
 
 

Serving the following states:  Arizona, California, Colorado, Georgia, 
Illinois, Indiana, Kansas, Kentucky, Missouri, Nevada, New Jersey,  
New York, Ohio, Oklahoma, Pennsylvania, Tennessee, Texas and 
Washington. 
 

Enrollment in this plan is limited.  You must live or work in our 
Geographic service area to enroll.  See pages 10-12 for requirements.
 

Please check the 2005 FEHB Guide for NCQA accreditation. 
 

For changes 
in benefits 
see pages 
13-14. 

Aetna 

2005(formerly Aetna Health) 
http://www.aetna.com/fed

A Health Maintenance Organization

Enrollment code for Phoenix & Tucson, AZ:  Enrollment code for Columbus, OH: 
 WQ1 Self Only   ND1 Self Only 
 WQ2  Self and Family  ND2 Self and Family 
Enrollment code for Los Angeles & San Diego, CA: Enrollment code for Cleveland & Toledo, OH: 
 2X1 Self Only  7D1 Self Only 
 2X2 Self and Family  7D2 Self and Family  
Enrollment code for Denver, CO: Enrollment code for Oklahoma City & Tulsa, OK:  
 9E1 Self Only  SL1 Self Only  
 9E2 Self and Family  SL2 Self and Family  
Enrollment code for Athens & Atlanta, GA: Enrollment code for Pittsburgh, PA: 
 2U1 Self Only   YE1 Self Only 
 2U2 Self and Family  YE2 Self and Family 
Enrollment code for Chicago, IL & Northern IN: Enrollment code for Memphis, TN: 
 IK1 Self Only  UB1 Self Only 
 IK2 Self and Family  UB2 Self and Family 
Enrollment code for SE IN, Northern KY & Cincinnati, OH: Enrollment code for Nashville, TN: 
 RD1 Self Only   6J1 Self Only 
 RD2 Self and Family  6J2 Self and Family 
Enrollment code for Kansas City, KS/MO: Enrollment code for Austin & San Antonio, TX: 
 KS1 Self Only  P11 Self Only 
 KS2 Self and Family  P12 Self and Family 
Enrollment code for NJ & Southeastern PA:  Enrollment code for Dallas/Ft. Worth, TX: 
 P31 Self Only  PU1 Self Only 
 P32 Self and Family  PU2 Self and Family 
Enrollment code for Las Vegas, NV:  Enrollment code for Houston, TX: 
 Y11 Self Only  8G1 Self Only 
 Y12 Self and Family  8G2 Self and Family 
Enrollment code for New York, NY:  Enrollment code for Seattle & Puget Sound, WA: 
 JC1 Self Only  8J1 Self Only 
 JC2 Self and Family  8J2 Self and Family 
 
Special notice:  The Service Area covered by Enrollment Code PU (Dallas/Ft. Worth & Houston, TX) has been split.  
Dallas/Ft. Worth will remain under Enrollment Code PU, but Houston has a new Enrollment Code of 8G.  If you are 
currently covered by Enrollment Code PU, and you live in or work in the Houston area, your coverage will not be transferred 
automatically to Code 8G.  You must enroll in Code 8G or elect another plan during Open Season. 
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Dear Federal Employees Health Benefits Program Participant: 
 
Welcome to the 2005 Open Season!  By continuing to introduce pro-consumer health care ideas, the Office of Personnel 
Management (OPM) team has given you greater, cost effective choices. This year several national and local health plans are 
offering new options, strengthening the Federal Employees Health Benefits (FEHB) Program and highlighting once again 
its unique and distinctive market-oriented features.  I remain firm in my belief that you, when fully informed as a Federal 
subscriber, are in the best position to make the decisions that meet your needs and those of your family.  Plan brochures 
provide information to help subscribers make these fully informed decisions.  Please take the time to review the plan’s 
benefits, particularly Section 2, which explains plan changes. 
 
Exciting new features this year give you additional opportunities to save and better manage your hard-earned dollars. For 
2005, I am very pleased and enthusiastic about the new High Deductible Health Plans (HDHP) with a Health Savings 
Account (HSA) or Health Reimbursement Arrangement (HRA) component. This combination of health plan and savings 
vehicle provides a new opportunity to save and better manage your money.  If an HDHP/HSA is not for you and you are 
not retired, I encourage you to consider a Flexible Spending Account (FSA) for health care.  FSAs allow you to reduce your 
out-of-pocket health care costs by 20 to more than 40 percent by paying for certain health care expenses with tax-free 
dollars, instead of after-tax dollars. 
 
Since prevention remains a major factor in the cost of health care, last year OPM launched the HealthierFeds campaign. 
Through this effort we are encouraging Federal team members to take greater responsibility for living a healthier lifestyle.  
The positive effect of a healthier life style brings dividends for you and reduces the demands and costs within the health 
care system.  This campaign embraces four key “actions” that can lead to a healthy America:  be physically active every 
day, eat a nutritious diet, seek out preventative screenings, and make healthy lifestyle choices.  Be sure to visit 
HealthierFeds at www.healthierfeds.opm.gov for more details on this important initiative. I also encourage you to visit the 
Department of Health and Human Services website on Wellness and Safety, www.hhs.gov/safety/index.shtml, which 
complements and broadens healthier lifestyle resources. The site provides extensive information from health care experts 
and organizations to support your personal interest in staying healthy. 
 
The FEHB Program offers the Federal team the widest array of cost-effective health care options and the information 
needed to make the best choice for you and your family. You will find comprehensive health plan information in this 
brochure, in the 2005 Guide to FEHB Plans, and on the OPM Website at www.opm.gov/insure.  I hope you find these 
resources useful, and thank you once again for your service to the nation. 

Sincerely, 

Kay Coles James 

Director 

 

 

 



 

 

 
 

 
Notice of the United States Office of Personnel Management’s 

Privacy Practices 

HIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 

 

 

, 

PM  to use and give out your personal medical information to administer the FEHB Program. For example: 

buse investigations), 

se or give out your personal medical information 
for any purpose that is not set out in this notice. You m e”) your written permission at any time, except 
if OPM has already acted based on your permission. 

By law, you have the right to: 

• See and get a copy of your personal medical inform ion held by OPM. 

• Amend any of your personal medical information c  by OPM if you believe that it is wrong or if information is 
missing, and OPM agrees. If OPM disagrees, you m  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, or that was given out for law enforcement purposes or to pay for your health care or a 
disputed claim.  

T
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 

By law, the United States 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. 

OPM will 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 Department of Health and Human Services, if necessary, 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. 

has the rightO

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

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

• For OPM and the General Accounting Office when conducting audits.  

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

• For Government health care oversight activities (such as fraud and a

• For research studies that meet all privacy law requirements (such as for medical research or education), and 

• To avoid a serious and imminent threat to health or safety. 

By law, OPM must have your written permission (an “authorization”) to u
ay take back (“revok

at

reated
ay have a statement



 

 Ask OPM to communicate with you in a different manner or at a different place (for example, by sending materials to a 
P.O. Box instead 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 is used to conduct operations in the manner described above.  

 Get a separat  paper copy of this notice.  

For more inform

•

• e

ation on exercising your rights set out in this notice, look at www.opm.gov/insure on the Web. 
6-0745 and ask for OPM’s FEHB or this purpose. 

You may 
also call 202-60

If you believe OPM has violated your privacy rig u may file a complaint with OPM at the 

 complaint will not affect your benefits under the FEHB Program. You also may file a complaint with the Secretary 
of the ted States Department of Health and Human Services. 

OPM has the right to change the way your personal 
otice by mail within 60 days of 

 Program privacy official f

hts set out in this notice, yo
following address: 

Privacy Complaints 
United States Office of Personnel Management 

P.O. Box 707 
Washington, DC 20004-0707 

Filing a
Uni

By law, OPM is required to follow the terms in this privacy notice. 
medical information is used and given out. If OPM makes any changes, you will get a new n
the change. The privacy practices listed in this notice are effective April 14, 2003. 

 



2005 Aetna 1 Table of Contents 

Table of Contents 

 

Table of Contents ......................................................................................................................................................................1 
 

...............................................3 
........3 

mistakes .....................................................................................................................................................4 
Section 1. Facts about this HMO plan.......................................................................................................................................6 

How we pay providers...........................................................................................................................................6 
Your Rights ...........................................................................................................................................................6 
Aetna HMO Service Area ...................................................................................................................................10 

.........................................................................................13 
 

ion 3. How you get care....................................................................................................................................................15 
Open Access HMO..............................................................................................................................................15 
Identification cards..............................................................................................................................................15 
Where you get covered care ................................................................................................................................15 
• Plan providers ................................................................................................................................................15 
• Plan facilities .................................................................................................................................................15 
What you must do to get covered care ................................................................................................................15 
• Primary care...................................................................................................................................................15 
• Specialty care.................................................................................................................................................16 
• Hospital care..................................................................................................................................................16 
Circumstances beyond our control ......................................................................................................................17 
Services requiring our prior approval..................................................................................................................17 

Section 4. Your costs for covered services..............................................................................................................................19 
Copayments.........................................................................................................................................................19 
Deductible ...........................................................................................................................................................19 
Coinsurance.........................................................................................................................................................19 
Your catastrophic protection out-of-pocket maximum........................................................................................19 

Section 5. Benefits – OVERVIEW (See pages 13-14 for how our benefits changed this year and page 72 for a benefits 
summary.)................................................................................................................................................................................20 

Section 5(a) Medical services and supplies provided by physicians and other health care professionals ...........22 
Section 5(b) Surgical and anesthesia services provided by physicians and other health care professionals .......32 
Section 5(c) Services provided by a hospital or other facility, and ambulance services .....................................36 
Section 5(d) Emergency services/accidents ........................................................................................................39 
Section 5(e) Mental health and substance abuse benefits....................................................................................42 
Section 5(f) Prescription drug benefits................................................................................................................44 
Section 5(g) Special features...............................................................................................................................47 

• Services for the deaf and hearing-impaired ...............................................................................47 
• Informed Health® Line ..............................................................................................................47 
• Maternity Management Program...............................................................................................47 
• National Medical Excellence Program ......................................................................................47 
• Reciprocity benefit ....................................................................................................................47 

Section 5(h) Dental benefits ................................................................................................................................48 
Section 5(i) Non-FEHB benefits available to Plan members ..............................................................................51 

Introduction ...............................................................................................................................................................................3

Plain Language...........................................................................................................................

Stop Health Care Fraud!....................................................................................................................................................

Preventing medical 

Aetna Open Access Service Area........................................................................................................................10 
Section 2. How we change for 2005...............................................

Program-wide changes ........................................................................................................................................13
Changes to this Plan ............................................................................................................................................13 

Sect



2005 Aetna 2 Table of Contents 

Section 6. General exclusions – things we don’t .......................................................................52 
Section 7. Filing a claim for covered services.........................................................................................................................53 

ection 8. The disputed claims process ...................................................................................................................................54 

Section 10. 

h

Section 12. 

Index..........

Summary of

...73 

 

cover ....................................

S

Section 9. Coordinating benefits with other coverage.............................................................................................................56 
When you have other health coverage.................................................................................................................56 
What is Medicare?...............................................................................................................................................56 
• Should I enroll in Medicare? .........................................................................................................................56 
• The Original Medicare Plan (Part A or Part B) .............................................................................................57 
• Medicare Advantage......................................................................................................................................59 
TRICARE and CHAMPVA ................................................................................................................................59 
Workers’ Compensation......................................................................................................................................59 
Medicaid..............................................................................................................................................................60 
When other Government agencies are responsible for your care ........................................................................60 
When others are responsible for injuries .............................................................................................................60 

Definitions of terms we use in this brochure ........................................................................................................62 
Section 11. FEHB Facts ..........................................................................................................................................................64 

Coverage information..........................................................................................................................................64 
• No pre-existing condition limitation..............................................................................................................64 
• Where you can get information about enrolling in the FEHB Program.........................................................64 
• Types of coverage available for you and your family ...................................................................................64 
• Children’s Equity Act....................................................................................................................................65 
• When benefits and premiums start ................................................................................................................65 
• When you retire .............................................................................................................................................65 
W en you lose benefits .......................................................................................................................................65 
• When FEHB coverage ends...........................................................................................................................65 
• Spouse equity coverage .................................................................................................................................66 
• Temporary Continuation of Coverage (TCC)................................................................................................66 
• Converting to individual coverage.................................................................................................................66 
• Getting a Certificate of Group Health Plan Coverage ...................................................................................66 

Two Federal Programs complement FEHB benefits ............................................................................................67 
The Federal Flexible Spending Account Program – FSAFEDS ..........................................................................67 
The Federal Long Term Care Insurance Program ...............................................................................................70 
..............................................................................................................................................................................71 
 benefits for Aetna - 2005 ....................................................................................................................................72 

2005 Rate Information for Aetna .........................................................................................................................................

 



2005 Aetna 3 Introduction/Plain Language/Advisory 

 

Introduction 
 

This brochure describes the benefits of Aetna* under our contract (CS 2867) with the United States Office of Personnel 
Managemen
is: 

Aetna 
920B Harve
Mail Stop U
Blue Bell, P

This brochu
limitations, 

If you are en

OPM negoti
summarized
* "Aetna" is the a

that offer be t

t, as authorized by the Federal Employees Health Benefits law.  The address for the Aetna administrative office 

st Drive 
40A 
A  19422 

re is the official statement of benefits. No oral statement can modify or otherwise affect the benefits, 
and exclusions of this brochure.  It is your responsibility to be informed about your health benefits. 

rolled in this Plan, you are entitled to the benefits described in this brochure. If you are enrolled in Self and 
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, 2005, unless those benefits are also shown in this brochure.  

ates benefits and rates with each plan annually. Benefit changes are effective January 1, 2005, and changes are 
  on pages 13-14. Rates are shown at the end of this brochure. 

 br nd name used for products and services provided by one or more of the Aetna group of subsidiary companies.  The Aetna companies 
nefi  coverage include Aetna Health Inc., Aetna Health of Illinois, Inc., and/or Aetna Health of California Inc. 

Plain Language 

All FEHB b
For instance

• Except fo e
“we” mea

• We limit acro

 Our broch
plans. 

Stop Health Care Fraud! 

rochures are written in plain language to make them responsive, accessible, and understandable to the public. 
, 

r cessary technical terms, we use common words.  For instance, “you” means the enrollee or family member; n
n Aetna. s 

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

• ure and other FEHB plans’ brochures have the same format and similar descriptions to help you compare 

If you have comments or suggestions about how to improve the structure of this brochure, let OPM know. Visit OPM’s 
“Rate Us” feedback area at www.opm.gov/insure or email OPM at fehbwebcomments@opm.gov. You may also write to 
OPM at the U.S. Office of Personnel Management, Insurance Services Programs, Program Planning & Evaluation Group, 
1900 E Street, NW, Washington, DC 20415-3650. 

Fraud increases the cost of health care for everyone and increases your Federal Employees Health Benefits Program 
premium. 

OPM’s Office of the Inspector General investigates all allegations 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 that you can 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 professionals review your 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 benefits (EOBs) that you receive from us. 
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 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 for t receive, billed you twice for the same service, or 
misrepresented any information, do the following: 

If we do not resolve the issue: 

 
 

 

 

• 

Your former spouse after a divorce decre ven if a court order stipulates otherwise); or 

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

 any questions about the eligibility of a dependent, check with your personnel office if you are employed, 
etirement office (such as OPM) if you are retired, or with the National Finance Center if you are enrolled 

• r fraud and your agency may take action against you if you falsify a claim to obtain FEHB 

Preventing medical mistakes 

•

services you did no

Call the provider and ask for an explanation.  There may be an error. 

If the provider does not resolve the matter, call us at 1-800/537-9384 and explain the situation. 

 

 
 
 
 
 
 

 

 

Do not maintain as a family member on your policy: 

e or annulment is final (e

• If you have
with your r
under Temporary Continuation of Coverage. 

You can be prosecuted fo
benefits or try to obtain services for someone who is not an eligible family member or who is no longer enrolled in the 
Plan. 

An influential report from the Institute of Medicine estimates that up to 98,000 Americans die every year from medical 
mistakes in hospitals alone.  That's about 3,230 preventable deaths in the FEHB Program a year.  While death is the most 
tragic outcome, medical mistakes cause other problems such as permanent disabilities, extended hospital stays, longer 
recoveries, and even additional treatments.  By asking questions, learning more and understanding your risks, you can 
improve the safety of your own health care e these simple steps: 

1. Ask questions if you have doubts or 

e it. 

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

, and that of your family members. Tak

concerns.  

• Ask questions and make sure you understand the answers. 

• Choose a doctor with whom you feel comfortable talking. 

• Take a relative or friend with you to help you ask questions and understand answers. 

2. Keep and bring a list of all the medicines you take.  

• Give your doctor and pharmacist a list of all the medicines that you take, including non-prescription medicines. 

• Tell them about any drug allergies you have. 

• Ask about side effects and what to avoid while taking the medicine. 

• Read the label when you get your medicine, including all warnings. 

• Make sure your medicine is what the doctor ordered and know how to us

 

 
OR WRITE TO: 

United States Office of Personnel Management 
Office of the Inspector General Fraud Hotline 

1900 E Street NW Room 6400 
Washington, DC 20415-1100 
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3.  results of any test or procedure.   

• D be it in person, by phone, or by mail. 

• C

• A r care. 

. Talk to your doctor about which hospital is best for your health needs.  

• Ask your doctor  you have m re than one 
hospital to choose from to get the health ca

• Be sure you understand the instructions you get abo t follow-up care when you leave the hospital. 

5. Make sur

• Make sure you, your d ne during the op ation. 

• Ask your doctor, “Who will man

• Ask your surgeon: 

Exactly what will you be doing? 

 

• T esthesia, and any medications 

W

• Ask the pharmacist about your medicine if it looks different than you expected. 

 Get the

• Ask when and how you will get the results of tests or procedures. 

on’t assume the results are fine if you do not get them when expected, 

all your doctor and ask for your results. 

sk what the results mean for you

4

about which hospital has the best care and results for your condition if o
re you need. 

u

e you understand what will happen if you need surgery.   

octor, and your surgeon all agree on exactly what will be do er

age my care when I am in the hospital?” 

 
 About how long will it take? 
 What will happen after surgery? 

How can I expect to feel during recovery? 

ell the surgeon, anesthesiologist, and nurses about any allergies, bad reaction to an
you are taking. 

ant more information on patient safety?   
 www.ahrq.gov/consumer/pathqpack.htm.  The Agency for Healthcare Research and Quality makes available a wide-

ers ranging list of topics not only to inform consumers about patient safety but to help choose quality health care provid
and improve the quality of care you receive. 

 www.npsf.org.  The National Patient Safety Foundation has information on how to ensure safer health care for you an
your

d 
 family. 

 www.talkaboutrx.org/consumer.html.  The National Council on Patient Informat
 safe, appropriate use of medicines. 

ion and Education is dedicated to 
improving communication about the

 www.leapfroggroup.org.  The Leapfrog Group is active in promoting safe practices in hospital care. 
 www.ahqa.org.  The American Health Quality Association represents organizations and health care professionals 

working to improve patient safety. 
 www.quic.gov/report.  Find out what federal agencies are doing to identify threats to patient safety and help preven

mistakes in the nation’s health care delivery system. 
 

t 
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Facts about this HMO plan Section 1. 

This Plan r 
pro ible 
for Contact the Plan for a copy of their most recent provider directory.  

HMOs e office visits, physical exams, well-baby care, and immunizations, in 
add providers follow generally accepted medical practice when prescribing any 

Wh  
copay hure.  When you receive emergency services from non-Plan 
pro

 a particular provider is available.  You 
antee that any one physician, hospital, or 

oth

Ho
We  physicians, medical groups, and hospitals to provide the benefits in this brochure.  These Plan 

 us, and you will only be responsible for your copayments or coinsurance.   

his is a , which means that participating providers are neither agents nor employees of the 
lan; rat and providers who practice in their own offices or facilities. The Plan arranges 
ith lice ical services for both the prevention of disease and the treatment of 

illness and

Plan p etwork have agreed to be compensated in various ways.  Many participating primary care physicians 
 physician receives payment for a patient whether the physician sees the 

Spe
way

(“ zations (“PHOs”), behavioral health organizations and similar provider 
 

a l incentive to control the costs of providing care.  

ne of the purposes of managed care is to manage the cost of health care.  Incentives in compensation arrangements with 
sicians and health care providers are one method by which Aetna attempts to achieve this goal.  You are encouraged to 

ask your physicians and other providers how they are compensated for their services. 

Your Rights 
OPM requires that all FEHB Plans provide certain information to their FEHB members. You may get information about us, 
our networks, providers, and facilities. OPM’s FEHB Web site (www.opm.gov/insure

 is a health maintenance organization (HMO). We require you to see specific physicians, hospitals, and othe
viders that contract with us.  These Plan providers coordinate your health care services.  The Plan is solely respons
the selection of these providers in your area.  

 emphasize preventive care such as routin
ition to treatment for illness and injury.  Our 

course of treatment.  

en you receive services from Plan providers, you will not have to submit claim forms or pay bills.  You pay only the
ments, coinsurance, and deductibles described in this broc

viders, you may have to submit claim forms. 

You should join an HMO because you prefer the plan’s benefits, not because
cannot change plans because a provider leaves our Plan.  We cannot guar

er provider will be available and/or remain under contract with us.   

w we pay providers 
 contract with individual

providers accept a negotiated payment from

T  direct contract prepayment Plan
P her, they are independent doctors 
w nsed providers and hospitals to provide med

 injury for benefits covered under the Plan. 

roviders in our n
(PCPs) are paid by capitation.  Under capitation, a
patient that month or not. 

cialists, hospitals, primary care physicians and other providers in the Aetna  network may also be paid in the following 
s: 

• Per individual service (fee-for-service 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 Systems (“IDS”), Independent Practice Associations (“IPAs”), Physician Medical Groups 
PMGs”), Physician Hospital Organi

organizations or groups that are paid by Aetna; the organization or group pays the physician or facility directly. In such
rrangements, that group or organization has a financia

O
phy

) lists the specific types of 
information that we must make available to you. Some of the required information is listed below.  

Medical Necessity 
To be medically necessary, the service or supply must: 

• Be care or treatment as likely to produce a significant positive outcome as, and no more likely to produce a negative 
outcome than, any alternative service or supply, both as to the disease or injury involved and the  member's overall 
health condition;  
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 Be a diagnostic procedure, indicated by the health status of the member and be as likely to result in information that 
could affect the course of treat  than, any alternative service or 
supply, both as to the disease o n; and 

 

iewed medical literature and guidelines published by nationally recognized health organizations; 

re 

rally recognized health specialty involved; and 

ons of medical necessity.  Coverage denial 
unmet criteria, standards and guidelines, and inform the provider and member of the 

ur FEHBP service area.  If you live or work in an Open Access 

primary care physician (for your PCP copay) or by another participating provider in the network 

nce (a percentage of covered expenses).  Members in the service areas, other than in the states of California and 
of their selection (1-800/537-9384).  Members in the 

rrals from their PCPs to access specialist care.  If you do not 
you go directly to a specialist, you are responsible for verifying that the 

ecialist is p

g a 
Pa isit any 
pa
pr quirements 

ubstance Abuse 
tain behavioral health services (e.g. treatment or care for mental disease or illness, alcohol abuse and/or 

affiliated 
h 

inations, you may appeal behavioral health care coverage decisions in accordance with the terms of 

 to 
det  
se  are not covered benefits, you will be notified. If you wish to appeal such determination, you may then 
ontact us to seek a review of the determination. 

•
ment as, and no more likely to produce a negative outcome
r injury involved and the member's overall health conditio

• As to diagnosis, care and treatment be no more costly (taking into account all health expenses incurred in connection
with the service or supply) than any equally effective service or supply in meeting the above tests. 

In determining if a service or supply is medically necessary, the Plan will consider: 

• Information on the member's health status; 

• Reports in peer rev

• Professional standards of safety and effectiveness which are generally recognized in the United States for diagnosis, ca
or treatment; 

• The opinion of health professionals in the gene

• Any other relevant information brought to the Plan’s attention.   

Only medical directors make decisions denying coverage for services for reas
letters for such decisions delineate any 
appeal process.   

All covered benefits will be covered in accordance with the guidelines determined by Aetna. 

(See definition on Page 63) 

Open Access HMO Plan – Does not apply to members in the states of California and Washington  
(Enrollment Codes 2X or 8J) 
Aetna offers an Open Access Plan to our members in o
HMO service area, you can go directly to any network specialist for covered services without a referral from your primary 
care physician.  Note: This does not apply to mental health services and/or substance abuse services.  Referrals must be 
obtained for those services.  Please see Mental Health/Substance Abuse section below. Whether your covered services are 
provided by your selected 
(for the specialist copay), you will be responsible for payment which may be in the form of a copay (flat dollar amount) or 
coinsura
Washington, still must select a PCP and notify Member Services 
states of California and Washington will continue to obtain refe
select a PCP, the specialist copay will apply.  If 
sp articipating in our Plan. 

Direct Access Ob/Gyn Program  
This program allows female members to visit any participating gynecologist for a routine well-woman exam, includin

p smear, one visit every 12 months from the last date of service.  The program also allows female members to v
rticipating gynecologist for gynecologic problems.  Gynecologists may also refer a woman directly to other participating 
oviders for specialized covered gynecologic services.  All health plan preauthorization and coordination re

continue to apply.  If your Ob/Gyn is part of an Independent Practice Association (IPA), a Physician Medical Group 
(PMG), an Integrated Delivery System (IDS) or a similar organization, your care must be coordinated through the IPA, the 
PMG, the IDS, or similar organization and the organization may have different referral policies. 

Mental Health/S
In most areas, cer
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 
with the organization, unless your needs for covered services extend beyond the capability of these providers.  As wit
other coverage determ
your health plan.   

Ongoing Reviews 
We conduct ongoing reviews of those services and supplies which are recommended or provided by health professionals

ermine whether such services and supplies are covered benefits under this Plan. If we determine that the recommended
rvices and supplies

c
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Ce
un

W re covered and 
m assists members in receiving 

iew/patient management staff uses nationally recognized guidelines and 
the 

p ecertificatio

gr es”), such Delegates utilize criteria that they deem appropriate. 

ssity.  Coverage denial 
guidelines, and inform the provider and member of the 

admissions and performance of selected ambulatory procedures and services. The 
mination of coverage, and 
 also allows Aetna to 

coordinate the patient’s transition from the inpatient setting to the next level of 
s like 

.  In some 
lth 

 

services extending beyond the initial certification period will require Concurrent 
Review. 

 

alyze potential 
quality and utilization issues, initiate appropriate follow-up action based on quality 

ge 

nd 

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

Patient Management 
e have developed a patient management program to assist in determining what health care services a

payable under the health plan and the extent of such coverage and payment.  The progra
appropriate health care and maximizing coverage for those health care services.  

Where such use is appropriate, our utilization rev
resources, such as Milliman & Robertson Health Care Management Guidelines© and InterQual® ISD criteria, to guide 

r n, concurrent review and retrospective review processes. To the extent certain utilization review/patient 
management functions are delegated to integrated delivery systems, independent practice associations or other provider 

oups (“Delegat

Only medical directors make decisions denying coverage for services for reasons of medical nece
letters for such decisions delineate any unmet criteria, standards and 
appeal process.   

• Precertification Precertification is the process of collecting information prior to inpatient 

process permits advance eligibility verification, deter
communication with the physician and/or member. It

care (discharge planning), or to register patients for specialized program
disease management, case management, or our prenatal program
instances, precertification is used to inform physicians, members and other hea
care providers about cost-effective programs and alternative therapies and 
treatments. 

Certain health care services, such as hospitalization or outpatient surgery, require 
precertification with Aetna to ensure coverage for those services.  When a member 
is to obtain services requiring precertification through a participating provider, this
provider should precertify those services prior to treatment. 

• Concurrent Review The concurrent review process assesses the necessity for continued stay, level of 
care, and quality of care for members receiving inpatient services. All inpatient 

• 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 
precertification 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 retrospective record review is to retrospectively an
Review 

or utilization issues, and review all appeals of inpatient concurrent review 
decisions for coverage and payment of health care services. Our effort to mana
the services provided to members includes the retrospective review of claims 
submitted for payment, and of medical records submitted for potential quality a
utilization concerns. 

Member Services  
Representatives from Member Services are trained to answer your questions and to assist you in using the Aetna plan 
properly and efficiently. After you receive your ID card, you can call the Member Services toll-free number on the card 
when you need to:  
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 about benefits and coverage.  

e physician or office.  

o share responsibility for the payment of benefits, and others who may be financially responsible for 
payment for the services or benefits you s, 
cons uthorities, and
confidential as provided by applicable la
medical records within a reasonable amo

Some of the ways in which personal info
medical necessity reviews; coordination 
management; quality assessment and im t 
and outcomes assessment; health claims
management; compliance with legal and 
of policies or contracts to and from othe Os and third party administrators; underwriting activities; and due 
diligence activities in connection with th
for the operation of our health plans.  To
above without member consent.  Howev
materials unrelated to their health benefi
member consents.  We also have policie ive consent. 

Prot ber health
Progr  with other
member ID (or Social Security Number)

If you want more information about us, 7-9384, or write to 920B Harvest Drive, Mail Stop U40A, Blue Bell, 
PA 19422. You may also contact us by fax at 215/775-5246 or visit our Web site at www.aetna.com/fed

• Ask questions

• Notify us of changes in your name, address or telephone number.  

• Change your primary car

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

Confidentiality 
We consider personal information to be confidential and have policies and procedures in place to protect it against unlawful 
use and disclosure.  By “personal information,” we mean information that relates to a member’s physical or mental health 
or condition, the provision of health care to the member, or payment for the provision of health care to the member.  
Personal information does not include publicly available information or information that is available or reported in a 
summarized or aggregate fashion but does not identify the member.   

When necessary or appropriate for your care or treatment, the operation of our health plans, or other related activities, we 
use personal information internally, share it with our affiliates, and disclose it to health care providers (doctors, dentists, 
pharmacies, hospitals and other caregivers), payors (health care provider organizations, employers who sponsor self-funded 
health plans or wh

receive under your plan), other insurers, third party administrators, vendor
 their respective agents.  These parties are required to keep personal information 
w.  Participating network providers are also required to give you access to your 
unt of time after you make a request.   

rmation is used include claims payment; utilization review and management; 
of care and benefits; preventive health, early detection, and disease and case 
provement activities; auditing and anti-fraud activities; performance measuremen
 analysis and reporting; health services research; data and information systems 
regulatory requirements; formulary management; litigation proceedings; transfer 

r insurers, HM

ultants, government a

e purchase or sale of some or all of our business.  We consider these activities key 
 the extent permitted by law, we use and disclose personal information as provided 
er, we recognize that many members do not want to receive unsolicited marketing 
ts. We do not disclose personal information for these marketing purposes unless the 
s addressing circumstances in which members are unable to g

ecting the privacy of mem
am brochure or for help

 information is a top priority at Aetna.  When contacting us about this FEHB 
 questions, please be prepared to provide your or your family member’s name, 
, and date of birth. 

call 1-800/53
. 
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r Service Area.  This is where our providers practice.  Our service area 

ngeles & San Diego

Aetna HMO Service Area 
Please refer to the 2005 FEHB Guide for NCQA accreditations. 

To enroll in this Plan, you must live in or work in ou
is:   

California, Los A  – Enrollment code 2X – Los Angeles, Orange, San Diego, San Luis Obispo, 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, Moreno Valley and Ripley  
San Bernardino County: All towns except Amboy, Baker, Big River, Cadiz, Cima, Danby, Earp, Essex, Ivonpah, Kelso
Lake Havasu, Needles, Nipton, Parker Dam, Rice and Vidal. 

Washington, Seattle & Puget Sound – Enrollment code 8J – King, Kitsap, Pierce and Snohomish counties. 

 
Aetna Open Access Service Area 
Please refer to the 2005 FEHB Guide for NCQA accreditations. 

The following service areas will be for our Aetna Open Access HMO.  Under these plans, members may see network 
specialists without obtaining a referral from their primary care physician (PCP).  To enroll in this Plan, you must live in or 
work in our Service Area. This is where our providers practice.  Our service area is:  

Arizona, Phoenix and Tucson – Enrollment code WQ – Cochise, Maricopa, Pima and Santa Cruz counties and portions of
the following county as defined by the below listed towns: 

Pinal: Apache Junction and Casa Grande. 

 

Colorado, Denver – Enrollment code 9E – Adams, Arapahoe, Boulder, Denver, Douglas, El Paso, Elbert, Fremont, 
Jefferson, Larimer, Mesa, Pueblo and Teller counties. 

Georgia, Athens and Atlanta – Enrollment code 2U – Barrow, Bartow, Butts, Cherokee, Clarke, Clayton, Cobb, Coweta, 
Dawson, DeKalb, Douglas, Fayette, Forsyth, Fulton, Gwinnett, Hall, Haralson, Heard, Henry, Jackson, Lamar, Madison, 
Newton, Oconee, Oglethorpe, Paulding, Pickens, Pike, Rockdale, Spalding and Walton counties. 

Illinois, Chicago – Enrollment code IK –Cook, DuPage, Kane, Kankakee, Lake, McHenry and Will counties.  

Indiana, Northern Indiana– Enrollment code IK – Lake county. 

Indiana, Southeastern Indiana– Enrollment code RD – Dearborn, Franklin, Ohio and Switzerland counties. 

Kansas, Kansas City – Enrollment code KS – Atchison, Douglas, Franklin, Johnson, Leavenworth, Miami and Wyandotte 
counties. 

Kentucky, Northern Kentucky – Enrollment code RD – Boone, Campbell, Gallatin, Grant, Kenton and Pendleton 
counties. 

Missouri, Kansas City – Enrollment code KS – Buchanan, Cass, Clay, Jackson, Lafayette, Platte and Ray counties. 

Nevada, Las Vegas – Enrollment code Y1 – Clark county and a portion of the following county as defined by the below 
listed town: 

Nye:  Pahrump. 

New Jersey – Enrollment code P3 – All of New Jersey. 

New York, The Greater New York City area – Enrollment code JC – Bronx, Dutchess, Kings (Brooklyn), Nassau, New 
York (Manhattan), Orange, Putnam, Queens, Richmond (Staten Island), Rockland, Suffolk, Sullivan, Ulster and 
Westchester counties. 

Ohio, Greater Cincinnati area – Enrollment code RD – Adams, Brown, Butler, Champaign, Clark, Clermont, Clinton, 
Greene, Hamilton, Highland, Logan, Miami, Montgomery, Preble, Shelby and Warren counties. 

Ohio, Columbus – Enrollment code ND – Coshocton, Delaware, Fairfield, Fayette, Guernsey, Hocking, Knox, Licking, 
Madison, Marion, Morgan, Morrow, Muskingum, Noble, Perry, Pickaway, Pike, Ross, Scioto and Union counties and 
portions of the following counties as defined by the below listed towns:  

Adams: Bentonville, Blue Creek, Cherry Fork, Lynx, Manchester, Peebles, Seaman, Stout, West Union and Winchester 
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 Canal Winchester, Columbus, Dublin, Galloway, Grove City, Groveport, Harrisburg, Franklin: Amlin, Blacklick, Brice,
Hilliard, Lockbourne, New Albany, Reynoldsburg and Westerville. 

Ohio, Cleveland & Toledo – Enrollment code 7D – Allen, Ashland, Ashtabula, Carroll, Cuyahoga, Geauga, Hancock, 
Hardin, Henry, Holmes, Lake, Lorain, Lucas, Mahoning, Medina, Portage, Putnam, Richland, Sandusky, Seneca, Stark, 
Summit, Trumbull, Tuscarawas and Wayne counties and portions of the following counties as defined by the below listed 

ensington, Leetonia, 
nville, West Point and 

ood: Grand Rapids, Haskins, Millbury, Northwood, Perrysburg, Rossford, Stony Ridge and Walbridge. 

towns: 

Auglaize: Buckland and Lima 
Columbiana: Beloit, Columbiana, East Palestine, East Rochester, Elkton, Hanoverton, Homeworth, K
Lisbon, Minerva, Negley, New Waterford, North Georgetown, Rogers, Salem, Salineville, Washingto
Winona 
Erie: Berlin Heights, Birmingham, Castalia, Huron, Kelleys Island, Milan, Sandusky and Vermilion 
Fulton: Metamora and Swanton 
Huron: Collins, Greenwich, New London and Wakeman 
W

Oklahoma, Oklahoma City and Tulsa – E
portions of the following counties as define

nrollment code SL – Cleveland, Oklahoma, Pottawatomie, Rogers, Tulsa and 
d by the below listed towns: 

 Yukon 

w Tulsa, and Oneta. 

Canadian:  Concho, El Reno, Mustang, Piedmont, Union City and
Creek:  Kellyville, Kiefer, Mounds, and  Sapulpa 
Grady:  Amber, Minco, and Tuttle 
Lincoln:  Fallis, Jacktown, Meeker, Midway, Payson, Sparks and Wellston 
Logan:  Cedar Valley, Coyle, Guthrie, Meridian, Mulhall, Navina, and Seward 
McClain:  Blanchard, Byars, Cole, Criner, Dibble, Goldsby, Newcastle, Purcell, Rosedale, and Washington 
Osage:  Osage, Prue, and Skiatook 
Wagoner:  Choska, Coweta, Fair Oaks, Ne

Pennsylvania, Philadelphia and Southeastern PA – Enrollment code P3 – Berks, Bucks, Chester, Delaware, Lehig
Monroe, Montgomery, Northampton, and Philadelphia 

h, 
counties. 

Pennsylvania, Pittsburgh – Enrollment code YE - Allegheny, Armstrong, Beaver, Blair, Butler, Cambria, Clarion, 
Fayette, Greene, Lawrence, Somerset, Washington and Westmoreland counties. 

Tennessee, Memphis – Enrollment code UB – Crockett, Dyer, Fayette, Haywood, Lauderdale, Shelby and Tipton counties. 

Tennessee, Nashville – Enrollment code 6J – Bedford, Cannon, Cheatham, Coffee, Davidson, DeKalb, Dickson, Franklin, 
 Smith, Sumner, Trousdale, Williamson and Wilson Giles, Lewis, Macon, Montgomery, Moore, Robertson, Rutherford,

counties. 

Texas, Austin & San Antonio – Enrollment code P1 – Atascosa, Bexar, Medina, Travis, Williamson and Wilson counties 
and portions of the following counties as defined by the below listed towns: 

Bastrop: Bastrop 
Comal:  Bulverde, Canyon Lake, New Braunfels and Spring Branch 
Hays:  Buda, Driftwood, Dripping Springs, Kyle, San Marcos and Wimberly 

s/Ft. Worth 

Guadalupe:  Cibolo, Geronimo, Marion, McQueeney, Schertz, Seguin and Staples 
Kendall:  Boerne and Waring. 

Texas, Dalla – Enrollment code PU – Collin, Cooke, Dallas, Delta, Denton, Ellis, Erath, Fannin, Grayson, 
unt, Johnson, Kaufman, Navarro, Palo Pinto, Parker, Rains, Rockwall, Somervell, Tarrant and Wise 

ions of the following counties as defined by the below listed towns: 
Hood, Hopkins, H
counties and port

Henderson:  Mabank 
Hill:  Covington and Itasca 
Van Zandt:  Canton, Edgewood, Fruitvale, Grand Saline, and Wills Point. 

Texas, Houston – Enrollment code 8G – Austin, Brazoria, Chambers, Colorado, Fort Bend, Galveston, Grimes, Hardin, 

de our service area, we 

Harris, Jefferson, Liberty, Matagorda, Montgomery, Orange, San Jacinto, Walker, Waller and Wharton counties. 

Ordinarily, you must get your care from providers who contract with us.  If you receive care outsi
will pay only for emergency or urgent care benefits.  We will not pay for any other health care services out of our service 
area unless the services have prior plan approval.   
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her state), they will be able to access full HMO 
 
er 

If you or a covered family member move outside of our service area, you can enroll in another plan.  If your dependents 
live out of the area (for example, if your child goes to college in anot
benefits if they reside in any Aetna HMO service area by selecting a PCP in that service area.  If not, you should consider
enrolling in a fee-for-service plan or an HMO that has agreements with affiliates in other areas.  If you or a family memb
move, you do not have to wait until Open Season to change plans.  Contact your employing or retirement office.   
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Section 2. How we change for 2005 

Do not rely on these change descriptions; this page is not an official statement of benefits. 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 
• In Section 9, we revised the Medicare Primary Payer Chart and updated the language regarding Medicare Advantage 

plans (formerly called Medicare + Choice plans). 

• In Section 12, we revised the language regarding the Flexible Spending Account Program - FSAFEDS and the Federal 
Long Term Care Insurance Program. 

Changes to this Plan 
• Enrollment Code 2U.  Your share of the non-Postal premium will increase by 14.3% for Self Only and increase by 

14.3% for Self and Family. 

• Enrollment Code 2X.  Your share of the non-Postal premium will increase by 6.2% for Self Only and increase by 7.3% 
for Self and Family. 

• Enrollment Code 6J.  Your share of the non-Postal premium will increase by 35.5% for Self Only and increase by 28.9% 
for Self and Family. 

• Enrollment Code 7D.  Your share of the non-Postal premium will increase by 5.2% for Self Only and increase by 3.9% 
for Self and Family. 

• Enrollment Code 8J.  Your share of the non-Postal premium will increase by 17.0% for Self Only and increase by 17.0% 
for Self and Family. 

• Enrollment Code JC.  Your share of the non-Postal premium will increase by 15.4% for Self Only and increase by 15.4% 
for Self and Family. 

• Enrollment Code PU.  Your share of the non-Postal premium will increase by 22.6% for Self Only and increase by 
30.6% for Self and Family. 

• Enrollment Code P1.  Your share of the non-Postal premium will increase by 21.0% for Self Only and increase by 21.0% 
for Self and Family. 

• Enrollment Code P3.  Your share of the non-Postal premium will increase by 36.1% for Self Only and increase by 39.7% 
for Self and Family. 

• Enrollment Code RD.  Your share of the non-Postal premium will increase by 7.3% for Self Only and increase by 4.7% 
for Self and Family. 

• Enrollment Code SL.  Your share of the non-Postal premium will increase by 9.1% for Self Only and decrease by 6.2% 
for Self and Family. 

• Enrollment Code UB.  Your share of the non-Postal premium will increase by 12.2% for Self Only and increase by 6.9% 
for Self and Family. 

• Enrollment Code WQ.  Your share of the non-Postal premium will increase by 22.0% for Self Only and increase by 
11.0% for Self and Family. 

• Enrollment Code YE.  Your share of the non-Postal premium will increase by 8.3% for Self Only and increase by 8.2% 
for Self and Family. 

• Enrollment Code Y1.  Your share of the non-Postal premium will increase by 15.0% for Self Only and increase by 
15.0% for Self and Family. 
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 We are now an “Open Access HMO.”  Members in the FEHBP service areas, with the exception of those members in the 
States of California or Washingto  network specialist for covered 
services without a referral from t y to covered mental health 
services and/or substance abuse services -- you still must obtain referrals.  (See Section 1 for details)   

 up to a maximum copay of $750 per admission.  (Section 5(c)) 

h extractions previously covered under either the Medical or Dental benefits section of the 

• pacted tooth is covered under the Dental benefits section based on a 

•  surgery performed in the office is covered under the Dental benefits section 
hedule.  You pay up to a maximum fee of $267.  (Section 5(h)) 

rate 

 
 and you live in or work in the Houston area, your coverage will not be transferred automatically to 

vice Area)         

llment Code 7D).  (See page 11 for a detailed description of the Service Area) 

, and Pendleton (Enrollment Code RD).  (See page 10) 

ode ND).  (See pages 10-11 for a detailed description of the Service Area) 

enry, and Will (Enrollment Code IK).  (See page 10) 

avenworth, Miami, and Wyandotte (Enrollment Code KS). (See page 10) 

latte, and Ray (Enrollment Code KS).  (See page 10) 

glas, El Paso, Elbert, Fremont, Jefferson, Larimer, Mesa, Pueblo, and Teller (Enrollment Code 

 

•
n (Enrollment Codes 2X or 8J), can go directly to any

heir primary care physician (PCP).  This does not appl

• A specialist visit is now subject to a $30 copay.  (Section 5(a)) 

• The inpatient hospital copay is $150 per day

• Bony impacted wisdom teet
Plan, now are covered only under the Dental benefits section.  (Section 5(h)) 

The extraction of a surgical, soft tissue, or bony im
reduced fee schedule.  You pay up to a maximum fee of $482 per tooth.  (Section 5(h)) 

Deep sedation/general anesthesia for oral
based on a reduced fee sc

• We now provide HMO benefits to out-of-area dependents if the dependents reside in any service area where we ope
an HMO.  The dependent should select a PCP in that service area.  (Section 1) 

• The Service Area covered by Enrollment Code PU (Dallas/Ft.Worth & Houston, TX) has been split.  Dallas/Ft. Worth 
will remain under Enrollment Code PU, but Houston has a new Enrollment Code of 8G.  If you are currently covered by
Enrollment Code PU,
Code 8G.  You must enroll in Code 8G or elect another plan during Open Season.  (See page 11 for a detailed 
description of the Ser

• We added the following to the Service Area in the State of Ohio:  the city of Toledo and various surrounding full and 
partial counties (Enro

• We added the following to the Service Area in the State of Kentucky:  The Northern counties of Boone, Campbell, 
Gallatin, Grant, Kenton

• We added a new Service Area in the State of Ohio:  the city of Columbus and various surrounding full and partial 
counties (Enrollment C

• We added a new Service Area in the State of Illinois:  the city of Chicago and the entire counties of Cook, DuPage, 
Kane, Kankakee, Lake, McH

• We added a new Service Area in the State of Indiana:  the Northern county of Lake (Enrollment Code IK).   
(See page 10) 

• We added a new Service Area in the State of Kansas:  Kansas City and the entire counties of Atchison, Douglas, 
Franklin, Johnson, Le

• We added a new Service Area in the State of Missouri:  Kansas City and the entire counties of Buchanan, Cass, Clay, 
Jackson, Lafayette, P

• We added a new Service Area in the State of Colorado:  the city of Denver and the entire counties of Adams, Arapahoe, 
Boulder, Denver, Dou
9E).  (See page 10) 
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Section 3. How you get care 
 

O
our members in those FEHBP service areas identified 

ered 
does not 

nce Abuse section 

sible for payment which may 

tify Member Services of your 

I

eive 
 ID card, use your copy of the Health Benefits Election Form, SF-2809, your 

o 
 Box 1125, Blue Bell, PA 19422.  You 

. 

Where you get covered  will only pay 

vice area 
that we contract with to provide covered services to our members.  We credential 

date periodically.  The 

pen Access HMO This does not apply to members in Enrollment Codes 2X or 8J. 

Aetna offers Open Access to 
starting on page 10.  You can go directly to any network specialist for cov
services without a referral from your primary care physician.  Note: This 
apply to mental health services and/or substance abuse services.  Referrals must be 
obtained for those services.  Please see the Mental Health/Substa
on page 42.  Whether your covered services are provided by your selected primary 
care physician (for your PCP copay) or by any other participating provider in the 
network (for the specialist copay), you will be respon
be in the form of a copay (flat dollar amount) or coinsurance (a percentage of 
covered expenses).  You still must select a PCP and no
selection (1-800/537-9384).  If you do not select a PCP, the specialist copay will 
apply.  If you go directly to a specialist, you are responsible for verifying that the 
specialist is participating in our Plan. 

dentification cards 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 services 
from a Plan provider, or fill a prescription at a Plan pharmacy. Until you rec
your
health benefits enrollment confirmation (for annuitants), or your Employee Express 
confirmation letter. 

If you do not receive your ID card within 30 days after the effective date of your 
enrollment, or if you need replacement cards, call us at 1-800/537-9384 or write t
us at Aetna, 1425 Union Meeting Road, P.O.
may also request replacement cards through our Web site at www.aetna.com/fed

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

• Plan providers Plan providers are physicians and other health care professionals in our ser

Plan providers according to national standards.   

We list Plan providers in the provider directory, which we up
most current information on our Plan providers is also on our Web site at 
www.aetna.com/fed under DocFind. 

To ensure covered services, you must notify Member Services at 1-800/537-9384 of 

• 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 in the provider 
directory, which we update periodically.  The most current information on our Plan 
facilities is also on our Web site at www.aetna.com/fed. 

What you must do to get 
covered care 

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

• Primary care 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. 

 

your primary care physician selection. 

 Plan facilities 
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 If y or if your primary care physician 
leav will help you select a new one. 

are physician 
radiological and 

 
 

 

 
ician 

 

bed in your benefit plan without a referral. 
You may also see a Plan mental health provider, Plan vision specialist or a Plan 

ou to see your specialist for a certain number of visits without 

care physician. Your primary care physician will decide what treatment you need. 

, you must receive 
treatment from a specialist who does. Generally, we will not pay for you to see a 

ry 
 another specialist. You may 

 condition and lose access to your specialist 

r specialist for other than cause; or 

you may be able to continue seeing your specialist for up to 90 days after you 

st 

• Hospital care 
e your care.  This includes admission to a skilled nursing 

r other type of facility.  

ou want to change primary care physicians 
es the Plan, call us or visit our Web site.  We 

• Specialty care If you are enrolled in Enrollment Codes 2X or 8J, your primary c
will refer you to a specialist for needed care. If you need laboratory, 
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 other specialty care. When you receive a referral from your primary care 
physician, you must return to the primary care physician after the consultation, 
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 phys
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 descri

dentist without a referral. 

Here are some other things you should know 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 y
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 when you enroll in our Plan, talk to your primary 

If he or she decides to refer you to a specialist, ask if you can see your current 
specialist. If your current specialist does not participate with us

specialist who does not participate with our Plan.  

• If you are seeing a specialist and your specialist leaves the Plan, call your prima
care physician, who will arrange for you to see
receive services from your current specialist until we can make arrangements for 
you to see someone else.  

• If you have a chronic and disabling
because we: 

− Terminate our contract with you

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

− Reduce our service area and you enroll in another FEHB Plan, 

receive notice of the change.  Contact 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 based on the above circumstances, you can continue to see your speciali
until the end of your postpartum care, even if it is beyond the 90 days.  

Your Plan primary care physician or specialist will make necessary hospital 
arrangements and supervis
o



2005 Aetna 17 Section 3 

er 
 

lan 

Circumstances beyond 
our control 

 to 
ke 

Services requiring our 
prior approval 

vices.  For 
re 
d 

fo

W

Yo

• 

• 
 before you have mental 

Yo
ho

• t surgery; 

• F

• For s

• For h

• For

• 

• ts, skilled nursing facilities, rehabilitation facilities, and 

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

e they can be prescribed; 

If you are in the hospital when your enrollment in our Plan begins, call our Memb
Services department immediately at 1-800/537-9384.  If you are new to the FEHB
Program, we will arrange 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 moved to an alternative care center; or 

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

• 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.  If your p
terminates participation in the FEHB Program in whole or in part, or if OPM orders 
an enrollment change, this continuation of coverage provision does not apply.  In 
such case, the hospitalized family member’s benefits under the new plan begin on 
the effective date of enrollment.  

Under certain extraordinary circumstances, such as natural disasters, we may have
delay your services or we may be unable to provide them. In that case, we will ma
all reasonable efforts to provide you with the necessary care. 

Your primary care physician has authority to refer you for most ser
certain services, however, your physician must obtain approval from us.  Befo
giving approval, we consider if the service is covered, medically necessary, an

llows generally accepted medical practice.  

e call this review and approval process precertification. 

u must obtain approval for certain services such as: 

• For artificial insemination you must contact the Infertility Case Manager at  
1-800/575-5999; 

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

You must contact Member Services at 1-800/537-9384 or call the behavioral 
health contractor for information on precertification
health and substance abuse services.  

ur Plan physician must obtain approval for certain services such as 
spitalization and the following services: 

• For surgical treatment of morbid obesity; 

For select outpatien

or air ambulance; 

urgical correction of congenital defects, such as cleft lip and cleft palate; 

ome IV and antibiotic therapy; 

 limb and torso prosthetics; 

For orthognathic surgery and TMJ surgery; 

For inpatient confinemen
inpatient hospice; 

• For covered transplant surgery; 

• For non-emergent ambulance transportation service;  

• For certain drugs befor



2005 Aetna 18 Section 3 

th care services; and 

As. 

durable medical 

 

• For growth hormone therapy treatment; 

• For intravenous immunoglobulin (IVIG) therapy treatment; 

• For penile implants; 

• For all home heal

• For certain outpatient imaging studies such as CT scans, MRIs, and MR

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

You must share the costs of some ser le for: 

Copayments A u pay to the provider, facility, pharmacy, 
e

E 20 per 
o

Deductible 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 Coinsurance is the percentage of our allowance that you must pay for your care 

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

Your catastrophic 
protection out-of-pocket 
maximum  

After your copayments and coinsurance total $1,500/Self Only enrollment or 
$3,000/Self and Family enrollment in any calendar year, you do not have to pay any 
more for covered services. However, copayments and coinsurance for the following 
services do not count toward your catastrophic protection out-of-pocket maximum, and 
you must continue to pay copayments and coinsurance for these services: 

• Prescription drugs 

• Dental services 

Be sure to keep accurate records of your copayments and coinsurance since you are 
responsible for informing us when you reach the maximum. 

 

vices.  You are responsib

 copayment is a fixed amount of money yo
tc., when you receive services.  

xample: When you see your primary care physician you pay a copayment of $
ffice visit or $30 when you see a participating specialist. 
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Note tion is divided int g of 
each subsection. Also read the General E  to the benefits in the following subsections. To obtain 
claim forms, claims filing advice, or mor
www.aetna.com/fed
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Section  care  5(a) Medical services and supplies provided by physicians and other health
professionals 

 
I 

M 
P 
O 
R  
T 
A 
N 
T 

H

• 

• If you live or work in an Open Access HMO service area, you should select a PCP by calling Member 
Services at 1-800/537-9384.  If you do not select a PCP and you self-refer to a participating PCP for care, 
you will pay a specialist copay. 

• If you live or work in an Open Access HMO service area, you do not have to obtain a referral from your PCP 
to see a specialist (does not apply to enrollment codes 2X or 8J). 

ere are some important things you should keep in mind about these benefits: 

Please remember that all benefits are subject 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 4, Your costs for covered services, for valuable information about how cost sharing 
works.  Also read Section 9 about coordinating benefits with other coverage, including with Medicare. 

I 
M 
P 
O 
R 
T 
A 
N 
T 

 

Benefit Description You pay 

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 

• In an urgent care center for a routine service 

• During a hospital stay 

• In a skilled nursing facility 

$20 per primary care physician (PCP) visit  

$30 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 

• Urinalysis 

• Non-routine pap tests 

• Pathology 

• X-rays  

• Non-routine Mammograms 

• CAT Scans/MRI  

• Ultrasound  

Nothing if you receive these services during your 
office visit; otherwise, $20 per PCP visit or $30 
per specialist visit 
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Lab, X-ray and other diagnostic tests (continued) You pay 

• Electrocardiogram and EEG Nothing if you receive these services during your 
office visit; otherwise, $20 per PCP visit or $30 

t visit per specialis

Pr neve tive care, adult  

Ro  

• B

Tot

R
age

• Colorectal Ca

− Fec

− Sigmoidoscopy, sc arting at age 50; 

y five years starting at age 50; 

rting at age 50 

st copay or an outpatient hospital copay 
rocedure is performed. 

$20 per PCP visit $30 per specialist visit 

isit 

utine screenings, such as:   

lood 

al Blood Cholesterol 

Nothing if provided during the office v

 − 

− outine Prostate Specific Antigen (PSA) test – one annually for men 
 50 and older 

 

ncer Screening, including 

al occult blood test yearly starting at age 50; 

reening – every five years st

− Double contrast barium enema – ever

− Colonoscopy screening – every ten years sta

Note: You may pay either a speciali
depending on where the p

Rou

Not  on the same day as the office 
visit

$20 per PCP visit $30 per specialist visit 

Nothing if provided during the office visit 

tine Pap test 

e:  No copay for the Pap test if performed
. 

R ine mammogram – covered for women age out 35 and older, as follows: 

• , one during this five year period 

calendar year 

• At age 65 and older, one every two consecutive calendar years 

$20 per PCP visit $30 per specialist visit 

Nothing if provided during the office visit 

 

 From age 35 through 39

• From age 40 through 64, one every 

Ro

• One exam every 24 months up to age 65 

 

 specialist visit 

 

utine physicals: 

• One exam every 12 months age 65 or older

$20 per PCP visit $30 per

Routine immunizations, limited to:  

• Tetanus-diphtheria (Td) booster – once every 10 years, ages19 and over 
ovided for under Childhood immunizations) 

accine, annually 

, age 65 and older 

$20 per PCP visit $30 per pecialist visit 

(except as pr

• Influenza v

• Pneumococcal vaccine

 s

Nothing if provided during the office visit 

 

Not covered:  

• Physical exams required for obtaining or continuing employment or 
or camp, athletic exams, or travel. 

boosters for travel or work-related exposure. 

All charges.  

 
insurance, attending schools 

• Immunizations and 
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Preventive care, children You pay 

• Childhood immunizations recommended by the American Academy of 
Pediatrics  

Nothing 

• Well-child care charges for routine examinations, immunizations and care 

ations, such as: 

 to determine the need for vision correction 

munizations (up to age 22) 

$20 per PCP visit  
(up to age 22) 

• Examin

− Eye exams through age 17

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

− Examinations done on the day of im

$30 per specialist visit 

Not 

• Physi
in

• Im

All charges. covered: 

cal exams required for obtaining or continuing employment or 
surance, attending schools or camp, athletic exams, or travel. 

munizations and boosters for travel or work-related exposure. 

Maternity care  

Complete maternity (obstetrical) care, such as: 

• Postnatal care 

low for other 
our baby. 

livery and 
t stay if 

ary , but you, your representative, your participating 
spital must precertify the extended stay.   

born child during the covered 
ver other care of an 

infant who requires non-routine treatment only if we cover the infant under 
gical benefits, not maternity benefits, 

• e as for 
ital benefits (Section 5c) and Surgery benefits 

$20 for the first PCP visit only or $30 for the first 

o 
ices, 

you pay the applicable copay for the service 

• Prenatal care 

• Delivery   

Note: Here are some things to keep in mind: 

• You do not need to precertify your normal delivery; see be
circumstances, such as extended stays for you or y

• You may remain in the hospital up to 48 hours after a regular de
96 hours after a cesarean delivery.  We will extend your inpatien
medically necess
doctor, or your ho

• We cover routine nursery care of the new
portion of the mother’s maternity stay.  We will co

a Self and Family enrollment.  Sur
apply to circumcision. 

We pay hospitalization and surgeon services (delivery) the sam
illness and injury.  See Hosp
(Section 5b). 

specialist visit only 

Note:  If your PCP or specialist refers you t
another provider or facility for additional serv

rendered  

Not covered:  Routine sonograms to determine fetal age, size or sex. All charges. 
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Family planning  You pay 

A range of voluntary family planning services, limited to:  

• Surgically implanted contraceptives  

) 

• Diap

Note: iption 
drug

$20 per PCP visit  

pecialist visit • Voluntary sterilization (See Surgical procedures Section 5 (b)) 

• Injectable contraceptive drugs (such as Depo provera)  

• Intrauterine devices (IUDs

hragms  

We cover oral contraceptives and Depo provera under the prescr
 benefit.  

$30 per s

Not 

 voluntary surgical sterilization  

All charges. covered:  

• Reversal of

• Genetic counseling. 

Infertility services  

Infertility is defined as the inability to conceive after 12 months of 
unprotected intravag
insemination) for wo

inal sexual relations (or 12 cycles of artificial 
men under age 35 and 6 months of unprotected 

icial insemination) for women 

ment of infertility such as: 

semination: 

al insemination (IVI) 

No

intravaginal sexual relations (or 6 cycles of artif
age 35 and over. 

Diagnosis and treat

• Artificial in

− intravagin

− intracervical insemination (ICI) 

− intrauterine insemination (IUI) 

• Infertility surgery 

te: Coverage is only for 3 cycles (per lifetime).  Artificial insemination 
ust be authorized. You must use our select network of Plan infertility 
oviders. You must contact the Infertility Case Manager at 1-8

m
pr 00/575-5999.  

No

$30 per specialist visit 

• Fertility drugs except injectables 

te: We cover oral fertility drugs under the prescription drug benefit. 
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Infertility services (continued) You pay 

Not covered: 

• Reversal of voluntary, surgically-induced sterility. 

 was a previous 

hen the FSH level is 19 mIU/ml or greater on day 3 

se, freezing and storage of donor sperm and donor embryos. 

roductive technology (ART) procedures, such as: 

, including but not limited to gamete intra-fallopian 
gote intra-fallopian transfer (ZIFT)   

 
• Treatment for infertility when the cause of the infertility

sterilization. 

• Injectable fertility drugs 

• Infertility treatment w
of menstrual cycle. 

• The purcha

• Assisted rep

− in vitro fertilization 

− embryo transfer
transfer (GIFT) and zy

All charges. 

Allergy care  

• Testing and treatment 

• Allergy injections  

Note: You pay the applicable copay for each visit to a doctor’s office 

$20 per PCP visit  

$30 per specialist visit 

including each visit to a nurse for an injection. 

Allergy serum Nothing 

Not covered:   sublingual allergy desensitization All charges. Provocative food testing and
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Treatment therapies You pay 

• Chemotherapy and radiation therapy 

se chemotherapy in association with autologous bone marrow 
an/Tissue 

• d inhalation therapy 

nd peritoneal dialysis 

 
ur Plan physician 

s, office 
copay

Note: en we preauthorize the treatment. Call  
1-80
that est rize 

 begin treatment; otherwise, we will only cover GHT services 
mit the information and it is authorized by Aetna. If you 

do not ask or if we determine GHT is not medically necessary, we will not 
services and supplies. See Services requiring our 

on 3 

$30 per specialist vi

Note: High do
transplants is limited to those transplants listed under Org
Transplants on page 34. 

 Respiratory an

• Dialysis – hemodialysis a

• Intravenous (IV)/Infusion Therapy – Home IV and antibiotic therapy must
be precertified by yo

• Growth hormone therapy (GHT)  

Note: Growth hormone therapy is covered under Medical Benefit
 applies. 

We will only cover GHT wh
0/245-1206 for preauthorization. We will ask you to submit information 

ablishes that the GHT is medically necessary. Ask us to autho
GHT before you
from the date you sub

cover the GHT or related 
prior approval in Secti

sit 

Physical and occupational therapies   

Two consecutive months per condition per member per calendar year, 
the first day of treatment for the services of each of the 

following: 

• occupational therapists 

Note:  We only cover therapy to restore bodily function when there has been 
a total or partial loss of bodily function due to illness or injury. 

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

• Physical therapy to treat temporomandibular joint (TMJ) pain dysfunction 
syndrome 

$30 per visit 

ring a covered inpatient admission beginning with 

• qualified physical therapists and 

Nothing du

Not covered:  Long-term rehabilitative therapy  All charges. 

Pulmonary and cardiac rehabilitation   

• Two consecutive months per condition per member per calendar year for 
pulmonary rehabilitation to treat functional pulmonary disability. 

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

$30 per visit 

Nothing during a covered inpatient admission 

Not covered:  Long-term rehabilitative therapy All charges. 
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Speech therapy  You pay 

• Two consecutive months per condition per member per calendar year, 

Nothing during a covered inpatient admission beginning with the first day of treatment 
$30 per visit 

Hearing services (testing, treatment, and supplies)  

• Covered for audiological testing and medically necessary treatment for $20 per PCP visit  

$30 per specialist visit hearing problems 

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  

$30 per specialist visit 

• Corrective eyeglasses and frames or contact 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 

th period 

ery 24-month period  

, Children for eye exams for children 

$30 per specialist visit 

Age 19 and over — once every 24-mon

− If member does not wear eyeglasses or contact lenses: 

To age 45 — once every 36-month period 

Age 45 and over — once ev

Note: See Preventive Care

Not covered: 

• Optic nerve imaging methods including confocal laser scanning 

• omy and laser eye surgery, including related procedures 
 

All charges. 

tomography, nerve fiber layer testing or analyses, and 
stereophotogrammetry 

• Fitting of contact lenses 

• Eye exercises  

Radial keratot
designed to surgically correct refractive errors

Foot care    

Routine foot care when you are under active treatment for a metabolic or 

No

sit  

 peripheral vascular disease, such as diabetes. 

te: See Orthopedic and prosthetic devices for information on podiatric 
shoe inserts. 

$20 per PCP vi

$30 per specialist visit
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Foot care (continued) You pay 

No

e of 
, except as 

• , strained or flat feet; and of any instability, imbalance 
or subluxation of the foot (unless the treatment is by open manipulation or 

• Foot orthotics 

t covered: 

• Cutting, trimming or removal of corns, calluses, or the free edg
toenails, and similar routine treatment of conditions of the foot
stated above 

Treatment of weak

fixation) 

• Podiatric shoe inserts 

All charges. 

Orthopedic and prosthetic devices   

• Orthopedic devices such as braces and prosthetic devices such as artificial 

•  breast prostheses and surgical bras, including necessary 

• Internal akers, cochlear 
im planted breast implant 
follow oval. Note: See 
5(b) fo

• Correct nt of 
te  

• Ostom es and types vary 
accord

wth or 

Nothing 
limbs and eyes.  Limb and torso prosthetics must be preauthorized. 

Externally worn
replacements following a mastectomy 

 prosthetic devices, such as artificial joints, pacem
plants, penile implants, defibrillator, surgically im

ing mastectomy, and lenses following cataract rem
r coverage of the surgery to insert the device 

ive orthopedic appliances for non-dental treatme
mporomandibular joint (TMJ) pain dysfunction syndrome. 

y supplies specific to ostomy care (quantiti
ing to the ostomy, location, construction, etc.) 

Note: Coverage includes repair and replacement when due to gro
normal wear and tear. 

Not covered: 

• Orthopedic and corrective shoes not attached to a covered brace 

Arch supports • 

eel cups 

• Foot orthotics 

• Heel pads and h

• Lumbosacral supports 

All charges. 
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Durable medical equipment (DME) You pay 

Rental or purchase, including repair and adjustment, of durable medical equipment 
our Plan physician, such as oxygen equipment.  Under this benefit, we 

• 

• motorized wheelchairs and scooters must be preauthorized);  

• and 

nd related supplies such as needles and catheters. 

uire precertification by you or your physician 

Nothing 
prescribed by y
also cover:   

Hospital beds (Clinitron and electric beds must be preauthorized); 

Wheelchairs (

• Crutches;  

Walkers; 

• Insulin pumps a

Note: Some DME may req

Not covered:   

• Elastic stockings and support hose 

Bathroom equipment such as bathtub seats, benches, rails and lifts • 

All charges. 

• Home modifications such as stairglides, elevators and wheelchair ramps 

• Wheelchair lifts and accessories needed to adapt to the outside 
environment or convenience for work or to perform leisure or recreational 
activities 

Home health services  

• Home health care ordered by a Plan Physician and provided by
home health aides.  Your Plan Physician will periodically revi

 nurses and 
ew the 

•  and medications.  

mit (see physical and occupational therapy benefit in 

ian. 

Nothing 

program for continuing appropriateness and need.  

Services include oxygen therapy, intravenous therapy

Note: Short-term physical therapy or occupational therapy accumulate toward 
the applicable benefit li
this section). 

Note: Home health services must be precertified by your Plan physic

Not covered: 

• Nursing care requested by, or for the convenience of, the patient or the 

r personal assistance that does not include a 
 is not diagnostic, therapeutic, or rehabilitative. 

• Services provided by a family member or resident in the member’s home. 

• Services rendered at any site other than the member’s home. 

All charges. 

 
patient’s family. 

• Home care primarily fo
medical component and

Chiropractic   

Chiropractic services up to 20 visits per member per calendar year  

• Manipulation of the spine and extremities 

• Adjunctive procedures such as ultrasound, electric muscle stimulation, 
vibratory therapy and cold pack application 

$30 per specialist visit 

Not covered: Any services not listed above All charges. 
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Alternative treatments You pay 

No benefits All charges. 

Educational classes and programs  

We offer the following Aetna disease management programs at no cost to 

• ry disease 

e information on our disease management programs, call  
HB page for our InteliHealth and 

Nothing 
you: 

• Asthma 

• Diabetes 

• Chronic heart failure 

• Low back pain 

 Coronary arte

To request mor
1-800/537-9384.  Also see the Non-FE
Fitness Program. 
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) Surgical and anesthesia services provided by ns Section 5(b physicia
and other health care professionals 

 
I 

M 
P 
O 
R 
T 
A 
N 
T your s

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

, limi d exclusions in this brochure 

Plan physicians must provide or arrange your care.  

Be sure to read Section 4, Your costs for covered services, for valuable information about how cost sharing 
works. Also read Section 9 about coordinating benefits with other coverage, including with Medicare. 

s listed below are for the charges billed by a physician or other health care professional for 
urgical care. Look in Section 5(c) for charges associated with the facility (i.e., hospital, surgical 

 OF SOME SURGICAL PROCEDURES.  
3 to be sure which services require 

fication.  

• Please remember that all benefits are subject to the definitions
and are payable only when we determine they are medically necessa

tations, an
ry. 

• 

• 

• The amount

center, etc.).   

• YOUR PHYSICIAN MUST GET PRECERTIFICATION
Please refer to the precertification information shown in Section 
precertification and identify which surgeries require precerti

I 
M 
P 
O 
R 
T 
A 
N 
T 

 

Benefit Description You pay 

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 anomalies (see Reconstructive surgery) 

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

• Insertion of internal prosthetic devices.  See 5(a) – Orthopedic and 
prosthetic devices for device coverage information  

• Voluntary sterilization (e.g., Tubal ligation, Vasectomy) 

• Treatment of burns 

Note: Generally, we pay for internal prostheses (devices) according to where 
the procedure is done.  For example, we pay Hospital benefits for a pacemaker 
and Surgery benefits for insertion of the pacemaker. 

$20 per PCP visit  

$30 per specialist visit 

Nothing for the surgery 
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Surgical procedures (continued) You pay 

Not covered:

•

• Sur

• Ra a
to ic

• Wh b

• Rou e tre

 Reversal of voluntary surgically-induced sterilization 

gery primarily for cosmetic purposes 

totomy and laser surgery, including related procedures designed d  kerial
surg ally correct refractive errors 

ole lood and concentrated red blood cells not replaced by the member 

atment of conditions of the foot; see Foot care tin

All charges. 

Reco rnst uctive surgery   

• Surgery to onal defect 

• Surgery 

− the co

− the condition can r e corrected by such 
surgery 

ition that existed at or from birth and is a 
 or norm. Examples of 

e: cleft lip; cleft palate; birth 
 and webbed toes.  All surgical requests must be 

 a mastectomy, such as: 

pearance of breasts; 

ysical complications, such as lymphedemas; 

urgical bras and replacements (see Prosthetic 

ou may choose to have the procedure 
ours after 

$30 per specialist visit and nothing for the surgery correct a functi

to correct a condition caused by injury or illness if:   

ndition produced a major effect on the member’s appearance and 

easonably be expected to b

• Surgery to correct a cond
significant deviation from the common form
congenital and developmental anomalies ar
marks; webbed fingers;
preauthorized. 

• All stages of breast reconstruction surgery following

− surgery to produce a symmetrical ap

− treatment of any ph

− breast prostheses and s
devices)  

Note: If you need a mastectomy, y
performed on an inpatient basis and remain in the hospital up to 48 h
the procedure.  

No

• ny portion of a procedure) 
n 

All charges. t covered: 

Cosmetic surgery – any surgical procedure (or a
performed primarily to improve physical appearance through change i
bodily form, except repair of accidental injury 

• Surgeries related to sex transformation 
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Oral and maxillofacial surgery  You pay  

Oral surgical procedures, that are medical in nature, such as: 

•  of TMJ, must be preauthorized; and 

 check DocFind 
0/537-9384 for a participating oral and 

list visit and nothing for the surgery. 

• Treatment of fractures of the jaws or facial bones; 

• Removal of stones from salivary ducts; 

• Excision of benign or malignant lesions; 

Medically necessary surgical treatment

• Excision of tumors and cysts. 

Note: When requesting oral and maxillofacial services, please
or call Member Services at 1-80
maxillofacial surgeon. 

$30 per specia

Not covered: 

• Dental implants 

• Denta
te

l care (such as restorations) involved with the treatment of 
mporomandibular joint (TMJ) pain dysfunction syndrome  

All charges. 

Organ/tissue transplants  

Li

• 

• 

• K

• Li

• L

tine with multiple organs such as the liver, stomach, and 
pancreas  

•  cell transplants 

ologous stem cell and peripheral 
stem cell support) 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, mediastinal, 
retroperitoneal and ovarian germ cell tumors 

• Autologous tandem transplants for ovarian cancers as well as testicular 
cancers 

$30 per specialist office visit and nothing for the 
surgery  

 

mited to: 

Cornea 

Heart 

• Heart/lung 

idney  

ver 

ung: Single – Double  

• Pancreas 

• Intestinal transplants (small intestine) and the small intestine with the liver 
or small intes

• Skin 

• Tissue 

Allogeneic (donor) bone marrow/peripheral stem

• Autologous bone marrow transplants (aut

Organ/tissue transplants – continued on next page 
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Organ/tissue transplants (continued) You pay 

• National Transplant Program (NTP) — Transplants w
experimental or non-investigational are a covered be

hich are non-
nefit. Covered 

ary care doctor and plan specialist 
rector in advance of the surgery. 
itals (Institutes of Excellence) 

 and non-investigational when we have 
on, that the medical community has generally 

ical expenses of a live donor, to the extent these 
red by another plan or program. 

fits — Treatment for breast cancer, multiple myeloma and 
ncer may be provided in a National Cancer Institute (NCI)- 

 Nation f Health (NIH)-approved clinical trial at a Plan-
l director 

in

rage purposes only is not eligible for 
he transplant recipient are covered by us, 

ses are attributed to the transplant recipient’s coverage.  Aetna 
end coverage for donor services when the transplant recipient is 

er. 

$30 per specialist office visit and nothing for the 
surgery  

 
 
 
 
 
 
 
 

 
 
 
 
 

 

transplants must be ordered by your prim
physician and approved by our medical di
The transplant must be performed at hosp
specifically approved and designated by us to perform these procedures. A 
transplant is non-experimental
determined, in our sole discreti
accepted the procedure as appropriate treatment for your specific condition. 
Coverage for a transplant where you are the recipient includes coverage for 
the medical and surg
services are not cove

Limited Bene
epithelial ovarian ca
or al Institutes o
designated center of excellence and if approved by the Plan’s medica

 accordance with the Plan’s protocols. 

Note: Harvesting of tissue for sto
coverage.  If both the donor and t
donor expen
does not ext
not our memb

 

Not covered: Transplants not listed as covered All charges. 

Anesthesia   

Professional services provided in –  

utpatient department 

• 

ation or anesthesia relating to dental services performed in a 
ce, see Section 5(h), Dental benefits. 

 as for 

Nothing 

• Hospital (inpatient) 

• Hospital o

• Skilled nursing facility 

Ambulatory surgical center 

• Office 

Note:  For sed
dental offi

Note:  When the anesthesiologist is the primary giver of services, such
pain management, the specialist copay applies. 
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 services  Section 5(c) Services provided by a hospital or other facility, and ambulance
 

I 
M 
P 
O 
R 
T 
A 
N 
T 

• Please remember that all benefits are subject to the definit
and are payable only when we determine they are medically neces

• Plan physicians must provide or arrange your care and you must b

• Be sure to read Section 4, Your costs for covered services, for valu
works.  Also read Section 9 about coordinating benefits with

• The amounts listed below are for the charges billed by the facility (
ambulance service for your surgery or care.  Any costs associated w
physicians, etc.) are in Sections 5(a) or (b).  

• YOUR PHYSICIAN MUST GET PRECE

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

ions, limita
sary. 

e h italized in a Plan facility. 

ab  information about how cost sharing 
 other co erage, including with Medicare.  

i.  hospital or surgical center) or 
i  the professional charge (i.e., 

RTIFICATION OF H TAL STAYS.  Please refer to 

tions, and exclusions in this brochure 

osp

le
v

e.,
th

OSPI
Section 3 to be sure which services require precertification.   

I 
M 
P 
O 
R 
T 
A 
N 
T 

 

Benefit Description You pay 

Inpatient hospital  

Room and board, such as 

• Ward, semiprivate, or intensive care accommodations; 

• General nursing care; and 

• Meals and special diets. 

edically necessary, you pay 
the additional charge above the semiprivate room rate.  

150 per day up to a maximum of $750 per 
mission 

Note: If you want a private room when it is not m

$
ad

Other hospital services and supplies, such as: 

d other treatment rooms 

edicines 

X-rays 

 and blood products 

nd components, artificial blood products and 
 serum.  Blood products include any product created from a 

 

ygen 

• Anesthetics, including nurse anesthetist services 

• Take-home items 

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

Nothing 

• Operating, recovery, maternity, an

• Prescribed drugs and m

• Diagnostic laboratory tests and 

• Administration of blood

• Blood products, derivatives a
biological
component of blood such as, but not limited to, plasma, packed red blood
cells, platelets, albumin, Factor VIII, Immunoglobulin, and prolastin  

• Dressings, splints, casts, and sterile tray services 

• Medical supplies and equipment, including ox

Inpatient hospital - continued on next page. 
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Inpatient hospital (continued) You pay 

N t cover

• W e 

• N ove

• C d

• Pe n

• Private nursi

o ed: All charges. 

hol blood and concentrated red blood cells not replaced by the member 

red facilities, such as nursing homes, schools o cn-

usto ial care, rest cures, domiciliary or convalescent cares 

rso al comfort items, such as telephone and television 

ng care 

Outpatient hospital or ambulatory surgical center  

• Operat

•

ing, recovery, and other treatment rooms 

 Prescribed

• Radiologic procedures,  and X-rays when 
associated with a medical proc e same day 

, blood plasma, and other biologicals 

lood products and 

 procedures 
wh  not cover the 

 drugs and medicines 

$200 per visit 

diagnostic laboratory tests,
edure being done th

• Pathology Services 

• Administration of blood

• Blood products, derivatives and components, artificial b
biological serum 

• 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
en necessitated by a non-dental physical impairment. We do

dental procedures. 

Services not as dure being done the same day, 

• 

• 

$30 per specialist visit sociated with a medical proce
such as: 

• Mammogram 

Radiologic procedures 

Lab tests 

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

Extended care benefits/Skilled nursing care facility benefits  

Extended care benefit: All necessary services during confinement in a skilled
nursing facility with a 90-day limit per calendar year when full-time nursing 

re is necessary and the confinement is

 

ca  medically appropriate as determined 
by a Plan doctor and approved by the Plan. 

Nothing 

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 
 
 

pproximately 6 
mont

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 illness, with a life expectancy of a

hs or less. 

Nothing 

Ambulance  

• Ambulance service ordered or authorized by a Plan doctor Nothing 

Not covered: Ambulance services for routine transportation to receive 
outpatient or inpatient services. 

All charges. 

 



2005 Aetna 39 Section 5(d)  

Section 5(d) Emergency services/accidents 
 

I 
M 
P 
O 
R 
T 
A 
N 
T 

Here are some important things to keep in mind about these bene

• Please remember that all benefits are subject to the definitions, lim
are payable only when we determine they are medically neces

• Be sure to read Sectio

fi

itations, and exclusions in this brochure and 
sary. 

n 4, Your costs for covered services, for valuable information about how cost sharing 
rks.  Also read Section 9 about coordinating benefits with other coverage, including with M care.  

 

ts: 

wo edi

I 
M 
P 
O 
R 
T 
A 
N 
T 
 

 

hat 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 emergencies because, if not treated 
promptly, they might become more serious; examples include deep cuts and broken bones.  Others are emergencies 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 determine are medical emergencies – what they all have in common is the need for quick action.  

W

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 knowledge of 
health and medicine, could reasonably expect the absence of immediate medical attention 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 Aetna HMO service area, we simply ask 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 your primary care physician.  Notify your primary care physician as soon as possible after receiving treatment.  

• After assessing and stabilizing your condition, the emergency facility should contact your primary care physician so he/she can assist 
the treating physician by supplying information about your medical history. 

• If you are admitted to an inpatient facility, you or a family member or friend on your behalf should notify your primary care 
physician or Aetna as soon as possible. 

What to Do Outside Your Aetna HMO Service Area: 
Members who are traveling outside their HMO service area or students who are 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, are considered “urgent care” outside your Aetna 
HMO service area and are covered in any of the above settings.  

If, after reviewing information submitted to us by the provider 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 
Notification Report to complete, or a Member Services representative can take this information by telephone. 

Follow-up Care after Emergencies 
All follow-up care should be coordinated by your PCP or network specialist. Follow-up care with non-participating providers is only 
covered with a referral from your primary care physician and pre-approval from Aetna.  Whether you were treated inside or outside 
your Aetna service area, you must obtain a referral before any follow-up care can be covered. Suture removal, cast removal, X-rays and 
clinic and emergency room revisits are some examples of follow-up care. 
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What to do in case of emergency: 

Eme e call you primary care doctor. In extreme 
emergenci r  
the n est h el that you are a Plan member so they can noti our 
prim c ergenc re. 
It is  

If yo ed to be hospitalized, the Plan must be notified as soon as ssible. If you are hospitalized in non-Plan facilities and a Plan 
doct elieves care can be better provided in a Plan hospital, you will be transferred when medically feasible with any ambulan
char overed in full. 

To be c vered by this Plan, any follow-up care recommended by non-participating providers must be approved by us or provided y 

 area: Benefits are available for any medically necessary health service that is immediately 

Plan providers. 

rg ncies within our service area: If you are in an emergency situation, 
es or if you are unable to contact your doctor, contact the local emergency system (e.g., the 911 telephone system) o

ospital emergency room. Be sure to tell the emergency room personn
 go to

ear fy y
ary are doctor. You or a family member must notify your primary care doctor as soon as possible after receiving em

responsibility to ensure that your primary care doctor has been timely notified. 
y ca

your

u ne po
or b
ges c

ce 

o  b
Plan providers. 

Emergencies outside our service
required because of injury or unforeseen 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 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 

Benefit Description You pay 

Emergency within our service area  

• Emergency care at a doctor’s office $20 per PCP visit  

$30 per specialist visit 

• Emergency care as an outpatient in a hospital or an urgent care center 

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

$100 per visit 

N

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

Emergency outside our service area  

• Emergency care at a doctor’s office $30 per specialist visit 

• Emergency care as an outpatient in a hospital or an urgent care center 

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

$100 per visit 

Not covered:  

• Elective care or non-emergency care 

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

• Medical and hospital costs resulting from a

ce area 

 normal full-term delivery of a baby 

All charges. 

outside the service area. 
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Ambulance You pay 

Professional ambulance service when medically appropriate.  Air ambulance may 
be covered.  Prior approval is required. 

Note: See 5(c) for non-emergency service. 

Nothing 

Not covered: Air ambulance without prior approval. All charges. 
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Section 5(e) Mental health and substance abuse benefits 

I 
M 
P 
O 
R 
T 
A 
N 
T 

 a ost-sharing and limitations 
th ilar benefits for other 

gs to keep in mind about these benefits: 

ubject to the definitions, limitat usions in this brochure 
and are payable only when we determine they are medically necessary. 

• Be sure to read Section 4, Your costs for covered services, for 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. 

When you get our approval for services and follow a treatment plan we
for Plan mental health and substance abuse benefits will be no greater 
illnesses and conditions.  

pprove, c
an for sim

Here are some important thin

• Please remember that all benefits are s ions, and excl

I 
M 
P 
O 
R 
T 
A 
N 
T 

Benefit Description You pay 

Mental health and substance abuse benefits  

All diagnostic and treatment services recommended by a Plan provider and 
contained in a treatment plan that we approve. The treatment plan may include 
services, drugs, and supplies described elsewhere in this brochure.  

Note: Plan benefits are payable only when we determine the care is clinically 
appropriate to treat your condition and only when you receive the care as part 
of a treatment plan that we approve. 

Your cost sharing responsibilities are no greater 
than for other illnesses or conditions.  

• Professional services, including individual or group therapy by providers 
such as psychiatrists, psychologists, or clinical social workers 

• Medication management  

$30 per visit 

• Diagnostic tests $30 per visit 

• Outpatient Services provided by a hospital or other facility 

• Services in approved alternative care settings such as partial hospitalization, 
facility based intensive outpatient treatment   

$30 per outpatient visit 

Inpatient services: 

• Approved residential treatment facility 

• Hospital service 

$150 per day up to a maximum of $750 per 
admission 

Not covered:  

• 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 the 
treatment plan's clinical appropriateness.  OPM will generally not order us to 
pay or provide one clinically appropriate treatment plan in favor of another. 

All charges. 

Mental health and substance abuse benefits −  continued on next page. 
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Preauthorization  or illness, alcohol 
ed organization 

ions and 
ffili d 

abil f 
e affiliated providers.  Emergency care is covered (See Section 5(d), Emergency 

regarding the appropriate way to acces e 
em
 th ont 

necessary to access the Behavioral Hea
act  

Limi o

 

Behavioral health care services (e.g., treatment or care for mental disease
abuse and/or substance abuse) are managed by an independently contract
(Behavioral Health Contractor).  This organization makes initial coverage determinat
coordinates referrals; any behavioral health care referrals will be made to providers a
with the organization, unless your needs for covered services extend beyond the cap
th

ate
ity o

services/accidents).  You can receive information s th
behavioral health care services that are covered under your specific plan by calling M
Services at 1-800/537-9384 or by calling the Behavioral Health Contractor number on
of your ID card.  A referral from your PCP is not 

ber 
e fr
lth 

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

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

 
 I 
M 
P 
O 
R 
T 
A 
N 
T 

Here are some impor

• We cover prescribed

• Please remember th
brochure and are pa

• Be sure to read Sect
sharing works. Also
Medicare. 

• Certain drugs requir be prescribed 
under the Plan. Upo  year or a 
specified time period, whichever is less. 

tant things to keep in mind about these benefits: 

 drugs and medications, as described in the chart beginning on the next page. 

at all benefits are subject to the definitions, limitations and exclusions in this 
yable only when we determine they are medically necessary. 

ion 4, Your costs for covered services, for valuable information about how cost 
 read Section 9 about coordinating benefits with other coverage, including with 

e your doctor to get precertification from the Plan before they can 
n approval by the Plan, the prescription is good for the current calendar

I 
M 
P 
O 
R 
T 
A 
N 
T 

There are important features you should be aware of. These include: 

• Who can write your prescription.  A licensed Plan physician or dentist must write the prescription. 

• Where you can obtain them. You must fill non-emergency prescriptions 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 pharmacy. If you obtain your prescription at a participating 
pharmacy and request direct reimbursement from us, we will review your claim to determine whether the claim is covered 
under the terms and conditions of your benefit plan. If you obtain your prescription at a pharmacy that does not participate with 
the plan, you will need to pay the pharmacy 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 and dispensed 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. Visit our Web site 
at www.aetna.com/fed to review our Formulary Guide or call 1-800/537-9384. 

• Precertification. Your pharmacy benefits plan includes our precertification program. Precertification helps encourage the 
appropriate and cost-effective use of certain drugs. These drugs must be pre-authorized by our Pharmacy Management 
Precertification Unit before they will be covered. Only your physician or pharmacist in the case of an antibiotic or analgesic can 
request prior authorization for a drug.  Step-therapy is another type of precertification under which certain medications will be 
excluded from coverage unless you try one or more “prerequisite” drug(s) first, or unless a medical exception is obtained.  The 
drugs requiring precertification or step-therapy are subject to change.  Visit our Web site at www.aetna.com/fed for the most 
current information regarding the precertification and step-therapy lists. 

• These are the dispensing limitations. Covered prescription drugs prescribed by a licensed physician or dentist and obtained at 
a participating Plan retail pharmacy may be dispensed for up to a 30-day supply. Members must

 

 obtain 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. 

• In the event that a member is called to active military duty and requires coverage under their prescription plan benefits of an 
additional filling of their medication(s) prior to departure, their pharmacist will need to contact Aetna.  Coverage of additional 
prescriptions will only be allowed if there are refills remaining on the member’s current prescription or a new prescription has 
been issued by their physician.  The member is responsible for the applicable copayment for the additional prescription. 

• Aetna allows coverage of a medication filling when at least 75% of the previous prescription, according to the physician’s 
prescribed directions, has been utilized.  For a 30-day supply of medication, this provision would allow a new prescription to be 
covered on the 23rd day, thereby allowing a member to have an additional supply of their medication, in case of emergency. 

Prescription drug benefits begin on the next page 
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• Why use generic drugs? Generics  their brand name counterparts and 
have been a rs see cost savings, without jeopardizin
clinic tc

• When you do have to ,  
P.O. B 39

contain the same active ingredients in the same amounts as
pproved by the FDA. By using generic drugs, when available, most membe
ome or compromising quality. 

g 
al ou

file a claim. Send your itemized bill(s) to: Aetna, Pharmacy Management, Claim Processing
ox 8106, Minneapolis, MN 55439-8106. 

Benefit Description You pay 

Covere edd m ications and supplies  

We cove f
physicia  de
order program: 

• Drugs for which a prescription is required by Federal law, except those 

•

•

• D
m

• D
a

• C

•

supp er 

$10 per covered generic formulary drug; 

$25 per covered brand name formulary drug; and 

ulary (generic or brand 

 

d 
name) drug. 

r the 
n or

ollowing medications and supplies prescribed by a Plan 
ntist and obtained from a Plan pharmacy or through our mail 

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

listed as Not covered.  

 Oral contraceptive drugs  
$40 per covered non-form
name) drug. 

 Insulin 

isposable needles and syringes needed to inject covered prescribed 
edications 

iabetic supplies limited to lancets, alcohol swabs, urine test strips/tablets, 
nd blood glucose test strips 

ontraceptive drugs and devices 

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 bran

 Oral fertility drugs 

ly p

Lim

• D

• D

• O

%  

ited benefits: 

rugs to treat sexual dysfunction are limited. Contact the Plan for dose 

 

50
limits 

epo Provera is limited to 5 vials per calendar year 

ne diaphragm per calendar year 

 

$25 copay per vial 

$25 per diaphragm 

Her

• A d 

• T
1
sub

t
a
P

e are some things to keep in mind about our prescription drug program: 

generic equivalent may be dispensed if it is available, and where allowe

 

by law. 

o request a copy of the Aetna Medication Formulary Guide, call  
-800/537-9384. The information in the Medication Formulary Guide is 

ject to change. As brand name drugs lose their patents and new generics 
become available on the market, the brand name drug may be removed from 
he formulary.  Under your benefit plan, this will result in a savings to you, 
s you pay a lower prescription copayment for generic formulary drugs. 
lease visit our Web site at www.aetna.com/fed for current Medication 

Formulary Guide information. 

 Covered medications and supplies – continued on next page 
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Covered medications and supplies (continued) You pay 

No

-the-counter (OTC) drug) 

• Drugs obtained at a non en related to out-of-area 
emergency care 

an be purchased without 

rposes 

nd medication including, but not limited to, 

le fertility drugs 

nts) 

All charges. t covered: 

• Drugs available without a prescription or for which there is a 
nonprescription equivalent available, (i.e., an over

-Plan pharmacy except wh

• Vitamins and nutritional substances that c
prescription. 

• Medical supplies such as dressings and antiseptics 

• Drugs for cosmetic pu

• Drugs to enhance athletic performance 

• Smoking-cessation drugs a
nicotine patches and sprays 

• Injectab

• Drugs used for the purpose of weight reduction (i.e., appetite suppressa

• Prophylactic drugs including, but not limited to, anti-malarials for travel 
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Section 5(g) Special features 
Feature Description 

Services for the deaf and 
earing-impaired 

1-800/628-3323 
h

Informed Health® Line Provides eligible members with telephone access to registered nurses experienced in 
providing information on a variety of health topics. Informed Health Line is available 

eek. You may call Informed Health Line at 1-800/556-1555.  
Through Informed Health Line, members also have 24-hour access to an audio health 

quipped with information on more than 2,000 health topics, and accessible on 
rough any touch tone telephone.  Topics are available in both English and 

Spanish.  We provide TDD service for the hearing and speech-impaired.  We also offer 
foreign language translation for non-English speaking members.  Informed Health Line 
nurses cannot diagnose, prescribe medication or give medical advice. 

24 hours a day, 7 days a w

library – e
demand th

Maternity Management Aetna’s Moms-to-Babies™ Maternity Management Program provides services, 
information and resources to help improve pregnancy outcomes.  Features of the 
program include a pregnancy risk survey, obstetrical nurse care coordination, 

ation on prenatal care, labor and delivery, newborn 
program, and more.  To enroll in the program, call 

Program 
comprehensive educational inform
and baby care, a smoking-cessation 
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 
Excellence™ network.  We coordinate specialized treatment needed by members with 
certain rare or complicated conditions and assist members who are admitted to a 
hospital for emergency medical care when they are traveling temporarily outside of the 
United States.  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 

• Select a doctor from 3 primary care 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 

 
I 

M 
P 
O 
R 
T 
A 
N 
T 

H e important things to keep in mind about these be

 that all be to the definitions, limitations, and exclusions in this 
 payable onl rmine they are medically necessary. 

• Your selected Plan primary care dentist must provide or arrange covered care.  Please select a primary 
ore you nee

• We cover hospitalization fo
which makes hospitalizatio
inpatient hospital benefits. 

• Be sure to read Section 4, Y
sharing works. Also read S
Medicare. 

ere are som nefits: 

• Please remember
brochure and are

nefits are subject 
y when we dete

care dentist bef d care! 

r dental procedures only when a nondental physical impairment exists 
n necessary to safeguard the health of the patient. See Section 5 (c) for 
 We do not cover the dental procedure unless it is described below. 

our costs for covered services, for valuable information about how cost 
ection 9 about coordinating benefits with other coverage, including with 

I 
M 
P 
O 
R 
T 
A 
N 
T 

 

Accidental injury benefit  

N  on the folo benefits other than those listed lowing schedule.  

Dental benefits 

Service You pay 

Dia

O  lim

Bitewing x-rays — limited to 2 sets of bitew

Complete x-ray series — limited to 1 comple
period 

Periapical x-ra dental x-rays — as 

D

 gnostic 

ffice visit for routine oral evaluation — ited to 2 visits per year 

ing x-rays per year 

te x-ray series in any 3 year 

$5 

$5 

$5 

ys and other 

iagnostic casts 

necessary $5 

$5 

Preventive 

Prophylaxis (cleaning of teeth) — limited to 2

Topical application of fluoride — limited to 2 co
and to children under age 18 

Oral hygiene instruction $5 

 treatments per year 

urses of treatment per year 

$5 

$5 

 

Restorative (Fillings) 

malgam 1 surface, primary or permanent 

Amalgam 2 surfaces, primary or permanent 

Amalgam 3 surfaces, primary or permanent 

Amalgam 4 or more surfaces, primary or permanent 

 

$5 

$5 

$5 

$5 

A

Prosthodontics Removable 

Denture adjustments (complete or partial/upper or lower) 

 

$5 

Dental benefits – continued on next page 
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Dental benefits (continued) 
Service 

 
You pay 

Endodon s 

Pulp cap irec

Pulp cap — in

tic

 — d t 

 

$5 

direct $5 

Note: The above services are the 
terms of r  consid d 
specialis erta . A pa
appears w. A ember fee ll 
member fees m

Each employee a e enrollment 
or provider select

ailable from your selected participating primary are dentist up to the maximum fee shown. These 
rticipating specialist may require you to pay a fee that is higher than the stated maximum. Call your 

tal specialist for the pecific fee in your area. 

only covered when provided by your selected participating primary care dentist in accordance with 
Plan. If rendered by a participating specialist, they are provided at reduced fees. Pediatric dentists are

in other services will be provided by your selected participating primary care dentist at reduced fees
sk your selected participating primary care dentist for a complete schedule of current reduced m

 you
ts. C

ere
rtial list 

belo s. A
ust be paid directly to the participating dentist. 

nd dependent must select a primary care dentist from the directory and include the dentist’s name on th
ion form.  

The following services are also av
same services received from a pa

c

selected participating primary care dentist or participating den  s

Service You pay up to a maximum fee of 

Preventive  

er permanent tooth 

 

35 

0 

Sealant — p

Space maintainer 

$

$56

Restorative (Fillings) 

Resin-based composite (anterior) 1 surface 

Resin-based composite (anterior) 2 surfaces 

posite (anterior) 4 or more surfaces or incisal angle 

y 

0 

$145 

 

 

725 

Resin-based composite (anterior) 3 surfaces 

Resin-based com

Metallic inla

 

$11

$175

$190

$

Prosthodontics, removable 

Complete denture, (upper or lower) 

Immediate denture (upper or lower) 

Partial denture resin base (upper or lower) 

framework with resin base (upper or lower) 

Tissue conditioning 

25 

10 

$790 

1,200 

0 

5 

0 

5 

325 

5 

$110 

Partial denture cast metal 

Denture repairs 

Add tooth to existing partial 

Add clasp to existing partial 

Denture rebase 

Denture relines 

Interim denture (complete or partial/upper or lower) 

 

$1,0

$1,1

$

$15

$13

$15

$37

$

$46

Dental benefits – continued on next page 
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Dental benefits (continued) 
Service 

 
You pay up to a maximum fee of 

Prosthodontics, fixed 

5 

5 

$85 

Bridge pontic 

Metallic inlay/onlay 

Cast metal retainer for resin bonded prosthesis 

Crown porcelain/ceramic 

Crown cast metal 

Recement bridge 

$315 

$860 

$865 

Post and core $315 

 

$87

$81

Oral surgery 

Extractions (surgical, soft tissue, and bony impacted teeth)  

Deep sedation/general anesthesia (in office) 

 

$482 

$267 

Periodontics (Gum treatment) 

y or gingivoplasty, per quadrant 

g 

 root planing per quadrant 

 

315 

 

150 

Gingivectom

Osseous surgery, per quadrant 

Provisional splintin

Periodontal Scaling and

Periodontal maintenance procedure 

$

$760

$160 

$

$110 

Endodontics (Root canal) 

Therapeutic pulpotomy 

Root canals therapy (anterior, bicuspid, molar) excluding final restoration 

eriradicular surgery — anterior, bicuspid, or molar Apicoectomy/p

 

$125 

$760 

$510 

Orthodontics 

Pre-orthodontic treatment visit 

Comprehensive orthodontic treatment fully banded case (adult age 19 and 

nd 

over) 

Comprehensive orthodontic treatment fully banded case (child age 18 a
under) 

 

$350 

$5,625 

$5,625 

Specific fees vary by area of the country up to the stated maximum. Please note th is a partial list of services provided by your 
 care dentist at reduced fees.  Ask your primary care ist for a complete schedule of reduced fees. 

ng oral and maxiollofacial services such as TMJ surgery, please r n 5(b), Oral and Maxillofacial 

at this 
selected participating primary dent

Note: If requesti
surgery. 

efer to Sectio

Not covered:  Services not received from a participat
offer no other dental benefits than those shown above

ing dental provider. We 
. 

arges. All ch
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(i) Non-FEHB benefits available to Plan membersSection 5  

The benefits on this page are not part of the FEHB contract or premium, and you cannot file an FEHB disputed claim about them. 
ervices do not count toward FEHB deductibles or catastro hic protection out-of-pocket maximums. 

 

er self-service Web site that provid ngle source for online benefits and health-
ember, you can register for a sec rsonalized view of your Aetna benefits 

u can:  review eligibility, view claim status and Explanation of statements, look up and change 
, request member ID cards, receive personalized health and bene , and contact Aetna Member Services 

y sending a secure message. 

sistance is available toll free, Monday through Friday, from 7 a.m. m. Eastern Time at 1-800/225-3375.  Register 
/fed

Fees you pay for these s p

Aetna Navigator™
Aetna Navigator is Aetna’s member and consum
related information.  As an enrolled Aetna plan m

es a si
ure, pe

through this site. 

Once registered, yo  Benefits (EOB) 
provider selections
at your convenience b

fits messages

Registration as to 9 p.
today at www.aetna.com . 

 information that is interactive and e use. Harvard Medical School and the 
 Medicine help InteliHealth to provid  credible health information to its users. 

e: a Drug Resource Center, Disease and Condition Management tools, Health Risk Assessments, the 
e symptom checker that provides guidance about a variety of symptoms), Daily Health News 

tna.com/fed

Aetna InteliHealth 
InteliHealth.com offers comprehensive health
University of Pennsylvania School of Dental

asy-to-
e trusted and

Aetna InteliHealth features includ
Harvard Symptom Scout (an interactiv
and much more.  Visit InteliHealth at www.ae . 

glasses, contact lenses, Lasik — the laser vision corrective procedure, and 
wear products through the Vis e Program at more than 4,000 locations across 

This eyewear discount enriches the routine vision care coverage provided in your health plan, which includes an eye exam from a 
r health plan also includes coverage for eyewear such as prescription eyeglasses or contact lenses, your 

n be reduced when you use Vision One discount. You m hase your eyewear at Vision One locations at 
owance will automatically be applied at point of purc You don’t have to submit the receipt for 

ct lense . 

3-8616. For a l to a Lasik provider, call 1-800/422-6600. 

ram 
 discounted fitness services provided by GlobalFit. ogram offers Plan participants: 

ted wi lFit 

rmine which program is offered in your area and to view a list of included clubs, visit the GlobalFit Web site at 
www.globalfit.com/fitness. If you would like to speak with a GlobalFit representative, you can call the GlobalFit Health Club Help 

Vision One®1

You are eligible to receive substantial discounts on eye
nonprescription items including sunglasses and eye ion On
the country. 

participating provider. If you
out-of-pocket expense ca
discounted rates, and your all

ay purc
hase. 

reimbursement. Your allowance applies to prescription eyeglasses or conta s only

For more information on Vision One eyewear call toll free 1-800/79  referra

Fitness Prog
Aetna offers members access to TM  Pr

• Low or discounted membership rates at independent health clubs contrac th Globa

• Discounts on certain home exercise equipment 

To dete

Line at 1-800/298-7800. 
1 Vision One is a registered trademark of Cole Vision Corporation. 
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Section 6. General exclusions – things we don’t cover 

The exclusions in this section apply to all benefits. Although we may list a specific service as a benefit, we will not cover it unless 
your Plan doctor determines it is medically necessary to prevent, diagnose, or treat your illness, disease, injury, or condition 
and we agree, as discussed under Services requiring our prior approval on page 17. 

ng: 

, or supplies you receive while you are not enrolled in this Plan; 

 or supplies related to abortions, except when the life of the mother would be endangered if the fetus 
, or when the pregnancy is the result of an act of rape or incest; 

plies related to sex transformations;  

We do not cover the followi

• Care by non-Plan providers except for authorized referrals or emergencies (see Emergency Benefits); 

• Services, drugs

• Services, drugs, or supplies not medically necessary; 

• Services, drugs, or supplies not required according to accepted standards of medical, dental, or psychiatric practice; 

• Experimental or investigational procedures, treatments, drugs or devices; 

• Procedures, services, drugs,
were carried to term

• Services, drugs, or sup

• Services, drugs, or supplies you receive from a provider or facility barred from the FEHB Program; or 

• Services, drugs, or supplies you receive without charge while in active military service. 
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Section 7. Filing a claim for covered services 

When you see Plan physicians, receive services at Plan hospitals and facilities, or obtain your prescription drugs at Plan pharmacies, 
you will not have to file claims.  Just present your identification card and pay your copayment or coinsurance.   

You will only need to file a claim when you receive emergency services from non-Plan providers.  Sometimes these providers bill us 
 need to file the claim, here is the process: 

ms for you. Physicians must file on the form 
h Insurance Claim Form. Your facility will file on the UB-92 form. For 
d assistance, call us at 1-800/537-9384. 

ervice area – 
 form that includes the information shown below. Bills 

e physician or facility that provided the service or supply; 

• Type of each service or supply;  

• The charge for each service or supply; 

• A copy of the explanation of benefits, payments, or denial from any primary payer – such as 
the Medicare Summary Notice (MSN); and 

• Receipts, if you paid for your services. 

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

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

Deadline for filing your 
claim 

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, unless timely filing was 
prevented by administrative operations of Government or legal incapacity, provided the claim 
was submitted as soon as reasonably possible. 

When we need more 
information 

Please reply promptly when we ask for additional information. We may delay processing or 
deny your claim if you do not respond. 

directly.  Check with the provider. If you

 
Medical, hospital and drug In most cases, providers and facilities file clai
benefits HCFA-1500, Healt

claims questions an

When you must file a claim – such as for services you receive outside the Plan’s s
submit it on the HCFA-1500 or a claim
and receipts should be itemized and show: 

• Covered member’s name and ID number; 

• Name and address of th

• Dates you received the services or supplies; 

• Diagnosis; 
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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/prior approval: 

Step Description  

1 Ask us in writing to reconsider our initial decision. You must:  

 m

b) Send your request to 

c) Include a statement a n specific benefit provisions in this 
brochure; and 

d) Include copies of doc
records, and explanat

2 We have 30 days from the dat

a) Pay the claim (or, if a  give you the care); or    

b) Write to you and main − go to step 4; or 

c) Ask you or your prov er  your provider, we will send you a copy of our request—go 
to step 3.  

3 You or your provider must send the i
within 30 more days. 

If we do not receive the informatio  30 days of the date the information was due.  
We will base our decision 

We will write to you with o

4 If you do not agree with ou

 You must write to OPM w

ate of 

• 120 days after you first 

• 120 days after we asked

 United S  
0 E Street, NW, Was

 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 and the best time to call. 

Note:  If you want OPM to review more than one claim, you must clearly identify which documents apply to which claim. 

a) Write to us within 6 onths from the date of our decision; and 

us at:  Aetna, Attention: National Accounts, P.O. Box 14463, Lexington, KY  40512; and 

bout why you believe our initial decision was wrong, based o

uments that support your claim, such as physicians' letters, operative reports, bills, medical 
ion of benefits (EOB) forms. 

e we receive your request to: 

pplicable, arrange for the health care provider to

tain our denial 

id for more information.  If we ask

nformation so that we receive it within 60 days of our request.  We will then decide 

n within 60 days, we will decide within
on the information we already have. 

ur decision. 

r decision, you may ask OPM to review it.  

ithin: 

• 90 days after the d our letter upholding our initial decision; or 

wrote to us − if we did not answer that request in some way within 30 days; or 

 for additional information. 

 Write to OPM at:
3, 190

tates Office of Personnel Management, Insurance Services Programs, Health Insurance Group
hington, DC 20415-3630.   
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Step Description  
 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 providers, must include a copy of your specific written consent with the review request.  

deadlines may be extended if you show that you were unable to meet the deadline because of reasons 
beyond your control. 

O ation it collects from you and us to decide whether 
o d

 I
O
or p may 
n

OPM review process to support their disputed claim decision.  This 

 You s your lawsuit, 
b  its review on the record that was before OPM when OPM 
decide amount of benefits in dispute.  

Note: If you ha s or life threatening condition (one that may cause permanent loss of bodily functions or death if not 
ed as soon as possible), and  

We h
we will r 

b) We d

• If ial, we will inform OPM so that they can give your claim expedited treatment 
too,

• Y  8 a.m. and 5 p.m. eastern time. 

xternal 

If this Pla er your claim. If we still deny your claim, you can 
seek an in

1. The a

. The P
inves

he independent external review will use a neutral, independent physician with related expertise to conduct the review. The Plan will 
over the will pay the cost to compile and send your submission to the Plan.  

To reques
uphold its ori

The external
Request Form  an expedited review in cases of “clinical urgency” where your health would be 
seriously j the external review organization or physician will make a decision 
within 72

To reques s, call Member Services at 1-800/537-9384. 

 

 

Note:  The above 

5 PM will review your disputed claim request and will use the inform
ur ecision is correct.  OPM will send you a final decision within 60 days.  There are no other administrative appeals. 

f 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 
PM in Federal court by December 31 of the third year after the year in which you received the disputed services, drugs, 
 su plies or from the year in which you were denied precertification or prior approval. This is the only deadline that 

ot be extended.  

 may disclose the information it collects during the 
information will become part of the court record. 

may not sue until you have completed the disputed claims process.  Further, Federal law govern
enefits, and payment of benefits.  The Federal court will base

d to uphold or overturn our decision.  You may recover only the 

ve a seriou
treat

a) aven’t responded yet to your initial request for care or preauthorization/prior approval, then call us at 1-800/537-9384 and 
expedite our review; o

enied your initial request for care or preauthorization/prior approval, then: 

we expedite our review and maintain our den
 or 

ou may call OPM’s Health Insurance Group 3 at 202/606-0755 between

E Review 

n denied your claim for payment or services, you can ask us to reconsid
dependent external review, after asking OPM to review it, if:  

mount of your claim or service is more than $500; and 

2 lan denied your claim because it did not consider the treatment medically necessary or considered it experimental or 
tigational.  

T
c professional fee for the review and you 

t an External Review Form call 1-800/537-9384 within 60 days after receiving the Plan’s written notification that it will 
ginal decision to deny your claim.  

 reviewer will make a decision within 30 days after you send us all the necessary information with the External Review 
. Your primary care doctor can request

eopardized if you waited the full 30 days. In this case, 
 hours. 

t a detailed description of the external review requirement
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Section 9. Coordinating benefits with other coverage 

When 
health 
 

 

payer and the other plan pays a reduced benefit as the secondary payer. We, like other insurers, 

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

What i

 e or older. 

•

qualify for premium-free Part A insurance. (Someone who was a Federal employee on 
ies.) Otherwise, if you are age 65 or older, you 
ARE for more information. 

premiums are withheld from your monthly Social Security check or your retirement check.  

The decision to enroll in Medicare is yours.  We encourage you to apply for Medicare benefits 
3 months before you turn age 65.  It’s easy.  Just call the Social Security Administration toll-

 Part A coverage, we advise you to enroll in it.  Most Federal 
e entitled to Medicare Part A at age 65 without cost.  When you 

ge.  
It can reduce your out-of-pocket expenses as well as costs to the FEHB, which can help keep 

ity 

 
or a private Medicare Advantage Plan. 

you have other 
coverage 

You must tell us if you or a covered family 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 

determine which coverage is primary according to the National Association of Insurance 
Commissioners’ guidelines.  

When we are the secondary payer, we 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.  

s Medicare? Medicare is a Health Insurance Program for: 

• People 65 years of ag

• Some people with disabilities under 65 years of age. 

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

Medicare has two parts: 

 Part A (Hospital Insurance). Most people do not have to pay for Part A. If you or your 
spouse worked for at least 10 years in Medicare-covered employment, you should be able to 

January 1, 1983 or since automatically qualif
may be able to buy it. Contact 1-800/MEDIC

• Part B (Medical Insurance). Most people pay monthly for Part B. Generally, Part B 

• Should I enroll in 
Medicare? 

free number 1-800/772-1213 to set up an appointment to apply.  If you do not apply for one or 
both Parts of Medicare, you can still be covered under the FEHB Program. 

If you can get premium-free
employees and annuitants ar
don’t have to pay premiums for Medicare Part A, it makes good sense to obtain the covera

FEHB premiums down. 

Everyone is charged a premium for Medicare Part B coverage.  The Social Secur
Administration can provide you with premium and benefit information.  Review the 
information and decide if it makes sense for you to buy the Medicare Part B coverage.   

If you are eligible for Medicare, you may have choices in how you get your health care.  
Medicare Advantage is the term used to describe the various private health plan choices 
available to Medicare beneficiaries.  The information in the next few pages shows how we 
coordinate benefits with Medicare, depending on whether you are in the Original Medicare Plan
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• The Original Medicare 
 B) 

re in the United States. It 

 

ge 

by 

 

 the claim first. 

ary payer, Medicare processes your claim first. In most 
ated automatically and we will then provide secondary 

ything. To find out if you need to do 
4 or see our Web site at 

Plan (Part A or Part
The Original Medicare Plan (Original Medicare) is available everywhe
is the way everyone used to get Medicare benefits and is the way most people get their 
Medicare Part A and Part B benefits now. You may go to any doctor, specialist, or hospital that
accepts Medicare. The Original Medicare Plan pays its share and you pay your share. Some 
things are not covered under Original Medicare, such as most prescription drugs (but covera
through private prescription drug plans will be available starting in 2006). 

When you are enrolled in Original 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 
your Plan PCP or precertified as required.  Also, please note 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 – You 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

• When Original Medicare is the prim
cases, your claim will be coordin
benefits for covered charges. You will not need to do an
something to file your claim, call us at 1-800/537-938
www.aetna.com/fed. 

o not waWe d ive any costs if the Original Medicare Plan is your primary payer. 

{Primary Payer chart is on next page.) 
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edicare always makes the final determination as to whether they are the primary payer. The following chart illustrates whether 
Medi e p
M us
requ

M
care or this Plan should be th

edicare. It is critical that you tell 
irements correctly. 

rimary payer for you according to your employment status and other factors determined by 
 if you or a covered family member has Medicare coverage so we can administer these 

Primary Payer Chart 

The primary payer for the 
individual with Medicare is… 

A. When you - or your covered spouse - are age 65 or over and have Medicare and you… 

Medicare This Plan 

1) Have FEHB coverage on your own
employee 

 as an active employee or through your spouse who is an active  
 

 

2) Have FEHB coverage on your own as an annuitant or through your spouse who is an annuitant   

3) Are a reemployed annuitant with th
FEHB (your employing office will
through your spouse under #1 abov

 
 e Federal government and your position is excluded from the 

 know if this is the case) and you are not covered under FEHB 
e 

4) Are a reemployed annuitant with th
FEHB (your employing office will 
You have FEHB coverage on your ow

e Federal government and your position is not excluded from the 
know if this is the case) and … 

n or through your spouse who is also an active employee 

  
 
 

You have FEHB coverage through your spouse who is an annuitant   

5) Are a Federal judge who retired unde  Court judge who retired under 
Section 7447 of title 26, U.S.C. (o
covered under FEHB through you

 r title 28, U.S.C., or a Tax
r if your covered spouse is this type of judge) and you are not 
r spouse under #1 above 

 

6) Are enrolled in Part B only, regardless of your employment status   for Part B 
services 

 for other 
services 

7) Are a former Federal employee receiving Workers’ Compensation and the Office of Workers’ 
Compensation Programs has determined that you are unable to return to duty * 

 

B.  When you or a covered family member…  

1) Have Medicare solely based on end stage renal disease (ESRD) and… 
• It is within the first 30 months of eligibility for or entitlement to Medicare due to ESRD (30-

month coordination period) 

 
 
 

 
 

• It is beyond the 30-month coordination period and you or a family member are still entitled to 
Medicare due to ESRD   

2) Become eligible for Medicare due to ESRD while already a Medicare beneficiary and… 
• This Plan was the primary payer before eligibility due to ESRD 

 

for 30-month 
coordination 
period 

• Medicare was the primary payer before eligibility due to ESRD   

C.  When either you or a covered family member are eligible for Medicare solely due to 
disability and you… 

 

1) Have FEHB coverage on your own as an active employee or through a family member 
who is an active employee 

  
 

2) Have FEHB coverage on your own as an annuitant or through a family member who is an 
annuitant 

  

D.  When you are covered under the FEHB Spouse Equity provision as a former spouse   

 
 * Workers’ Compensation is primary for claims related to your condition under Workers’ Compensation 
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HMOs) in some areas of the country. In most Medicare Advantage plans, you can 
only go to doctors ls that are part of the plan. Medicare 
Advantage plans provide all the benefits that Original Medicare covers. Some cover 

t enrolling in a
Advantage plan, contact Medicare at 1-800/MEDICARE (1-800/
www.medicare.gov

 

• Medicare Advantage If you are eligible for Medicare, you may choose to enroll in and get your Medicare 
benefits from a Medicare Advantage plan. These are private health care choices (like 

, specialists, or hospita

extras, like prescription drugs. To learn more abou  Medicare 
633-4227) or at 

.  

opti  are available to 

ay enroll in our Medicare 
Advantage Plan and also remain enrolled in our FEHB Plan. If you a nnuitant 

 in Medicare Parts A and B, 
 available i ur area.  We 

dicare Advantage plan:  You may enroll in 
in enrolled in our FEHB 

efits when your Medicare Advantage n is primary, 
rvice area (if you use our Plan 

or coinsura .  If you 
dvantage plan, tell us.  We will need to know whether you are 

 or in a Medicare Advantage plan orr
coordinate benefits with Medicare.  

Advantage p  If you are 
uspend your FEHB coverage to enroll in a 

e Advantage plan, eliminating your FEHB premium. (OPM does not 
ntage plan premium.) For informati on 

ent office. If you later want 
o so only at th next Open 

t of the Med care 

TRIC
CHAMPVA 

dependents of military perso
and retirees of the military. TRICARE includes the CHAMPUS program. 

overage to disabled Veterans an heir eligible 
HAMPVA and this Plan cover you, w ay first. See 

your TRICARE or CHAMPVA Health Benefits Advisor if you have questions about 

CHAMPVA: If you are an
annuitant or former spouse, you can suspend your FEHB coverage to enroll in one 

es no ntribu to 
any applicable plan premiums.) For information on suspending your FEHB 
enrollment, contact your retirement office. If you later want to re-en e FEHB 

t Open Season unl  you 
involuntarily lose coverage under the program. 

Workers’ Compensation We do not cover services that: 

• You need because of a workplace-related illness or injury that the Office of 
Workers’ Compensation Programs (OWCP) or a similar Federal or State agency 
determines they must provide; or 

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

 

If you enroll in a Medicare Advantage plan, the following 
you:  

ons

This Plan and our Medicare Advantage plan: You m
re an a

or former spouse with FEHBP coverage and are enrolled
you may enroll in our Medicare Advantage plan if one is
do

n yo
 not waive cost-sharing for your FEHB coverage. 

This Plan and another plan’s Me
another plan’s Medicare Advantage plan and also rema
plan.  We will still provide ben  pla
even out of the managed care plan’s network and/or se
providers), but we will not waive any of our copayments 
enroll in a Medicare A

nce

in the Original Medicare Plan  so we can c ectly 

Suspended FEHB coverage to enroll in a Medicare 
an annuitant or former spouse, you can s

lan:

Medicar
contribute to your Medicare Adva
suspending your FEHB enrollment

on 
, contact your retirem

to re-enroll in the FEHB Program, generally you may d e 
iSeason unless you involuntarily lose coverage or move ou

Advantage plan’s service area. 

ARE and TRICARE is the health care program for eligible ns, 

CHAMPVA provides health c
dependents. IF TRICARE or C

d t
e p

these programs.  

Suspended FEHB coverage to enroll in TRICARE or  

of these programs, eliminating your FEHB premium. (OPM do t co te 

roll in th
essProgram, generally you may do so only at the nex
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Once OWCP or similar agency pays its maximum benefits for your treatment, we 

Medicaid 

 

t office. If you later want to re-enroll in the FEHB Program, 
e 

ge under the State program. 

When other Government 
agencies are responsible 
for your care 

When others are 
responsible for injuries 

ries 

 
e, workers’ compensation coverage, no-fault 

ation. 

onsible, 
ts of recovery against any third party to the 

le and you and/or your representative has recovered any amounts 

0 days of when notice is given to any third party of 
pursue a claim to recover damages or obtain 

gal 

• necessary to secure our rights of 

 

 
will cover your care. 

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

Suspended FEHB coverage to enroll in Medicaid or a similar State-sponsored 
program of medical assistance: If you are an annuitant or former spouse, you can 
suspend your FEHB coverage to enroll in one of these State programs, eliminating
your FEHB premium. For information on suspending your FEHB enrollment, 
contact your retiremen
generally you may do so only at the next Open Season unless you involuntarily los
covera

We do not cover services and supplies when a local, State, or Federal government 
agency directly or indirectly pays for them. 

When you receive money to compensate you for medical or hospital care for inju
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. 

The words “Third Party” or “Any party making payments on the third party’s 
behalf” includes not only the insurance carrier(s) for the responsible party, but also 
any uninsured motorist coverage, underinsured motorist coverage, personal umbrella
coverage, medical payments coverag
automobile insurance coverage or any other first party insurance coverage.  The 
words “Member,” “you” and “your” include anyone on whose behalf the Plan pays 
or provides any benefits. 

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

You specifically acknowledge our right of subrogation. When we provide health 
care benefits for injuries or illnesses for which a third party is or may be resp
we shall be subrogated to your righ
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 our right of reimbursement. This right of 
reimbursement attaches, to the fullest extent permitted by law, when we have 
provided health care benefits for injuries or illnesses for which a third party is or 
may be responsib
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 assignment of the proceeds 
of any settlement, judgment or other payment received by you to the extent of the 
full cost of all benefits provided by us. Our right of reimbursement is cumulative 
with and not exclusive of our subrogation right and we may choose to exercise 
either or both rights of recovery. 

You and your representatives further agree to: 

• Notify us in writing within 3
the intention to investigate or 
compensation due to injuries or illnesses sustained by you that may be the le
responsibility of a third party; and 

Cooperate with us and do whatever is 
subrogation and/or reimbursement under this Plan; and 
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tion which may be had from a third party to the extent of the 
full cost of all benefits provided by us associated with injuries or illnesses for 

less of whether specifically 

l 
ich a 

 

 
 of all benefits provided by us. 

• We may recover the full cost of all benefits provided by us under this Plan 

s 
 

es may be deducted from our recovery without the prior 
 

 

 • Give us a first-priority lien on any recovery, settlement or judgment or other 
source of compensa

which a third party is or may be responsible (regard
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 ful
cost of all benefits provided by us associated with injuries or illnesses for wh
third party is or may be responsible (regardless of whether specifically set forth in
the recovery, settlement, judgment, or compensation agreement), unless otherwise 
agreed to by us in writing; and 

• Do nothing to prejudice our rights as set forth above. This includes, but is not 
limited to, refraining from making any settlement or recovery which specifically
attempts to reduce or exclude the full cost

without regard to any claim of fault on the part of you, whether by comparative 
negligence or otherwise. We may recover the full cost of all benefits provided by 
us under this Plan even if such payment will result in a recovery to you which i
insufficient to make you whole or fully compensate you for your damages.  No
court costs or attorney fe
express written consent of us. In the event you or your representative 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 terms we use in this brochure 
Calendar year Ja gins on 

th

Coinsurance   See page 19.  

Copayment A e page 
19

Covered services Ca scribed in this brochure. 

Custodial care ard, that a) 
do y or under 
th ts of post-hospital 

ximum level of 
p  
im to attend to 
yo ed 
m  in and out of 
be ounds, 
po edication 
wh r ileostomy, 
ro ion, is based on medically 
accepted standards performed by the average 
non-medical person without the direct supervision of trained medical or paramedical personnel, 
regardless of who actually provides the service, residential care and adult day care, protective 
and supportive care including educational services, rest cures, or convalescent care.  Custodial 
care that lasts 90 days or more is sometimes known as long term care.  Custodial care is not 
covered. 

Detoxification The process whereby an alcohol or drug intoxicated or alcohol or drug dependent person is 
assisted, in a facility 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. 

Experimental or 
investigational services 

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

• 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 

• A recognized national medical or dental society or regulatory agency has determined, in 
writing, that it is experimental or for research purposes; or  

• 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 or for research 
purposes; or 

• It is not of proven benefit for the specific diagnosis or treatment of your particular condition; 
or 

 

nuary 1 through December 31 of the same year. For new enrollees, the calendar year be
e effective date of their enrollment and ends on December 31 of the same year. 

Coinsurance is the percentage of our allowance that you must pay for your care.

copayment is a fixed amount of money you pay when you receive covered services. Se
.  

re we provide benefits for, as de

Any type of care provided according to Medicare guidelines, including room and bo
es not require the skills of technical or professional personnel; b) is not furnished b
e supervision of such personnel or does not otherwise meet the requiremen

Skilled Nursing Facility care; or c) is a level such that you have reached the ma
hysical or mental function and such person is not likely to make further significant

provement. Custodial care includes any type of care where the primary purpose is 
ur daily living activities which do not entail or require the continuing attention of train
edical or paramedical personnel. Examples include assistance in walking, getting
d, bathing, dressing, feeding, using the toilet, changes of dressings of noninfected w
st-operative or chronic conditions, preparation of special diets, supervision of m
ich can be self-administered by you, the general maintenance care of colostomy o

utine services to maintain other service which, in our sole determinat
, can be safely and adequately self-administered or 
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  It is not generally recognized by the Medical Community as effective or appropriate for the 

sity 

 meaning as Medically Necessary Services. This definition applies only to the determination 
der this Plan. 

O ). 

 

Plan allowance 

ly a 
ber of providers in the area. 

For Open Access members, you do not need a referral for specialist care within our network. 

ily or usual caretaker cannot, or will not, 

Urgent care Co
fro en illness or injury if you are temporarily absent from our service area and 

 to our service area. 

Us/We 

You 

 
 

•
specific diagnosis or treatment of your particular condition; or 

• It is provided or performed in special settings for research purposes. 

Medical neces Also known as medically necessary or medically necessary services. Services that are 
appropriate and consistent with the diagnosis in accordance with accepted medical standards as 
described in this document. Medical Necessity, when used in relation to services, shall have the 
same
by us of whether health care services are Covered Benefits un

Open Access HM This does not apply to the States of California or Washington (Enrollment Codes 2X or 8J
You can go directly to any network specialist for covered services without a referral from your 
primary care physician.  Note: This does not apply to covered mental health services and/or 
substance abuse services.  Referrals must be obtained for those services.  Please see Mental 
Health/Substance Abuse section on page 42.  Whether your covered services are provided by 
your selected primary care physician (for your PCP copay) or by another participating provider 
in the network (for the specialist copay), you will be responsible for payment which may be in 
the form of a copay (flat dollar amount) or coinsurance (a percentage of covered expenses).  You
still must select a PCP and notify Member Services of your selection (1-800/537-9384). If you 
do not select a participating PCP, the specialist copay will apply.  If you go directly to a 
specialist, you are responsible for verifying that the specialist is participating in our Plan. 

Plan allowance is the amount we use to determine our payment and your coinsurance for the 
service or supply in the geographic area where it is furnished.  Plans determine their allowances 
in different ways.  We determine our allowance as follows:  We may take into account factors 
such as the complexity, degree of skill needed, type or specialty of the provider, range of services 
provided by a facility, and the prevailing charge in other areas in determining the Plan allowance 
for a service or supply that is unusual or is not often provided in the area or is provided by on
small num

Referral For California and Washington members only:  To receive coverage for any non-emergency 
service and necessary follow-up care outside those provided by the PCP, the member must have 
a written or electronic referral made by their PCP or no coverage will be provided (with the 
exception of some direct access providers within the network).   

Respite care Care furnished during a period of time when your fam
attend to your needs.  Respite care is not covered. 

vered benefits required in order to prevent serious deterioration of your health that results 
m an unforese

receipt of the health care service cannot be delayed until your return

Us and We refer to Aetna. 

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

Coverage information 

No pre-existing 
ion 

We will not refuse to cover the treatment of a condition you had before you enrolled in this 

• Where you can get 
information about 
enrolling in the FEHB 

• 
condition limitat Plan solely because you had the condition before you enrolled. 

See www.opm.gov/insure

Program 

. Also, your employing or retirement office can answer your 
questions, and give you a Guide to Federal Employees Health Benefits Plans, brochures for 
other plans, and other materials you need to make an informed decision about your FEHB 
coverage. These materials tell you: 

• 
available for you and 
your family 

ay 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 

od 
form; benefits will not be 

Your employing or retirement office will not notify you when a family member is no longer 

, including divorce, or when your child 
under age 22 marries or turns 22.  

• When you may change your enrollment; 

• 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. 

Types of coverage 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 coverage for. 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 m

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 peri
that begins after your employing office receives your enrollment 
available to your spouse until you marry. 

eligible to receive benefits, nor will we. Please tell us immediately when you add or remove 
family members from your coverage for any reason

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 im ealth Benefits Children’s Equity Act of 2000. 
This law ma nd Family coverage in the FEHB Program, if 
you are an employee subject to a court or administrative order requiring you to provide health 
benefits for your child(ren).  

vide documentation to your 
employing office that you have obtained other health benefits coverage for your children. If you 

 

t in a fee-for-service plan or in an HMO that serves the 
ying office will change your enrollment to Self and 

or 

 
’s Basic Option. 

der is in effect, and you have at least one child identified 
, you cannot cancel your enrollment, 

ch e the area in which your children live, 

ne child still 
eligible for FEHB coverage, you must continue your FEHB coverage into retirement (if 

• When benefits and 
premiums start 

its in this brochure are effective January 1. If you joined this Plan during Open 

ng 
e. 

• When you retire 
eet 

le for other forms of coverage, such as Temporary 

When you lose benefits 

• When FEHB coverage 
ends 

You will receive an additional 31 days 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 
(TCC), or a conversion policy (a non-FEHB individual policy.) 

plemented the Federal Employees H
ndates that you be enrolled for Self a

If this law applies to you, you must enroll for Self and Family coverage in a health plan that 
provides full benefits in the area where your children live or pro

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 enrollmen
area where your children live, your emplo
Family in the same option of the same plan; 

• If you are enrolled in an HMO that does not serve the area where the children live, your 
employing office will change your enrollment to Self and Family in the Blue Cross and Blue
Shield Service Benefit Plan

As long as the court/administrative or
in the order who is still eligible under the FEHB Program

ange to Self Only, or change to a plan that doesn’t serv
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 o

eligible) and cannot cancel your coverage, change to Self Only, or change to a plan that doesn’t 
serve the area in which your children live as long as the court/administrative order is in effect. 
Contact your employing office for further information. 

The benef
Season, your coverage begins on the first day of your first pay period that starts on or after 
January 1. If you changed plans or plan options during Open Season and you receive care 
between January 1 and the effective date of coverage under your new plan or option, your 
claims will be paid according to the 2005 benefits of your old plan or option. However, if your 
old plan left the FEHB Program at the end of the year, you are covered under that plan’s 2004 
benefits until the effective date of your coverage with your new plan. Annuitants’ coverage and 
premiums begin on January 1. If you joined at any other time during the year, your employi
office will tell you the effective date of coverag

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 m
this requirement, you may be eligib
Continuation of Coverage (TCC). 
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ity law or Temporary Continuation of Coverage (TCC). If you 

• Spouse equity coverage If you are divorced from a Federal employee or annuitant, you may not continue to get benefits 
under your former spouse’s enrollment. This is the case even when the court has ordered your 
former spouse to provide health coverage to you. But, you may be eligible for your own FEHB
coverage under the spouse equ
are recently divorced or are anticipating a divorce, contact your ex-spouse’s employing or 
retirement office to get RI 70-5, the Guide To Federal Employees Health Benefits Plans for 
Temporary Continuation of Coverage and Former Spouse Enrollees, or other information about 
your coverage choices. You can also download the guide from OPM’s Web site, 
www.opm.gov/insure. 

• Temporary 
Continuation of 
Coverage (TCC) 

If  a family 
e

yo

E
Fe mporary Continuation of Coverage and 

you leave Federal service, or if you lose coverage because you no longer qualify as
m mber, you may be eligible for Temporary Continuation of Coverage (TCC). For example, 
you can receive TCC if you are not able to continue your FEHB enrollment after you retire, if 

u lose your Federal job, if you are a covered dependent child and you turn 22 or marry, etc. 

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

nrolling in TCC. Get the RI 79-27, which describes TCC, and the RI 70-5, the Guide to 
deral Employees Health Benefits Plans for Te

Former Spouse Enrollees, from your employing or retirement office or from 
www.opm.gov/insure. It explains what you have to do to enroll. 

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

• Your coverage under TCC or the spouse equity law ends (If you canceled your coverage or 
did not pay your premium, you cannot convert); 

• You decided not to receive coverage under TCC or the spouse equity law; or 

• You are not eligible for coverage under TCC or the sp

• Converting to individual 
coverage 

ouse equity law. 

u 
tify 

• 
n 

Coverage 

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

. You 
 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 

For ontinuation of Coverage 
e at www.opm.gov/insure/health

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. However, if yo
are a family member who is losing coverage, the employing or retirement office will not no
you. You must apply in writing to us within 31 days after you are no longer eligible for 
coverage. 

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. 

Getting a Certificate of 
Group Health Pla offers 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 Group Health Plan Coverage that indicates how long you have been enrolled with us
can use this certificate when getting

were previously enrolled in other FEHB plans, you may also request a certificate from those 
plans.  

 more information, get OPM pamphlet RI 79-27, Temporary C
(TCC) under the FEHB Program. See also the FEHB Web sit ; 

such 
on 

and information about 
Federal and State agencies you can contact for more information. 

 

refer to the “TCC and HIPAA” frequently asked questions. These highlight HIPAA rules, 
as the requirement that Federal employees must exhaust any TCC eligibility as one conditi
for guaranteed access to individual health coverage under HIPAA, 
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2.Section 1  Two Federal Programs complement FEHB benefits 
 
Important information 

ps cover 
re not covered under the FEHB. 

le Spendin

• 
 paying 
%. 

Health Care Flexible 
Spending Account (HCFSA) 

r medical, 

you claim on your Federal Income Tax 

e IRS has a broader definition of a “family 
HB Plan. 

. Note: The 

Dependent Care Flexible 
Spending Account (DCFSA) 

ligible dependent care expenses incurred so you, and your spouse, if married, can 

y 
endent on your Federal Income Tax return (and 

 

• Enroll during Open 
Season 

ent is easy! 

OPM wants to make sure you are aware of two Federal programs that complement the FEHB 
Program. First, the Federal Flexible Spending Account (FSA) Program, also known as 
FSAFEDS, lets you set aside pre-tax money to pay for health and dependent care expenses. 
The result can be a discount of 20% to more than 40% on services you routinely pay for out-of-
pocket. Second, the Federal Long Term Care Insurance Program (FLTCIP) hel
long term care costs, which a

The Federal Flexib

What is an FSA? 

g Account Program – FSAFEDS 

It is a tax-favored benefit that allows you to set aside pre-tax money from your paychecks to 
pay for a variety of eligible expenses. By using an FSA, you can reduce your taxes while
for services you would have to pay for anyway, producing a discount that can be over 40

There are two types of FSAs offered by FSAFEDS: 

• Covers eligible health care expenses not reimbursed by this Plan, or any othe
dental, or vision care plan you or your dependents may have. 

• Eligible dependents for this account include anyone 
return as a qualified dependent under the U.S. Internal Revenue Service (IRS) definition 
and/or with whom you jointly file your Federal Income Tax return, even if you don’t have 
self and family health benefits coverage. Note: Th
member” than is used under the FEHB Program to provide benefits by your FE

• The maximum annual amount that can be allotted for the HCFSA is $4,000
Federal workforce includes a number of employees married to each other.  If each 
spouse/employee is eligible for FEHB coverage, both may enroll for a HCFSA up to the 
maximum of $4,000 each ($8,000 total). Both are covered under each other’s HCFSA. The 
minimum annual amount is $250. 

• Covers e
work, look for work, or attend school full-time. 

• Qualifying dependents for this account include your dependent children under age 13, or an
person of any age whom you claim as a dep
who is mentally or physically incapable of self care). 

• The maximum annual amount that can be allotted for the DCFSA is $5,000. The minimum 
annual amount is $250. Note: The IRS limits contributions to a DCFSA. For single taxpayers
and taxpayers filing a joint return, the maximum is $5,000 per year. For taxpayers who file 
their taxes separately with a spouse, the maximum is $2,500 per year. The limit includes any 
child care subsidy you may receive. 

You must make an election to enroll in an FSA during the 2005 FEHB Open Season. Even if 
you enrolled during 2004, you must make a new election to continue participating in 2005. 
Enrollm

• Online:  visit www.FSAFEDS.com and click on Enroll. 

• Telephone: call an FSAFEDS Benefits Counselor toll-free at 1-877/FSAFEDS (372-3337), 
Monday through Friday, from 9 a.m. until 9 p.m., Eastern Time.  TTY: 1-800/952-0450. 

SHPS is a third-party administrator hired by OPM to manage the F
the largest FSA administrator in the nation and is responsible for enro

What is SHPS? SAFEDS Program. SHPS is 
llment, claims processing, 

customer service, and day-to-day operations of FSAFEDS. 

http://www.opm.gov/insure/health
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Who is eligible  FEHB – you 
a High 

Deductible Health Plan (HDHP) with a Health Savings Account (HSA), you are not eligible to 

er 

n to participate. Under IRS law, 
the U.S. Postal Service and the Judicial Branch, 
ghtly different rules.  However, the advantages of 

having an FSA are the same regardless of the agency for which you work. 

• How much should I 
contribute to my FSA?  

or which you did not incur an eligible 
is is known as the “use-it-or-lose-

or 

en pril 30, 2006 to submit claims 

Th

to enroll? If you are a Federal employee eligible for FEHB – even if you’re not enrolled in
can choose to participate in either, or both, of the FSAs. However, if you enroll in 

participate in an HCFSA.  

Almost all Federal employees are eligible to enroll for a DCFSA. The only exception is 
intermittent (also called “when actually employed” [WAE]) employees expected to work few
than 180 days during the year. 

Note: FSAFEDS is the FSA Program established for all Executive Branch employees and 
Legislative Branch employees whose employers have signed o
FSAs are not available to annuitants. Also, 
among others, have their own plans with sli

Plan carefully when deciding how much to contribute to an FSA. Because of the tax benefits an 
FSA provides, the IRS places strict guidelines on how the money can be used.  Under current
IRS tax rules, you are required to forfeit any money f
expense under your FSA account(s) during the Plan Year. Th
it” rule. You will have until April 30, following the end of the Plan Year to submit claims f
your eligible expenses incurred from January 1 through December 31. For example if you 

roll in FSAFEDS for the 2005 Plan Year, you will have until A
for eligible expenses.  

e FSAFEDS Calculator at www.FSAFEDS.com will help you plan your FSA allocations an
ovide an estimate of your tax savings based on your individual situation. 

ery FEHB plan includes cost sharing features, such as deductibles you must meet before t

d 
pr

• What can my HCFSA 
pay for? 

Ev he 
e 

co  you 
m  
br t 
yo ts receive that is NOT covered or reimbursed by this 
FEHB Plan or any other coverage that you have. 

in overed by the plan include in vitro 

Th
lis  will see insurance premiums listed 

50

Plan provides benefits, coinsurance or copayments that you pay when you and the Plan shar
sts, and medical services and supplies that are not covered by the Plan and for which
ust pay. These out-of-pocket costs are summarized on page 72 and detailed throughout this
ochure. Your HCFSA will reimburse you when those costs are for qualified medical care tha
u, your spouse and/or your dependen

Under this plan, typical out-of-pocket expenses include copayments for pharmacy and 
patient/outpatient hospitalization.  Expenses not c

fertilization and alternative treatments such as acupuncture and hypnotherapy. 

e IRS governs expenses reimbursable by a HCFSA. See Publication 502 for a comprehensive 
t of tax-deductible medical expenses. Note: While you

in Publication 502, they are NOT a reimbursable expense for FSA purposes. Publication 
2 can be found on the IRS Web site at http://www.irs.gov/pub/irs-pdf/p502.pdf. The 
AFEDS Web site also has a comprehensive list of eligible expenses at 

ww.FSAFEDS.com/fsafeds/eligibleexpenses.asp
FS
w .  If you do not see your service or expense 

ted, please call an FSAFEDS Benefits Counselor at 1-877/FSAFEDS (372-3337), who will 
ble to answer your specific questions. 

lis
be a

SA  

Without an FSA, you would still pay for these expenses, but you would 
and often state and local) taxes 

• Tax savings with an F An FSA lets you allot money for eligible expenses before your agency deducts taxes from your
paycheck. This means the amount of income that your taxes are based on will be lower, so your 
tax liability will be less. 
do so using money remaining in your paycheck after Federal (
are deducted. The following chart illustrates a typical tax savings example: 
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Annual Tax Savings Example With FSA Without 
 FSA 

If your taxable income is: $50,000 $50,000 

And you deposit this amount into an FSA: $2,000 -$0- 

Your taxable income is now: $48,000 $50,000 

Subtract Federal & Social Security taxes: $13,807 $14,383 

If you spend after-tax dollars for expenses: -$0- $2,000 

Your real spendable income is: $34,193 $33,617 

 

Your tax savings: $576 -$0- 

  

 received $2,000 in services for $1,424 - a discount of almost 36%! You 

Note: This example is intended to demonstrate a typical tax savings based on 27% Federal and
7.65% FICA taxes. Actual savings will vary based upon the retirement system in which you are 
enrolled (CSRS or FERS), your state of residence, and your individual tax situation. In this 
example, the individual
may also wish to consult a tax professional for more information on the tax implications of an 
FSA. 

• Tax credits and 
deductions 

You cannot claim expenses on your Federal Income Tax return if you receive reimbursement 
for them from your HCFSA or DCFSA. Below are some guidelines that may help you decide 
whether to participate in FSAFEDS. 

The HCFSA is Federal Income Tax-free from the first dollar. In addition, you may be 
reimbursed from your HCFSA at any time during the year for expenses up to the annual amount 
you’ve elected to contribute. 

Health care expenses 

be 
lth care 
 Federal 

pt from FICA 

Dependent care expenses  
FSA up 

rent balance, it will 

Only health care expenses exceeding 7.5% of your adjusted gross income are eligible to 
deducted on your Federal Income Tax return. Using the example shown above, only hea
expenses exceeding $3,750 (7.5% of $50,000) would be eligible to be deducted on your
Income Tax return. In addition, money set aside through an HCFSA is also exem
taxes. This exemption is not available on your Federal Income Tax return. 

The DCFSA generally allows many families to save more than they would with the Federal tax
credit for dependent care expenses. Note that you may only be reimbursed from the DC
to your current account balance. If you file a claim for more than your cur
be held until additional payroll allotments have been added to your account. 

Visit www.FSAFEDS.com and download the Dependent Care Tax Credit Worksheet from the 
Forms and Literature page to help you determine what is best for your situation. You may also 

• Does it cost me anything 
to participate in 
FSAFEDS? g in the forfeiture 

of funds remaining in your account (the IRS “use-it-or-lose-it” rule). 

wish to consult a tax professional for more details. 

No.  Section 1127 of the National Defense Authorization Act (Public Law 108-136) requires 
agencies that offer FSAFEDS to employees to cover the administrative fee(s) on behalf of their 
employees. However, remember that participating in FSAFEDS can cost you money if you 
don’t spend your entire account balance by the end of the Plan Year, resultin

http://www.irs.gov/pub/irs-pdf/p502.pdf
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 Contact us  visit the FSAFEDS Web site a FEDS• To learn more or to enroll, please t www.FSA .com, or 
ilable contact SHPS directly via email or by phone. FSAFEDS Benefits Counselors are ava

Monday through Friday, from 9:00 a.m. until 9:00 p.m. Eastern Time. 

s.net• E-mail: FSAFEDS@shp  

-3337) 

The Federal Long Term Care

• It’s important protection ge under the Federal Long T are Insu

e cost of long term care. Also called l care,” 
term care is help you receive to perform activities of daily living – such as bathing or 

 - or supervision you receive because of a severe cognitive impairment.
 care can strike anyone at any age and the cost of ca be 

 It’s to your advantage to apply sooner rather than later. In order to qualify for coverage 

pplying while you’re in good health, you could avoid the 
risk of having a future change in your health disqualify you from obtaining coverage. Also, 

applications from eligible persons at any time. You will have to 

• To find out more and to 
request an application 

w.ltcfeds.com

• Telephone: 1-877/FSAFEDS (1-877/372

• TTY: 1-800/952-0450 

 Insurance Program 

Why should you consider applying for covera
Program (FLTCIP)? 

erm C rance 

• FEHB plans do not cover th “custodia long 

dressing yourself
The need for long term

  
re can 

substantial. 

• The Federal Long Term Care Insurance Program can help protect you from the 
potentially high cost of long term care.  This coverage gives you options regarding the 
type of care you receive and where you receive it. With FLTCIP coverage, you won’t have to 
worry about relying on your loved ones to provide or pay for your care. 

•
under the FLTCIP, you must apply and pass a medical screening (called underwriting). 
Certain medical conditions, or combinations of conditions, will prevent some people from 
being approved for coverage. By a

the younger you are when you apply, the lower your premiums. 

• You don’t have to wait for an open season to apply. The Federal Long Term Care 
Insurance Program accepts 
complete a full underwriting application, which asks a number of questions about your 
health. However, if you are a new or newly eligible employee, you (and your spouse, if 
applicable) have a limited opportunity to apply using the abbreviated underwriting 
application, which asks fewer questions. Newly married spouses of employees also have a 
limited opportunity to apply using abbreviated underwriting.  

• Qualified relatives are also eligible to apply. Qualified relatives include spouses and adult 
children of employees and annuitants, and parents, parents-in-law, and stepparents of 
employees. 

Call 1-800/LTC-FEDS (1-800/582-3337) (TTY 1-800/843-3557) or visit ww . 
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Room and board ..................................... 36 
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r convenience and may not show all 

8 General exclusions

Allogeneic (donor) bone marrow 
transplant ...........................................34 

Hospital ... 6, 15, 16
42, 53, 57, 59, 6

bulance........................................36, 41 
Anesthesia ............................................. 5 

4 
Infertility ................................................25 
Inpatient ho

Preventive care, adult .............................

7 
Insulin.....................................................45 
Magnetic Resonance Imagings (MRIs) ..22 
Mammograms ........................................22 
Maternity benefits ..................................24 
Medicaid.................................................60 
Medi

44, 52 

Preventive services...................................
Prior approval................................... 54
Prosthetic devices.........................
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Radiation therapy .......................
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Medicare Advantage ...................56, 59 
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Associate...........................................73 

Social worker ................................
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Anesthesia.........................................
7 Family ...............................................64 

Plan .......................................15, 32, 51 
Mental Health/Substance Abuse Benefits

..........................................................42 
Newborn care .........................................24 
Non-FEHB benefits................................51 
Nurse ..........................................26, 36, 47 

Outpatient ......................................... 37 
Reconstructive ...........................

Syringes ................................................
Temporary Continuation of Coverage 
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Transplants....................................... 27, 
Treatment

2 
2 

Occupational therapy..............................27 
Office visits ........................................6, 19 
Open Access.......................................7, 63 
Oral and maxillofacial surgical...............34 
Out-of-pocket expenses..........................56 

Vision care ..................................
Wheelchairs............................................
Workers Compensation..........................
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Summary of benefits for Aetna - 2005 

• Do not rely on this chart alone.  All benefits are provided in full unless indicated and are subject to the definitions, limitations, 
l, look inside. 

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

rranged ies. 

and exclusions in this brochure. On this page we summarize specific expenses we cover; for more detai

•
enrollment form. 

• We only cover services provided or a  by Plan physicians, except in emergenc

Benefits You pay Page 

Medical services provided by physicians: 

d i isit cop
t 

• Diagnostic and treatment services provide n the office ....................  Office v

 

ay: $20 primary care; $30 22 
specialis

 

Services provided by a hospital: 

• Inpatient........................................................

...........

r day u
n 

r visit 

.......................................  admissio

• Outpatient .......................................... .......................................  $200 pe

$150 pe p to a maximum of $750 per 36 

37 

Emergency benefits 

• In-area................................................................

................

r visit 

r visit 

..................................  $100 pe

• Out-of-area ........................................ ..................................  $100 pe

  

40 

40 

Mental health and substance abuse treatment .........  cost sh 2 .................................  Regular aring 4

Prescription drugs .............................................

pply pe

to a 90

st of th

harma
ry drug

ay per b

ay per non-formulary drug (generic 
or brand name). 

Mail Order Pharmacy:  $20 copay per 
generic formulary drug; 

$50 copay per brand name formulary drug; 
and  

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

.......................................  Retail P

Retail Pharmacy:  For up to a 30-day su r prescription unit or refill formula

Mail Order Pharmacy:  For a 31-day up -day supply per prescription and  unit or refill 

In no event will the copay exceed the co e prescription drug. $40 cop

cy:  $10 copay per generic 44 
; 

$25 cop rand name formulary drug; 

Dental care .............................................................................................. . Variable copays 48 

Vision care .............................................................................................. . $30 copay per visit. All charges over $100 
for eyeglasses or contacts per 24 month 
period 

28 

Special Features: Services for the deaf and hearing-impaired, Informed 
Health Line, Maternity Management Program, National Medical Excellence 
Program, and Reciprocity benefit. 

Contact Plan 47 

Protection against catastrophic costs 

(your catastrophic protection out-of-pocket maximum) ..........................  

Nothing after $1,500/Self Only or 
$3,000/Self and Family enrollment per year. 

Some costs do not count toward this 
protection 

19 
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2005 Rate Information for Aetna 

Non-Postal rates apply to most non-Postal employees. If you are in a special enrollment category, refer to the FEHB Guide for that
tegory or contact the agency that maintains your health benefits enrollment. 

 
ca

Se I 70-2. Different postal rates apply and a special FEHB guide is published for Postal Service Inspectors and 

Postal rates do not apply to non-career postal employees, postal retirees, or associate members of any postal employee organization 
t career postal employees. Refer to the applicable FEHB Guide. 

Postal rates apply to career Postal Service employees. Most employees should refer to the FEHB Guide for United States Postal 
rvice Employees, R

Office of Inspector General (OIG) employees (see RI 70-2IN). 

who are no

Type 

of 

Enrollment Code 

Non-Postal Premium 

 Biweekly Monthly 

Gov’t Your Gov’t Your 

Share Share Shar

Postal Premium 

y

e Share 

Biweekl  

USPS  Your 

harShare  S e 

Arizona: Phoenix and Tucson Areas 

Self Only 

 

Self & Family WQ2 

WQ1 

 

$105.63 $ 35.21 $228.86 $76.29 

 

$264.05 $ 88.02 $572

$125.00 $ 15.84 

 

$312.46 $ 39.61 .12 $190.70 

California: Los Angeles and San Diego Areas 

Self Only 

 

Self & Family 2X2 

2X1 

 

$ 86.27 $ 28.75 $186.91 $ 62.30 

 

$212.54 $ 70.85 $460.51 $153.50 $251.51 $

$102.08 $ 12.94 

 31.88 

 

Colorado: Denver Area 

Self Only 

 

Self & Family 

 

9E2 

9E1 $118.76 $ 39.59 $257.32 $ 85.77 

 

$298.23 $109.38 $646

$140.54 $ 17.81 

55.53 .17 $236.99 $352.08 $ 

 

Georgia: Athens and Atlanta Areas 

Self Only 

 

Self & Family 

2U1 

2U2 

 

$114.58 $ 38.19 $248.25 $ 82.75 

 

$276.39 $ 92.13 $598.85 $199.61 

$135.58 $ 17.19 

 

$327.06 $ 41.46 

Illinois and Indiana: Chicago, Illinois and Northern Indiana Areas 

Self Only 

 

Self & Family 

 

IK1 

IK2 

$114.08 $ 38.03 $247.18 $ 82.39 

 

$281.57 $ 93.85 $610.06 $203.35 

$135.00 $ 17.11 

 

$333.19 $ 42.23 
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Type 

of 

Enrollment Code 

Non-Postal Premium 

 Biweekly Monthly 

Gov’t Your Gov’t Your 

Share Share Share Share 

Postal Premium 

Biweekly 

USPS  Your

Share  Share 

 

Indiana, Kentucky and Ohio: Southeastern Indiana, Northern Kentucky and Cincinnati, Ohio Areas 

Self Only 

 

Self & F

RD1 

 

RD2 amily 

$121.52 $ 40.51 $263.30 $ 87.77 

 

$ .31 $ 98. 9.83 $213295 43 $63 .27 

$143.80 $ 18.23 

$349. 30 

 

44 $ 44.

Kansas and Missouri: Kansas City Area 

Self Only 

 

Self & Family 

KS1 

 

KS2 

$108.25 $ 36.08 $234.54 $ 78.18 

 

$278.11 $ 92.70 $602.57 $200.85 

$128.09 $ 16.24 

 

$329.09 $ 41.72 

Nevada: Las Vegas Area 

Self Only 

 

Self & Family 

Y11 

 

Y12 

$116.00 $ 38.67 $251.34 $ 83.78 

 

$288.85 $96.28 $625.84 $208.61 

$137.27 $ 17.40 

 

$341.80 $ 43.33 

New Jersey and Pennsylvania: All of New Jersey and Southeastern Pennsylvania 

Self Only 

 

Self & Family 

P31 

 

P32 

$131.08 $ 54.06 $284.01 $117.13 

 

$298.23 $148.51 $646.17 $321.77 

$154.74 $ 30.40 

 

$352.08 $ 94.66 

New York: New York City Area 

Self Only 

 

Self & Family 

JC1 

 

JC2 

$131.08 $ 46.57 $284.01 $100.90 

 

$298.23 $139.07 $646.17 $301.31 

$154.74 $ 22.91 

 

$352.08 $ 85.22 

Ohio: Cleveland and Toledo Areas 

Self Only 

 

Self & Family 

7D1 

 

7D2 

$111.26 $ 37.09 $241.07 $ 80.36 

 

$264.80 $ 88.27 $573.74 $191.25 

$131.66 $ 16.69 

 

$313.35 $ 39.72 
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Type 

of 

Enrollment Code 

Non-Postal Premium 

 Biweekly Monthly 

Gov’t Your Gov’t Your 

Share Share Share Share 

Postal Premium 

Biweekly 

USPS  Your 

Share  Share 

Ohio: Columbus Area 

Self Only 

 

Self & Family 

ND1 

 

ND2 

$123.44 $ 41.14 $267.44 $ 89.15 

 

$298.23 $131.89 $646.17 $285.76 

$146.06 $ 18.52 

 

$352.08 $ 78.04 

Oklahoma: Oklahoma City and Tulsa Areas 

Self Only 

 

Self & Family 

SL1 

 

SL2 

$128.55 $ 42.85 $278.53 $ 92.84 

 

$298.23 $ 99.45 $646.17 $215.47 

$152.12 $ 19.28 

 

$352.08 $ 45.60 

Pennsylvania: Pittsburgh Area 

Self Only 

 

Self & Family 

YE1 

 

YE2 

$100.67 $ 33.56 $218.12 $ 72.71 

 

$277.61 $ 92.53 $601.48 $200.49 

$119.13 $ 15.10 

 

$328.50 $ 41.64 

Tennessee: Memphis Area 

Self Only 

 

Self & Family 

UB1 

 

UB2 

$111.52 $ 37.17 $241.62 $ 80.54 

 

$284.37 $ 94.79 $616.13 $205.38 

$131.96 $ 16.73 

 

$336.50 $ 42.66 

Tennessee: Nashville Area 

Self Only 

 

Self & Family 

6J1 

 

6J2 

$131.08 $ 46.88 $284.01 $101.57 

 

$298.23 $107.55 $646.17 $233.02 

$154.74 $ 23.22 

 

$352.08 $ 53.70 

Texas: Austin and San Antonio Areas 

Self Only 

 

Self & Family 

P11 

 

P12 

$115.98 $ 38.66 $251.29 $ 83.76 

 

$292.18 $ 97.39 $633.05 $211.02 

$137.24 $ 17.40 

 

$345.74 $ 43.83 

Texas: Dallas/Ft. Worth Areas 

Self Only 

 

Self & Family 

PU1 

 

PU2 

$131.08 $ 47.08 $284.01 $102.00 

 

$298.23 $138.86 $646.17 $300.86 

$154.74 $ 23.42 

 

$352.08 $ 85.01 
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Type 

of 

Enrollment Code 

Non-Postal Premium 

 Biweekly Monthly 

Gov’t Your Gov’t Your 

Share Share Share Share 

Postal Premium 

Biweekly 

USPS  Your 

Share  Share 

Texas: Houston Area 

Self Only 

 

Self & Family 

8G1 

 

8G2 

$128.68 $ 42.89 $278.81 $ 92.93 

 

$298.23 $130.11 $646.17 $281.90 

$152.27 $ 19.30 

 

$352.08 $ 76.26 

Washington: Seattle and Puget Sound Areas 

Self Only 

 

Self & Family 

8J1 

 

8J2 

$104.36 $ 34.78 $226.10 $ 75.37 

 

$265.37 $ 88.46 $574.97 $191.66 

$123.49 $ 15.65 

 

$314.02 $ 39.81 
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