code:

JC1 Self Only
JC2  Self and Family

Bronx, Dutchess, Kings (Brooklyn), Nassau, New York (Manhattan), Orange,
Putnam, Queens, Richmond (Staten Island), Rockland, Suffolk, Sullivan, Ulster
and Westchester counties

Serving: Greater Cincinnati area

Enrollment Code:

RD1 Self Only
RD2 Self and Family

Adams, Brown, Butler, Champaign, Clark, Clermont, Clinton, Greene, Hamilton,
Highland, Logan, Miami, Montgomery, Preble, Shelby and Warren counties

Serving: Cleveland area

Enrollment Code:

7D1  Self Only
7D2  Self and Family

Ashland, Ashtabula, Carroll, Cuyahoga, Geauga, Holmes, Lake, Lorain,
Mahoning, Medina, Portage, Richland, Stark, Summit, Trumbull, Tuscarawas and
Wayne counties and portions of the following county as defined by the below
listed towns:

Columbiana: Beloit, Columbiana, East Palestine, East Rochester, Elkton,
Hanoverton, Homeworth, Kensington, Leetonia, Lisbon, Minerva, Negley,

New Waterford, North Georgetown, Rogers, Salem, Salineville, Washingtonuville,
West Point and Winona

Serving: Philadelphia andSoutheastern Pennsylvania

Enrollment Code:

P31  Self Only
P32  Self and Family

Berks, Bucks, Chester, Delaware, Lehigh, Monroe, Montgomery and
Northampton counties, and Philadelphia
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Tennessee

3/01
This service has Excellent
accreditation from the NCQA.
See the2003 Guidegor more
information on accreditation

Washington

Serving: The Memphis area

Enrollment Code:
UB1 Self Only
UB2 Self and Family

Crockett, Dyer, Fayette, Haywood, Lauderdale, Shelby and Tipton counties

Serving: Nashville and Middle Tennessee areas

Enrollment Code:
6J1  Self Only
6J2  Self and Family

Bedford, Cannon, Cheatham, Coffee, Davidson, DeKalb, Dickson, Franklin, Giles,
Hickman, Humphreys, Lawrence, Lewis, Lincoln, Macon, Marshall, Maury,
Moore, Perry, Robertson, Rutherford, Smith, Sumner, Trousdale, Wayne,
Williamson and Wilson counties

Serving: Western and Southeast Washington areas

Enrollment Code:

8J1  Self Only
8J2  Self and Family

King, Kitsap, Pierce and Snohomish counties

Ordinarily, you must get your cafrom providers who contractitiv us. If you receive care outsider service area, we wilby
only for emergency care benefits. We will not pay for any othalth care services out of our service area unless the service

have prior plan approval.

If you or a covered family member move outside of our serviea, gou can enroll in another plan. If your dependents live out
of the area (for example, if o child goes to college in another state), ghauld consider enrolling in a fee-for-servidarpor

an HMO that has agreementith affiliates in other areas. If you or a family member move, you do not have to wait until Open
Season to change plans. Contamiryemploying oretirement office.

2003 Aetna Health
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Section 2. How we change for 2003

Do not rely on these change descriptions; this page smeofficial statement of bengfi For that, go to Section 5
Benefits. Also, we edited and clarified language throughout the brochure; any language change not shown here is a
clarification that does not change benefits.

Program-wide changes

* A Notice of the Office of Personnel Managent's Privacy Practices is included.

» A section on the Children’s Equity Act describes whermployee is required toaintain Self and Family
coverage.

e Program information on TRICARE and CHAMPVA explains how annuitants or former spouses may suspend their
FEHB Program enrollment.

* Program information on Medicare is revised.

« By law, the DoD/FEHB Demonstration project ends on December 31, 2002.

Changes to this Plan

» Enrollment Code 2U. Your shaof the non-Postal premium will incredse24.7% for Self Only or increase by
18.3% for Self and Family.

» Enrollment Code 2X. Your shaiof the non-Postal premium will incredse12.5% for Self Only or increase by
14.3% for Self and Family.

« Enrollment Code 6J. Your share oéthon-Postal premium will decrease%§% for Self Only or decrease by
36.4% for Self and Family.

» Enrollment Code 7D. Your shaof the non-Postal premium will decre&ser.4% for Self Only or decrease by
22.1% for Self and Family.

» Enrollment Code 8J. Your share oéthon-Postal premium will increase b§.7% for Self Only or increase by
11.2% for Self and Family.

e Enrollment Code JC. Your share of than-Postal premium will increase &.1% for Self Only or increase by
17.5% for Self and Family.

» Enrollment Code P3. Your steaof the non-Postal premium will decredsel4.8% for Self Only or decrease by
27.8% for Self and Family.

» Enrollment Code RD. Your share of the non-Postal premium will decrease by 19.7% for Self Only or decrease by
29.7% for Self and Family.

e Enrollment Code UB. Your share of the non-Postal premium will increase by 24.3% for Self Only or increase by
3.1% for Self and Family.

» Enrollment Code WQ. Your share of the non-Postal premium will increase by 1.2% for Self Only or decrease by
1.2% for Self and Family.

* We increased the inpatient hospital per admission copay to $250 per day up to a maximum of 3 days, or $750, for
both Medical and Mental Health/SubstarAbuse confinements. (Section 5(c))

* We increased the copay to $200 for outpatient hodpitaimbulatory surgicalenter care. (Section 5(c) )

* We increased the copay to $100 per visit for emergency care in the outpatient department of a hospital or at an
urgent care center, both within and odésthe service area. (Section 5(d))

* We increased the copay to $25 per 30-day supplgrand name formulary prescription drugs. (Section 5(f))
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* We increased the copay to $50 per 31-day up to a 90-day supply for brand name formulary prescription drugs.
(Section 5(f))

* We changed the copay to $40 per 30-day supply for non-formulary prescription drugs. (Section 5(f))

» We changed the copay to $80 for a 31-day up to a 90-day supply of non-formulary prescription drugs. (Section
5(f)

* We increased the copay to $25 per vial of Depo Provera. (Section 5(f))
* We increased the copay to $25 for one Diaphragm per year. (Section 5(f))
* We now exclude benefits for travel related drugs including, but not limited to, anti-malarial drugs. (Section 5(f))

*  We reduced a portion of our Service Area for 2003. Ifgauin Enrollment Code RNorthern KY area) and live
or work in the following counties: Boone, Campbell, Gallatin, Grant, Kenton, and Pendleton, you must select
another FEHB plan during Open Season. If you do not select another FEHB plan during Open Season, you will be
covered only for emergency care in 2003. (See cover and page 9)

» We reduced a portion of our Service Area for 2003. If you are in Enroliment Code 7D (Toledo, OH area only), and
live or work in the following counties: Allen, Crawfhy Erie, Hancock, Hardin, Henry, Lucas, Ottawa, Putnam,
Sandusky, and Seneca, as well as postiof the counties of Ajlaize, Fulton, Huron, ahWood, you must select
another FEHB plan during Open Season. If you do not select another FEHB plan during Open Season, you will be
covered only for emergency care in 2003. (See cover and page 9)

* We eliminated a portion of our Secei Area for 2003. If you are in Enrodmt Code 2X (Southern CA area) and
live or work in San Diego county, you must select another FEHB plan during Open Season. If you do not select
another FEHB plan during Open Season, you will be covered only for emergency care in 2003. (See cover and

page 9)

* We eliminated some enrollment areas for calendar year 2003. They are:

— Enrollment Code 7L (Southern IN and Louisville, KY); for Southern IN, this includes Clark, Floyd, Harrison,
Scott, and Washington counties; and for Louisville, KYs thcludes Bullitt, Hardin, Henry, Jefferson, Larue,
Meade, Nelson, Oldham, Shelby, Spen and Trimble counties;

— Enrollment Code TG (Binghamton and Syracuse, NY); this includes Broome, Cayuga, Onandaga, Oswego,
and Tioga counties; and

— Enrollment Code 8L (Southern NV and Las Vegas area); this includes Clark county.

If you currently are enrolled in these Codes, you must select another FEHB plan during Open Season. If you do
not select another FEHB plan during Open Season, you will have no benefits in 2003. (See cover and page 9)

With the above reductions in Service Areas, and the elimination of Enroliment Codes, we will no longer be offered
in the States of Kentucky or Nevada. (See cover and page 9)

» We terminated Contract CS 2836, brochure Rl 73-778, at the end of calendar year 2002, and merged the following
Enrollment Codes under Contract CS 2836 into Contract CS 2867, brochure RI73-806, effective January 1, 2003:
WQ (Phoenix and Tucson, Aateas), 2X (Southern CA area), 2U (Atlaatal Athens, GA areas), P3 (All of NJ
and Southeastern PA), and(8Jestern and Southeast WA areas). If gatrently are in onef these Enroliment
Codes, your enroliment will be transferred automatically to Contract CS 2867, brochure Rl 73-806, unless you
select another FEHB plan during Open Season. (See cover and page 9)
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Section 3. How you get care

Identification cards

Where you get covered care

* Plan providers

+ Plan facilities

What you must do to get
covered care

e Primary care

e Specialty care

2003 Aetna Health

We will send you an identification (ID) card when you enroll. You
should carry your ID card with you at all times. You must show it
whenever you receive servicesiir a Plan provider, or fill a
prescription at a Plan pharmacy.tlUgou receive your ID card, use
your copy of the Health Benefits Election Form, SF-2809, your health
benefits enroliment confirmation (fannuitants), or your Employee
Express confirmation letter.

If you do not receive your ID card with30 days after the effective date
of your enrollment, or if you resl replacement cards, call us at
1-800/537-9384 or write to us at Aetna Health, 1425 Union Meeting
Road, P.O. Box 1125, Blue Bell, PA 19422. You may also request
replacenant cards through ouwebste atwww.aetnacom/custom/fehbp

You get covered care from “Plan providers” and “Plan facilities.” You
will only pay copayments or coinsurance, and you will not have to file
claims.

Planproviders are physicians and other health care professionals in our
service area that we contract withprovide covered services to our
members. We credential Plan prostigl according to national standards.

We list Plan providers in the provider directory, which we update
periodically. The most current information on our Plan providers is also
on our website abww.aetna.com/custom/fehlymder DocFind.

To ensure covered services, youstnootify Member Services at
1-800/ 537-9384 of your primary care physician selection.

Plan facilities are hospitals and other facilities in our service area that
we contract with to provide covered services to our members. We list
these facilities in the provider direcy, which we update periodically.
The most current information on oRtan facilities is also on our
website atvww.aetna.com/custom/fehbp

It depends on the type of care you need. First, you and each family
member must choose a primaryeghysician. This decision is
important since your primary care physician provides or arranges for
most of your health care. You mustesg a Plan providr who is located
in your service area as defined by your enroliment code.

Your primary care physician can be a general practitioner, family
practitioner, internist or pediatrician. Your primary care physician will
provide or coordinate most of your health care, or give you a referral to
see a specialist.

If you want to change primary care physicians or if your primary care
physician leaves the Plan, call usv@it our website. We will change
your primary care physician to a newly-selected primary care physician.

Your primary care physician will refer you to a specialist for needed
care. If you need laboratory, radiologl and physical therapy services,
your primary care physician must refer you to certain plan providers. If
you need mental health or substance abuse care, you may call your
primary care physician or the behavioral health vendor number on the
front of your ID card.Your primary care physician may refer you to

any participating specialist for othgpecialty care. When you receive a
referral from your primary care physician, you must return to the
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primary care physician after the caitation, unless your primary care
physician authorized a certain number of visits without additional
referrals. The primary care physician must provide or authorize follow-
up care. Do not go to the specialist for return visits unless your primary
care physician gives you a referral. However, you may see a Plan
gynecologist, (within an IPA, you must see an IPA-approved
gynecologist), for a routine well-woman exam, including a pap smear (if
appropriate) and an unlimited number of visits for gynecological
problems and follow-up care as described in your benefit plan without a
referral. You may also see a Plannta health provider, Plan vision
specialist or a Plan dentist without a referral.

Here are other things you shdiknow about specialty care:

¢ If you need to see a specialist frequently because of a chronic,
complex, or serious medical condition, your primary care physician
will develop a treatment plan that allows you to see your specialist
for a certain number of visits witlut additional referrals. Your
primary care physician will use our criteria when creating your
treatment plan (the physician may have to get an authorization or
approval beforehand).

« If you are seeing a specialist whasu enroll in our Plan, talk to
your primary care physician. Your primary care physician will
decide what treatment you need. If he or she decides to refer you to
a specialist, ask if you can sgsur current specialist. If your
current specialist does not paipiate with us, you must receive
treatment from a specialist who does. Generally, we will not pay for
you to see a specialist who daoes participate with our Plan.

« If you are seeing a specialist and yspecialist leaves the Plan, call
your primary care physician, who will arrange for you to see
another specialist. You may reeeiservices from your current
specialist until we can make arrangements for you to see someone
else.

¢ If you have a chronic or disablirmpndition and losaccess to your
specialist because we:

— Terminate our contract with yo specialist for other than
cause; or

— Drop out of the Federal Employees Health Benefits (FEHB)
Program and you enroll in another FEHB Plan; or

— Reduce our service area and yuoll in another FEHB Plan,

you may be able to continue seeing your specialist for up to 90 days
after you receive notice of the chan@®ntact us or, if we drop out
of the Program, contact your new plan.

If you are in the second or third trimester of pregnancy and you lose
access to your specialist basedtom above circumstances, you can
continue to see your specialist until the end of your postpartum care,
even if it is beyond the 90 days.
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e Hospital care

Circumstances beyond our
control

Services requiring our prior
approval

2003 Aetna Health

Your Plan primary care physician gpecialist will make necessary
hospital arrangements and supervise your care. This includes admission
to a skilled nursing or other type of facility.

If you are in the hospital when your enrollment in our Plan begins, call
our customer service department immediately at 1-800/537-9384. If you
are new to the FEHB Program, wdlarrange for you to receive care.

If you changed from another FEHB plan to us, your former plan will
pay for the hospital stay until:

* You are discharged, not merely mdve an alternative care center;
or

e The day your benefits from your former plan run out; or

e The 92nd day after you become a member of this Plan, whichever
happens first.

These provisions apply only to the benefits of the hospitalized person.

Under certain extraordinary circumst&s, such as natural disasters, we
may have to delay your services or we may be unable to provide them.
In that case, we will make all reasbieefforts to provide you with the
necessary care.

Your primary care physician has authority to refer you for most services.
For certain services, however, your physician must obtain approval from
us. Before giving approval, we consider if the service is covered,
medically necessary, and follows geally accepted medical practice.

We call this review and g@poval procesgprecertification.
You must obtain approval farertain services such as:

« For artificial insemination yomust contact the Infertility Case
Manager at 1-800/575-5999;

e You must obtain preceritfation from your primary care doctor and
Aetna Health for covered follow-up care with non-participating
providers;

* You must contact Customer Service at 1-800/537-9384 or call the
behavioral health contractorrfsformation on precertification
before you have mental healihd substance abuse services

Your Plan physician must obtain approval faertain services such as
hospitalization and the following services:

* For surgical treatmerf morbid obesity;
« For select outpatient surgery;

« For inpatient confinements, skilled nursing facilities, rehabilitation
facilities, and inpatient hospice;

* For covered transplant surgery;

*  When full-time skilled nursing care is necessary in an extended care
facility;

16 Section 3



» For non-emergent ambulancarisportation service;
e For certain drugs befothey can be prescribed;

e For growth hormone therapy treatment;

e For penile implants;

» For all home healthcare services; and

« For certain outpatient imaging studies such as CT scans, MRIs, and
MRAs.

You or your physician must obtain an approval for certain durable
medical equipment. Members must call 1-800/537-9384 for
authorization.
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Section 4. Your cost$or covered services

You must share the cost of soservices. You are responsible for:

« Copayments

* Deductible

« Coinsurance

Your catastrophic protection
out-of-pocket maximum for
copayments and coinsurance

2003 Aetna Health

A copayment is a fixed amount of money you pay to the provider,
facility, pharmacy, etcwhen you receive services.

Example: When you see your primary care physician you pay a
copayment of $20 per office visit or $25 when you see a participating
specialist.

We do not have a deductible.

Note: If you change plans during open season, you do not have to start a
new deductible under your old plan between January 1 and the effective
date of your new plan. If you change plans at another time during the
year, you must begin a new deductible under your new plan.

Coinsurance is thpercentage of our negotiated fee that you must pay
for your care.

Example: In our Plan, you pay 50% of our allowance for drugs to treat
sexual dysfunction

After your copayments and coinsurance total $1,500 per person or
$3,000 per family enrollment in any calendar year, you do not have to
pay any more for covered services. However, copayments and
coinsurance for the following séces do not count toward your
catastrophic protectioout-of-pocket maximum, and you must continue
to pay copayments and coinsurance for these services:

e Prescription drugs
« Dental services

Be sure to keep accurate recordyafir copayments and coinsurance
since you are responsible fofdrming us wheryou reach the
maximum.

18 Section 4



Section 5. Benefits — OVERVIEW

(See page 12 for how our benefits changed thigar and page 67 for a benefits summary.)

NOTE: This benefits section is divided into subsections. Plesmkthe important things you should keep in mind at

the beginning of each subsiect Also read the Gendrxclusions in Section;8hey apply to the benefits in the
following subsections. To obtain claim forms, claims filadyice, or more information about our benefits, contact us
at 1-800/537-9384 or at our websitenatw.aetna.com/custom/fehbp

(@)

(b)

(©)

(d) EMErgency SEIMES/ACAHENTS .......cciiiiiiiiiiitiet ettt ettt et e e e e e e e e e e e e e e e e e e o aaab e bbbt be et e et et e eeeaaaaaaaaaeaassaaaaaannnnbasbeebseseeees
» Medical emergency » Ambulance
(e) Mental health andubstance ab@ShenEfitS ... cmemeeeee e 39
() Prescription drug DENEFItS.......cooe it a e e e e e e e e e e e e s 41
(0 ) RS =T o= L == 0=
» Services for deadnd hearing-iIMPAaIred ...........oooi i mnmnneneeeeeees 44
o INFOrMEd HRAITN LINE.....eiiiiiiiiee ettt e e e mmeeemmmmmm et e e e e e e nnbeee 44
o Maternity ManagBIent PrOGIaIM ........oouuiiiii ittt e ettt e e e ettt e e e s st b b e e e e e e s aabbr et e s s sabreeeaeeaannes 44
» National Medical EREIIENCE RIGIaM.......cccciiiiiiieie e e e e e e e e e e s e e e e reereeeaeaeeeas 44
L = Tod o] fo Tor 1Y/ 5 2= =1 i PP U PR 44
() DT 1= =T T ) U RRRR 45
(i) Non-FEHB benefits avable t0 PIammMemDBDErS .........ooi i rmeeee e 48
SUMMANY Of DENEIIS .ot e e e e e et e e e e e e e s mm—— et e nnee e 67

Medical services and supplies provided by fligiss and other health care professionals ...............ccoeeeecnnnns
» Diagnostic and treatment services » Speech therapy

» Lab, X-ray, and other diagnostic tests » Hearing services (testingeatment, and supplies)

» Preventive care, adult * Vision services (testindreatment, and supplies)

» Preventive care, children » Foot care

» Maternity care » Orthopedic and prosthetic devices

» Family planning » Durable medical equipment (DME)

* Infertility services » Home health services

* Allergy care  Chiropractic

» Treatment therapies « Alternative treatments

» Physical, pulmonary and occupational therapies + Educational classes and programs

Surgical and anesthesia sees provided by physicians and other health cafegsionals..........cccccccvveeeeen. 29
 Surgical procedures » Organ/tissue transplants
» Reconstructive surgery e Anesthesia

» Oral and maxillofacial surgery

Services provided by a hospitalaiher facility, andambulance Services...............c.cccoovviiiiiiiiiiiiine s s 33
* Inpatient hospital » Hospice care
» Outpatient hospital or ambulatory surgical center + Ambulance

» Extended care benefitkilled nursing care
facility benefits
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Section 5 (a). Medical services and supplies provided by physicians

and other health care professionals

Here are some important things to keep in mind about these benefits:

they are medically necessary.

4zZ2>—410 07UV —

» Please remember that all benefits afgjestt to the definitions, limitations,
and exclusions in this brochure and are payable only when we determine

* Plan physicians must provide or arrange your covered care.

» Be sure to read Section¥our costs for covered servicés; valuable
information about how cost sharing works. Also read Section 9 about
coordinating benefits with other coverage, including with Medicare

4zZ2>—40V 07UV —

Diagnostic and treatment services

Professional services of physicians
» In physician’s office
— Office medical consultations
— Second surgical or medical opinion

— Initial examination of a newborn child covered under a family

enrollment

$20 per primary care
physician (PCP) visit
$25 per specialist visit

Professional services of physicians

« In an urgent care caatfor a routine service
» During a hospital stay

 In a skilled nursing facility

$20 per PCP visit
$25 per specialist visit

At home

$25 per PCP visit
$30 per specialist visit

At home visits by nurses and health aides

Nothing

Lab, X-ray and other diagnostic tests

Tests, such as:

» Blood tests

e Urinalysis

* Non-routine pap tests

» Pathology

o X-rays

* Non-routine Mammograms
* CT Scans/MRI

» Ultrasound

» Electrocardiogram and EEG

Nothing if you receive
these services during
your office visit;
otherwise, $20 per PCP
visit or $25 per specialist
visit

2003 Aetna Health
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Preventive care, adult

You pay

Routine screenings, such as:
» Total Blood Cholesterol
» Colorectal Cancer Screening, including
— Fecal occult blood test
— Sigmoidoscopy, screening — eydive years starting at age 50

» Routine Prostate Specific Antigen (PS&st — one annually for men
age 40 and older

* Routine Pap test

NOTE: No copay for the pap test if performed on the same day as the
office visit.

Routine mammogram — covered for women age 35 and older, as follows:

» From age 35 through 39, one during this five year period
» From age 40 through 6dne every calendar year
» At age 65 and older, one every two consecutive calendar years

$20 per PCP visit

$25 per specialist visit
Nothing if provided
during the office visit

Routine immunizations limited to:

» Tetanus-diphtheria (Td) booster — once every 10 years, ages 19 and
over (except as provided for under Childhood immunizations)

* Influenza vaccine, annually
» Pneumococcal vaccinage 65 and over

Nothing if provided
during the office visit

Not covered:

» Physical exams required for obtaining or continuing employment or
insurance, attending schools or camp, or travel.

» Immunizations and boosters for travel or work-related exposure.

All charges

Preventive care, children

e Childhood immunizations recommendeylthe American Academy of
Pediatrics

Nothing

» Well-child visits for routine examinations, immunizations and care (up
to age 22)

$20 per PCP visit
$25 per specialist visit

+ Examinations, such as:

— Eye exams through age 17 tdetenine the need for vision
correction

— Ear exams through age 17 to determine the need for hearing
correction

— Examinations done on the day of immunizations (up to age 22)

$20 per PCP visit
$25 per specialist visit
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Maternity care You pay

Complete maternity (obstetrical) care, such as: $20 for the first PCP visit
+ Prenatal care only or $25 for the first

» Delivery specialist visit only

» Postnatal care

NOTE: Here are some things to keep in mind:

* You do not need to precertify yonormal delivery; see below for
other circumstances, such as extended stays for you or your baby.

* You may remain in the hospital up to 48 hours after a regular delivery
and 96 hours after a cesarean delivery. We will cover an extended
inpatient stay if your Physician determines it is medically necessary.

« We cover routine nursery care of the newborn child during the coverg
portion of the mother's maternity stay. We will cover other care of an
infant who requires non-routine tre@nt only if we cover the infant
under a Self and Family enroliment. Surgical benefits, not maternity
benefits, apply to circumcision.

» We pay hospitalization and surgeomvéges (delivery) the same as for
illness and injury. See Hospital benefits (Section 5¢) and Surgery
benefits (Section 5b)

o

Not covered: Routine sonograms to determine fetal age, size or sex All charges

Family planning

A range of voluntary family planning services, limited to: $20 per PCP visit

« Voluntary sterilization (See Surgical procedures Section 5(b)) $25 per specialist visit
» Surgically implanted contraceptives

* Injectable contraceptive dragsuch as Depo Provera)
 Intrauterine devices (IUDs)

» Diaphragms

NOTE: We cover oral contraceptivesd Depo Provera under the
prescription drug benefit.

Not covered: Reversal of voluntary surgical sterilization, genetic counseling All charges
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Infertility services You pay

Infertility is defined as the inability to conceive after 12 months of $25 per specialist visit
unprotected intravaginal sexual reteits (or 12 cycles of artificial
insemination) for women under age 35 and 6 months of unprotected
intravaginal sexual relations (or 6 cycles of artificial insemination) for
women age 35 and over.

Diagnosis and treatment of infertility, such as:
 Artificial insemination:

— intravaginal insemination (IVI)
— intracervical insemination (ICI)

— intrauterine insemination (1UI)

NOTE: Coverage is onlfor 6 cycles. Atrtificial insemination must be
authorized. You must contact the Infertility Case Manager at
1-800/575-5999. You must use our select network of Plan infertility
providers.

» Fertility drugs except injectables

NOTE: We cover oral fertility drugs uter the prescription drug benefit.

Not covered: All charges
» Reversal of voluntary, surgically-induced sterility.

» Treatment for infertility when the cause of the infertility was a previoug
sterilization.

» Injectable fertility drugs
 Infertility treatment when the FSldJel is greater than 19 miU/ml.

» The purchase, freezing and storage of donor sperm and donor
embryos.

» Assisted reproductive techogly (ART) procedures, such as

— In vitro fertilization

— Embryo transfer including, but not limited to, gamete GIFT and

zygote ZIFT
Allergy care
Testing and treatment $20 per PCP visit
Allergy injection $25 per specialist visit

Nothing for a visit to a nurse

NOTE: You pay the applicable copay for each doctor visit. Each visit to &
nurse for injection only, you pay nothing

Allergy serum Nothing
Not covered: provocative food testing and sublingual allergy All charges
desensitization
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Treatment therapies You pay

» Chemotherapy and radiation therapy $25 per specialist visit

NOTE: High dose chemotherapy in association with autologous bone
marrow transplants are limited tioose transplants listed under
Organ/Tissue Transplants on page 31.

» Respiratory and inhalation therapy

» Dialysis — hemodialysis and peritoneal dialysis

 Intravenous (IV) Infusion Therapy — Home IV and antibiotic therapy
» Growth hormone therapy (GHT)

NOTE: Growth hormone is covered under Medical Benefits, office copay
applies.

NOTE: We will only cover GHT when we preauthorize the treatment.
Call 1-800/245-1206 for preauthorization. We will ask you to submit
information that establishes that the GHT is medically necessary. Ask us
to authorize GHT before you begin treatment; otherwise, we will only
cover GHT services from the date you submit the information. If you do
not ask or if we determine GHT is not medically necessary, we will not
cover the GHT or related services and suppliesSeeé@ces requiring

our prior approvalin Section 3.

Physical, pulmonary and occupational therapies

« Two consecutive months per condition per member per calendar yeaf, $25 per visit,
beginning with the first day of treatmigfor the services of each of the Nothing during a covered
following: inpatient admission

— Qualified physical therapists
— Occupational therapists
— Pulmonary rehabilitation therapists

NOTE: Occupational therapy is limited to services that assist the
member to achieve and maintain sedfe and improved functioning in
other activities of daily living. Inpatient rehabilitation is covered under
Hospital/Extended Care Benefits.

» Cardiac rehabilitation following angioplasty, cardiovascular surgery,
congestive heart failure or a myocardial infarction is provided for up
to 3 visits a week for a total of 18 visits.

» Physical therapy to treat temporomandibular joint (TMJ) dysfunction
syndrome

Not covered: All charges
» Long-term rehabilitative therapy
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Speech therapy

You pay

» Two consecutive months per condition per member per calendar yeaf

beginning with the first day of treatment

$25 per visit,
Nothing during a covered
inpatient admission

Hearing services (testing, treatment, and supplies)

» Covered for audiological testing@medically necessary treatment for
hearing problems

$20 per PCP visit
$25 per specialist visit

Not covered:
» Hearing aids, testing and examinations for them

All charges

Vision services (testing, treatment, and supplies)

» Treatment of eye diseases and injury

$20 per PCP visit
$25 per specialist visit

» Corrective eyeglasses and framesanmtact lenses (hard or soft)
per 24 month period.

All charges over $100

* Routine eye refraction based on the following schedule:

— If member wears eyeglasses or contact lenses:
Age 1 through 18 — once every 12-month period
Age 19 and over — once every 24-month period

— If member does not wear eyeglasses or contact lenses:
To age 45 — once every 36-month period

» Age 45 and over — once every 24-month period

NOTE: SeePreventive Care, Childrefor eye exams for children

$25 per specialist visit

Not covered:
 Fitting of contact lenses
» Eye exercises

» Radial keratotomy, including related procedures designed to
surgically correct refractive errors

All charges
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Foot care

You pay

Routine foot care when you are under active treatment for a metabolic o
peripheral vascular disegssuch as diabetes.

SeeOrthopedic and prosthetic devics more information.

I $20 per PCP visit
$25 per specialist visit

Not covered:

Cutting, trimming or removal of corns, calluses, or the free edge of
toenails, and similar ratine treatment of conditions of the foot, except
as stated above

Treatment of weak, strained or flat feet or bunions or spurs; and of an
instability, imbalance or subluxation of the foot (unless the treatment
is by open manipulation or fixation)

Foot orthotics
Podiatric shoe inserts

All charges

Orthopedic and prosthetic devices

NOTE: Coverage includes repair and replacement when due to growth
normal wear and tear.

Orthopedic devices such as braaed prosthetic devices such as
artificial limbs and eyes

Externally worn breagprostheses and surgical bras, including
necessary replacemenfgllowing a mastectomy

Internal prosthetic devices, suah artificial joirts, pacemakers,
cochlear implants, penile implants, defibrillator, surgically implanted
breast implant following mastectormgnd lenses following cataract
removal. Note: See 5(b) for coverage of the surgery to insert the
device.

Corrective orthopedic appliancés non-dental treatment of
temporomandibular joint (TMJ) pain dysfunction syndrome.

Nothing

Not covered:

Orthopedic and corrective shoestrattached to a covered brace
Arch supports

Foot orthotics

Heel pads and heel cups

Lumbosacral supports

All charges
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Durable medical equipment (DME) You pay

Rental or purchase, including rapement, repair and adjustment, of Nothing
durable medical equipment prescribed by your Plan Physician such as
oxygen equipment. Under this benefit, we also cover:

» Hospital beds;

* Wheelchairs (motorized wheeldhleamust be preauthorized);
» Crutches;

» Walkers; and

e Insulin pumps.

NOTE: Some DME may require precertification by you or your physiciar].

Not covered: All charges
» Elastic stockings and support hose

» Bathroom equipment such as bathtub seats, benches, rails and lifts
« Home modifications such as stairglides, elevators and wheelchair ramps

Home health services

» Home health care ordered by a Plan Physician and provided by nurses  Nothing
and home health aidegour Plan Physician will periodically review
the program for continuing appropriateness and need.

» Services include intravenous therapy and medications.

Not covered: All charges

» Nursing care requested by, or for the convenience of, the patient or the
patient’s family.

» Home care primarily for personal assistance that does not include a
medical component and is not diagnostic, therapeatic
rehabilitative

Chiropractic

Chiropractic services up to 20 issper member per calendar year $25 per specialist visit
» Manipulation of the spine and extremities

» Adjunctive procedures such as aound, electric muscle stimulation,
vibratory therapy and cold pack application

Not covered: Any services not listed above All charges

Alternative treatments

No benefits All charges
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Educational classes and programs

You pay

Also see the Non-FEHB page for our InteliHealth and Fitness Program.

Asthma

Diabetes

Congestive heart failure
Low back pain
Coronary artery disease

Nothing
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Section 5 (b). Surgical and anesthesia services provided by physicians and

other health care professionals

Here are some important things to keep in mind about these benefits:

—Z2>-4100 UV —

Please remember that all benefits afgjestt to the definitions, limitations,
and exclusions in this brochure and are payable only when we determine
they are medically necessary.

Plan physicians must provide or arrange your care.

Be sure to read Section¥our costs for covered servicés:; valuable
information about how cost sharing works. Also read Section 9 about
coordinating benefits with other coverage, including with Medicare.

The amounts listed below are for the charges billed by a physician or
other health care professional for yaurrgical care. Look in Section 5(c)

for charges associated with the facility (i.e., hospital, surgical center, etc.)
YOUR PHYSICIAN MUST GET PRECERTIFICATION FOR SOME
SURGICAL PROCEDURES. Pleasefer to the precertification

information shown in Section 3 to be sure which services require
precertification and identify whicburgeries require precertification

—Z2>-410O0 UV —

Surgical procedures

A comprehensive range of services, such as:

Operative procedures

Treatment of fractures, including casting

Normal pre- and post-operative care by the surgeon
Correction of amblyopia and strabismus

Endoscopy procedures

Biopsy procedures

Removal of tumors and cysts

Correction of congenital anomadi¢see reconstructive surgery)

NOTE: Generally, we pay for internptostheses (devices) according to
where the procedure is done. For example, we pay Hospital benefits forja
pacemaker and Surgery benefitsiftsertion of the pacemaker.

$20 per PCP office visit,
$25 per specialist visit

Surgical treatment of morbid obesity — a condition in which an individual
weighs 100 pounds or 100% over brsher normal weight according to
current underwriting standards; eligible members must be age 18 or pver.
This procedure must be approved in advance by the HMO.

Insertion of internal prosthetic devices. See 5(aprthopedic and
prosthetic device®r device coverage information.

Voluntary sterilization (e.gTubal ligation, Vasectomy)
Treatment of burns
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Surgical procedures (continued) You pay

Not covered: All charges
» Reversal of voluntary surgically-induced sterilization

e Surgery primarily for cosmetic purposes

» Radial keratotomy, including related procedures designed to
surgically correct refractive errors

« Whole blood and concentrated red blood cells not replaced by the
member

Reconstructive surgery

e Surgery to correct a functional defect $25 per specialist visit
» Surgery to correct a condition caused by injury or iliness if:
— The condition produced a major effect on the member’s appearance
and

— The condition can reasonably be expected to be corrected by sugh
surgery

» Surgery to correct a condition thatised at or from birth and is a
significant deviation from the common form or norm. Examples of
congenital anomalies are: protrudiegr deformities; cleft lip; cleft
palate; birth marks; webbed fingers; and webbed toes.

» All stages of breast reconstruani surgery following a mastectomy,
such as:

— Surgery to produce a symmetriegdpearance on the other breast;

— Treatment of any physical comgditions, such as lymphedemas;

— Breast prostheses and surgioeds and replacements (see
Prosthetic devices)

NOTE: If you need a mastectomy, you may choose to have the procedure
performed on an inpatient basis and remain in the hospital up to 48 hout
after the procedure.

n

Not covered: All charges

» Cosmetic surgery — any surgical procedure (or any portion of a
procedure) performed primarily to improve physical appearance
through change in balg form, except repair of accidental injury

» Surgeries related to sex transformation
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Oral and maxillofacial surgery

You pay

Oral surgical procedures, such as:

Treatment of fractures oféhjaws or facial bones;

Surgical correction of congenital defecsuch as cleft lip and cleft palate;
Medically necessary suil treatment of TMJ;

Removal of stones from salivary ducts;

Excision of leukoplakia or malignancies;

Removal of bony impacted wisdom teeth;

Excision of tumors and cysts

Other surgical procedures that do not involve the teeth or their supportin
structures.

$25 per specialist visit

Not covered:

Dental implants

Dental care involved with the treatment of temporomandibular joint
dysfunction

All charges

Organl/tissue transplants

Limited to:

Cornea

Heart

Heart/lung

Kidney

Liver

Lung: Single — Double
Pancreas

Intestinal transplants (small intestireg)d the small intestine with the liver
or small intestine with multiple organs such as the liver, stomach and
pancreas

Skin
Tissue
Allogeneic (donor) bone marrow/peripheral stem cell transplants

Autologous bone marrow/peripheral stem cell transplants (autologous
stem cell and peripheral stem celpport) for the following conditions:
acute lymphocytic or non-lymphocytic leukemia; advanced Hodgkin’s
lymphoma; advanced non-Hodgkin’s lymphoma; advanced
neuroblastoma; breast cancer; multiple myeloma; epithelial ovarian
cancer; and testicular, mediastinatraperitoneal and ovarian germ cell
tumors

$25 per specialist office visit and
nothing for the surgery
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Organl/tissue transplants (continued) You pay

« Autologous tandem transplants for testicular tumors $25 per specialist office
» National Transplant Program (NTP) — Transplants which are non- visit and nothing for the
experimental or non-investigational are a covered benefit. Covered surgery

transplants must be ordered by your primary care doctor and plan
specialist physician and approved by our medical director in advance
of the surgery. The transplamiust be performedt hospitals

(Institutes of Excellence) specifically approved and designated by us
to perform these procedures. A transplant is non-experimental and
non-investigational when we have determined, in our sole discretion,
that the medical community hasmgeally accepted the procedure as
appropriate treatment for your specific condition. Coverage for a
transplant where you are the ment includes coverage for the
medical and surgicalkpenses of a live donor, to the extent these
services are not covered by another plan or program.

Limited Benefits — Treatment for breast geer, multiple myeloma and
epithelial ovarian cancer may be provided in a National Cancer Institute
(NCI)- or National Institute of HealttNIH)-approved clinical trial at a
Plan-designated center of excetterand if approved by the Plan’s
medical director in accordance with the Plan’s protocols.

NOTE: Harvesting of tissue for storage purposes only iehgible for
coverage. If both the donor and thensplant recipient are covered by us,
donor expenses are attributed to the transplant recipient’s coverage.
Aetna does notxtend coverage for donomgiges when the transplant
recipient is nbour member.

Not covered: All charges
« Transplants not listed as covered

Anesthesia

Professional services provided in — Nothing
» Hospital (inpatient)

» Hospital outpatient department
 Skilled nursing facility

* Ambulatory surigal center

» Office

NOTE: When the anesthesiologist is tiémary giver of services, such
as for pain management, the specialist copay applies.
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Section 5 (c). Services provided bg hospital or other facility,
and ambulance services

Here are some important things toremember about these benefits:
» Please remember that all benefits afgjestt to the definitions, limitations,

| |
M and exclusions in this brochure and are payable only when we determine g
p they are medically necessary. p
O » Plan physicians must provide or arrange your care and you must be O
R hospitalized in a Plan facility. R
T » Be sure to read Section¥our costs for covered servicésr valuable T
A information about how cost sharing works. Also read Section 9 about A
_’?_' coordinating benefits with other coverage, including with Medicare. _’?_'
» The amounts listed below are for the charges billed by the facility (i.e.,
hospital or surgical center) or ambut& service for your surgery or care.
Any costs associated with the professilocharge (i.e., physicians, etc.) are
covered in Sections 5(a) or (b).
* YOUR PHYSICIAN MUST GET PRECERTIFICATION OF
HOSPITAL STAYS. Please refer to Section 3 to be sure which services
require precertification.
Inpatient hospital
Room and board, such as $250 per day up to a
 Ward, semiprivate, or intensive care accommodations; maximum of $750 per
. ) admission
e General nursing care; and
* Meals and special diets.
NOTE: If you want a private room when it is not medically necessary yoli
pay the additional charge above the semiprivate room rate.
Other hospital services and supplies, such as: Nothing

» Operating, recovery, maternity, and other treatment rooms
e Prescribed drugs and medicines

» Diagnostic laboratory tests and X-rays

e Administration of blood and blood products

» Blood products, derivatives and components, artificial blood products
and biological serum. Blood ptacts include any product created
from a component of blood such as, but not limited to, plasma, packef
red blood cells, platelets, albumiractor VIII, Immunoglobulin, and
prolastin

» Dressings, splints, castmd sterile tray services

» Medical supplies and equipment, including oxygen
» Anesthetics, including mae anesthetist services

» Take-home items

« Medical supplies, appliances, medical equipment, and any covered
items billed by a hospital for use at home

Inpatient hospital €ontinued on the next page
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Inpatient hospital (Continued) You pay

Not covered: All charges

* Whole blood and concentrated red blood cells not replaced by the
member

» Custodial care, rest cures, domiciliary or convalescent cares
» Personal comfort items, such as telephone and television

Outpatient hospital or ambulatory surgical center

e Operating, recovery, and other treatment rooms $200 per visit
» Prescribed drugs and medicines

» Radiologic procedures, diagnostic laboratory tests, and X-rays when
associated with a medical pemture being done the same day

» Pathology Services
« Administration of blood, blood plasma, and other biologicals

» Blood products, derivatives and components, artificial blood products
and biological serum

e Pre-surgical testing

» Dressings, casts, and sterile tray services
« Medical supplies, including oxygen

* Anesthetics and anesthesia service

NOTE: We cover hospital services and supplies related to dental
procedures when necessitated by a non-dental physical impairment. We
do not cover the dental procedures.

Services not associatedth a medical procedure being done the same $25 per specialist visit
day, such as:

¢ Mammogram
» Radiologic procedures

* Labtests

Not covered: Whole blood and concentrated red blood cells not replaced All charges
by the member.

Extended care benefits/skilled nursing care facility benefits

Extended care benefit: All necessary services during confinement in a Nothing
skilled nursing facility with a 90-day limit per calendar year when full-
time nursing care is necessary and the confinement is medically
appropriate as determined by a Rixctor and approved by the Plan.

Not covered: custodial care All charges
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Hospice care You pay

Supportive and palliative care for a terminally ill member in the home or Nothing
hospice facility, including inpatient and outpatient care and family
counseling, when provided under the direction of a Plan doctor, who
certifies the patient is in the terminal stages of iliness, with a life
expectancy of approximately 6 months or less.

Ambulance
» Ambulance service ordered or autized by a Plamloctor Nothing
Not covered: Ambulance services foutine transportation to receive All charges

outpatient or inpatient services.
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Section 5 (d). Emergency services/acents

Here are some important things to keep in mind about these benefits:

» Please remember that all benefits afgjestt to the definitions, limitations,
and exclusions in this brochure and are payable only when we determine
they are medically necessary.

» Be sure to read Section¥our costs for covered servicésr valuable
information about how cost sharing works. Also read Section 9 about
coordinating benefits with other coverage, including with Medicare.

4zZ2>—410 07UV —
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What is a medical emergency?

A medical emergency is the sudden and unexpected onset of a condition or an injury that you believe
endangers your life or could result in serious injury or disability, and requires immediate medical or surgical
care. Some problems are emergenbisause, if not treated promptiliey might become more serious;

examples include deep cuts and broken bones. Othezmargencies because they are potentially life-
threatening, such as heart attacks, strokes, poisonings, gunshot wounds, or sudden inability to breathe. There
are many other acute conditions that we may deterari@ medical emergencies — what they all have in

common is the neefbr quick action.

What to do in case of emergency:

If you need emergency care, you are covered 24 hours a day, 7 days a week, anywhere in the world. An
emergency medical condition is one manifesting itself by acute symptoms of sufficient severity such that a
prudent layperson, who possesses average knowlethgaltth and medicine, could reasonably expect the
absence of immediate mediedtention to result in serious jeopardy to the person’s health, or with respect to a
pregnant woman, the health of the woman and her unborn child.

Whether you are in or out of an Aatilealth HMO service area, we simjglgk that you follow the guidelines
below when you believe you need emergency care.

» Call the local emergency hotline (e.g., 911) or go to the nearest emergency facility. If a delay would not be
detrimental to your health, call yoprimary care provider. Notify yowrimary care providr as soon as
possible after receing treatment.

» After assessing and stabilizing your condition,ehgergency facility shouldontact your primary care
physician so they can assist the treating physician by supplying information about your medical history.

» If you are admitted to an inpatient facility, you or a figmiember or friend ogour behalf should notify
your primary care physician or us as soon as possible.

What to Do Outside Your Aetna Health HMO Service Area

Members who are traveling outsideithHMO service area or studentsovlire away at school are covered

for emergency and urgently needed care. Urgent care may be obtained from a private practice physician, a
walk-in clinic, an urgent care center or an emergency facility. Certain conditions, such as severe vomiting,
earaches, sore throats or fever,@masidered “urgent care” outside ydAetna Health HMO service area and

are covered in any of the above settings.

If, after reviewing information submitted to us by the pdev that supplied care, the nature of the urgent or
emergency problem does not qualify for coverage, it may be necessary to provide us with additional
information. We will send you an Emergency Room Nediion Report to complete, or a Member Services
representative can take this information by telephone.
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Follow-up Care after Emergencies

All follow-up care should be coordinated by your PCP. Follow-up care with non-participating providers is only
covered with a referral from your primary care physi@ad pre-approval from Aetna Health. Whether you were
treated inside or outside yoietna Health service area, ymwst obtain a referral before any follow-up care can be
covered. Suture removal, cast removal, X-rays anéc@imd emergency room revisits are some examples of
follow-up care.

What to do in case of emergency:

Emergencies within our service arealf you are in an emergency situati@ajl you primary care doctor.

In extreme emergencies or if yolearnable to contact yodoctor, contact the local emergency system (thg.

911 telephone system) or go to the nearest hospital emergency room. Be sure to tell the emergency room personnel
that you are a Plan member so they can notify your pyicene doctor. You or a family member must notify your
primary care doctor as soon as possifter receiving emergency care. It isulyoesponsibility teensure that your
primary care doctor hdseen timely notified.

If you need to be hospitalized, the Plan must be notified as soon as possible. If you are hospitalized in non-Plan
facilities and a Plan doctor believes care can be betterdaaim a Plan hospital, you will be transferred when
medically feasible with any ambulance charges covered in full.

To be covered by this Plan, any follow-up care recommended by non-participating providers must be approved by
us or provided by plan providers.

Emergencies outside our service are®&enefits are available for any dieally necessary health service
that is immediately reqred because of injury amforeseen illness.
If you need to be hospitalized, the Plan must be notified as soon as possible. If a Plan doctor believes care can be

better provided in a Plan hospital, you will be transi@mwhen medically feasible with any ambulance charges
covered in full.

To be covered by this Plan, any follow-up care recommended by non-participating providers must be approved by
us or provided by plan providers.

Emergency within our service area

» Emergency care at a doctor’s office $20 per PCP visit
$25 per specialist visit

» Emergency care as an outpatient in a hospital or an urgent care center  $100 per visit

NOTE: If the emergency results in admission to a hospital the copay is
waived.

Not covered: Elective care oon-emergency care All charges

Emergency outside our service area

» Emergency care at a doctooffice $25 per specialist visit

» Emergency care as an outpatient in a hospital or an urgent care centgr  $100 per visit

NOTE: If the emergency results in admission to a hospital the copay is
waived.

Emergency outside our service aregGentinued on the next page
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Emergency outside our service are@Continued) You pay

Not covered: All charges
» Elective care or non-emergency care

» Emergency care provided outside the service area if the need for car
could have been foreseen before leaving the service area

« Medical and hospital costs resulting from a normal full-term delivery
of a baby outside the service area.

Ambulance

Professional ambulance serviceemimedically appropriate. Air Nothing
ambulance may be covered. Prior approval is required.

See 5(c) for non-emgency service.

Not covered: air ambulance without prior approval All charges
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Section 5 (e). Mental healttand substance abuse benefits

Network Benefit

Parity

When you get our approval for services and follow a treatment plan we approwv: '
cost-sharing and limitations for Plan mental health and substance abuse benef
will be no greater than for similar benefits for other illnesses and conditions.

Here are some important things to keep in mind about these benefits:

» Please remember that all benefits atgestt to the definitions, limitations,
and exclusions in this brochure and are payable only when we determine
they are medically necessary.

» Be sure to read Section¥our costs for covered servicésr valuable
information about how cost sharing works. Also read Section 9 about
coordinating benefits with other coverage, including with Medicare.

* YOU MUST GET PREAUTHORIZATION OF THESE SERVICES.
See the instructions after the benefits description below.

Description You pay

Mental health and substance abuse benefits

—4Z>—-00 T —
—4zZ2>H4100TZ

All diagnostic and treatment servicezommended by a Plan provider and Your cost sharing
contained in a treatment plan tke approve. The treatment plan may responsibilities are no
include services, drugs, and supplies described elsewhere in this brochdre. greater than for other

i ) ) illnesses or conditions.
NOTE: Plan benefits are payable omi$nen we determine the care is

clinically appropriate tdreat your condition ahonly when you receive
the care as part of a treatment plan that we approve.

« Professional services, including individual or group therapy by providers $25 per visit
such as psychiatrists, psychologists, or clinical social workers
* Medication management
» Diagnostic tests $25 per visit
» Services provided by a hospital or other facility $25 per outpatient visit
» Services in approved alternative care settings such as partial
hospitalization, full-day hospitalization, facility based intensive
outpatient treatment
Inpatient service: $250 per day up to
+ Approved residential treatment facility a maximum of $750

. . er admission
» Hospital service P

Mental health andubstance abuse benefits- Continued on the next page
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Mental health and substance abuse benefi{€ontinued)

You pay

Not covered:
e Services we have not approved
» Out of network mental health and substance abuse services

NOTE: OPM will base its review of disputes about treatment plans on th
treatment plan’s clinical appropriateness. OPM will generally not order us
pay or provide one clinically appropriate treatment plan in favor of anoth

£

er.

All charges

Preauthorization

Network limitation

2003 Adena Health

In most areas, certain behavioral tle@lare services (e.g., treatment or
care for mental disease or illnesgadilol abuse and/or substance abuse)
are managed by an independently contracted organization (Behavioral
Health Contractor). This organization makes initial coverage
determinations and coordinates referrals; any behavioral health care
referrals will generally be made providers affiliated with the
organization, unless your needs for covered services extend beyond the
capability of the affiliated providersEmergency care is covered (See
Section 5(d), Emergency servitasidents). You can receive
information regarding the approgté way to access the behavioral
health care services that are codewnader your specific plan by calling
Member Services at 1-800/537-9384bgrcalling the Behavioral Health
Contractor number on the front of your ID card. A referral from your
PCP is not necessary to access theaB®ral Health Contractor but

your PCP may assist with your referral to the Behavioral Health
Contractor.

We may limit your benefits if you do not obtain a treatment plan.
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Section 5 (f). Prescription drug benefits

Here are some important things to keep in mind about these benefits:

» We cover prescribed drugs and medications, as described in the chart
beginning on the next page.

» All benefits are subject to the definitions, limitations and exclusions in this
brochure and are payable only when we determine they are medically
necessary.

» Be sure to read Section¥our costs for covered servicésr valuable
information about how cost sharing works. Also read Section 9 about
coordinating benefits with other coverage, including with Medicare.

» Certain drugs require your doctor to get precertification from the Plan befo
they can be prescribed under tharRlUpon approvdly the Plan, the
prescription is good for the current eatlar year or a specified time period,
whichever is less.
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There are important featuresyou should be aware ofThese include:
» Who can write your prescription. A licensed physician or dentist must write the prescription.

» Where you can obtain them.You must fill non-emergency prescriptis at a participating Plan retail
pharmacy for up to a 30-day supply, or by mail order for a 31-day up to a 90-day supply of medication (if
authorized by your physician). Please call Member Services at 1-800/537-9384 for more details on how to
use the mail order program. In an emergency or urgent care situation, you may fill your covered
prescription at any retail phagacy. If you obtain your prescriptiat a participating pharmacy and request
direct reimbursement from us, we will review yousini to determine whether the claim is covered under
the terms and conditions of your benefit plan. If yowaobyour prescription at a pharmacy that does not
participate with the plan, you will need to pay the piey the full price of the prescription and submit a
claim for reimbursement subject to the terms and conditions of the plan.

» We use a formulary.Drugs are prescribed by Plan doctors disgpensed in accordance with the Plan’s
drug formulary. The Plan’s formulary does not exclude medications from coverage, but requires a higher
copayment for nonformulary drugs. Certain drugs require your doctor to get precertification from the Plan
before they can be prescribed under the Plan. disitvebsite atvww.aetna.com/custom/fehbpo review
our Formulary Guide or call 1-800/537-9384.

» Precertification. Your pharmacy benefits plan includes ouegartification progranPrecertification helps
encourage the appropriate and coseé@ffie use of certain drugs. These drugs must be pre-authorized by
our Pharmacy Management Precertification Unit before they wilbleered. Only your physician or
pharmacist in the case of an antibiotic or analgesic, can request prior authorization for a drug.

The precertification program is based upon current medical findings, manufacturer labeling, FDA
guidelines and cost information.

The drugs requiring precertificationeasubject to change. Visit our wétksfor the current Precertification
List.

e These are the dispensing limitationsCovered prescriptiodrugs prescribed bylecensed physician or
dentistand obtained at a participatifgan retail pharmacsnay be dispensed for up to a 30-day supply
Members musbbtain a 31-day up to a 90-day supply of covered prescription medication through mail
order. In no event will the copay exceed the cost of the prescription drug. A generic equivalent will be
dispensed if available, unless your physician specifically requires a brand name.

* Why use generic drugsZGenerics contain the same active ingregién the same amounts as their brand
name counterparts and have been approved by the FDA. By using generic drugs, when available, most
members see cost savings, without jeopardieiimical outcome or ampromising quality.

» When you have to file a claimSend your itemized bill(s) to: Aetna Health, Pharmacy Management,
Claim Processing, P.O. Box 398106, Minneapolis, MN 55439-8106.

Prescription drug benefits -Begin on the next page
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Covered medications and supplies

We cover the following medications and supplies prescribed by a Plan

physician or dentist and obtained from a Plan pharmacy or through our

mail order program:

» Drugs for which a prescription is required by Federal law, except thog
listed asNot covered

e Oral contraceptive drugs
* Insulin

» Disposable needles and syringes needed to inject covered prescribeq
medication

» Diabetic supplies limited to lancets, alcohol swabs, urine test
strips/tablets, and blood glucose test strips

« Contraceptive drugs and devices
» Oral fertility drugs

» Intravenous fluids and medications for home use, implantable drugs,
IUDs and some injectable drugs are covered under Medical and
Surgical benefits. See Section 5(a) for details.

Limited benefits

» Drugs to treat sexual dysfunction are limited. Contact the Plan for dog
limits

» Depo Provera is limited to 5 vials per calendar year

* One diaphragm per calendar year

Here are some things to keep in mind about our prescription drug progra

» A generic equivalent may be dispensed if it is available, and where
allowed by law.

» To request a copy of the Aetna HtbaMedication Formulary Guide, call
1-800/537-9384. The information in the Medication Formulary Guide
subject to change. As brand name drugs lose their patents and new
generics become available on the market, the brand name drug may
removed from the formulary. Under your benefit plan, this will result
a savings to you, as you pay a lower prescription copayment for gene
formulary drugs. Please visit our website at
www.aetna.com/custom/fehlfpr current Medication Formulary Guide
information.

Retail Pharmacy, for up to a
30-day supply per prescription
or refill:

[¢7]

$10 per covered generic
formulary drug;

$25 per covered brand name
formulary drug; and

$40 per covered non-
formulary (generic or brand
name) drug.

Mail Order Pharmacy, for a
31-day up to a 90-day supply
per prescription or refill:

$20 per covered generic
formulary drug

$50 per covered brand name
formulary drug; and

$80 per covered non-formulary
(generic or brand name) drug.

e 50%

$25 copay per vial
$25 per diaphragm

im:
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be
n
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Covered medications and
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Covered medications and suppliefContinued)

You pay

Not covered:

Drugs available without a prescription or for which there is a
nonprescription equivalent available, (i.e., an over-the-counter (OTC
drug)

Drugs obtained at a non-Plan pharmacy except when related to out-o
area emergency care

Vitamins and nutritional substanc#sat can be purchased without
prescription.

Medical supplies such as dressings and antiseptics
Drugs for cosmetic purposes
Drugs to enhance athletic performance

Smoking-cessation drugs and medication including, but not limited to
nicotine patches and sprays

Injectable fertility drugs

Drugs used for the purpose of weight reduction (i.e., appetite
suppressants)

Prophylactic drugs including, but not limited to, anti-malarials for
travel

All charges
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Section 5 (g). Special features

Services for the deaf and
hearing-impaired

1-800/628-3323

Informed Health Line

Provides eligible members with tplgone access to registered nurses
experienced in providing information on a variety of health topics.
Informed Health Line is available 24 hours a day, 7 days a week. You
may call Informed Health Line at 1-800/556-1555. Informed Health Line
nurses cannot diagnose, prescribelicetion or give medical advice.

Maternity Management
Program

Aetna’s Moms-to-Babids Maternity Management Program provides
services, information and resources to help improve pregnancy outcomes.
Features of the prograimclude a pregnancy risurvey, obstetrical nurse
care coordination, comprehensive ealional information on prenatal

care, labor and delivery, newborn and baby care, a smoking-cessation
program, and more. To enroll in the program, call toll-free
1-800/CRADLE-1.

National Medical
Excellence Program

National Medical Excellence Program helps eligible members access
appropriate, covered treatment for solid organ and tissue transplants using
our Institutes of Excellen€é network. We coordirta specialized treatment
needed by members with certain rareeomplicated conditions and assist
members who are admittéala hospital for emergency medical care when
they are traveling tempoiigr outside of the Unite@tates. Services under
this program must be preauthorized.

Reciprocity benefit

If you need to visit a participating primary care physician for a covered
service, and you are 50 miles or more away from home you may visit a
primary care physician from our plan’s approved network.

» Call 1-800/537-9384 for provider information and location
e Select a doctor from 3 primacare doctors in that area

» The Plan will authorize you for one visit and any tests or X-rays ordered
by that primary care physician

* You must coordinate all subsequent visits through your own
participating primary care physician.
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Section 5 (h). Dental benefits

Here are some important things to keep in mind about these benefits:

» Please remember that all benefits afgjestt to the definitions, limitations,
and exclusions in this brochure and are payable only when we determine

| |
M they are medically necessary. M
P . . . P
o » Your selected Plan primary care dentist must provide or arrange covered o
R care. R
T » We cover hospitalization for dental procedures only when a nondental T
A physical impairment exists which makes hospitalization necessary to A
N safeguard the health of the patierdeSection 5 (c) for inpatient hospital N
T benefits We do not cover the dental procedure unless it is described belov T
» Be sure to read Section¥our costs for covered servicésy; valuable
information about how cost sharing works. Also read Section 9 about
coordinating benefits with other coverage, including with Medicare.

Accidental injury benefit

No benefits other than those listed on the following schedule.

Dental Benefits You pay

Service

Diagnostic

Office visit for oral evaluation — limited to 2 visits per year $5

Bitewing x-rays — limited to 2 sets of bitewing x-rays per year $5

Entire x-ray series — limited to 1 entixeray series in any 3 year period $5

Periapical x-rays and othermtal x-rays — as necessary $5

Diagnostic models $5

Preventive

Prophylaxis (cleaning of teeth) — limited to 2 treatments per year $5

Topical fluoride — limited to 2 coses of treatment per year and to $5

children under age 18

Oral hygiene instruction $5

Restorative (Fillings)

Amalgam (primary) 1 surface $5
Amalgam (primary) 2 surfaces $5
Amalgam (primary) 3 surfaces $5
Amalgam (primary) 4 surfaces $5
Amalgam (permanent) 1 surface $5
Amalgam (permanent) 2 surfaces $5
Amalgam (permanent) 3 surfaces $5
Amalgam (permanent) 4 surfaces $5

Dental Benefits —Continued on next page
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Dental Benefits(Continued) You pay

Service

Prosthodontics Removable
Denture adjustments (complete or partial/upper or lower) $5

Endodontics
Pulp cap — direct $5
Pulp cap — indirect $5

NOTE: The above services are only covered when pealvit) your selected gaipating primary care

dentist in accordance withe terms of your Platf. rendered by a participating specialist, they are provided
at reduced fees. Pediatric dentists are considered specidistiain other services will be provided by your
selected participating primary care dentist at reduced fees. A partial list appears below. Ask your selected
participating primary care dentist for a complete scheediicurrent reduced member fees. All member fees
must be paid directly to the participating dentist.

Each employee and dependent must select a primargeatist from the directorsind include the dentist’s
name on the enrollment or provider selection form.

The following services aralso available from your selected pagating primary care dentist up to the
maximum fee showrmhese same servicesceived from garticipating specialist may require you pay a
fee that is higher than the stated maxim@all your selected participating primary care dentist or
participating dental specialistrfthe specific fee in your area.

You pay up to

Service a maximum fee of
Diagnostic

Sealant — per permanent tooth $35

Space maintainer $560

Restorative (Fillings)

Resin (anterior) 1 surface $110
Resin (anterior) 2 surfaces $145
Resin (anterior) 3 surfaces $175
Resin (anterior) 4 or momurfaces or incisal angle $190
Metallic inlay $725

Prosthodontics, removable

Complete denture, (upper or lower) $1,025
Immediate denture (upper or lower) $1,110
Partial denture resin base (upper or lower) $790
Partial denture cast metal framework with resin base (upper or lower) $1,200
Denture repairs $150
Add tooth to existing partial $135
Add clasp to existing partial $150

Dental Benefits —Continued on the next page
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Dental Benefits(Continued)

You pay up to
Service a maximum fee of

Prosthodontics, removablgContinued)

Denture rebase $375
Denture relines $325
Interim denture (complete or partial/upper or lower) $465
Tissue conditioning $110
Prosthodontics, fixed

Bridge pontic $875
Metallic inlay/onlay $815
Cast metal retainer for resin bonded prosthesis $315
Crown porcelain $860
Crown cast $865
Recement bridge $85
Post and core $315
Oral surgery

Extractions (nonsurgicand tissue impacted) $475
Anesthesia (general in office, first half-hour session) $270

Periodontics (Gum treatment)

Gingivectomy per quadrant $315
Gingival curettage per quadrant $150
Periodontal surgery $760
Provisional splinting $160
Scaling and root planing per quadrant $150
Periodontal maintenance procedure $110

Endodontics (Root canal)

Therapeutic pulpotomy $125
Root canals (anterior, bicuspid, molar) excluding final restoration $760
Apicoectomy — anterior $510
Orthodontics

Pre-orthodontic treatment visit $350
Fully banded case (adult age 19 and over) $5,625
Fully banded case (child age 18 and under) $5,625

Specific fees vary by area of the country up to the stated maximum. Ask
your primary care dentist for a complete schedule of reduced fees.

Services not received from a participating dental provider are not All charges
covered. We offer no other dental benefits than those shown above.
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Section 5 (i). Non-FEHB benets available to Plan members

The benefits and programs on this page are not part of the FEHB contract or prantiytoy cannot file an
FEHB disputed claim about them.Fees you pay for these services do not count toward FEHB deductibles
catastrophic protection out-of-pocket maximums.

Aetna NavigatorQ

Aetna Navigator is Aetna’s member and consumer self-service website that provides a single source for o
benefits and health-related information. As an BeaocAetna plan member, you can register for a secure
personalized view of your Aetna benefits through this site.

Once registered, the self-service featuallow you to: review eligibility, view claim status and Explanation of
Benefits (EOB) statements, look apd change provider selections, resjuaember ID cards, and receive
personalized health and benefit messages.

Registration assistance is available toll free, Mondayutjin Friday, from 7 a.m. to 9 p.m. Eastern Time at
1-800/225-3375. Register todayatw.aetna.com

Aetna InteliHealth®"

InteliHealth.com offers comprehensive health infation which is interactive and easy-to-use. Harvard
Medical School and the University of Pennsylvania School of Dental Medicine help InteliHealth to provide
trusted and credible health information to its usketeliHealth features inabe: a Drug Resource Center,
Disease and Condition Management tools, Health Risk Assessments, the Harvard Symptom Scout (an
interactive symptom checkéhat provides guidance about a variety of symptoms), Daily Health News

and much more. Visit InteliHealth atvw.aetna.com/custom/fehbp

Vision One™

You are eligible to receive substantial discountepeglasses, contact lenses, Lasik — the laser vision
corrective procedure, and nonprestap items including sunglasses and eyewear products through the Visid
One Program at more than 4,000 locations across the country.

This eyewear discount enriches the routine vision care coverage provided in your health plan, which inclugie
an eye exam from a participating piaer. If your health plan alsodtudes coverage for eyewear such as
prescription eyeglasses or contact lenses, your out-of-pocket expense can be reduced when you use Visig
discount. You may purchase your eyewear at Vision One locations at discounted rates, and your allowandg
automatically be applied at point of purchase. You don't havetimisthe receipt for reimbursement. Your
allowance applies tprescriptioneyeglasses or contact lenses only.

For more information on Vision One eyewear call toll free 1-800/793-8616. For a referral to a Lasik providg
call 1-800/422-6600.

Fitness Program
Aetna Health Inc. offers merabs access to discounted fitneswvises provided by GlobalFit. Pragrams offer
Plan participants:

- Low or discounted membership rates at independent health clubs contracted with GlobalFit
- Discounts on certain home exercise equipment

To determine which program is offered in your areatandew a list of included clubs, visit the GlobalFit
website atvww.globalfit.com If you would like to spdawith a GlobalFit repremntative, you can call the
GlobalFit Health Club Help Line at 1-800/298-7800.

'Vision One is a registered trademark of Cole Vision.

2003 Adna Health 48 Section 5()


http://www.aetna.com
www.aetna.com/custom/fehbp
http://www.globalfit.com

Section 6. General exclusions- things we don’t cover

The exclusions in this section apply to all benefdithough we may list a specific swice as a benefit, we will not
cover it unless your Plan doctor determines it is medidiy necessary to prevent, diagose, or treat your illness,
disease, injury, or condition and we agree, as discussed und&rvices requiring our prior approval on page 16.

We do not cover the following:

e Care by non-Plan providers except for authoriaddrrals or emergencies (see Emergency Benefits);

e Services, drugs, or supmigou receive while you aret enrolled in this Plan;

» Services, drugs, or suppliesathare not medically necessary;

» Services, drugs, or supplies metjuired according to accepted standardaedical, dental, gosychiatric practice;
« Experimental or investigational procedures, treatments, drugs or devices;

» Procedures, services, drugs, or supplies relateoloiians, except when the lifd the mother would be
endangered if the fetus were carried to term or wheprégmnancy is the result of an act of rape or incest;

» Procedures, services, drugs, or suppledated to sex transformations;
e Services, drugs, or supmigou receive from a provider or fatylibarred from the FEHB Program; or

» Services, drugs, or supplies ymceive without charge whila active military service.
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Section 7. Filing a claim for covered services

When you see Plan physicians, receiveisessat Plan hospitals and facilities,adxtain your presgetion drugs at Plan
pharmacies, you will not have to file claims. Just pregear identification card and pay your copayment or

coinsurance.

You will only need to file a claim wdn you receive emergency services froom-plan providers. Sometimes these
providers bill us directly. Check with the provider. If you need to file the claim, here is the process:

Medical, hospital and
drug benefits

Deadline for filing your claim

When we need more information

2003 Aetna Health

In most cases, providers and faddifile claims for you. Physicians
must file on the form HCFA-150Mealth Insurace Claim Form.
Facilities will file on the UB-92 form. For claims questions and
assistance, call w 1-800/537-9384.

When you must file a claim — such fas services you receive outside of
the Plan’s service area— submibit the HCFA-1500 or a claim form
that includes the inforation shown below. Bills and receipts should be
itemized and show:

* Covered member’'s name and ID number;

« Name and address of the physician or facility that provided the
service or supply;

< Dates you received the services or supplies;
« Diagnosis;

» Type of each service or supply;

e The charge for eacservice or supply;

« A copy of the explanation of benefits, payments, or denial from any
primary payer — such as the Meare Summary Notice (MSN); and

* Receipts, if you paidbr your services.

Submit your medical, hospital, and dental claims to:Aetha Health,
1425 Union Meeting Road, P.O. Box 1125, Blue Bell, PA 19422,

Submit your drug claims to: Aetna Health, Pharmacy Management,
Claim Processing, P.O. Box 398106, Minneapolis, MN 55439-8106.

Send us all of the documents for your claim as soon as possible. You
must submit the claim by December 31 of the year after the year you
received the service, unlessély filing was prevented by
administrative operations of Government or legal incapacity, provided
the claim was submitted asmoas reasonably possible.

Please reply promptly when we ask for additional information. We may
delay processing or deny your claim if you do not respond.
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Section 8. The disputed claims process

Follow this Federal Employees Health Benefits Program disputed claims process if you disagree with our decision on
your claim or request for services, drugs, or supplies — including a request for preauthorization:

Ster Description

1

Ask us in writing to reconsider our initial decision. You must:
(a) Write to us within 6 months from the date of our decision; and

(b) Send your request to us at: Aetna Health, 1425 Union Meeting Road, P.O. Box 1125, Blue Bell, PA
19422; and

(c) Include a statement about why you believe our initial decision was wrong, based on specific benefit
provisions in this brochure; and

(d) Include copies of documents that support your clairoh as physicians’ lettergperative reports, bills,
medical records, and explaratiof benefits (EOB) forms.

We have 30 days from the date we receive your request to:

(a) Pay the claim (or, if applicablarrange for the health care piger to give you the care); or

(b) Write to you and maintain our denial — go to step 4; or

(c) Ask you or your provider for more information. If we ask your provider, we will send you a copy of our
request — go to step 3.

You or your provider must send thédarmation so that we receive it with60 days of our request. We will

then decide within 30 more days.

If we do not receive the information within 60 days, we will decide within 30 days of the date the
information was due. We will base our dgon on the information we already have.

We will write to you with our decision.

If you do not agree with our decision, you may ask OPM to review it.

You must write to OPM within:

» 90 days after the date of our letter upholding our initial decision; or

» 120 days after you first wrote to us — if we did not answer that request in some way within 30 days; or
» 120 days after we asked for additional information.

Write to OPM at: Office of Personnel Managemerifjg® of Insurance Programs, Contracts Division 3,
1900 E St. NW, Washington, D.C. 20415-3630.

Send OPM the following information:

» A statement about why you believe our decision was wrong, based on specific benefit provisions in this
brochure;

» Copies of documents that support your claim, such as physicians’ letters, operative reports, bills, medical
records, and explanation of benefits (EOB) forms;

» Copies of all letters you sent to us about the claim;

» Copies of all letters we sent to you about the claim; and

* Your daytime phone number éthe best time to call.

NOTE: If you want OPM to reviewnore than one claim, you must clearly identify which documents apply
to which claim.

NOTE: You are the only person who has a right to file a disputed claim with OPM. Parties acting as your
representative, such as medical jdevs, must include a py of your specific written consent with the
review request.

NOTE: The above deadlines may be extended if you show that you were unable to meet the deadline
because of reasobgyond your control.
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5 OPM will review your disputed claim request and will use the information it collects from you and us to
decide whether our decision is correct. OPM will send you a final decision within 60 days. There are no
other administrative appeals.

If you do not agree with OPM'’s decision, your only recourse is to sue. If you decide to sue, you must file
the suit against OPM in Federal court by December 31 of the third year after the year in which you received
the disputed services, drugs or diggor from the year in which youere denied precertification or prior
approval. This is the only deadline that may not be extended.

OPM may disclose the information it collects durihg review process to supptheir disputed claim
decision. This information will&come part of the court record.

You may not sue until you have completed the disputed claims process. Further, Federal law governs your
lawsuit, benefits, and payment of benefits. The Federal court will base its review on the record that was
before OPM when OPM decided to uphold or overturn our decision. You may recover only the amount of
benefits in dispute.

NOTE: If you have a serious or life threatening conditionone that may cause permanent loss of bodily functions or
death if not treated as soon as possible), and

(&) We haven't responded yet to your initial requestéwe or preauthorization/prior approval, then call us
at 1-800/537-9384 and we will expedite our review; or

(b) We denied your initial request for canepreauthorization/prior approval, then:

» If we expedite our review and maintain our denial, we will inform OPM so that they can give your claim
expedited treatment too, or

* You maycall OPM’s Health Benefits Contracts Division 3 at 202/606-0755 between 8 a.m. and 5 p.m. eastern time

External Review

If this Plan denied your claim for payntear services, you can ask us to reédesyour claim. If we still deny your

claim, you can seek an independent external review, before asking OPM to review it, if:

1. The amount of your claim or service is more than $500; and

2. The Plan denied your claim becaits#id not consider the treatmemedically necessary or considered it
experimental or investigational.

The independent external review will use a neutral, independent physician with related expertise to conduct the review.
The Plan will cover the professional fee for the review and you will pay the cost to compile and send your submission
to the Plan.

To request an External Review Fornll @a800/537-9384 within 6@ays after receiving the &1’s written notification

that it will uphold its original decision to deny your claim.

The external reviewer will make a deoisiwithin 30 das after you send us all tinecessary information with the
External Review Request Form. Youimary care doctor can request an edifel review in cases of “clinical
urgency” where your health would be seriously jeopardizgdufwaited the full 30 day#n this case, the external
review organization or physician will make a decision within 72 hours.

To request a detailed description of the external rexéguirements, call the Plartdember Relations Office at
1-800/537-9384.
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Section 9. Coordinating bensts with other coverage

When you have other
health coverage

What is Medicare?

e The Original Medicare Plan
(Part A or Part B)

2003 Aetna Health

You must tell us if you or a coveréamily member have coverage

under another group health plan or have automobile insurance that pays
health care expenses without regard to fault. This is called “double
coverage.”

When you have double coverage, one plan normally pays its benefits in
full as the primary payer and the other plan pays a reduced benefit as the
secondary payer. We, like other insurers, determine which coverage is
primary according to the National Association of Insurance
Commissioners’ guidelines.

When we are the primary payer, we will pay the benefits described in
this brochure.

When we are the secondary payeg, will determine our allowance.
After the primary plan pays, we will pay what is left of our allowance,
up to our regular benefit. We will not pay more than our allowance.

Medicare is a Health surance Program for:
* People 65 years of age and older.

¢ Some people with disabilities, under 65 years of age.

e People with End-Stage Renal Disease (permanent kidney failure
requiring dialysis or a transplant).

Medicare has two parts:

e Part A (Hospital Insurance). Most people do not have to pay for Part
A. If you or your spouse workedr at least 10 years in Medicare-
covered employment, you should be able to qualify for premium-free
Part A insurance. (Someone wivas a Federal employee on January
1, 1983 or since autorieally qualifies.) Othewise, if you are age
65 or older, you may be able to buy it. Contact 1-800/MEDICARE
for information.

« Part B (Medical Insurance). Most people pay monthly for Part B.
Generally, Part B premiums are withheld from your monthly Social
Security check or yur retirement check.

If you are eligible for Medicare, you may have choices in how you get
your health care. Medicare+Choicdtlie term used to describe the
various health plan choices availato Medicare beneficiaries. The
information in the next few pages shows how we coordinate benefits
with Medicare, depending on the type of Medicare managed care plan
you have.

The Original Medicare Plan (Origin®ledicare) is available everywhere
in the United States. It is the wayegyone used to get Medicare benefits
and it is the way most people get their Medicare Part A and Part B
benefits. You may go to any doctspecialist, or hosfal that accepts
Medicare. Medicare pays its share god pay your share. Some things
are not covered under Original Medicare, like prescription drugs.
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When you are enrolled i@riginal Medicare along with this Plan, you
still need to follow the rules in this brochure for us to cover your care.
Your care must continue to be authorized by your Plan PCP or
precertified as required. Also, pleasote that if your Plan physician
does not participate in Medicare, you will have to file a claim with
Medicare.

Claims process when you have the Original Medicare Plan -Y-ou
probably will never have to file a claim form when you have both our
Plan and the Original Medicare Plan

* When we are the primary payer, we process the claim first.

¢ When Original Medicare is theiprary payer, Medicare processes
your claim first. In most casegour claims will be coordinated
automatically and we will then provide secondary benefits for
covered charges. You will not need to do anything. To find out if you
need to do something to file your claim, call us at 1-800/537-9384.

We do not waive any costs if the Original Medicare Plan is your
primary payer.

[Primary payer chart begins on next page.]
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The following chart illustrates whether the Original Medidal@n or this Plan should be the primary payer for you
according to your employment status arfieotfactors determined by Medicare. Itigtical that you tell us if you or a
covered family member has Medicare coverageecan administer thesequirements correctly.

Primary Payer Chart
) Then the primary payer is ...
A. When either you — or your coveredspouse — are age 65 or over and
Original Medicare This Plan
1) Are an active employee with the Federal government (including when you
or a family member are eligible for Mieare solely because of a disability), v
2) Are an annuitant, v
3) Are areemployed annuitant with the Federal government when... v
a) The position is etuded from FEHB, or
b) The position is not excluded from FEHB v
(Ask your employing office which of these applies to you.)
4) Are a Federal judge who retired under title 28, U.S.C., or a Tax v
Court judge who retired under Section 7447 of title 26, U.S.C.
(or if your covered spouse is this type of judge),
5) Are enrolled in Part B only, regardless of your employment status, v 4
(for Part B (for other
services) services)
6) Are aformer Federal employesceiving WorkersCompensation and v
the Office of WorkersCompensation Prograrhas determined that (except for claims
you are unable to return to duty, related to Workers'
Compensation.)
3. When you — or a covered fariy member — have Medicare based
on end stage renal disease (ESRD) and ...
1) Are within the first 30months of eligibility toreceive Part A benefits v
solely because of ESRD,
2) Have completed the 30-month ESRD coordination period and are stil v
eligible for Medicare due to ESRD,
3) Become eligible for Medicadue to ESRD after Medicare became 4
primary for you under another provision,
C. When you or a covered family member have FEHB and ...
1) Are eligible for Medicare based on disability, and v
a) Are an annuitant, or
b) Are an active employee, or 4
c) Are aformer spouse of an annuitant, or v
d) Are aformer spouse of an active employee 4
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* Medicare managed care plan If you are eligible for Medicare, you may choose to enroll in and get

e If you do not enroll in
Medicare Part A or Part B

TRICARE and CHAMPVA
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your Medicare benefits from a Migare managed care plan. These are
health care choices (like HMOSs) in some areas of the country. In most
Medicare managed care plans, you cdyg go to doctors, specialists, or
hospitals that are part of the plaiedicare managed care plans provide
all the benefits that Original Mezhre covers. Some cover extras, like
prescription drugs. To learn more about enrolling in a Medicare
managed care plan, contactditeare at 1-800-MEDICARE
(1-800/633-4227) or atww.medicare.gov.

If you enroll in a Medicare managedeglan, the following options are
available to you:

This Plan and another plan’sMedicare managed care planYou

may enroll in another plan’s Medicare managed care plan and also
remain enrolled in our FEHB plan. Wall still provide benefits when
your Medicare managed care plan is primary even out of the managed
care Plan’s network and/or servicea(if you use our Plan providers),
but we will not waive any of our payments or coinsurance. If you
enroll in a Medicare managed care pltl us. We will need to know
whether you are in the Originiledicare Plan or in a Medicare
managed care plan so we can correctly coordinate benefits with
Medicare.

Suspended FEHB coverage to enroll in a Medicare managed care
plan: If you are an annuitant or former spouse, you can suspend your
FEHB coverage to enroll in a Medicare managed care plan, eliminating
your FEHB premium. (OPM does not contribute to your Medicare
managed care plan premium.) For information on suspending your
FEHB enrollment, contact your retiremeoffice. If you later want to re-
enroll in the FEHB Program, generally you may do so only at the next
Open Season unless you involuntarily lose coverage or move out of the
Medicare managed care plan’s service area.

If you do not have one or both Parts of Medicare, you can still be
covered under the FEHB Program. We will not require you to enroll in
Medicare Part B and, if you can’t get premium-free Part A, we will not
ask you to enroll in it.

TRICARE is the health care program for eligible dependents of military
persons, and retirees of the militarTRICARE includes the CHAMPUS
program. CHAMPVA provides health coverage to disabled Veterans and
their eligible dependents. If TRICARE or CHAMPVA and this Plan

cover you, we pay first. See your TRICARE or CHAMPVA Health
Benefits Advisor if you have questions about these programs.

Suspended FEHB coverage to enroll in TRICARE or CHAMPVA:

If you are an annuitant or formspouse, you can suspend your FEHB
coverage to enroll in one ofdke programs, eliminating your FEHB
premium. (OPM does not contribute to any applicable plan premiums.)
For information on suspending your FEHB enroliment, contact your
retirement office. If you later want to re-enroll in the FEHB Program,
generally you may do so only at the next Open Season unless you
involuntarily lose coverage under the program.
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Workers’ Compensation We do not cover services that:

* You need because of a workplace-ethillness or injury that the
Office of Workers’ Canpensation Programs (OWCP) or a similar
Federal or State agency det@res they must provide; or

« OWCP or a similar agency pays for through a third party injury
settlement or other similar procéegl that is based on a claim you
filed under OWCP or similar laws.

Once OWCP or similar agency pays its maximum benefits for your
treatment, we will cover your aarYou must use our providers.

Medicaid When you have this Plan and Medicaid, we pay first.

Suspended FEHB coverage to enroih Medicaid or a similar State-
sponsored program of medical assistancelf you are an annuitant or
former spouse, you can suspend your FEHB coverage to enroll in one of
these State programs, eliminating y&#HB premium. For information

on suspending your FEHB enrollment, contact your retirement office. If
you later want to re-enroll in the FEHB Program, generally you may do
so only at the next Open Season unless you involuntarily lose coverage
under the State program.

When other Government We do not cover services and supphenen a local, State, or Federal
agencies are responsible for Government agency directly or indirectly pays for them.

your care

When others are responsible When you receive money to compensate you for medical or hospital care
for injuries for injuries or illness caused by another person, you must reimburse us

for any expenses we paid. However, we will cover the cost of treatment
that exceeds the amount you received in the settlement.

If you do not seek damages you must agree to let us try. This is called
subrogation. If you need more information, contact us for our
subrogation procedures.

The Member specificallpcknowledges our right of subrogation. When
we provide health care benefits for injuries or ilinesses for which a third
party is or may be responsible, we shall be subrogated to your rights of
recovery against any third partyttee extent of the full cost of all

benefits provided by us, to the fullest extent permitted by law. We may
proceed against any third party with or without your consent.

You also specifically acknowledge aught of reimbursement. This right
of reimbursement attaches the fullest extent permitted by law, when
we have provided health care benefits for injuries or illness for which a
third party is or may be responsible and you and/or your representative
has recovered any amounts from the third party or any party making
payments on the third party’s behalf. By providing any benefit under this
Plan, we are granted an assignnadrthe proceeds of any settlement,
judgment or other payment received by you to the extent of the full cost
of all benefits provided by us. Our right of reimbursement is cumulative
with and not exclusive of our subrogation right and we may choose to
exercise either or bottights of recovery.
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You and your representatives further agree to:

Notify us promptly and in writing when notice is given to any third
party of the intention to investigate or pursue a claim to recover
damages or obtain compensation due to injuries or illness sustained
by us that may be the legal responsibility of a third party; and

Cooperate with us and ddhatever is necessaiy secure our rights
of subrogation and/or reimbursement under this Plan; and

Give us a first-priority lien on any recovery, settlement or judgment
or other source of compensation which may be had from a third party
to the extent of the full cost of ddbnefits associated with injuries or
illness provided by us for which a third party is or may be

responsible (regardless of whatlspecifically set forth in the

recovery, settlement, judgment or compensation agreement); and

Pay, as the first priority, from any recovery, settlement or judgment
or other source of compensation, any and all amounts due us as
reimbursement for the full cost ofl dlenefits associatl with injuries

or illness provided by us for which a third party is or may be
responsible (regardless of whatlspecifically set forth in the
recovery, settlement, judgment,@mpensation agreement), unless
otherwise agreed to by us in writing; and

Do nothing to prejudice our rights ast forth above. This includes,
but is not limited to, refraining from making any settlement or
recovery which specifichl attempts to reducer exclude the full
cost of all benefits provided by us.

We may recover the full cost of all benefits provided by us under this
Plan without regard to any claim of fault on the part of you, whether by
comparative negligere or otherwise. No coucbsts or attorney fees may
be deducted from our recovery without the prior express written consent
of us. In the event you or your repeesative fails to cooperate with us,

you shall be responsible for all benefits paid by us in addition to costs
and attorney’s fees incurred by us in obtaining repayment.
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Section 10. Definitions of érms we use in this brochure

Calendar year

Coinsurance

Copayment

Covered services

Custodial care

Detoxification

Experimental or
investigational services
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January 1 through Decemii#l of the same year. For new enrollees, the
calendar year begins on the effectilae of their enroliment and ends on
December 31 of the same year.

Coinsurance is thpercentage of our allowance that you must pay for
your care. See page 18.

A copayment is a fixed amount ofoney you pay when you receive
covered services. See page 18.

Care we provide benefits for, as described in this brochure.

Any type of care provided according to Medicare guidelines, including
room and board, that a) does nequire the skills of technical or
professional personnel; b) is not furnished by or under the supervision of
such personnel or does not otherwise meet the requirements of post-
hospital Skilled Nursing Facility care; oy is a level such that you have
reached the maximum level of phgai or mental function and such
person is not likely to make further significant improvement. Custodial
Care includes any type of care whére primary purpose is to attend to
your daily living activities which do not entail or require the continuing
attention of trained medical or paramedical personnel. Examples include
assistance in walking, getting in and out of bed, bathing, dressing,
feeding, using the toilet, changes of dressings of non infected, post-
operative or chronic conditions, preparation of special diets, supervision
of medication which can be self-administered by you, the general
maintenance care of colostomy or ileostomy, routine services to
maintain other service which, in our sole determination, is based on
medically accepted standards, tensafely and adequately self-
administered or performed by theerage non-medical person without

the direct supervision of trained medical or paramedical personnel,
regardless of who actually providiée service, residential care and

adult day care, protective and soppve care including educational
services, rest cures, or convalesaame. Custodial care that lasts 90
days or more is sometimes known as long term care.

The process whereby an alcohol anglintoxicated or alcohol or drug
dependent person is assisted, fa@lity licensed by the appropriate
regulatory authority, through the period of time necessary to eliminate,
by metabolic or other means, the intoxicating alcohol or drug, alcohol or
drug dependent factors or alcohol in combination with drugs as
determined by a licensed Physician, while keeping the physiological risk
to the patient at a minimum.

Services or supplies that are, atedmined by us, experimental. A drug,
device, procedure or treatment will be determined to be experimental if;

e There is not sufficient outcome data available from controlled
clinical trials published in the peer reviewed literature to
substantiate its safety and effectiveness for the disease or injury
involved; or

« Required FDA approval has not been granted for marketing; or
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Medical necessity

Reasonable charge

Referral

Respite care

Urgent care

Us/we

You
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* Arecognized national medical dental society or regulatory
agency has determined, in writing, that it is experimental or for
research purposes; or

e The written protocol or protocol(s) used by the treating facility or
the protocol or protocol(s) of any other facility studying
substantially the same drug, device, procedure or treatment or the
written informed consent used by the treating facility or by another
facility studying the same drug, device, procedure or treatment
states that it is experimental for research purposes; or

« Itis not of proven benefit for thspecific diagnosis or treatment of
your particular condition; or

« Itis not generally recognized by the Medical Community as
effective or appropriate for the exgific diagnosis or treatment of
your particular condition; or

e Itis provided or performed in special settings for research purposes.

Also known as medically necessamymedically necessary services.
Services that are appropriate armhsistent with the diagnosis in
accordance with accepted medicalnstards as described in this
document. Medical Necessity, when used in relation to services, shall
have the same meaning as Medly Necessary Services. This

definition applies only to the determination by us of whether health care
services are Covered Benefits under this Plan.

The charge for a Covered Benefit which we determine to be the
prevailing charge level made for the service or supply in the geographic
area where it is furnished. We maydénto account faots such as the
complexity, degree of dkneeded, type or speadty of the provider,

range of services proved by a facility, and the prevailing charge in

other areas in determining the Reasaa&harge for a service or supply
that is unusual or is not often provided in the area or is provided by only
a small number of pviders in the area.

Specific directions or instructiorisom your PCP, in conformance with
our policies and procedures, that direct you to a participating provider
for medically necessary care.

Care furnished during a period of time when your family or usual
caretaker cannot, or will moattend to your needs.

Covered benefits required in order to prevent serious deterioration of
your health that results from an unforeseen illness or injury if you are
temporarily absent from our serviceearand receipt of the health care
service cannot be delayed until your return to our service area.

Us and we refer to Aetna Health.

You refers to the enrollee and each covered family member.
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Section 11. FEHB facts

No pre-existing condition
limitation

Where you can get
information about enrolling
in the FEHB Program

Types of coverage available
for you and your family
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We will not refuse to cover the treatment of a condition that you had
before you enrolled in this Plan solely because you had the condition
before you enrolled.

Seewww.opm.gov/insureAlso, your employing or retirement office
can answer your questions, and give y@uae to Federal Employees
Health Benefits Plandyrochures for other plans, and other materials
you need to make an informed decision about your FEHB coverage.
These materials tell you:

« When you may change your enrollment;
e How you can cover your family members;

« What happens when you transfer to another Federal agency, go on
leave without pay, enter military service, or retire;

« When your enrollment ends; and
¢ When the next open season for enrollment begins.

We don't determine who is eligible for coverage and, in most cases,
cannot change your enrollment status without information from your
employing or retirement office.

Self Only coverage is for you alone. Self and Family coverage is for

you, your spouse, and your unmarried dependent children under age 22,
including any foster children or stepchildren your employing or
retirement office authorizes coverdge. Under certain circumstances,

you may also continue coverage for a disabled child 22 years of age or
older who is incapable of self-support.

If you have a Self Only enrollment, you may change to a Self and
Family enrollment if you marry, give birth, or add a child to your

family. You may change your enrollment 31 days before to 60 days after
that event. The Self and Family enrollment begins on the first day of the
pay period in which the child is born or becomes an eligible family
member. When you change to Self and Family because you marry, the
change is effective on the first day of the pay period that begins after
your employing office receives yourretiment form, benefits will not

be available to your spouse until you marry.

Your employing or retirement office willot notify you when a family
member is no longer eligible tegeive health benefits, nor will we.
Please tell us immediately when yadd or remove family members
from your coverage for any reason, including divorce, or when your
child under age 22 marries or turns 22.

If you or one of your family members is enrolled in one FEHB plan, that
person may not be enrolled in or covered as a family member by another
FEHB plan.
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Children’s Equity Act OPM has implemented the Federal Employees Health Benefits
Children’s Equity Act of 2000. This law mandates that you be enrolled
for Self and Family coverage in the Federal Employees Health Benefits
(FEHB) Program, if you are amployee subject to a court or
administrative order requiring you to provide health benefits for your
child(ren).

If this law applies to you, you must enroll for Self and Family coverage
in a health plan that provides fullifits in the area where your children
live or provide documentation to your employing office that you have
obtained other health benefits coverage for your children. If you do not
do so, your employing office will enroll you involuntarily as follows:

» If you have no FEHB coverage, your employing office will enroll
you for Self and Family coverage in the Blue Cross and Blue Shield
Service Benefit Plan’s Basic Option;

< If you have a Self Only enroliment anfee-for-service plan or in an
HMO that serves the area wheraiyahildren live, your employing
office will change your enroliment t8elf and Family in the same
option of the same plan; or

e If you are enrolled in an HMO thdbes not serve ¢harea where the
children live, your employing office will change your enroliment to
Self and Family in the Blue Cross and Blue Shield Service Benefit
Plan’s Basic Option.

As long as the court/administrativeder is in effect, and you have at
least one child identified in the order who is still eligible under the
FEHB Program, you cannot cangelur enrollment, change to Self
Only, or change to a plan that doé serve the area in which your
children live, unless you provide documentation that you have other
coverage for the children. If the court/administrative order is still in
effect when you retire, and you have at least one child still eligible for
FEHB coverage, you must continue your FEHB coverage into
retirement (if eligible) and cannot k@any changes after retirement.
Contact your employing office for further information.

When benefits and The benefits in this brochure areesftive on January 1. If you joined

premiums start this Plan during Open Season, your coverage begins on the first day of
your first pay period that starts on or after January 1. Annuitants’
coverage and premiums begin on January 1. If you joined at any other
time during the year, your employing office will tell you the effective
date of coverage.

When you retire When you retire, you can usually stay in the FEHB Program. Generally,
you must have been enrolled in the FEHB Program for the last five
years of your Federal service. If you do not meet this requirement, you
may be eligible for other forms of coverage, such as Temporary
Continuation of Coverage (TCC).
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When you lose benefits

* When FEHB coverage ends

e Spouse equity coverage

e Temporary continuation of
coverage (TCC)

e Converting to individual
coverage
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You will receive an additional 31 ¥a of coverage, for no additional
premium, when:

* Your enrollment ends, unless you cancel your enrollment, or
* You are a family member no longer eligible for coverage.

You may be eligible for spouse equity coverage or Temporary
Continuation of Coverage.

If you are divorced from a Federal employee or annuitant, you may not
continue to get benefits under your former spouse’s enrollnTdms. is

the case even when the court has ordered your former spouse to supply
health coverage to yowBut, you may be eligible for your own FEHB
coverage under the spouse equity aniremporary Continuation of
Coverage (TCC). If you are recentivorced or are anticipating a
divorce, contact your ex-spouse’s employing or retirement office to get
RI 70-5, theGuide to Federal Employeékealth Benefits Plans for
Temporary Continuation of Coverage and Former Spouse Enrpbees
other information about your coverage choic¥su can also download
the guide from OPM'’s websiteiww.opm.gov/insure

If you leave Federal service, oifu lose coveige becausgou no lorger
qualify as a family member, you may be eligible for Temporary
Continuation of Coverage (TCC). For example, you can receive T@L if
are not able to continue your FEHB enrollment after you retire, if you lose
your Federal job, if you are a covered dependent child and you turn 22 or
mairry, etc.

You may not elect TCC if you are fired from your Federal job due to gross
misconduct.

Enrolling in TCC. Get the RI 79-27, which describes TCC, and the RI
70-5, theGuide to Federal Employees Health Benefits Plans for
Temporary Continuation of Coverage and Former Spouse Enrpllees
from your employing or retirement office or fronww.opm.gov/insure

It explains what you have to do to enroll.

You may convert to a non-FEHB individual policy if:

e Your coverage under TCC or the spouse equity law élidsu
canceled your coverage or did not pay your premium, you cannot
converj;

¢ You decided not to receive caage under TCC or the spouse
equity law; or

« You are not eligible for coverage under TCC or the spouse equity
law.

If you leave Federal service, your employing office will notify you of
your right to convert. You must apply in writing to us within 31 days
after you receive this notice. Howey# you are a fenily member who
is losing coverage, the employing or retirement office mall notify
you. You must apply in writing to us within 31 days after you are no
longer eligible for coverage.
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Getting a Certificate of Group
Health Plan Coverage
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Your benefits and rates will differ from those under the FEHB Program;
however, you will not have to answer questions about your health, and
we will not impose a waiting period or limit your coverage due to pre-
existing conditions.

The Health Insurance Portability and Accountability Act of 1996
(HIPAA) is a Federal law that offe limited Federal protections for

health coverage availability and continuity to people who lose employer
group coverage. If you leave the FEHB Program, we will give you a
Certificate of GrougHealth Plan Coverage that indicates how long you
have been enrolled with us. You aase this certificate when getting
health insurance or other health care coverage. Your new plan must
reduce or eliminate waiting periods, limitations, or exclusions for health
related conditions based on the information in the certificate, as long as
you enroll within 63 days of losing coverage under this Plan. If you
have been enrolled with us for less than 12 months, but were previously
enrolled in other FEHB plans, yooay also request a certificate from
those plans.

For more information, get OPM pamphlet RI 79-27, Temporary
Continuation of Coverage (TCC) under the FEHB Program. See also the
FEHB website \fww.opm.gov/insure/healjhrefer to the “TCC and

HIPAA” frequently asked questions. These highlight HIPAA rules, such
as the requirement that Fedegaiployees must exhaust any TCC
eligibility as one condition for guaranteed access to individual health
coverage under HIPAA, and have information about Federal and State
agencies you can contdot more information.
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Long Term Care Insurance Is Still Available!

Open Season for Longrerm Care Insurance

e You can protect yourself against the high cost of long term care by applying for insurance in the Federal Long
Term Care Insurance Program.

e Open Season to apply for long term care insurance through LTC Partners ends on December 31, 2002.

e Ifyou're a Federal employee, you and your spouse need only answer a few questions about your health during
Open Season.

e If you apply during the Open Season, your premiums are based on your age as of July 1, 2002. After Open
Season, your premiums are based on your ailpe dime LTC Partners rec@s your application.

FEHB Doesn’t Cover It

* Neither FEHB plans nor Medicare cover the cost of long term care. cAlleal “custodial care,” long term
care helps you perform the activities of daily living sucbathing or dressing yourself. It can also provide
help you may need due to a severe cogmitivpairment such aslizheimer’s disease.

You Can Also Apply Later, But...

« Employees and their spouses can still apply for coveatigethe Federal Long Term Care Insurance Program
Open Season ends, but they will havanswer more healttelated questions.

e For annuitants and other qualified relatives, the numbkealth-related questions that you need to answer is
the same during andtaf the Open Season.

You Must Act to Receive an Application

e Unlike other benefit programs, YOU have to take action — you won't receive an application automatically.
You must request one through the toll-free number or website listed below.

e Open Season ends December 31, 2082t NOW so you won't miss thelaleviated underwriting available to
employees and their spousasd the July 1 “age freeze!”

Find Out More — Contact LTC Partners by callidg800/LTC-FEDS (1-800/582-3337) (TDD for the hearing
impaired: 1-800/843-3557)r visitingwww.ltcfeds.conto get more information and to request an application.

2003 Aetna Health 65 Long Term Care Insurance


http://www.ltcfeds.com

Index

Do not rely on this page; it is for your convame and may not show all pages where the terms appear.

Accidental injury, 30

Allogeneic (donor) bone marrow,
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Alternative treatments, 19, 27
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Catastrophic protection, 2, 18, 68
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Chiropractic, 27
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Colorectal Cancer Screening, 21

Congenital anomalies, 29, 30

Contraceptive, 22, 42

Covered charges, 53

Crutches, 27

Deductible, 2, 18

Definitions, 3, 59

Dental care, 31

Disputed claims, 51, 52

Dressings, 33, 34

Durable medical equipment, 16,
27

Educational classes and
programs, 28

Emergency, 2, 19, 36, 37, 38, 40,
49, 67

Experimental, 7, 32, 52, 59

Eyeglasses, 25, 67
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Family planning, 19, 22

Fecal occult blood test, 21

General exclusions, 3, 49
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Home health services, 19, 27
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Summary of benefits for Aetna Health — 2003

» Do not rely on this chart alone All benefits are provided in full unless indicated and are subject to the definitions,
limitations, and exclusions in this brochure. On this page we summarize specific expenses we cover; for more
detail, look inside.

e If you want to enroll or change your enrollment in this Plan, be sure to put the correct enroliment code from the
cover on your enrollment form.

* We only cover services provided or arranged by Plan physicians, except in emergencies.

Benefits You Pay Page
Medical services provided by physicians: Office visit copay: $20 primary

» Diagnostic and treatment sergs provided in the office........... .care; $25 specialist 20
Services provided by a hospital: $250 per day up to a maximum of

o INPALIENT ... ——— ..$750 per admission 33

L@ U1 o 7= 111 o | SRR ...$200 per visit 34
Emergency benefits:

L =T =T SRR ...$1Q0 per visit 37

@1V o) = =T PRSI ...$100 per visit 37
Mental health and substance abtrsatment....................cccccvvis ...Regular cost sharing 39
Prescription drugs.......cccciiiiiiiiiiiieeeeeee e ...Retail Pharmacy: 42

Retail Pharmacy: For up to a 30-day supply per prescription unit $10 copay per generic formulary
or refill drug;

$25 copay per brand name

Mail Order Pharmacy: For a 3&ylup to a 90-day supply per formulary drug; and

prescription unit or refill $40 copay per nonformulary drug
(generic or brand name).

In no event will the copay excedke cost of the prescription
drug. Mail Order Pharmacy:

$20 copay per generic formulary
drug;

$50 copay per brand name
formulary drug; and

$80 copay per nonformulary drug
(generic or brand name).

(DT | v= L OF- 1 PPPRSREUUPRRR N abl¢ampays 45

VISION CaArB.....iciiiiiiiiie ettt ettt etee e stee s sreeeeba e $35perpasit. Up ta$100 25
reimbursement for eyeglasses or
contacts per 24 month period

Special Features: Services the deaf and hearing-impaired, Contact Plan 44
Informed Health Line, Maternity Management Program, National
Medical Excellence Program, and Reciprocity benefit.
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Protection against catastrophic costs Nothing after $1,500/Self Only or
(your catastrophic proteoin out-of-pocket maximumy)................... . $3,000/Family enrollment per year. 18

Some costs do not count toward
this protection.
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2003 Rate Information

for Aetna Health
(formerly Aetna U.S. Healthcare)

Non-Postal ratesapply to most non-Postal enrollees. If you are special enroliment category, refer to the FEHB
Guide for that category or contabe agency that maintains your health benefits enrollment.

Postal ratesapply to career Postal Servicepoyees. Most employees should refethe FEHB Guide for United

States Postal Service Employees, Rl 70ifferent postal rates apply and a speEigHB guide is published for Postal
Service Inspectors and Offioé Inspector General (OIG) employees (see RI 70-2IN).

Postal rates do not apply to non-career postal emplopestal retirees, or associatembers of any postal employee

organization who are not career postal employees. Refer to the applicable FEHB Guide.

Non-Postal Premium

Postal Premium

Biweekly Monthly Biweekly
Type of Gov't Your Gov't Your USPS Your
Enrollment Code Share Share Share Share Share Share

Arizona: Phoenix and Tucson Areas

Self Only WwQ1 $78.34 $26.11 $169.73 $56.58 $92.70 $11.75
Self and Family WQ2 | $215.17 $71.72 $466.20 | $155.40 | $254.61 $32.28
California: Southern CA Area

Self Only 2X1 $80.99 $26.99 $175.47 $58.49 $95.83 $12.15
Self and Family 2X2 $192.12 $64.04 $416.26 | $138.75 | $227.34 $28.82
Georgia: Atlanta and Athens Areas

Self Only 2U1 $104.63 $34.88 $226.70 $75.57 $123.82 $15.69
Self and Family 2U2 $249.62 $86.91 $540.84 | $188.31 | $294.70 $41.83
Indiana and Ohio: Southeastern Indiana Area & Cincinnati, Ohio

Self Only RD1 $104.98 $34.99 $227.45 $75.82 $124.22 $15.75

Self and Family RD2 $249.62 $94.37 $540.84 | $204.47 | $294.70 $49.29
New Jersey and Pennsylvania: All of Newersey and Southeastern Pennsylvania

Self Only P31 $109.30 $39.21 $236.82 $84.95 $129.03 $19.48

Self and Family P32 $249.62 | $108.72 | $540.84 | $235.56 | $294.70 $63.64
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2003 Rate Information for Aetna Healthcontinued

Non-Postal Premium Postal Premium
Biweekly Monthly Biweekly
Type of Gov't Your Gov't Your USPS Your
Enrollment Code Share Share Share Share Share Share

New York: New York City Area

Self Only JC1 $99.28 $33.09 $215.10 $71.70 $117.48 $14.89
Self and Family JC2 $248.47 $82.82 $538.35 $179.45 $294.02 $37.27
Ohio: Cleveland Area

Self Only 7D1 $104.80 $34.93 $227.06 $75.69 $124.01 $15.72
Self and Family 7D2 $249.62 $86.93 $540.84 | $188.35 | $294.70 $41.85
Tennessee: Memphis Area

Self Only UB1 $96.59 $32.19 $209.27 $69.75 $114.29 $14.49
Self and Family UB2 $249.62 $94.94 $540.84 | $205.71 | $294.70 $49.86
Tennessee: Nashville and Middle Tennessee Areas
Self Only 6J1 $88.73 $29.57 $192.24 $64.08 $104.99 $13.31
Self and Family 6J2 $240.30 $80.10 $520.65 | $173.55 | $284.36 $36.04
Washington: Western and Southeast Washington Areas
Self Only 8J1 $94.45 $31.48 $204.64 $68.21 $111.76 $14.17
Self and Family 8J2 $240.17 $80.06 $520.37 | $173.46 | $284.20 $36.03
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