Quality health plans & benefits
Healthier living

Financial well-being

Intelligent solutions

Here’s to your health




Our plan offers
you what you need
to stay healthy.
Learn more.



} aetna

Dear Retiree and/or Spouse:

As a retiree eligible for Medicare Advantage benefits offered by the State of Maine, we’d like
you to know about an important change in your health care coverage. Starting January 1, 2013,
the Aetna Medicare® Advantage Preferred Provider Organization (PPO) with Prescription Drug
plan will provide your medical and prescription drug coverage. This plan will replace the current
plan for Medicare eligible retirees. Be assured that with this plan, you will continue to receive
the comprehensive benefits that you have with your current plan, along with some
enhancements not currently offered with the plan you have now.

What’s different?

« Your new plan for medical and prescription drug coverage will be the Aetna Medicare
Advantage PPO with Prescription Drug plan

« For preventive services such as annual wellness exams and cancer screenings, you will be
covered 100% with NO copay

« You will receive one Aetna ID card prior to January 1%, to use when obtaining all medical and
pharmacy services

« You are eligible for discounts on health-related products and services

What stays the same?
« Your premium rates will be the same

« You will continue to receive additional benefits beyond Original Medicare Parts A and B

« The Aetna Medicare Advantage PPO Plan will allow you the option to use doctors and
hospitals that are in or out of the Aetna Medicare network. (Please refer to the enclosed
benefit summary for details as you may have a higher cost share when using out of network
providers)

« No referrals for covered services

Inpatient hospitalization covered 100%

How do | enroll in the new Aetna Medicare Advantage Plan?

You do not have to take any action. You will automatically be enrolled.




What if | do not want to be enrolled in the new plan?

If you wish to opt out of the Aetna Medicare Advantage plan, you can do so between
November 26" and December 5, 2012. The Aetna Medicare Advantage Plan will replace
your current State of Maine sponsored Medicare Advantage program. By opting out you will
no longer be covered by the State of Maine and will be unable to re-enroll into the State of
Maine sponsored Aetna Medicare Advantage plan at a later date, absent qualifying
circumstances, but you will retain your entitlement to Original Medicare Parts A and B.

IMPORTANT NOTE: Enrollment into the Aetna Medicare Advantage plan is voluntary and
you may elect to opt out of this coverage by contacting the State of Maine Health Benefits
Office at 1-800-422-4053. If you decide to opt-out, you will not be able to re-enroll into the
State of Maine sponsored Aetna Medicare Advantage plan at a later date, absent
qualifying circumstances.

Who can | call with questions?
Call Aetna at 1-888-267-2637 (TDD: 711); 8:00 a.m. to 6:00 p.m., seven days a week, and we
will be happy to answer any questions you may have about the plan.

We encourage you, your Medicare eligible dependents or anyone who helps you with your
health care decisions to attend one of the upcoming conference calls to learn more about
the Aetna Medicare Advantage plan.

Calls are being held during the dates and times shown below:

e Monday, 11/26 —10:00 a.m. or 2:00 p.m. EST

e Wednesday, 11/28 —10:00 a.m. or 2:00 p.m. EST
e Friday, 11/30-10:00 a.m. or 2:00 p.m. EST

e Tuesday, 12/4 —10:00 a.m. or 2:00 p.m. EST

e Thursday, 12/6 —10:00 a.m. or 2:00 p.m. EST

Dial in on the day and time that works best for you by calling toll-free 1-877-364-0947 and
entering one of the passcodes shown below:

e Forthe 10:00 a.m. calls, dial the number above and enter this passcode: 47343028
e Forthe 2:00 p.m. calls, dial the number above and enter this passcode: 87155239
We hope you enjoy using the health benefits offered to you.
Sincerely,

Aetna

58.32.405.1
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Aetna Medicare Advantage Preferred
Provider Organization (PPO) Plan?

The Aetna Medicare® Plan (PPO) offers
additional benefits not covered under Original
Medicare. It also includes special services and
programs only available to Aetna members. With
our PPO plan, you can relax knowing you have
benefits and limits to your out-of-pocket costs.



Aetna Medicare Plan (PPO)

Plan details:

This plan allows you to see a doctor and/or visit a hospital in or out of the plan’s
nationwide network. Covered services received from in-network providers will generally
cost less. Our providers have completed a detailed credentialing review process, giving you
an additional level of assurance that you are receiving quality care. (Generally, higher costs
apply for covered services received from out-of-network providers.)

What'’s special:

* Our Care Management a detailed review process, those with a complex
program is designed to giving you an additional illness or injury receive the
help you manage health level of assurance that you most appropriate care.
conditions such as are getting quality care. « Preventive benefits beyond
hypertension. * Access to the National Original Medicare at no

* Covered services received Medical Excellence additional cost.
from in-network providers Program? a select network
will generally cost less. Our ~ of respected doctors and
providers have completed facilities designed to help

What you should know:

* You must be enrolled in Medicare Part A and/or B and continue to pay your Part B
premium and Part A premium, if applicable. Ifyou do not have Part A, you should contact
your employer/union/trust and ask about the Aetna Medicare Plan (PPO) Part B only plan.

* Guaranteed acceptance as long as you meet eligibility requirements.
* You must live in the plan service area offered by your former employer/union/trust.
* You’ll enjoy limits to your out-of-pocket plan costs.

* Selecting a primary care physician (PCP) is not required, but we do encourage you to
select one. A PCP is often the only doctor who has a complete picture of your health.
IFyou do not have a PCP, you may find one by using our network. If your PCP is not in
our network, you can encourage him/her to join Aetna.

* For complete information, please refer to your plan documents.



What benefits do | get as a member?

With the Aetna Medicare Plan (PPO), you may have access to many of the same
great benefits or more with this plan than with the one you have now. Check it out.

Aetna Medicare

Benefits at-a-glance’ Advantage
PPO Plan
Freedom to use health care providers of your choice that are eligible for Ve
Medicare payment and agree to accept your plan
No referrals needed for specialists v
Virtually no claim forms v
Includes all Medicare Parts A and B medical benefits, plus additional 4
benefits not covered by Original Medicare
Limitations on your out-of-pocket costs v
Coverage for unlimited inpatient hospital days v
Preventive benefits beyond Original Medicare at no additional cost v
Discounts on vision care, hearing aids, vitamins and other health- 4
related products
Healthy lifestyle coaching at no extra cost v
Online Personal Health Record that helps you make informed health v/
care decisions, at no extra cost
Special program designed to help you manage your health conditions v
Coverage for emergency or urgently needed medical treatments worldwide v
Guaranteed acceptance as long as you meet eligibility requirements v
No waiting period for pre-existing medical conditions V4
Access to Aetna Navigator® claim searches V4
Access to our 24-hour Informed Health® Line v
Aetna Extras®™ at no extra cost: discounts on health-related products v

and services

"While only your doctor can diagnose, prescribe or give medical advice, the Informed
Health Line nurses can provide information on more than 5,000 topics. Contact your
doctor first with any questions or concerns regarding your health care needs. Health
information programs provide general health information and are not a substitute for
diagnosis or treatment by a physician or other health care professionals.

*You will usually pay a lower cost share when using participating network providers. If you
use a non-network provider, they must accept your PPO plan and be eligible to receive
Medicare payment.



Aetna Extras™ As an Aetna Medicare plan member, you're entitled to programs and
services, tools and information—all extras—to help protect your health and health
care dollars.

Health and wellness discounts’

Aetna Vision™ Save on routine eye exams and select items and services,

discount program including LASIK surgery.

Aetna Hearing™" Save on hearing aids, comprehensive hearing tests and

discount program hearing-aid services from licensed professionals in
certain areas.

Aetna Fitness™ Access preferred rates on gym memberships through

discount program the GlobalFit® network as well as discounts on at-home

weight-loss programs, home fitness options and one-on-
one health coaching services.

...........................................................................................................................................................

Aetna Natural Offers reduced rates on acupuncture, chiropractic care,
Products and Servicess™ massage therapy and dietetic counseling through the
discount program ChooseHealthy® program.* Get discounts on over-the-

counter vitamins, herbal and nutritional supplements
and natural products. Through Vital Health Network,
you can receive a discount on online consultations and
alternative remedies provided by medical doctors for a
variety of conditions.

Aetna Weight Save on some of today’s most popular weight loss

Management programs, diet and meal plans.**

discount program

...........................................................................................................................................................

The Aetna Book*™ Access discounts on books and other items purchased

discount program from the American Cancer Society Bookstore, the
MayoClinic.com Bookstore and, for yoga-related titles,
Pranamaya.com.



Discounts on other products and memberships including:

* MEM-X vocal memory aids, reminding you at a precise date and time of whatever it is
you’d like to do, from making a phone call to taking a medication.

* Sonic toothbrushes and water-jet flossers from Waterpik.®
* Epic Dental products, such as gum, toothpastes and mouth rinses.

* Aging with Grace, LLC (AWG)—a national assistance program for members and their
caregivers. AWG can help create a senior care plan by educating, coordinating and
facilitating through the many options available, including access to accredited VA claims
agents for veterans. Aetna Medicare members receive an exclusive discount on the
annual AWG membership fee.

Discount programs provide access to discounted prices and are NOT insured benefits.
The member is responsible for the full cost of the discounted services. Discounts do
not apply to some discount vendor plans, programs, food and/or products. Aetna may
receive a percentage of the fee you pay to a discount vendor. Information is believed to
be accurate as of the production date; however it is subject to change.

'The products and services described are neither offered nor guaranteed under our contract
with the Medicare program. In addition, they are not subject to the Medicare appeals
process. Any disputes regarding these products and services may be subject to the Aetna
Medicare Plan grievance process.

*The ChooseHealthy program is made available through American Specialty Health
Networks, Inc. (ASH Networks) and Healthyroads, Inc., subsidiaries of American Specialty
Health Incorporated (ASH). ChooseHealthy is a federally registered trademark of ASH and
used with permission herein.

**Discounts do not apply to some plans, programs, food and/or products.



Health and wellness programs’

Aetna Health Offers educational materials and resources designed to
Connections®™ disease help you live better with conditions or health issues such
management program as diabetes, asthma or arthritis.

Annual preventive Can help you remember to get important vaccinations,
reminders like flu shots, and colorectal cancer screenings.

...........................................................................................................................................................

Women’s health reminders Receive timely screening reminders for breast and
cervical cancers.

...........................................................................................................................................................

Nurse case managers Get personalized support for chronic and/or serious
health conditions from specially trained medical
professionals.

Informed Health® Line’ Talk directly with our experienced registered nurses

about thousands of health topics using our 24-hour
toll-free number.

...........................................................................................................................................................

Healthy lifestyle coaching Speakto a licensed professional by phone to develop
a specific program based on your health needs; learn
how to manage weight and/or stress, quit smoking and
maintain good health.

...........................................................................................................................................................

National Medical Offers access to our national Institutes of Excellence™

Excellence Program® Transplant Network for transplants and transplant-
related services. It includes medical management
through the recovery period. Case management is also
provided for members with rare or complex conditions
requiring specialized treatment.

Patient safety through Get timely alerts and additional reminders that can

care considerations help you stay healthy. These messages may warn you of
potentially dangerous drug combinations, or remind you
of important tests and screenings.

'"While only your doctor can diagnose, prescribe or give medical advice, the Informed
Health Line nurses can provide information on more than 5,000 topics. Contact your
doctor first with any questions or concerns regarding your health care needs. Health
information programs provide general health information and are not a substitute for
diagnosis or treatment by a physician or other health care professionals.



Tools

..........................................................................................................................................................

Personal health record Keep track of health information online and get tips on
alternative therapies.

Aetna Navigator® View claims, print a temporary ID card and more, online.

Aetna Intelihealth® View educational illustrations and interactive online

features to learn about health care.

..........................................................................................................................................................

Health risk Assess your health care needs; manage health conditions.
assessment tools

..........................................................................................................................................................

DocFind® Locate physicians, hospitals, pharmacies and other
participating health care professionals with this online
search tool. Search by name, zip code, city, state,
specialty and/or hospital affiliation.

Locate a network provider or hospital near you by using DocFind® our online provider
directory at www.aetnaretireeplans.com, and click on Find a Doctor or call the number listed
under “Contact Us” on the Aetna welcome page of this booklet. To find a doctor, hospital or
other health care provider that is not in the Aetna Medicare network, visit www.Medicare.gov.

* Required

* Geographic Information:
®zip O city O County

* Zip:

>Find a Zip Code

* Distance:

': In this zip code only | ¢]

* Provider Category:

': Medical Providers } v]

* Provider Type:

': All Medical Professionals L ¢]
* Plans:
| Aetna MedicareiSM) Plan{PPO) =+

*View definitions

( startSearch ) Complete the required information above [ir is required) before
selecting the Start Search button.



What materials should | expect as a member?

See the chart below for what you can expect once you are enrolled.

What is it? :-Iow v.vill_) When sh.ould
receive? | expect it?

Plan confirmation letter U.S. Mail After enrollment

A letter informing you that we have confirmed

with the Centers for Medicare & Medicaid Services

(CMS) that you are approved to become a member

of our plan.

Aetna Medicare identification (ID) card U.S. Mail Within 10

This is the card you show to providers prior to calendar days

receiving services. If you need to obtain services after CMS

before you receive your ID card, present the Plan confirms

Confirmation Letter or Enrollment Application enrollment

to your provider as documentation that you have

elected our plan.

Health risk survey Several After enrollment

We will call to ask general questions regarding your
health. You can also complete the survey on paper
and mail it back.

Plan documents

You will also receive several plan documents to help
you understand and use your plan. They include the
Evidence of Coverage, a Schedule of Copayments
and a directory. Ifyou are enrolled in Aetna Medicare
Plan (PPO) with Medicare Prescription Drug
coverage, you will also receive a drug formulary.

attempts by
phone, then
U.S. Mail

U.S. Mail

..........................................................................................................................................................

Within 10 days
of confirmed
enrollment, or

by the last day of
the month prior
to the enrollment
effective date,
whichever comes
first



The benefit information provided herein is a brief summary, not a comprehensive description
of benefits. For more information contact the plan. A Medicare Advantage organization with
a Medicare contract. Health insurance plans are offered by Aetna Life Insurance Company.
Plans contain exclusions and limitations. You must be entitled to Medicare Part A and Part B.
You must continue to pay your Part B premium and Part A, if applicable unless you are enrolled
in an Aetna Advantage Part B only plan and reside in the service area of the plan.

Benefits, limitations, service areas and premiums are subject to change on January 1 of
each year.

Higher costs may apply for out-of-network services. Member precertification, or prior
approval of coverage, is recommended for certain services. Providers must be licensed,
eligible to receive payment under the federal Medicare program and willing to accept your
PPO plan.

This material is for informational purposes only. Not all health services are covered.
See plan documents for a complete description of benefits, exclusions, limitations and
conditions of coverage. Plan features and availability may vary by location and are subject
to change.

Aetna does not provide care or guarantee access to health services. Health information
programs provide general health information and are not a substitute for diagnosis or
treatment by a physician or other health care professional. Discount programs provide
access to discounted prices and are not insured benefits.

Participating physicians, hospitals and other health care providers are independent
contractors and are neither agents nor employees of Aetna. The availability of any
particular provider cannot be guaranteed, and provider network composition is subject
to change.

Translation of this material into another language may be available. For assistance, please
call Member Services at the number listed on the cover letter under “Contact Us.”

Puede estar disponible la traduccién de este material en otro idioma. Para asistencia,
por favor llame a Servicio al Cliente al teléfono indicado al inicio de este documento bajo
“Contactenos.”

GRP_12_164 ©2012 AetnaInc.



Aetna Medicare with Prescription
Drug Coverage?

Aetna Medicare with Prescription Drug Plan
(PDP) offers prescription drug coverage that

is combined with your Medicare Advantage
medical plan. It is designed to help you cover the
cost of Part D prescription drugs, which can be

a significant expense, depending on your health
care needs.



Aetna Medicare with Prescription Drug Coverage (MAPD)

Plan details:

You can fill your prescriptions easily at any one of our participating pharmacies
nationwide. Or you can receive your prescriptions at home with mail-order service from

Aetna Rx Home Delivery.®

What’s special:

* You will receive your
medical health care
benefits and prescription
drug coverage all from
one plan.

* The Medicare Coverage
Gap Discount Program
provides manufacturer
discounts on brand-name
drugs to Part D enrollees
who have reached the
coverage gap and are not
already receiving “Extra
Help.” Ifyour plan does
not include additional
coverage during the

What you should know:

Coverage Gap phase for
covered brand-name drugs,
the applicable discount is
automatically applied when
the pharmacy bills you for
your prescription.

* You will have only one ID
card for all your medical
and prescription drug

* Coverage for a wide
selection of top generic
and brand-name Part D
medications used by
Medicare members.

* Aetna Rx Home Delivery

can send regularly used
prescription medications
straight to your home. This
is particularly helpful for
maintenance medications.
Free standard delivery is
included.

* Access to neighborhood

pharmacies and national
retailers such as CVS,

Walgreens and Target.

* Access to Aetna Specialty

Pharmacy® for hard-to-
find medications such as
self-injectables.

* Ifyou enroll in this plan and you currently have an Individual Medicare Prescription Drug

Plan, your individual plan will be cancelled.

* Ifyou enroll in an Aetna Medicare plan that includes Part D prescription drug coverage,

this plan will provide your Medicare Part D coverage.

* To see what drugs are covered in the Aetna Medicare formulary (list of covered drugs),

please visit www.aetnaretireeplans.com.



Access to a network of 65,000+ pharmacies including:

............................................................................................................................

Albertsons Hy-Vee : Sav-Mor Drug Stores
Aurora Pharmacy Inserra Supermarkets :Schnucks

BI-LO Kerr Drug Stop & Shop
Brookshire Brothers i Kinney Drugs i Supervalu

Pharmacy : :

Brookshire Grocery Kmart Target

Costco Kroger i Thrifty White Drug
CVS Lifechek Drug i TrueCare Pharmacy

.....................................................................................

Discount Drug Mart i Major Value Pharmacy United Supermarkets
i Network :

.....................................................................................

Duane Reade i Managed Pharmacy  : USA Drug

i Care :
Family Care Network :Medicap Pharmacy Village Supermarkets
Foodarama Meijer Pharmacy Walgreens
Fred’s Pharmacy Pathmark Wal-Mart
Giant Eagle Pharmacy : Perlmart Pharmacy Wegmans
H-E-B Pharmacy Rite Aid Winn-Dixie Stores
Hannaford Food i Safeway : Zallie Supermarkets
& Drug : :

Above is just a sampling of our network. For a complete list, including
addresses and telephone numbers, visit www.aetnaretireeplans.com.



The benefit information provided herein is a brief summary, not a comprehensive description of benefits.
For more information contact the plan. A Medicare Advantage organization with a Medicare contract. Health
insurance plans are offered by Aetna Health Inc., Aetna Health of California, and/or Aetna Life Insurance
Company (Aetna). This material is for informational purposes only. See plan documents for a complete
description of benefits, exclusions, limitations and conditions of coverage. Benefits, limitations, service
areas and premiums are subject to change on January 1 of each year. You must be entitled to Medicare Part
A and B and continue to pay your Part B premium and Part A premium, if applicable. You must reside in the
Aetna Medicare Prescription Drug Plan service area. Plan features and availability may vary by location and
are subject to change.

Enrollees must use network pharmacies to receive plan benefits except under emergency circumstances.

Covered Part D drugs are available at out-of-network pharmacies in special circumstances, including
illness while traveling within the United States but outside of the plan’s service area where there is no
network pharmacy. An additional cost may be incurred for drugs received at an out-of-network pharmacy.

Aetna receives rebates from drug manufacturers that may be taken into account in determining
Aetna’s preferred drug list. Rebates do not reduce the amount a member pays the pharmacy for covered
prescriptions. Pharmacy clinical programs such as precertification, step therapy and quantity limits
may apply to your prescription drug coverage.

You may be able to get Extra Help to pay for your prescription drug premiums and costs. To see if you
qualify for getting Extra Help, call:

* 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048, 24 hours a day/7 days a week;

* The Social Security Office at 1-800-772-1213 between 7 a.m. and 7 p.m., Monday through Friday. TTY
users should call, 1-800-325-0778; or

* Your State Medicaid Office.

If an individual qualifies for extra help with the Medicare Prescription Drug Plan costs, premium and
costs at the pharmacy may be lower. Upon enrollment in the Aetna Medicare plan, Medicare will tell
us how much extra help an individual is getting. Individuals can obtain information on whether they
qualify by calling the number listed on the Aetna cover letter in this booklet.

Translation of this material into another language may be available. For assistance, please call Member
Services at the number listed on the cover letter under “Contact Us.”

Puede estar disponible la traduccién de este material en otro idioma. Para asistencia, por favor llame a
Servicio al Cliente al teléfono indicado al inicio de este documento bajo “Contéactenos.”

GRP_12_164 ©2012 Aetna Inc.



State of Maine

' Aetna Medicare *™ Plan (PPO)
aetna

Medicare PPO Plan
State of Maine Rx Plan
Benefits, Value Added Services and Premiums are effective January 1, 2013 through
December 31, 2013

PLAN DESIGN AND BENEFITS
PROVIDED BY AETNA LIFE INSURANCE COMPANY

PLAN FEATURES Network Providers Out-of-Network Providers
Combined In and Out of Network $200 $200

Deductible (Plan Level/includes

Network Deductible)

Unless otherwise indicated, the Deductible must be met prior to benefits being payable.

In-network services exempt from Deductible: Emergency Room Ambulance, Non-Emergency Room Ambulance, Emergency
Room including foreign travel, Urgently Needed Care, Diabetic Supplies, Blood, Dialysis, Part B Drugs, Routine Hearing Exams,
Routine Eye Exams, and all Medicare-Covered Preventive Services.

Out-of-network services exempt from Deductible: Emergency Room, Emergency Room Ambulance, Urgently Needed Care,
Medicare-Covered Preventive Services, Routine Eye Exam, and Routine Hearing Exam.

Deductible is NOT applicable to Hearing Aid Reimbursement, Vision Reimbursement and Medicare prescription drug coverage that
may be available on your plan.

Member Coinsurance N/A 10% Coinsurance
Applies to all expenses unless otherwise stated.
Annual Maximum Out-of-Pocket $3,400 N/A

Amount (includes deductible)

Combined Annual Maximum Out- N/A $3,400
of-Pocket Amount (Plan Level /
includes deductible)

Annual Maximum Out-of-pocket Limit amount applies to all medical expenses. Part D prescription drug deductibles and copays do
not apply to the plan out of pocket maximum

Optional Not Applicable

Primary Care Physician Selection
- Optional

MO0001_7A_70650 November 8, 2012 Page 1



State of Maine

' Aetna Medicare *™ Plan (PPO)
aetna

Medicare PPO Plan
State of Maine Rx Plan
Benefits, Value Added Services and Premiums are effective January 1, 2013 through
December 31, 2013

PLAN DESIGN AND BENEFITS
PROVIDED BY AETNA LIFE INSURANCE COMPANY

Certification Requirements

There is not a requirement for member pre-certification. If a member fails to obtain pre-certification they will not be denied
services or will any penalty amount be applied. However, pre-certification is requested by the Aetna provider on certain services
including inpatient hospital care, inpatient mental health and substance abuse, skilled nursing facility, home health care and some
durable medical equipment.

Referral Requirement None None

PREVENTIVE CARE

“Welcome to Medicare” physical Covered 100%; Deductible does not apply 10% Coinsurance; Deductible does not apply
exam

Annual Wellness Exams Covered 100%; Deductible does not apply 10% Coinsurance; Deductible does not apply
One exam every 12 months

Medicare Covered Immunizations Covered 100%; Deductible does not apply Covered 100%; Deductible does not apply

Pneumococcal, Flu, Hepatitis B

Routine GYN Care Covered 100%; Deductible does not apply 10% Coinsurance; Deductible does not apply
(Cervical and Vaginal Cancer

Screenings)

One routine GYN visit and pap

smear every 12 months

Routine Mammograms (Breast ~ Covered 100%; Deductible does not apply 10% Coinsurance; Deductible does not apply
Cancer Screening)

One baseline mammogram for members 35-39; and one annual mammogram for members age 40 and over every twelve months

Routine Prostate Cancer Covered 100%; Deductible does not apply 10% Coinsurance; Deductible does not apply
Screening Exam

For covered males age 50 and over

every 12 months

Routine Colorectal Cancer Covered 100%; Deductible does not apply 10% Coinsurance; Deductible does not apply
Screening

For all members age 50 and over.

Routine Bone Mass Measurement Covered 100%; Deductible does not apply 10% Coinsurance; Deductible does not apply
One exam every 24 months

Additional Medicare Preventive  Covered 100%; Deductible does not apply 10% Coinsurance; Deductible does not apply
Services***
Routine Hearing Screening Covered 100%; Deductible does not apply 10% Coinsurance; Deductible does not apply

One annual exam
PHYSICIAN SERVICES

Primary Care Physician Visits Covered 100%; Deductible Applies 10% Coinsurance;
Deductible Applies
Primary Care Physician Visits Covered 100%; Deductible Applies 10% Coinsurance;
(after hours) Deductible Applies
Includes services of an internist, general physician, family practitioner.
Physician Specialist Visits $20 Copay; Deductible Applies 10% Coinsurance; Deductible Applies
Allergy Testing/Treatment Covered 100%; Deductible Applies 10% Coinsurance; Deductible Applies

MO0001_7A_70650 November 8, 2012 Page 2



aetna

State of Maine
Aetna Medicare *™ Plan (PPO)

Medicare PPO Plan
State of Maine Rx Plan

Benefits, Value Added Services and Premiums are effective January 1, 2013 through

December 31, 2013

PLAN DESIGN AND BENEFITS

PROVIDED BY AETNA LIFE INSURANCE COMPANY

DIAGNOSTIC PROCEDURES

Outpatient Diagnostic Tests and  Covered 100% for each Medicare-covered X-ray 10% Coinsurance for each Medicare-

Therapeutic Services and
Supplies

visit and/or simple diagnostic test
Deductible applies.

Covered 100% for each Medicare-covered
complex diagnostic test and/or radiology visit
Deductible applies.

Covered 100% for each Medicare-covered
radiation therapy treatment
Deductible applies.

Covered 100% for Medicare-covered supplies
Deductible applies.

Covered 100% for each Medicare-covered
clinical/diagnostic lab test
Deductible applies.

Covered 100% per Medicare-covered pint of
blood
Deductible does not apply.

covered X-ray visit and/or simple diagnostic
test
Deductible applies.

10% Coinsurance for Medicare-covered
complex diagnostic test and/or radiology
visit

Deductible applies.

10% Coinsurance for each Medicare-
covered radiation therapy treatment
Deductible applies.

10% Coinsurance for Medicare-covered
supplies
Deductible applies.

10% Coinsurance for each Medicare covered
clinical/diagnostic lab test
Deductible applies.

10% Coinsurance per Medicare covered pint
of blood
Deductible applies.

EMERGENCY MEDICAL
CARE

Urgently Needed Care

$20 Copay Deductible does not apply

$20 Copay Deductible does not apply

Emergency Care; Worldwide
(waived if immediately admitted
to the inpatient facility)

$65 Copay; Deductible does not apply

$65 Copay; Deductible does not apply

Ambulance Services

Covered 100%; Deductible does not apply

Covered 100%; Deductible does not apply

HOSPITAL CARE

Inpatient Hospital Care

MO000L_7A_70650

Covered 100%; Deductible Applies
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10% Coinsurance; Deductible Applies
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State of Maine

' Aetna Medicare *™ Plan (PPO)
aetna

Medicare PPO Plan
State of Maine Rx Plan
Benefits, Value Added Services and Premiums are effective January 1, 2013 through
December 31, 2013

PLAN DESIGN AND BENEFITS
PROVIDED BY AETNA LIFE INSURANCE COMPANY
Outpatient Surgery Covered 100% for a visit to a network primary 10% Coinsurance; Deductible Applies
care physician in an outpatient hospital
setting/clinic for Medicare-covered non-surgical
services. Deductible Applies.

$20 copay for a visit to a network specialist in
an outpatient hospital setting/clinic for Medicare-
covered non-surgical services. Deductible
applies.

The member cost sharing applies to covered benefits incurred during a member's outpatient visit. Cost sharing will be based upon
the type of service received (consultations, test/ labs/ radiology) and the highest copayment will apply.
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State of Maine

' Aetna Medicare *™ Plan (PPO)
aetna

Medicare PPO Plan
State of Maine Rx Plan
Benefits, Value Added Services and Premiums are effective January 1, 2013 through
December 31, 2013

PLAN DESIGN AND BENEFITS
PROVIDED BY AETNA LIFE INSURANCE COMPANY

MENTAL HEALTH SERVICES

Inpatient Mental Health Care Covered 100%; Deductible Applies 10% Coinsurance; Deductible Applies

The member cost sharing applies to covered benefits incurred during a member's inpatient stay.

Outpatient Mental Health Care  Covered 100%; Deductible Applies 10% Coinsurance; Deductible Applies

ALCOHOL/DRUG ABUSE SERVICES

Inpatient Substance Abuse (Detox Covered 100%; Deductible Applies 10% Coinsurance; deductible applies
and Rehab)

The member cost sharing applies to covered benefits incurred during a member's inpatient stay

Outpatient Substance Abuse Covered 100%; Deductible Applies 10% Coinsurance; Deductible Applies
(Detox and Rehab); Including

Partial Hospitalization

The member cost sharing applies to covered benefits incurred during a member's outpatient visit.

OTHER SERVICES
Skilled Nursing Covered 100%; Deductible Applies 10% Coinsurance; Deductible Applies
Facility (SNF) Care

Limited to 100 days per Medicare benefit period.
The member cost sharing applies to covered benefits incurred during a member's inpatient stay.
Home Health Agency Care Covered 100%; Deductible Applies 10% Coinsurance; Deductible Applies
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State of Maine

' Aetna Medicare *™ Plan (PPO)
aetna

Medicare PPO Plan
State of Maine Rx Plan
Benefits, Value Added Services and Premiums are effective January 1, 2013 through
December 31, 2013

PLAN DESIGN AND BENEFITS
PROVIDED BY AETNA LIFE INSURANCE COMPANY

Hospice Care Covered by Medicare at a Medicare certified Covered by Medicare at a Medicare certified
hospice hospice; 10% Coinsurance for consultation;
$20 Copay for consultation; Deductible does not Deductible applies.
apply

Outpatient Rehabilitation $20 Copay; Deductible Applies 10% Coinsurance; Deductible Applies

Services

Covered Services: Speech, Physical, and Occupational therapy.

Cardiac Rehabilitation Services  $20 Copay; Deductible Applies 10% Coinsurance; Deductible Applies

Pulmonary Rehabilitation $20 Copay; Deductible Applies 10% Coinsurance; Deductible Applies

Services

Chiropractic Services $20 Copay; Deductible Applies 10% Coinsurance; Deductible Applies

For manipulation of the spine to the extent covered by Medicare

Non-Medicare Covered 20% Coinsurance; Deductible Applies Same as Preferred Care
Chiropractic Services

Benefits are provided for ancillary treatment such as massage therapy, heat and electro-stimulation provided by a licensed
chiropractor in conjunction with an active course of treatment.

Durable Medical Equipment - Covered 100%; Deductible Applies 10% Coinsurance; Deductible Applies

includes wigs and compression

stockings

Prosthetic Devices Covered 100%; Deductible Applies 10% Coinsurance; Deductible Applies
MO0001_7A_70650 November 8, 2012
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aetna

State of Maine
Aetna Medicare *™ Plan (PPO)

Medicare PPO Plan
State of Maine Rx Plan

Benefits, Value Added Services and Premiums are effective January 1, 2013 through

Podiatry Services

December 31, 2013

PLAN DESIGN AND BENEFITS
PROVIDED BY AETNA LIFE INSURANCE COMPANY
$20 Copay; Deductible Applies

10% Coinsurance; Deductible Applies

In addition to Medicare covered services, plan will cover routine service for the removal of corns and calluses.

Diabetic Supplies

Covered 100%; Deductible does not apply

10% Coinsurance, Deductible applies

Covered services include:Blood glucose monitor, blood glucose test strips, urine test strips, lancet.

Outpatient Dialysis Treatments

Covered 100% for each Medicare-covered
kidney education session. Deductible applies.

Covered 100% for Medicare-covered outpatient
or physician office dialysis. Deductible does not

apply.

Covered 100% for Medicare-covered home
dialysis or home support services. Deductible
does not apply.

Covered 100% for Medicare-covered self-
dialysis training. Deductible does not apply.

Covered 100% for Medicare-covered home
dialysis equipment and supplies. Deductible
applies

10% Coinsurance for each Medicare-
covered kidney education session
Deductible applies.

10% Coinsurance for Medicare-covered
outpatient or physician office dialysis
Deductible applies.

10% Coinsurance for Medicare-covered
home dialysis or home support services
Deductible applies

10% Coinsurance for Medicare-covered self-
dialysis training
Deductible applies.

10% Coinsurance for Medicare-covered
home dialysis equipment and supplies
Deductible applies

Medical nutrition therapy

MO000L_7A_70650
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State of Maine

' Aetna Medicare *™ Plan (PPO)
aetna

Medicare PPO Plan
State of Maine Rx Plan
Benefits, Value Added Services and Premiums are effective January 1, 2013 through
December 31, 2013

PLAN DESIGN AND BENEFITS
PROVIDED BY AETNA LIFE INSURANCE COMPANY

Medicare Part B Prescription Covered 100% 10% Coinsurance, Deductible applies
Drugs
Medicare Covered Dental $20 copayment; Deductible Applies 10% Coinsurance, Deductible applies

Coverage for Medicare Covered Benefits Only.

Vision Care Covered 100% for visits to a network primary ~ 10% Coinsurance for visits to a primary care
care physician for Medicare-covered exams to  physician for Medicare-covered exams to
diagnose and treat diseases of the eye. diagnose and treat diseases of the eye.
Deductible applies. Deductible applies.

$20 copay for visits to a network specialist for 10% Coinsurance for visits to a specialist for
Medicare-covered exams to diagnose and treat  Medicare-covered exams to diagnose and
diseases of the eye. Deductible applies. treat diseases of the eye. Deductible applies.

Covered 100% for Medicare-covered glaucoma 10% Coinsurance for Medicare-covered

screening. Deductible does not apply. glaucoma screening. Deductible does not
apply.

Covered 100% for glasses/contacts following

Medicare covered cataract surgery. Deductible  10% Coinsurance for glasses/contacts

applies. following Medicare covered cataract surgery.
Deductible applies.

Temporomandibular Joint 20% Coinsurance; Deductible Applies 20% Coinsurance; Deductible Applies
Syndrome (TMJ)

Coverage is provided for the treatment of a specific organic condition of or physical trauma to the temporomandibular joint (jaw
hinge). Coverage is limited to surgery or injections of the temporomandibular joint, physical therapy, or other medical treatments
Benefits are not provided for any temporomandibular joint syndrome services not listed as covered in the Covered Services section.
Coverage is not provided for any procedure or device that alters the vertical relationship of the teeth or the relation of the mandible
to the maxilla. Dental services related to TMJ are not covered.

Hearing Aid Reimbursement Discounts where available Same as Preferred Care

Coaching Included Not covered

One phone call per week

Acupuncture Discounts where available Same as Preferred Care

Fitness Membership Silver & Fit Not covered
MO0001_7A_70650 November 8, 2012
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State of Maine

' Aetna Medicare *™ Plan (PPO)
aetna

Medicare PPO Plan
State of Maine Rx Plan
Benefits, Value Added Services and Premiums are effective January 1, 2013 through
December 31, 2013

PLAN DESIGN AND BENEFITS
PROVIDED BY AETNA LIFE INSURANCE COMPANY

Cost Share

PHARMACY - PRESCRIPTION
DRUG BENEFITS

Prescription drug calendar year  $0
deductible

Prescription drug calendar year deductible must be satisfied before any Medicare Prescription Drug benefits are paid. Covered
Medicare Prescription Drug expenses will accumulate toward the pharmacy deductible.

Initial Coverage Limit (ICL) $2,970  Covered Medicare Prescription Drug Expenditure
The Initial Coverage Limit includes the applicable plan deductible. Until covered Medicare Prescription Drug expenses reach the
Initial Coverage Limit (and after the deductible is satisfied), cost-sharing is as follows:

Retail - Member Cost-Sharing up Member pays $10 Copay for Tier 1 Generics
to the Initial Coverage Limit $0 Copay for Select Generics

Member pays $30 Copay for Tier 2 Preferred Brand

Member pays $45 Copay for Tier 3 Non-Preferred Brand

Up to one month (31 day) supply at indicated copay or coinsurance
Three month (90 day) supply available at retail. Dollar copayments or applicable coinsurance will apply for each month supply.

Mail Order through Aetna Rx Member pays $10 Copay for Tier 1 Generics
Home Delivery - Member Cost- $0 Copay for Select Generics

Sharing up to Initial Coverage

Limit Member pays $30 Copay for Tier 2 Preferred Brand

Member pays $45 Copay for Tier 3 Non-Preferred Brand

Up to a three month (90 day) supply available via our preferred vendor, Aetna Rx Home Delivery.

Coverage Gap*

Once covered Medicare Prescription Drug expenses have reached the Initial Coverage Limit, the Coverage Gap begins. Member
cost sharing under the plan between the Initial Coverage Limit and until $4,750 in true out-of-pocket costs for Covered Part D drugs
is incurred is as follows:

Retail - Member Cost-Sharing Member pays $10 Copay for Tier 1 Generics
during Coverage Gap* $0 Copay for Select Generics

Member pays $30 Copay for Tier 2 Preferred Brand

Member pays $45 Copay for Tier 3 Non-Preferred Brand

Up to one month (31 day) supply at indicated copay or coinsurance
Three month (90 day) supply available at retail. Dollar copayments or applicable coinsurance will apply for each month supply.

Mail Order through Aetna Rx Member pays $10 Copay for Tier 1 Generics
Home Delivery - Member Cost $0 Copay for Select Generics
Sharing during Coverage Gap*

Member pays $30 Copay for Tier 2 Preferred Brand

Member pays $45 Copay for Tier 3 Non-Preferred Brand
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State of Maine

' Aetna Medicare *™ Plan (PPO)
aetna

Medicare PPO Plan
State of Maine Rx Plan
Benefits, Value Added Services and Premiums are effective January 1, 2013 through
December 31, 2013

PLAN DESIGN AND BENEFITS
PROVIDED BY AETNA LIFE INSURANCE COMPANY
Up to a three month (90 day) supply available via our preferred vendor, Aetna Rx Home Delivery.

Catastrophic Coverage Member pays $0 once $4,750 in true out-of-pocket is incurred.

Requirements:

Precertification Yes
Step-Therapy Yes
Formulary Custom (Three Tier)

*** Additional Medicare Preventive Services include ultrasound screening for abdominal aortic aneurysm (AAA), cardiovascular
disease screening, diabetes screening tests, diabetes self-management training (DSMT), medical nutrition therapy, glaucoma
screening, smoking & tobacco use cessation counseling, screening and behavioral counseling for alcohol misuse, adult depression
screening, behavioral counseling for and screening to prevent sexually transmitted infections, behavioral therapy for obesity,
behavioral therapy for cardiovascular disease, and HIV screening.

Plans are offered by Aetna Health Inc., Aetna Health of California Inc., and/or Aetna Life Insurance Company (Aetna). Coverage is
provided through a Medicare Advantage organization or a Medicare prescription drug plan sponsor with a Medicare contract.
Benefits, formulary, pharmacy network, premium, co-payments/co-insurance, limitations and service areas may change on January
1 of each year.

Members must be entitled to Medicare Part A and continue to pay the Part B premium and Part A, if applicable.

This material is for informational purposes only. Not all health services are covered. See plan documents for a complete
description of benefits, exclusions, limitations and conditions of coverage. Plan features and availability may vary by location and
are subject to change. Providers are independent contractors and are not agents of Aetna. The availability of any particular provider
cannot be guaranteed, and provider network composition is subject to change. Aetna does not provide care or guarantee access to
health services.

In case of emergency, members should call 911 or the local emergency hotline, or go directly to an emergency care facility.

The following is a partial listing of exclusions and limitations under the Aetna Medicare®™ Plan (PPO):

« Services that are not medically necessary or covered under the Original Medicare Program;
« Plastic or cosmetic surgery unless medically necessary;

« Custodial care;

« Experimental procedures or treatments beyond Original Medicare limits;

Higher cost sharing may apply for out-of-network services. Precertification, or prior approval of coverage, is requested for certain
services. Providers must be licensed and eligible to receive payment under the federal Medicare program.

Health information programs provide general health information and are not a substitute for diagnosis or treatment by a physician or
other health care professional. Information is believed to be accurate as of the production date; however, it is subject to change.

Discount programs provide access to discounted prices and are not insured benefits. The member is responsible for the full cost of
the discounted services.
Health benefits and health insurance plans contain exclusions and limitations.
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_ State of Maine
ae tl'la Aetna Medicare > Plan (PPO)

Medicare PPO Plan

State of Maine Rx Plan
Benefits, Value Added Services and Premiums are effective January 1, 2013 through

December 31, 2013

PLAN DESIGN AND BENEFITS
PROVIDED BY AETNA LIFE INSURANCE COMPANY
*Your plan sponsor/former employer provides additional coverage during the Coverage Gap phase for covered brand-name drugs.
This means that you will generally continue to pay the same amount for covered brand-name drugs throughout the Coverage Gap
phase of the plan as you paid in the Initial Coverage phase.

Coinsurance-based cost sharing is applied against the overall cost of the drug, prior to the application of any discounts or benefits.
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State of Maine

' Aetna Medicare *™ Plan (PPO)
aetna

Medicare PPO Plan
State of Maine Rx Plan
Benefits, Value Added Services and Premiums are effective January 1, 2013 through
December 31, 2013

PLAN DESIGN AND BENEFITS
PROVIDED BY AETNA LIFE INSURANCE COMPANY
There are three general rules about drugs that Medicare drug plans will not cover under Part D. This plan cannot:

« cover a drug that would be covered under Medicare Part A or Part B.

« cover a drug purchased outside the United States and its territories.

« generally cover drugs prescribed for “off label” use, (any use of the drug other than those indicated on a drug's label as approved
by the Food and Drug Administration) unless supported by criteria included in certain reference books (eg, American Hospital
Formulary Service Drug Information, the DRUGDEX Information System and the USPDI) or its successor).

Additionally, by law, the following categories of drugs are not normally covered by a Medicare Prescription Drug Plan unless we
offer enhanced drug coverage for which additional premium may be charged. These drugs are not considered Part D drugs and may
be referred to as “exclusions” or “non-Part D drugs”. These drugs include:

« Drugs used for the treatment of weight loss, weight gain or anorexia;

« Drugs used for cosmetic purposes or to promote hair growth;

« Prescription vitamins and mineral products, except prenatal vitamins and fluoride preparations;

« Barbiturates (except as identified by CMS for Part D inclusion);

« Outpatient drugs that the manufacturer seeks to require that associated tests or monitoring services be purchased exclusively from
the manufacturer as a condition of sale;

« Drugs used to promote fertility;

« Drugs used for symptomatic relief of cough and colds;

« Non-prescription drugs, also called over-the counter (OTC);

« Drugs when used for the treatment of sexual or erectile dysfunction.

Aetna receives rebates from drug manufacturers that may be taken into account in determining Aetna’s Preferred Drug List. Rebates
do not reduce the amount a member pays the pharmacy for covered prescriptions.

Enrollees must use network pharmacies to receive plan benefits except in limited, non-routine circumstances when a network
pharmacy is not available, including illness while traveling within the United States but outside of the plan’s service area where
there is no network pharmacy. An additional cost may be incurred for drugs received at an out-of-network pharmacy. Quantity
limits and restrictions may apply.

Enrollees may be able to get Extra Help to pay for prescription drug premiums and costs. To see if an individual may qualify for
extra help, call:

« 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048, 24 hours a day/7 days a week;

« The Social Security Office at 1-800-772-1213 between 7 a.m. and 7 p.m., Monday through Friday. TTY users should call, 1-800-
325-0778; or

« Your State Medicaid Office.

People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If you qualify, Medicare could pay
for up to seventy-five (75) percent or more of your drug costs including monthly prescription drug premiums, annual deductibles,
and co-insurance. Additionally, those who qualify will not be subject to the coverage gap or a late enrollment penalty. Many people
are eligible for these savings and don’t even know it. For more information about this Extra Help, contact your local Social Security
office or call 1-800-MEDICARE (1-800-633-4227), 24 hours per day, 7 days per week. TTY users should call 1-877-486-2048.

Health Benefits and Health Insurance plans are offered by Aetna Health Inc., Aetna Health of California Inc., and/or Aetna Life
Insurance Company (Aetna). A Medicare Advantage organization with a Medicare contract. A Medicare approved Part D sponsor.
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State of Maine

' Aetna Medicare *™ Plan (PPO)
aetna

Medicare PPO Plan
State of Maine Rx Plan
Benefits, Value Added Services and Premiums are effective January 1, 2013 through
December 31, 2013

PLAN DESIGN AND BENEFITS
PROVIDED BY AETNA LIFE INSURANCE COMPANY
This document may be available in a different format or language. For assistance, please call Member Services at 1-800-282-5366
(TTY/TDD: 1-888-760-4748). Calls to this number are free. Hours of operation: 7 days per week, 8am till 8pm. Este documento
podria estar disponible en diferentes formatos o idiomas. Para ayuda, por favor llame a Servicios al Miembro al 1-800-282-5366
(TTY/TDD: 1-888-760-4748). Las llamadas a este nimero son gratuitas. Horario de atencién: los 7 dias de la semana, de 8 a.m. a 8
p.m.

Aetna Medicare Non-Part D Drug Rider
Certain types of drugs or categories of drugs are not normally covered by Medicare Prescription Drug Plans. These drugs are not
considered Part D drugs and may be referred to as “exclusions” or “non-Part D drugs.”

This plan offers additional coverage of some prescription drugs not normally covered in a Medicare Prescription Drug Plan. The
amount paid when filling a prescription for these drugs does not count towards qualifying for catastrophic coverage.

For those receiving extra help from Medicare to pay for prescriptions, the extra help will not pay for these drugs.

List of Non-Part D Drugs Covered Under The Supplemental Benefit Prescription

« agents when used for weight loss

« prescription vitamins and mineral products, except prenatal vitamins and fluoride
« drugs used for the treatment of sexual or erectile dysfunction**

« DESI drugs

« agents when used to promote fertility**

List of Non-Part D Drugs That Are Not Covered Under The Supplemental Benefit Prescription Drug Rider:

« agents when used for weight gain or anorexia

« agents when used for cosmetic purposes or hair growth

« agents when used for the symptomatic relief of cough and colds

 nonprescription drugs

« outpatient drugs for which the manufacturer seeks to require that associated tests or monitoring services be purchased exclusively
from the manufacturer or its designee as a condition of sale

Non-Part D drugs covered under the Rider can be accessed at the applicable plan copay, unless noted below.

** Drugs used for the treatment of sexual or erectile dysfunction and agents when used to promote fertility can be accessed at a $50
member cost share.

Copayments and associated costs for these prescription drugs will not apply toward the deductible, initial coverage limit or True Out-
of-Pocket threshold. Some drugs may require prior authorization before they are covered under the plan. The physician can contact
Aetna for prior authorization, toll free at 1-800-414-2386.

Questions should be directed to Member Services at the toll free phone number on the Aetna Medicare Member ID card.

Benefits coverage is provided by Aetna Life Insurance Company. This material is for informational purposes only. See plan
documents for a complete description of benefits, exclusions, limitations and conditions of coverage.

For more information about Aetna plans, refer to www.aetna.com.
2013 Aetna Medicare

***This is the end of this plan benefit summary***
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Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our
health or drug plan. To get an interpreter, just call us at 1-800-307-4830. Someone who speaks
English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta
gue pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete,
por favor llame al 1-800-307-4830. Alguien que hable espafol le podrd ayudar. Este es un
servicio gratuito.

Chinese Mandarin: A/ 15e (0. 2 i IR 55, 5 Bh I il 25 o T {at Rie sl 2 W A G o AT (v 5t
o], R RS, 15 EE 1-800-307-4830, FATIN L TAE A TR B T B 44,
X e — e 3R i 55,

Chinese Cantonese: &% FAM ) i FlE sk ZE 4 (R B v] A7 A SE R, A b FRAMSR 0L f B 1 Bl s
MRF%. tNEREENRGS, 5307E 1-800-307-4830. FRAMEEF LN BG4 At s ),
18 A& —THA B IR .

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang
mga katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang
makakuha ng tagasaling-wika, tawagan lamang kami sa 1-800-307-4830. Maaari kayong
tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos
guestions relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au
service d'interprétation, il vous suffit de nous appeler au 1-800-307-4830. Un interlocuteur
parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu thong dich mién phi dé tra I&i cac cau hdi vé chwong sirc
khde va chwong trinh thudc men. Néu qui vi can théng dich vién xin goi 1-800-307-4830 sé c6
nhan vién ndi tiéng Viét giup d& qui vi. Pay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-307-4830.
Man wird lhnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: A= 2|8 B8 =45 B0 28 220 ol ECl DA RE =X
NMEIAE HZot JASLICH S MUIAE 0| E0ted™ &3t 1-800-307-4830 1L 2
Zool =HAIL. et=0HE ot= EEZAIt = EE AALITH Ol MBlA=E RE2E
3= LICH



Russian: Ecnun y BaC BOSHUKHYT BOMPOCbl OTHOCUTE/IbHO CTPAaxoBOro AN MeAMKaMEHTHOTO
naaHa, Bbl MOXETe BOCNO/Ib30BaTbCA HAlLMMM BecnaaTHbIMM yCyramm NnepeBoaYmMKoB. YTobbl
BOCMO/1b30BaTLCA YC/Ayramn nepeBoa4YmKa, No3BoHUTE Ham no TenedoHy 1-800-307-4830. Bam
OKarKeT MOMOLLb COTPYAHMK, KOTOPbI TOBOPUT NO-PYyCccKU. aHHas ycayra becniaTHas.

Arabic: e Jyanll a4y 0¥ Jsaa 5l Anaally 3las Al (g e DU dlaall (5 58l) an i) iladd aass L)
dn el Saathy le adld o g 0384-703-008-1 Ao by JLai¥) (5 s e Gl (5 558 an i oda elirelug
Ailaa daaa,

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande
sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-800-307-
4830. Un nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio
gratuito.

Portugués: Dispomos de servicos de interpretacdo gratuitos para responder a qualquer
questdo que tenha acerca do nosso plano de salde ou de medicagao. Para obter um intérprete,
contacte-nos através do nimero 1-800-307-4830. Ird encontrar alguém que fale o idioma
Portugués para o ajudar. Este servigo é gratuito.

French Creole: Nou genyen sévis entépret gratis pou reponn tout kesyon ou ta genyen
konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépreét, jis rele nou nan 1-800-
307-4830. Yon moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekow. Aby skorzystac z
pomocy ttumacza znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-800-307-4830. Ta
ustuga jest bezptatna.

Hindi: AR TARELT AT &aT T Alotell & IR F 39 Far off o2 & a9 & &
forT gAR are AT gHIAT [aTC 3ucley §. U GHINAT IIed il & oI, a9 &
1-800-307-4830 U WisT &Y. HIg cTFd ST fgedl dieiar & TIhr Age X TohdT ¢.
g T HW qaT g.

Japanese: Ht DR BERREER WAETSVICETLCERICEEZAT S0
2. BHOBRY—EANDHYETSNET, @iRZE THGICHESIZIE, 1-800-307-
4830 [CHREBEEC L&\, BAREZEIT A F I"XBEVELET., ThIFEHOY—E

ATY,
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Important information about
your health benefits

Aetna Medicare’™ Plans (HMO), Aetna Medicare’™ Plans (HMO) Open Access,
Aetna Medicare®™ Plans (PPO), Medicare Advantage plan (PPO) with
Extended Service Area (ESA), Aetna Medicare Plan (PPO) Part B Only Plan

Federal Medicare Advantage plan requirements govern and supersede any state or general
disclosures contained within.
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Understanding your
plan of benefits

Aetna health benefits plans cover most types

of health care from a doctor or hospital. But

they do not cover everything. The plan covers
recommended preventive care and care that

you need for medical reasons. It does not cover
services you may just want to have, like plastic
surgery. It also does not cover treatment that is
not yet widely accepted. You should also be aware
that some services may have limits. For example, a
plan may allow only one eye exam per year.

Not all of the information in this booklet
applies to your specific plan

Most of the information in this booklet applies

to all plans. But some do not. For example, not

all plans have deductibles or prescription drug
benefits. Also, some plans do not require referrals
and you may not need to pick a primary care
physician (PCP).

Fora complete description of the benefits
available to you, including procedures to

follow, exclusions and limitations, refer to your
specific plan documents, which may include the
Summary of Benefits and Evidence of Coverage.
Information about those topics will only apply if
the plan includes those rules.

Where to find information about
your specific plan

Your plan documents list all the details for your
plan, such as, what’s covered, what’s not covered
and the specific amounts that you will pay for
services. Plan documents include your Summary
of Benefits, Evidence of Coverage and/or any
riders and updates that come with them.

Ifyou can’t find your plan documents, call
Member Services at 1-888-267-2637 or call the
number on the back of your ID card to ask

fora copy.

Getting help

Contact us

Member Services can help with your questions. To
contact Member Services, call 1-888-267-2637 or
call the number on the back of your ID card. You can
also send Member Services an e-mail. Just go to your
secure Aetna Navigator® member website at
www.aetna.com. Click on “Contact Us” afteryou

log on.

Member Services can help you:

* Understand how your plan works or
what you will pay

* Get information about how to file a claim

* Getareferral

* Find care outside your area

* File a complaint or appeal

* Get copies of your plan documents

» Connect to behavioral health services
(iFincluded in your plan)

* Find specific health information

* Learn more about our Quality
Management program

* And more

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

Do you need help in another language? Member
Services representatives can connect you to a
special line where you can talk to someone in your
own language. You can also get interpretation
assistance for registering a complaint or appeal.

Language hotline — 1-888-267-2637
(140 languages are available. You must ask
foran interpreter.) TDD 711 (hearing impaired only)

Ayuda para las personas que hablan otro idioma
y para personas con impedimentos auditivos
¢Necesita ayuda en otro idioma? Los
representantes de Servicios al Miembro le pueden
conectar a una linea especial donde puede hablar
con alguien en su propio idioma. También puede
obtener asistencia de un intérprete para presentar
una queja o apelacion.

Linea directa: 1-888-267-2637 (Tenemos 140
idiomas disponibles. Debe pedir un intérprete.)
TDD 711 (sélo para personas con impedimentos
auditivos)

Visit us www.aetnamedicare.com



Search our network for doctors, hospitals and
other health care providers

It's important to know which doctors are in our
network. That’s because some health plans only
let you visit doctors, hospitals and other health
care providers, such as labs, if they are in our
network. Some plans allow you to go outside the
network. But, you generally pay less when you
visit doctors in the network.

Here's how you can find out if your health care
provider is in our network.

* Log on to your secure Aetna Navigator member
website at www.aetna.com. Follow the path to
find a doctor and enter your doctor’s name in
the search field.

* Callus at 1-888-267-2637 or the number on
the back of your ID card.

For up-to-date information about how to

find inpatient and outpatient services, partial
hospitalization and other behavioral health care
services, please follow the instructions above. If
you do not have Internet access and would like a
printed list of providers, please contact Member
Services at the toll-free number on your Aetna ID
card to ask for a copy.

Our online directory is more than just a list of
doctor’s names and addresses. It also includes
information about where the physician attended
medical school, board certification status,
language spoken, gender and more. You can
even get driving directions to the office. If you
don’t have Internet access, you can call Member
Services to ask about this information.

Costs and rules for using
your plan
What you pay

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

Contact us 1-888-267-2637

* Copay — A fixed amount (for example, $15)
you pay for covered health care service. You
usually pay this when you receive the service.
The amount can vary by the type of service. For
example, the copay for your primary doctor’s
office visit may be different than a specialist’s
office visit.

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

* Deductible —Some plans include a deductible.
The amount you owe for health care services
before your health plan begins to pay. For
example, if your deductible is $1,000, your plan
won'’t pay anything until you have paid $1,000
for any covered health care services that are
subject to the deductible. The deductible may
not apply to all services. Other deductibles may
apply at the same time.

The Inpatient Hospital and Emergency Room
Deductibles are separate from your general
deductible. For example, your plan may have an
overall $1,000 deductible and also have a $250
Emergency Room Deductible. This means that
you pay the first $1,000 before the plan pays
anything. Once the plan starts to pay, if you go
to the emergency room you will pay the first
$250 of that bill.



Your costs when you go outside
the network

Network-only plans

Aetna Medicare HMO and HMO Open Access
plans are network-based plans. That means
the plan covers health care services only when
provided by a doctor who participates in the
Aetna Medicare network. If you receive services
from an out-of-network doctor or other health
care provider, you will have to pay all of the costs
for the services except for urgent or emergency
situations and out-of-area renal dialysis or
other services.

When you have no choice (for example:
emergency room visit after a car accident), we
will pay the bill as if you got care in-network. You
pay your plan’s copayments, coinsurance and
deductibles foryour in-network level of benefits.

Plans that cover out-of-network services

If you have the Aetna Medicare PPO plan, you
may choose to visit doctors who participate

in our network, or go outside the network for
covered services. You can receive services from
any provider that is licensed, eligible to receive
Medicare and willing to accept your plan. We
cover the cost of care differently, based on
whether doctors, hospitals and other health care
providers are “in-network” or “out-of-network.”
We want to help you understand how much Aetna
pays foryour out-of-network care. At the same
time, we want to make it clear how much more
you will need to pay for this “out-of-network” care.

“In network” means we have a contract with

the provider (doctor or hospital). The provider
and Aetna have agreed to set rates for covered
health care services. “In-network” doctors won’t
bill you for the difference between their standard
rates and the rate they’ve agreed to with us. All
you have to pay is your plan coinsurance or copay,
along with any plan deductible. Network doctors
will also handle any precertification requirements
for services you may need.

“Out of network” means that we do not have

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

Your out-of-network doctor or hospital sets
the rate to charge you. It may be higher
sometimes much higher than what your

Aetna plan “recognize.” or “allows.” Your doctor
may bill you for the dollar amount that Aetna
doesn’t “recognize.” You must also pay any
copayments, coinsurance and deductibles
underyour plan. No dollaramount above

the “recognized charge” counts toward your
deductible or out-of-pocket limits.

This means that you are fully responsible for
paying everything above the amount that
Aetna allows for a service or procedure.

Aetna will always base payment to out-of-
network provides on the Medicare allowable
charge.

Some Aetna Medicare Plans (PPO) offer an
Extended Service Area (ESA) and do not require a
higher cost sharing for out-of-network providers.

How we pay doctors who are not in

our network

When you choose to see an out-of-network
doctor, hospital or other health care provider,
Aetna pays for your health care using a rate
based on the Original Medicare rate.

Visit us www.aetnamedicare.com



This way of paying out-of-network doctors

and hospitals applies when you choose to get
care out of network. When you have no choice
(For example: emergency room visit after a car
accident), we will pay the bill as if you got care

in network. You pay your plan’s copayments,
coinsurance, and deductibles for your in-network
level of benefits.

Going in network just makes sense!

* We have negotiated discounted rates foryou

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

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

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

Choose a primary care
physician (PCP)

Underyour plan, you may have to pick a primary
care physician, or “PCP.” You can designate any
primary care physician who participates in the
Aetna Medicare network and who is available

to accept you. IFyou do not pick a PCP when
required, your benefits may be limited or we may
select a PCP foryou. Even if not required by your
plan, you can still choose a PCP ifyou want one.

That's because a PCP can get to know your health
care needs and help you better manage your
health care.

Contact us 1-888-267-2637

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

Your Ob/Gyn acting as your PCP will provide the
same services and follow the same guidelines as
any other PCP. They will issue referrals to other
doctors (ifyour plan requires referrals) and they
will get all required approvals and comply with any
preapproved treatment plans. See the sections
about referrals and precertification for more
about those requirements.

Tell us who you chose to be your PCP

Enter the name of the PCP you have chosen on
your enrollment form. Or, call Aetna Member
Services after you enroll to tell us your selection.
The name of your PCP will appear on your Aetna
ID card. You may change your selected PCP at any
time. Ifyou change your PCP, you will receive a
new ID card.

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

If required by your plan, you may need to get
areferral from your PCP before you can see a
specialist. A “referral” is a written request for you
to see a participating specialty care provider for
services you need. Some doctors can send the
referral right to your specialist for you.

Talk to your doctor to understand why you need to
see a specialist. And remember to always get the
referral before you receive the care (if required by
your plan).



Remember these points about referrals:

* You do not need a referral for emergency care.

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

* Your specialist might recommend treatment
or tests that were not on the original referral.

In that case, you may need to get another
referral from your PCP for those services.
Discuss this with your doctor before receiving
treatment or tests.

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

* Except in emergencies, you need a referral from
your PCP for all inpatient hospital services.

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

* In plans that do not let you go outside the
network, you can get a special referral if a
network specialist is not available.

Referrals to hospitals

You may need services that cannot be performed
atyour PCP’s usual hospital. In this case, your
PCP can call us to find a hospital that participates
in our network and that provides the services

you need.

Referrals within physician groups

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

Direct Access: No referrals needed for HMO
open access and PPO plans

Under Aetna Medicare Plan (HMO) Open Access
and Aetna Medicare Plan (PPO) you may directly
access participating providers without a PCP
referral, subject to the terms and conditions of
the plan and cost-sharing requirements.

Participating providers will be responsible for
obtaining any required precertification of
services from Aetna. Refer to your specific plan
documents for details.

PCP and referral rules for Ob/Gyns

A female member can choose an Ob/Gyn as

her PCP. Women can also go to any obstetrician
or gynecologist who participates in the Aetna
Medicare network without a referral or prior
authorization. Visits can be for checkups,
including breast exam, mammogram and Pap
smear, and for obstetric or gynecologic problems.

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

Precertification: Getting approvals
for services

Sometimes we will pay for care only if we have
given an approval before you get it. We call that
“precertification.” Precertification is usually
limited to more serious care like surgery or being
admitted to a nursing home. Your Evidence

of Coverage list all the services that require
precertification. When you get care from a doctor
in the Aetna network, your doctor takes care of
precertification. But if you get your care outside
our network, you must call us for precertification
when that’s required. Ifyou don’t, you may have
to pay for the service. Even with precertification,
if you receive covered services from an out-of-
network provider, you will usually pay more.

Call us at 1-888-267-2637 or the number on
the back of your ID card to begin the process. You
must get approval before you receive the care.

Precertification is not required for emergency
services.

Visit us www.aetnamedicare.com



What we look for when reviewing a
precertification request

First, we check to see that you are still a member.
And we make sure the service is a covered
expense underyour plan. We also look to see

if you qualify for one of our case management
programs. If so, one of our nurses may call to

tell you about it and help you understand your
upcoming procedure.

Information about
specific benefits

Emergency and urgent care and
care after office hours

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

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

* Call911 orgo to the nearest emergency room.
If a delay would not risk your health, call your
doctor or PCP.

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

* Emergency care services do not require
precertification.

Contact us 1-888-267-2637

What to do outside your

Aetna Medicare service area

For all Aetna Medicare plans, you are covered for
emergency and urgently needed care when you're
traveling. When you need care right away, go to
any doctor, walk-in clinic, urgent care center or
emergency room.

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

If you receive emergency care outside your Aetna
Medicare service area, your health care provider
may not accept payment of your cost share
(copay/coinsurance) in full. If the provider bills you
foran amount above your cost share, you are not
responsible for paying the amount. You should
send the bill to the address listed on your member
ID card and we will resolve any payment dispute
with the provider.

Follow-up care for plans that require a PCP
You may need to follow up with a doctor after your
emergency. For example, you'll need a doctor to
take out stitches, remove a cast or take another
set of X-rays to see if you've healed. Your PCP
should coordinate all follow-up care. You will need
a referral for follow-up care that is not performed
by your PCP. You may also need to precertify the
services if you go outside the network.

PPO plans: All in-network and out-of-network
follow-up care will be covered under the terms
and conditions of your plan.

After-hours care available 24/7

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



Prescription drug benefit

Review your Summary of Benefits or Evidence of
Coverage to see if your plan includes prescription
drug benefits.

Some plans encourage generic drugs over
brand-name drugs

A generic drug is the same as a brand-name drug
in dose, use and form. They are FDA approved and
safe to use.

Generic drugs usually sell for less, so many plans
give you incentives to use generics. That doesn’t
mean you can’t use a brand-name drug, but you’ll
pay more for them.

We may also encourage you to use

certain drugs

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

When you get a drug that is not on the preferred
drug list, you usually will pay more. Check your
plan documents to see how much you will pay. If
your plan has an “open formulary,” that means
you can use those drugs, but you'll pay the
highest copay under the plan. Ifyour plan has a
“closed formulary,” those drugs are not covered.

Drug manufacturer rebates

Drug manufacturers may give us rebates
when our members buy certain drugs. Your
share of the cost is based on the price of the
drug before any rebate.

Those rebates apply to drugs both on and off

the preferred drug list. In plans where you pay a
percent of the cost instead of a flat dollar amount,
you may pay more for a preferred drug than fora
drug not on the list.

Mail-order and specialty-drug services are
from Aetna-owned pharmacies

Aetna Rx Home Delivery® and Aetna Specialty
Pharmacy® are pharmacies that Aetna owns.
Your health plan pays claims for drugs that

these pharmacies cover. These claims generally
cost more than what participating network
pharmacies, including Aetna Rx Home Delivery
and Aetna Specialty Pharmacy, pay for the drugs.

You might not have to stick to the list

Ifit is medically necessary for you to use a drug
that’s not on your plan’s preferred drug list,

you, your doctor (or pharmacist in the case of
antibiotics and pain medicines) or authorized
representative can ask us to make an exception.
Checkyour plan documents for details.

Depending on your plan, you may have to try
one drug before you can try another

Step therapy means you have to try one or more
“prerequisite” drugs before a “step-therapy" drug
will be covered. The preferred drug list includes
step-therapy drugs. Your doctor might want you
to skip one of these drugs for medical reasons. If
s0, you or your doctor (or pharmacist in the case
of antibiotics and pain medicines) can ask for a
medical exception.

Some drugs are not covered at all
Prescription drug plans do not cover drugs
that don’t need a prescription. Your plan
documents might also list specific drugs that
are not covered. You cannot get a medical
exception for these drugs.

New drugs may not be covered

Your plan may not cover drugs that we haven’t
reviewed yet. You or your doctor may have to get
our approval to use one of these new drugs.

Get a copy of the preferred drug list

The Aetna Medicare Preferred Drug Guide is
posted to our website at www.aetnaretireeplans.
com, then click ‘Find your prescriptions’.

Ifyou don’t use the Internet you can ask fora
printed copy. Just call Member Services at
1-888-267-2637 or the number on the back
ofyour ID card. We are constantly adding new
drugs to the list. Look online or call Member
Services for the latest updates.

Visit us www.aetnamedicare.com



Have questions? Get answers!

Ask your doctor about specific medications.
Call Member Services at 1-888-267-2637 or
the number on the back of your ID card to ask
about how your plan pays for them. Your plan
documents also spell out what’s covered and
what is not.

Behavioral health and substance
abuse benefits

If you have an Aetna Medicare HMO or HMO
Open Access plan, you must use behavioral
health professionals who are in the Aetna
Medicare network.

Here’s how to get behavioral health services
* Emergency services—call 911.
* Call the toll-free Behavioral Health number
onyour Aetna ID card.
* IFno other numberis listed,
call 1-888-267-2637.

Ifyou access a behavioral health professional who
is not in the Aetna network, you are responsible
for getting any required precertification. You

can access most outpatient therapy services
without precertification. However, you should
first consult Member Services to confirm that any
such outpatient therapy services do not require
precertification.

Read about behavioral health provider safety

We want you to feel good about using the Aetna
network for behavioral health services. Visit
www.aetna.com/docfind and click the “Quality
& Cost Info” link, then the “Get info on Patient
Safety and Quality” link. No Internet? Call
Member Services at 1-888-267-2637 to ask fora
printed copy.

Behavioral health programs to help
prevent depression

Aetna Behavioral Health offers two prevention
programs specifically for Medicare members.

Contact us 1-888-267-2637

A depression screening and treatment referral
component is available to any Medicare
member who:

* Is at high risk for complications due to a medical
condition that was found during an enrollment
screening

* Has had a cardiac valve replacement

* Are already involved in one of the Aetna
Medical Disease Management programs

Breast reconstruction benefits

Notice regarding Women'’s Health and

Cancer Rights Act

Under this health plan, as required by the
Women’s Health and Cancer Rights Act of

1998, coverage will be provided to a person

who is receiving benefits in connection with a
mastectomy and who elects breast reconstruction
in connection with the mastectomy for:

(1) allstages of reconstruction of the breast on
which a mastectomy has been performed;

(2) surgery and reconstruction of the other
breast to produce a symmetrical appearance;

(3) prostheses; and

(4) treatment of physical complications of all
stages of mastectomy, including lymph
edemas.

This coverage will be provided in consultation
with the attending physician and the patient,
and will be provided in accordance with the plan
design, limitations, copays, deductibles, and
referral requirements, if any, as outlined in your
plan documents.

If you have any questions about our coverage
of mastectomies and reconstructive surgery,
please contact the Member Services at
1-888-267-2637.

For more information, you can visit this

U.S. Department of Health and Human
Services website, www.cms.hhs.gov/
HealthinsReformforConsume/06_
TheWomen’sHealthandCancerRightsAct.
asp#TopOFfPage and this U.S. Department of
Labor website: www.dol.gov/ebsa/consumer_
info_health.html.



Transplants and other
complex conditions

Our National Medical Excellence Program® (NME)
is for members who need a transplant or have a
condition that can only be treated at a certain
hospital. You may need to use an Aetna Institutes
of Excellence™ hospital to get coverage for the
treatment. Some plans won’t cover the service
ifyou don’t. We choose hospitals for the NME
program based on their expertise and experience
with these services. We also follow any state rules
when choosing these hospitals.

Knowing what is covered

You can avoid receiving an unexpected bill with
asimple call to Member Services. You can find
out ifyour preventive care service, diagnostic

test or other treatment is a covered benefit —
before you receive care — just by calling Member
Services at 1-888-267-2637 or the number on
the back of your ID card.

We have developed a patient-management
program to help determine what health care
services are covered under the health plan

and the extent of such coverage. The program
helps patients get appropriate health care and
maximize coverage for those health care services.

Here are some of the ways we determine
what is covered:

We check if it’s “medically necessary”

Medical necessity is more than being ordered by a
doctor. “Medically necessary” means your doctor
ordered a product or service for an important
medical reason. It might be to help prevent a
disease or condition. Or to check if you have one.
Or it might be to treat an injury or illness.

The product or service:

* Must meet a normal standard for doctors

* Must be the right type in the right amount
for the right length of time and for the right
body part. It also has to be known to help the
particular symptom.

» Cannot be forthe member’s or the doctor’s
convenience

Only medical professionals can deny coverage
if the reason is medical necessity. We do not
give financial incentives or otherwise to Aetna
employees for denying coverage.

Sometimes the review of medical necessity is
handled by a physicians’ group. Those groups
might use different resources than we do.

Ifwe deny coverage, we’ll send you and your
doctor a letter. The letter will explain how to
appeal the denial. You have the same right to
appeal if a physician’s group denied coverage

for medical necessity. You can call Member
Services to ask for a free copy of the criteria

we use to make coverage decisions. Or visit
aetnamedicare.com. Then click on the link
“Member Disclosure” at the bottom of page. Then
choose the type of plan you have (with or without
prescription coverage). Then click on “Health
Care Professionals” tab and then “Policies &
Guidelines” to read our policies. Doctors can write
or call our Patient Management department with
questions. Contact Member Services either online
orat 1-888-267-2637 or the number on the
back of your ID card for the appropriate address
and phone number.

We study the latest medical technology

Aetna routinely reviews new medical
technologies, behavioral health procedures,
pharmaceuticals and devices to determine which
ones should be covered by our plans. And we
even look at new uses for existing technologies to
determine if they should now be covered.

To review these innovations, we may:

* Study medical research and scientific evidence
on the safety and effectiveness of medical
technologies

Visit us www.aetnamedicare.com



 Consider position statements and clinical
practice guidelines from medical and
government groups, including the Federal
Agency for Healthcare Research and
Quality and the Centers for Medicare and
Medicaid Services

* Seek input from relevant specialists and experts
in the technology

* Determine whether the technologies are
experimental or investigational

You can find out more on new tests and
treatments in our Health Care Policies and
Guidelines. You can find the bulletins at www.
aetna.com, under Health Care Professionals —
Policies and Guidelines — Health Care Policies and
Guidelines.

No matter what your age, taking care of yourself
is always important. To find screening and
preventive steps foryour health, go to www.
aetna.com —Individuals and Families — Health and
Wellness — Important health care topics for you
—Screening Guidelines. Always consult with your
physician about the specific steps you should take
and options available to you.

We post our findings on
www.aetha.com

After we decide if a product or service is medically
necessary, we write a report about it. We call the
report a Clinical Policy Bulletin (CPB).

CPBs tell if we view a product or service as
medically necessary. They also help us decide
whether to approve a coverage request. But your
plan may not cover everything that our CPBs say
is medically necessary. Each plan is different, so
checkyour plan documents.

CPBs are not meant to advise you or your doctor
on your care. Only your doctor can give you advice
and treatment. Talk to your doctor about any CPB
related to your coverage or condition.

You and your doctor can read our CPBs on our
website at www.aetna.com under “Individuals &
Families.” No Internet? Call Member Services at
1-888-267-2637. Ask for a copy of a CPB for any
particular product or service.

Contact us 1-888-267-2637

We can help when more serious
care is suitable

In certain cases, we review a request for coverage
to be sure the service or supply is consistent with
established guidelines. Then we follow up. We call
this “utilization management review.”

It’s a three-step process:

First, we begin this process if your hospital

stay lasts longer than what was approved. We
verify that it is necessary for you to still be in the
hospital. We look at the level and quality of care
you are getting. We call this a “concurrent review.”

Second, we begin planning your discharge (or,
“discharge planning”). This process can begin at
any time. We look to see if you may benefit from
any of our programs. We might have a nurse

case manager follow your progress. Or we might
recommend that you try a wellness program after
you get back home.

Third, after you are home, we may review your
case. In this “retrospective review,” we may look
over your medical records and claims from your
doctors and the hospital. We look to see that you
got appropriate care. We also look for waste or
unnecessary costs.

We follow specific rules to help us make your
health a top concern:

* Aetna employees are not compensated based
on denials of coverage.

* We do not encourage denials of coverage. In
fact, our utilization review staff is trained to
focus on the risks of members not adequately
using certain services.

Where such use is appropriate, our Utilization
Review/Patient Management staff uses nationally
recognized guidelines and resources to guide
these processes. When provider groups, such

as independent practice associations, are
responsible for these steps, they may use other
criteria that they deem appropriate.



What to do if you disagree with us

If you are not satisfied with a response you
received from us or with how we do business,
please refer to the appropriate section within this
enrollment brochure:

* Medicare Advantage Organization
Determinations, Appeals and Grievances

* Medicare Prescription Drug Organization
Determinations, Exceptions, Appeals and
Grievances

Member rights & responsibilities

Know your rights as a member

You have many legal rights as a member of a
health plan. You also have many responsibilities.
You have the right to suggest changes in our
policies and procedures, including our Member
Rights and Responsibilities.

Below are just some of your rights. We also
publish a list of rights and responsibilities on
our website. Visit www.aetnamedicare.com.
Then click on link for “Member Disclosure” at
bottom of page and choose the type of plan you
have (with orwithout prescription coverage).
Then click “Your Member Rights” to view the list.
You can can also call Member Services at
1-888-267-2637 or the number on the back
ofyour ID card to ask for a printed copy.

Making medical decisions
before your procedure

An “advanced directive” tells your family and
doctors what to do when you can’t tell them
yourself. You don’t need an advanced directive
to receive care. But you have the right to create
one. Hospitals may ask if you have an advanced
directive when you are admitted.

There are three types of advanced directives:

* Durable power of attorney — name the person
you want to make medical decisions foryou.

* Living will —spells out the type and extent of
care you want to receive.

* Do-not-resuscitate order —states that you don’t

want CPRif your heart stops or a breathing tube
if you stop breathing.

You can create an advanced directive in

several ways:

* Ask your doctor for an advanced directive form.

* Pick up a form at state or local offices on aging,
bar associations, legal service programs or your
local health department.

* Work with a lawyer to write an advanced directive.

* Create an advanced directive using computer
software designed for this purpose.

Not satisfied with how we handle advanced
directives? File a complaint with your State
Survey Agency. Visit www.medicare.gov for
information on specific state agencies or call
1-800-MEDICARE (1-800-633-4227)
(TTY/TDD: 1-877-486-2048).

Source: American Academy of Family Physicians.
Advanced Directives and Do Not Resuscitate
Orders. September 2010. Available at http://
familydoctor.org/online/famdocen/home/
pat-advocacy/endoflife/003.html. Accessed
December 6, 2010.

Learn about our quality-
management programs

We make sure your doctor provides quality care
foryou and your family. To learn more about
these programs, go to our website at
www.aetnamedicare.com and click on the link
“Member Disclosure” at bottom of page. Then
choose the type of plan you have (with or without
prescription coverage). Then click on “Health Care
Quality.” You can also call Member Services to ask
for a printed copy. See “Contact Us” on page 1.

We protect your privacy

We consider your personal information to be
private. Our policies help us protect your privacy.
By “personal information,” we mean information
about your physical condition, the health care you
receive and what your health care costs. Personal
information does not include what is available to
the public. For example, anyone can find out what
your health plan covers or how it works. It also

Visit us www.aetnamedicare.com



does not include summarized reports that do not
identify you.

Below is a summary of our privacy policy. For a
copy of our actual policy, go to www.aetna.com.
You'll find the “Privacy Notices” link at the bottom
of the page. You can also write to:

Aetna Legal Support Services Department
151 Farmington Avenue, W121
Hartford, CT 06156

Summary of the Aetna privacy policy

We have policies and procedures in place

to protect your personal information from
unlawful use and disclosure. We may share your
information to help with your care or treatment
and administer our health plans and programs.
We use your information internally, share it with
our affiliates, and we may disclose it to:

* Your doctors, dentists, pharmacies, hospitals
and other caregivers

* Those who pay foryour health care services.
That can include health care provider
organizations and employers who fund their
own health plans orwho share the costs.

* Otherinsurers

* Third-party administrators

* Vendors

* Consultants

* Government authorities and their
respective agents

These parties must also keep your information
private. Doctors in the Aetna network must
allow you to see your medical records within a
reasonable time after you ask for them.

Some of the ways we use your personal
information include:

* Paying claims

* Making decisions about what to cover

* Coordinating payments with other insurers

* Preventive health, early detection, and disease
and case management

Contact us 1-888-267-2637

We consider these activities key for the operation
of our health plans. We usually will not ask if it’s
okay to share your information unless the law
requires us to. We will ask your permission to
disclose personal information if it is for marketing
purposes. Our policies include how to handle
requests for your information if you are unable to
give consent.

Anyone can get health care

We do not consider your race, disability, religion,
sex, sexual orientation, health, ethnicity, creed,
age or national origin when giving you access

to care. Network providers are contractually
obligated to the same.

We must comply with these laws:

* Title VI of the Civil Rights Act of 1964

* Age Discrimination Act of 1975

* Americans with Disabilities Act

* Laws that apply to those who receive
federal funds

* All other laws that protect your rights to
receive health care

Aetna is committed to Accreditation by the
National Committee for Quality Assurance
(NCQA) as a means of demonstrating a
commitment to continuous quality improvement
and meeting customer expectations. A complete
listing of health plans and their NCQA status

can be found on the NCQA website located at
reportcard.ncga.org.

To refine your search, we suggest you search
these areas: Managed Behavioral Healthcare
Organizations — for behavioral health
accreditation; Credentials Verification
Organizations — for credentialing certification;
Health Insurance Plans — for HMO and PPO
health plan; Physician and Physician Practices
— for physicians recognized by NCQA in the areas
of heart/stroke care, diabetes care, back pain and
medical home. Providers who have been duly
recognized by the NCQA Recognition Programs
are annotated in the provider listings section of
this directory.



Providers, in all settings, achieve recognition

by submitting data that demonstrates they are
providing quality care. The program constantly
assesses key measures that were carefully defined
and tested for their relationship to improved care;
therefore, NCQA provider recognition is subject
to change.

Providers are independent contractors and are
not agents of Aetna. Provider participation may
change without notice. Aetna does not provide
care or guarantee access to health services. For
up-to-date information, please visit our DocFind®
directory at www.aetna.com or, if applicable, visit
the NCQA's new top-level recognition listing at
recognition.ncqa.org.

Medicare Advantage
Coverage Determinations,
Appeals and Grievances

As a member of the Aetna Medicare Plan (HMO)
or Aetna Medicare Plan (PPO), you have the right
to request an organizational determination,
which includes the right to file an appeal if we
deny coverage for an item or service and the
right to file a grievance. You have the right to
request an organziational determination if you
want us to provide or pay for an item or service
that you believe should be covered. If we deny
coverage foryour requested item or service, you
have the right to appeal and ask us to review

our determination. Aetna Medicare is required
to process organizational determinations,
appeals and grievances using the requirements
and timeframes established by the Centers

for Medicare and Medicaid Services (CMS), the
agency that oversees the Medicare program. The
following is a description of these processes.

Ifyour plan includes coverage for prescription
drug coverage, please refer to the separate
section titled: Medicare Prescription Drug
Coverage Determinations, Exceptions,
Appeals and Grievances for a description of
the processes that apply to your Medicare
prescription drug coverage.

For detailed information about our Aetna
Medicare organizational determination, appeal
and grievance processes, forms, copies of

the Evidence of Coverage and our contact
information, please refer to our Aetna Medicare
website: www.aetnamedicare.com. Then click
on the link for “Aetna Medicare Advantage Plan
Exceptions, Appeals and Grievance web page and
online forms.”

Copies of the forms mentioned in this document
and copies of our Evidence of Coverage
documents can be found on our website at:
www.aetnamedicare.com. Simply click on the
link for “Help & Resources,” and then “Download
Documents.”

Ifyou do not have access to the internet, you may
also contact Member Services with any questions
you may have or for copies of the forms and other
information available on our website. Please call
1-877-238-6211 (TTY/TDD:711) 7 days a week,
from 8 a.m. to 8 p.m. all time zones.

Appointment of Representation

You or someone you name may communicate
with us on your behalf to request an organizational
determination or file a grievance or appeal. The
person you name would be your “appointed
representative.” You may name a relative, friend,
advocate, doctor, or anyone else to act for you.
Other persons may already be authorized under
State law to act foryou. Ifyou want someone to
act foryou who is not already authorized under
State law, then you and that person must sign

and date a statement that gives the person legal
permission to be your appointed representative.

If you would like to appoint a representative to
assist you with the organizational determination,
exceptions, appeals or grievance process, please
print, complete and sign the CMS Appointment of
Representative form (CMS-1696) available on our

Visit us www.aetnamedicare.com



website and include it with your written request.
You can also contact Member Services for a copy
of this form.

The Medicare Advantage Grievance Process
A “grievance” is any complaint other than one
that involves an organizational determination.
You would file a grievance if you have any type
of problem with us or one of our plan providers.
Grievance issues can include complaints about
quality of care, waiting times, or customer service.
Grievances do not include complaints related
to coverage or payment disputes. Ifyou have a
grievance, we encourage you to first call Aetna
Member Services.

A grievance can be filed orally or in writing

and must be filed within 60 days of the event

or incident. Grievances will be resolved as
expeditiously as the case requires based on the
member’s health status, but no later than 30 days
from the date of receipt. Aetna or the member
can take up to a 14-day extension. If we initiate
an extension, we must notify you in writing and
the letter must provide the reason for the delay.
A quality-of-care complaint can be filed with
Aetna or the Quality Improvement Organization
(QI0). There is a Quality Improvement
Organization (QIO) in each state.

A QIO has a group of doctors and other health
care professionals who are paid by the Federal
government. This organization is paid by
Medicare to check on and help improve the
quality of care for people with Medicare. A QIO is
an independent organization. It is not connected
with our plan.

You should contact the QIO in your state in any

of these situations:

* You have a complaint about the quality of care
you have received.

* You think coverage for your hospital stay is
ending too soon.

* You think coverage for your home health care,
skilled nursing facility care, or

» Comprehensive Outpatient Rehabilitation

Facility (CORF) services are ending too soon.
Please refer to the Evidence of Coverage for
the name and contact information of the QIO
in your state.
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You also have the right to ask for an “expedited” or
“fast” grievance. An expedited or “fast” grievance
is a type of complaint that must be resolved
within 24 hours from the time you contact us. You
have the right to request an expedited grievance
if you disagree with:

* Our determination to take a 14-day extension
on a coverage determination or appeal.

* Ourdenial of your request to expedite an
organizational determination or an appeal for
health services.

Aetna will track all oral and written grievances
received, including the date received, type of
grievance and final disposition of the grievance,
and the date the complainant was notified of the
final outcome or resolution.

Ifyou would like to file an oral grievance, you may
do so by calling the following toll-free Member
Services number 1-800-282-5366 (TTY/
TDD:711). Calls to these numbers are free. Hours
of operation: 7 days per week, 8 a.m. to 8 p.m. all
time zones. If you would like to file a grievance,
you can mail us your written complaint or you
may print and complete a copy of the Aetna
Medicare Plans Grievance or Appeal Form. You
can access the forms on our website at:
www.aetnamedicare.com. Then click on the
link for “Help & Resources,” and then “Download
Documents.” or by contacting Member Services
at the toll-free number on your ID card for copies.
Written complaints should be mailed to the
address indicated below oryou may fax them to
the following toll-free fax number:

Aetna Medicare Grievance and Appeals Unit
P.O. Box 14067

Lexington, KY 40512

Fax Number all States: 1-866-604-7092



Medicare Advantage Organizational
Determinations

You have the right to request an organizational
determination if you want us to provide or pay
foran item or service that you believe should

be covered. We are making an organizational
determination for you whenever we decide what
is covered for you and how much we pay. In some
cases we might decide a service is not covered or
is no longer covered by Medicare foryou. Ifyou
disagree with this organizational determination,
you can make an appeal.

Standard Organizational

Determination Process

If you request an organizational determination for
an item or service you believe should be covered
and we process your request as a standard
organizational determination, we must give you

a determination within 14 days of receiving your
request. However, we can take up to 14 more
calendar days if you ask for more time, or if we
need information (such as medical records) that
may benefit you. If we decide to take extra days

to make the determination, we will tell you in
writing. Ifyou believe we should not take extra
days, you can file a “fast complaint” also known as
an expedited grievance about our determination
to take extra days. When you file an expedited
grievance, we will give you an answer to your
grievance within 24 hours.

If we do not give you our answer within 14 days
(orif there is an extended time period, by the end
of that period), you have the right to appeal. If our
answer is yes to part or all

of what you requested, we must authorize or
provide the coverage we have agreed to provide
within 14 days after we received your request.

If we extended the time needed to make our
determination, we will provide the coverage by
the end of that extended period. If our answer
is no to part or all of what you requested, we will
send you a written statement that explains why
we said no and you will have the right to appeal.

“Fast” Organizational Determination Process
Ifyour health requires it we will give you a fast
determination and will give you an answer within
72 hours of receipt of your request. However, we
can take up to 14 more calendar days if we find
that some information that may benefit you is
missing, or if you need time to get information to
us for the review. If we decide to take extra days,
we will tell you in writing. If you believe we should
not take extra days, you can file a “fast complaint”
also known as an expedited grievance about our
determination to take extra days. We will call you
as soon as we make the determination.

Ifwe do not give you our answer within 72 hours
(orifthere is an extended time period, by the
end of that period), you have the right to appeal.
If our answer is yes to part or all of what you
requested, we must authorize or provide the
medical care coverage we have agreed to provide
within 72 hours after we received your request.
If we extended the time needed to make our
determination, we will provide the coverage by
the end of that extended period. If our answer

is no to part or all of what you requested, we will
send you a written statement that explains why
we said no and you will have the right to appeal.

To get a fast determination, you must meet
two requirements:

* You can get a fast determination only if you
are asking for coverage for medical care you
have not yet received. (You cannot get a fast
determination if your request is about payment
for medical care you have already received.)

* You can get a fast determination only if using the
standard deadlines could cause serious harm to
your health or hurt your ability to function.

If your doctor tells us that your health requires

a “fast determination,” we will automatically
agree to give you a fast determination. If you
ask for a fast determination on your own,
without your doctor’s support, we will decide
whetheryour health requires that we give you

a fast determination. If we decide your medical
condition does not meet the requirements for a
fast determination you will be notified in writing
and the letter will explain your additional rights.

Visit us www.aetnamedicare.com



If you would like to request an organizational
determination, you may do so by calling the
following toll-free Member Services numbers:
1-800-282-5366 (TTY/TDD:711). Calls to these
numbers are free. Hours of operation: 7 days per
week, 8 a.m. to 8 p.m. all time zones. If you or your
doctorwould like to file a written organizational
determination request, you can mail to the
address indicated below:

Aetna Medicare Precertification Unit
P.0.Box 14079
Lexington, KY 40512-4079

Medicare Advantage Appeal Rights

As a member of the Aetna Medicare Plan (HMO)
or Aetna Medicare Plan (PPO), you have the
right to appeal any determination resulting in
Aetna’s failure to provide coverage for or pay
for what you believe are covered benefits and
services. These include:

1. Reimbursement for coverage of emergency
or urgently needed services.

2. A denied claim for coverage of health care
services that you believe should have been
reimbursed by Aetna.

3. Coverage foran item or service that you
have not received but which you believe
should be covered.

4. Any determination to discharge you from the
hospital if you believe it is too early to do so.
(Note: In this case, a notice will be given to you
with information about how to appeal to a
Medicare Quality Improvement Organization
(QIO). You will remain in the hospital while the
QIO reviews the determination. You will not
be held liable for charges during this period
regardless of the outcome of the review. Refer
to your Evidence of Coverage forthe QIO in
your area.)

5. Reductions or terminations of coverage for
what you feel are medically necessary covered
services. (Note: If the coverage that will be
stopped is for home health care, skilled nursing
facility care, or Comprehensive Outpatient
Rehabilitation Facility (CORF) services, a
notice will be given to you with information
about how to appeal to a Medicare Quality

Contact us 1-888-267-2637

Improvement Organization (QIO). There is a
Quality Improvement Organization (QIO) in
each state.)

A QIO has a group of doctors and other health
care professionals who are paid by the Federal
government. This organization is paid by
Medicare to check on and help improve the
quality of care for people with Medicare. A QIO is
an independent organization. It is not connected
with our plan.

You should contact the QIO in your state in

any of these situations:

* You have a complaint about the quality of care
you have received.

* You think coverage for your hospital stay is
ending too soon.

* You think coverage for your home health care,
skilled nursing facility care, or

» Comprehensive Outpatient Rehabilitation
Facility (CORF) services are ending too soon.

Please refer to the Evidence of Coverage for
the name and contact information of the QIO
in your state.

Aetna has a Medicare Standard Appeals Process
and a Medicare Expedited Appeals Process.

The following is a general explanation of these
important processes.

Medicare Advantage Standard

Appeals Process

Aetna must notify you in writing of any
determination to deny a claim or service. The
notice must state the reasons for the denial

and also must inform you of your right to file

an appeal. Ifyou decide to proceed with the
Medicare Standard Appeals Process, the following
steps will occur:

1. You must submit a written request for appeal
to Aetna. You must submit your written
request within sixty (60) calendar days of the
date of the notice of the adverse coverage
determination. The sixty (60) day limit may be
extended for good cause. Please include in
your written request the reason why you could
not file within the sixty (60) day timeframe.



Ifyou would like to initiate an appeal request, you
may submit your request in writing or you may
print and complete the Aetna Medicare Plans
Grievance or Appeal Form and fax or mail it to
Aetna. You can access the forms on our website
at: www.aetnamedicare.com. Then click on the
link for “Help & Resources,” and then “Download
Documents.” Oryou can contact or by contacting
Member Services at the toll-free number on your
ID card for copies.

Aetna Medicare Grievance & Appeals Unit
P.O.Box 14067

Lexington, KY 40512

Fax Number all States: 1-866-604-7092

Aetna will conduct the reconsideration and notify
you in writing of the determination, using the
following timeframes:

a) Request for Services. If the appeal is for a
denied service, we must notify you of the
reconsidered determination as expeditiously
as your health requires, but no later than
thirty (30) calendar days from receipt of
your request. We may extend this timeframe
by up to fourteen (14) calendar days if you
request the extension or if we need additional
information and the extension of time benefits
you. Our reconsidered determination will be
made by a person(s) not involved in the initial
determination.

b) If you disagree with our determination to
extend the time frame, you have the right to
request a “fast complaint” also known as an
expedited grievance about our determination
to take extra days. When you file a “fast” or
expedited grievance, we will give you an answer
to your grievance within 24 hours.

c) Request for Payment. If the appeal is for a
denied claim, Aetna must notify you of the
reconsidered determination no later than
sixty (60) calendar days after receiving your
request for a reconsidered determination.
Our reconsidered determination will be
made by a person(s) not involved in the initial
determination. You may present or submit
relevant facts and/or additional evidence for

review either in person or in writing to Aetna.

2. IFwe decide fully in your favor on a request for
a service, we must provide or authorize the
requested service within thirty (30) calendar
days of the date we received your request for
appeal. Ifwe extended the time needed to
make our determination, we will provide the
coverage by the end of that extended period.
Ifwe decide fully in your favor on a request
for payment, we must make the requested
payment within sixty (60) calendar days of the
date we received your request for appeal.

3.1Fwe decide to uphold the original adverse

determination, either in whole or in part, we
will automatically forward the entire file to an
Independent Review Organization designated
by CMS for a new and impartial review. We
must send the file to the Independent Review
Organization within thirty (30) calendar days
of arequest for service and within sixty (60)
calendar days of a request for payment.

4.1fwe do not give you an answer by the deadline

above (or by the end of the extended time
period if we took extra days), we are required
to send the request on to Level 2 of the
appeals process where it will be reviewed by an
Independent Review Organization designated
by CMS.

5. For cases submitted for review, the

Independent Review Organization will make a
reconsidered determination and notify you in
writing of the reasons for the determination.
If the Independent Review Organization
upholds our determination, their notice will
inform you of your right to a hearing before an
Administrative Law Judge (AL)).

6. If the Independent Review Organization

decides in your favor, we must:

a) Authorize the disputed service within 72
hours from the date we receive notice from
the Independent Review Organization
reversing the determination; or

Visit us www.aetnamedicare.com



b) Provide the disputed service as expeditiously
as your health condition requires, but no
later than fourteen (14) calendar days
from the date we receive notice from the
Independent Review Organization reversing
the determination; or

c) Pay for the disputed service within thirty
(30) calendar days from the date we receive
notice from the Independent Review
Organization reversing the determination.

7.1fthe Independent Review Organization does
not rule fully in your favor, there are further
levels of appeal:

If the amount in dispute meets the established
CMS dollar threshold, you may request a hearing
before an Administrative Law Judge (ALJ) by
submitting a written request to Aetna, the
Independent Review Organization or the Social
Security Administration (SSA). The request must
be sent within sixty (60) calendar days of the date
of the Independent Review Organization notice
that the reconsidered determination was not

in your favor. This sixty (60) day notice may be
extended for good cause.

Eitheryou or Aetna may request a review of an ALJ
determination by the Medicare Appeals Council
(MAC), which may either review the determination
or decline review.

If the amount in dispute meets the established
CMS dollar threshold, eitheryou or Aetna may
request that a determination made by the MAC,
orthe ALJ, ifthe MAC has declined review, be
reviewed by a Federal district court.

Any initial or reconsidered determination made
by Aetna, Independent Review Organization, the
ALJ, or the MAC can be reopened by any party (a)
within 12 months, (b) within four (4) years for just
cause, or (c) at any time for clerical correction of
an error or in cases of fraud.

Contact us 1-888-267-2637

Medicare Advantage Expedited
Appeals Process

1. You may file a request for an expedited appeal
for the denial of coverage for services you
believe you need and where you feel that
applying the standard appeal process could
jeopardize your health. If Aetna decides that
the timeframe for the standard process could
seriously jeopardize your life, health or ability
to regain maximum function, the review of
your request will be expedited. If you disagree
with a determination to discharge you from the
hospital, see the next section.

2. A physician may file a request for an expedited
appeal on your behalf. Aetna must provide an
expedited appeal if the physician indicates that
applying the standard appeal process could
seriously jeopardize your life, health or ability to
regain maximum function.

3. Aetna will notify you and/or the physician of our
determination as expeditiously as your health
condition requires but no later than 72 hours
after receiving the request. We may extend
this timeframe by up to fourteen (14) calendar
days if you request the extension or if we need
additional information and the extension of
time benefits you.

4. |fyou disagree with our determination to
extend the time frame, you have the right
to request a “fast complaint,” also known
as an expedited grievance. Aetna’s written
notification will provide instructions and the
timeframes associated with the expedited
grievance process. When you file an expedited
grievance, we will give you an answer to your
grievance within 24 hours.

5. To request an expedited appeal, you may call
1-800-932-2159. You may fax, mail or hand
deliver your written request to Aetna. If you
write, the 72-hour review timeframe will not
begin until your request is received.

Aetna Medicare Grievance and Appeals Unit
P.O. Box 14067

Lexington, KY 40512

Fax Number all states: 1-866-604-7092



6. If Aetna determines that your request is
not time-sensitive, where your health is not
seriously jeopardized, Aetna will notify you
verbally and in writing and will automatically
begin processing your request under the
standard appeal process.

7.1fyou disagree and believe the review should be
expedited, you may file a “fast complaint,” also
known as an expedited grievance, with Aetna.
The written notice will include instructions on
how to file an expedited grievance. When you
file an expedited grievance, we will give you an
answer to your grievance within 24 hours.

8. We must give you our answer within 72 hours
after we receive your appeal. We will give you
our answer sooner if your health requires it.

If we do not give you an answer within 72
hours, we are required to send your request
on to Level 2 of the appeals process, where
it will be reviewed by an Independent
Review Organization.

If our answer is yes to part or all of what you
requested, we must provide the coverage
we have agreed to provide within 72 hours
after we receive your appeal.

If our answer is no to part or all of what you
requested, we will automatically forward
the entire file to an Independent Review
Organization designated by CMS for a new
and impartial review.

9. For cases submitted for review, the
Independent Review Organization will make a
reconsidered determination within 72 hours
and notify you in writing of the reasons for
the determination. If the Independent Review
Organization upholds our determination,
their notice will inform you of yourright to a
hearing before an Administrative Law Judge
as described in Step 7 under the standard
appeals process.

10. Ifthe Independent Review Organization
decides in your favor, we must authorize the
disputed service within 72 hours from the
date we receive notice from the Independent
Review Organization reversing the

determination; or provide the disputed service
as expeditiously as your health condition
requires, but no later than fourteen (14)
calendar days from the date we receive notice
from the Independent Review Organization
reversing the determination; or pay for the
disputed service within thirty (30) calendar
days from the date we receive notice from the
Independent Review Organization reversing
the determination.

Medicare Prescription Drug
Coverage Determinations,
Exceptions, Appeals and
Grievances

As a member of Aetna Medicare Rx Plan (PDP) or
Aetna Medicare Plan (HMO) or Aetna Medicare
Plan (PPO) with prescription drug coverage,
you have the right to request a coverage
determination, which includes the right to
request an exception, the right to file an appeal
if we deny coverage for a prescription drug, and
the right to file a grievance. Aetna Medicare is
required to process coverage determinations,
exceptions, appeals and grievances using the
requirements and timeframes established by
the Centers for Medicare and Medicaid Services
(CMS), the agency that oversees the Medicare
program. The following is a description of
these processes.

For detailed information about our Aetna
Medicare PDP coverage determination,
exceptions, appeal and grievance processes and

our contact information, please refer to our Aetna
Medicare website: www.aetnamedicare.com. Then
click on the link for “Aetna Medicare Advantage
Plan Exceptions, Appeals and Grievance web page
and online forms.

Copies of the forms mentioned in this document
and copies of our Evidence of Coverage
documents can be found on our website at:
www.aetnamedicare.com. Then click on the
link for “Help & Resources,” and then “Download
Documents.”

Visit us www.aetnamedicare.com



If you do not have access to the internet, you may
also contact Member Services with any questions
you may have or for copies of the forms and other
information available on our website. Please call
1-877-238-6211 (TTY/TDD:711) 7 days a week,
from 8 a.m. to 8 p.m. all time zones.

Appointment of Representation

You or someone you name may communicate
with us on your behalfto request a coverage
determination or file a grievance or appeal. The
person you name would be your “appointed
representative.” You may name a relative, friend,
advocate, doctor, or anyone else to act foryou.
Other persons may already be authorized under
State law to act for you. Ifyou want someone to
act foryou who is not already authorized under
State law, then you and that person must sign
and date a statement that gives the person legal
permission to be your appointed representative.
Ifyou would like to appoint a representative

to assist you with the coverage determination,
exceptions, appeals or grievance process, please
print, complete and sign the CMS Appointment of
Representative form (CMS-1696) available on our
website and include it with your written request.
You can also contact Member Services for a copy
of this form.

The Prescription Drug Plan Grievance Process
A “grievance” is any complaint other than

one that involves a coverage determination.

You would file a grievance if you have any

type of problem with us or one of our network
pharmacies that does not relate to coverage for
a prescription drug. Grievance issues can include
complaints about quality of care, waiting times,
or customer service. Grievances do not include
complaints related to coverage or payment
disputes. Ifyou have a grievance, we encourage
you to first call Aetna Member Services. Please
call 1-877-238-6211 (TTY/TDD:711) 7 days a
week, from 8 a.m. to 8 p.m. all time zones.

Contact us 1-888-267-2637

A grievance can be filed orally or in writing and
must be filed within 60 days of the event or
incident. We have a dedicated Member Services
Unit available to assist members in resolving their
oral grievances. You may contact them at the
number provided below. If you preferyou may file
your grievance in writing with the Aetna Medicare
Grievance and Appeals Unit using the address
and fax information provided below. Grievances
will be resolved as expeditiously as the case
requires based on the member’s health status,
but no later than 30 days from the date of receipt.
Aetna or the member can take up to a 14-day
extension. Ifwe initiate an extension, we must
notify you in writing and the letter must provide
the reason for the delay.

A quality-of-care complaint can be filed with us
or the Quality Improvement Organization (QIO).
There is a Quality Improvement Organization
(QI0) in each state. A QIO has a group of doctors
and other health care professionals who are paid
by the Federal government. This organization is
paid by Medicare to check on and help improve
the quality of care for people with Medicare. A
QIO is an independent organization. It is not
connected with our plan.

You should contact the QIO in your state in any of

these situations:

* You have a complaint about the quality of care
you have received.

* You think coverage foryour hospital stay is
ending too soon.

* You think coverage for your home health care,
skilled nursing facility care, or

* Comprehensive Outpatient Rehabilitation
Facility (CORF) services are ending too soon.

Please refer to the Evidence of Coverage for
the name and contact information of the QIO
in your state.



You also have the right to ask for a fast
“expedited” grievance. An expedited or “fast”
grievance is a type of complaint that must be
resolved within 24 hours from the time you
contact us. You have the right to request a “fast”
grievance if you disagree with our denial of your
request to expedite a coverage determination or
redetermination for a prescription drug.

Aetna will track all oral and written grievances
received, including the date received, type of
grievance and final disposition of the grievance,
and the date the complainant was notified of the
final outcome or resolution.

Ifyou would like to file an oral grievance, please
call Member Services at 1-877-238-6211
(TTY/TDD:711) 7 days a week, from 8 a.m. to

8 p.m. all time zones.

If you would like to file a formal grievance, you
can mail us your written complaint or you may
print and complete a copy of the Aetna Medicare
Plans Grievance or Appeal Form.

You can access the forms on our website at:
www.aetnamedicare.com. Then click on the
link for “Help & Resources,” and then “Download
Documents.” Oryou can contact Member
Services at the toll-free number on your ID card
for copies. Written complaints should be mailed
to the address indicated below or you may fax
them to the following fax number:

Aetna Medicare Grievance and Appeals Unit
P.O.Box 14579

Lexington, KY 40512

Fax Number all States: 1-866-604-7092

Prescription Drug Coverage

Determination Process

The following information provides a detailed
description of the Medicare Prescription Drug
Coverage Determination and Exceptions
process. You, your appointed representative, your
doctor or pharmacist can submit a request for

a coverage determination orally or by using the
following forms: Aetna Medicare Part D Coverage
Determination Request Form for Prescribers or
Aetna Medicare Prescription Drug Coverage
Determination Request Form for Enrollees. You
can access the forms on our website at:
www.aetnamedicare.com. Then click on the
link for “Help & Resources,” and then “Download
Documents.” Oryou can contact Member
Services at the toll free number on your ID card
for copies. You, your representative, your doctor,
orother prescriber will need to complete the
necessary information and fax it to us or we can
be contacted directly at the toll-free number
indicated on the form.

As an Aetna Medicare member, you have the right
to request a coverage determination concerning
your rights with regard to the prescription drug
coverage you are entitled to receive under the
plan, including:
* Basic prescription drug coverage and
supplemental benefits.
* The amount including cost sharing, if any,
that you are required to pay for a drug.

An adverse coverage determination constitutes
any unfavorable decision made by or on behalf
of Aetna regarding coverage or payment for
prescription drug benefits a member believes he
or she is entitled to receive.

Visit us www.aetnamedicare.com



The following actions are considered coverage

determinations:

* A decision not to provide coverage for a
prescription drug which includes a decision not
to pay because the drug is not on the plan’s
formulary, determined to be not medically
necessary, the drug is furnished by an out-of-
network pharmacy, or Aetna determines the
drug is otherwise excluded under the CMS
regulations that the member believes should be
covered by the plan.

* The failure to provide a coverage determination
in a timely manner when a delay would
adversely affect the health of the member.

* A decision concerning an exception to a plan’s
tiered cost-sharing structure.

* A decision concerning an exception request
involving a non-formulary drug.

* A decision on the amount of cost sharing
foradrug.

Aetna has both a standard and expedited
procedure in place for making coverage
determinations. The following is an explanation
of each process:

Standard Prescription Drug Coverage
Determination Process

Upon receipt of a standard coverage
determination request, Aetna will review the
request and make the determination.

1. We will conduct the reconsideration and
notify you in writing of the decision,

using the following timeframes:

* Request for Prescription Drug Benefits:
When a party makes a request for drug
benefits, Aetna will notify you or your
appointed representative and your doctor
or other prescriber (as appropriate) of our
determination as expeditiously as your
health condition requires, but no later than
72 hours from the receipt of the request or,
for an exception request, the prescriber’s
supporting statement.

Contact us 1-888-267-2637

* Request for Payment: When a party makes
arequest for payment, Aetna will notify you
oryour authorized representative of our
determination within 14 calendar days from
receipt of the request. If the determination is
favorable, Aetna will make payment to
you within 14 calendar days after we receive
your request.

2.1f Aetna decides fully in your favor on a request
for a coverage determination, you and your
doctor or other prescriber will receive written
approval notification.

3. For denials related to drug coverage in whole or
in part, Aetna will send a written notice of the
determination to you and the doctor or other
prescriber involved. The denial notice will state
the specific reason for the denial and contain all
ofthe applicable Medicare appeals language. For
denials related to payment, Aetna will also send
awritten notice containing all of the applicable
Medicare appeals language.

4.1Fwe do not meet the timeframes above, we are
required to send your request on to Level 2 of
the appeals process where it will be reviewed
by an Independent Review Organization
designated by CMS. We must send it within
24 hours of the expiration of the adjudication
timeframe and the Independent Review
Organization will issue a determination.

Expedited Prescription Drug Coverage

Determination Process

1. You may file a request for an expedited
coverage determination for drug coverage
if you believe that applying the standard
coverage determination process could
jeopardize your health. If Aetna decides that
the timeframe for the standard process could
seriously jeopardize your life, health or ability
to regain maximum function, the review of
your request will be expedited.



2.You, your appointed representative oryour
doctor or other prescriber can request an
expedited coverage determination. An
expedited request can be submitted orally or
in writing to Aetna and your doctor or other
prescriber may provide oral or written support
foryour request for an expedited coverage
determination. A request made or supported
by your prescribing physician will be expedited
if your physician indicates that applying the
standard timeframe for making a determination
may seriously jeopardize your life or health or
your ability to regain maximum function.

3. When Aetna determines that a request
qualifies for expedited handling, we will make
our determination as expeditiously as your
health condition requires, but no later than
24 hours after receiving the request, or, for
an exception request, upon receipt of your
physician’s supporting statement. Both you
and your prescribing physician will be notified
of the decision, whether favorable or adverse. If
Aetna first notifies you of an adverse decision
orally, we will mail written confirmation to you
within 3 calendar days of the oral notification.
The written notice will also state the specific
reason for the denial in understandable
language and contain all of the applicable
Medicare appeals language to ensure you are
informed of your right to file a redetermination

(appeal).

4. A request for payment of a covered prescription
drug already furnished is not eligible for
expedited processing.

5.To request an expedited coverage
determination, you may call, fax or mail your
written request to Aetna at the numbers
indicated. IFyou write, the 24-hour review time
will not begin until your request is received.

6. If Aetna determines that your request is not
time-sensitive, where your health is not
seriously jeopardized, Aetna will notify you
verbally and in writing and will automatically
begin processing your request under the
standard reconsideration process. If you
disagree and believe the review should be
expedited, you may file a “fast complaint” also
known as an expedited grievance with Aetna.
The written notice will include instructions on
how to file an expedited grievance.

7.1Fwe do not meet the timeframe above, we are
required to send your request on to Level 2 of
the appeals process where it will be reviewed
by an Independent Review Organization
designated by CMS. We must send it within
24 hours of the expiration of adjudication
timeframe and the Independent Review
Organization will issue a determination.

8. You have the right to resubmit your request for
an expedited coverage determination with
your doctor or other prescriber’s support.

Assistance with Prescription Drug Coverage
Determinations

A member, an appointed representative, the
member’s doctor or pharmacist can submit a
request for a coverage determination orally or
by using the following forms: Aetna Medicare
Part D Coverage Determination Request Form
for Prescribers or Aetna Medicare Prescription
Drug Coverage Determination Request Form

for Enrollees. You can access the forms on our
website at: www.aetnamedicare.com Then
click on the link for “Help & Resources,” and then
“Download Documents.” Oryou can contact
Member Services at the toll-free number on your
ID card for copies.

Visit us www.aetnamedicare.com



Address:

Aetna Pharmacy Management
Precertification Unit

300 Highway 169 South

Suite 500

Minneapolis, MN 55426

Telephone:
Pharmacy Precertification: 1-800-414- 2386

Fax Number:
Pharmacy Precertification: 1-800-408-2386

You, your appointed representative, your
physician or pharmacist can call Aetna’s
Pharmacy Precertification unit directly to ask
questions or initiate an oral request by calling
1-888-972-3862.

* Prior authorization or other utilization
management review.

* Request for exception and approval fora
non-formulary medication.

* Request for exceptions to a plan’s tiered
cost sharing.

The Prescription Drug Coverage
Exceptions Process

Under the prescription drug coverage
determination process you may initiate an
exception request for the following situations:

 Covering a Part D drug foryou that is not on our

List of Covered Drugs (Formulary).

* Removing a restriction on our coverage
fora covered drug. There are extra rules or
restrictions that apply to certain drugs on our

List of Covered Drugs (Formulary), such as prior

authorization, step therapy or quantity limits.
* Changing coverage of a drug to a lower cost-
sharing tier.

Contact us 1-888-267-2637

1. A decision by Aetna concerning an exception
request constitutes a coverage determination;
therefore all of the applicable coverage
determination requirements and timeframes
apply. Ifyou are requesting an exception we
can pend the request until we receive the
“doctor’s statement.” Your doctor or other
prescriber must give us the medical reasons
for the drug exception you are requesting.
Your doctor or other prescriber can fax or mail
the statement to us. Oryour doctor or other
prescriber can tell us on the phone and follow
up by faxing or mailing a written statement if
necessary.

2. Please refer to your Evidence of Coverage,
Chapter 7, and Section 5 fora complete
description of the exception process. You may
also view a copy of the Evidence of Coverage
on www.AetnaMedicare.com at the link
titled Help & Resources, then select Download
Documents and choose the Evidence of
Coverage tab.

3.You, your appointed representative or your
doctor or other prescriber can submit an
exception request either orally or in writing
by contacting Aetna at:

Aetna Pharmacy Management
Precertification Unit

300 Highway 169 South

Suite 500

Minneapolis, MN 55426

Telephone:
Pharmacy Precertification: 1-800-414-2386

Fax Number:
Pharmacy Precertification: 1-800-408-2386

Aetna will track all standard and expedited
coverage determination and exception requests
received, including the date received, type of
request, the final disposition of the request, and
the date of the final disposition.



The Prescription Drug Standard Appeals
(Redetermination) Process

The appeals process, also referred to as a
redetermination process, is used to review an
adverse coverage determination made by Aetna
on the benefits that you believe you are entitled
to receive. This includes a delay in providing or
approving drug coverage (when the delay can
affect your health), or on any amounts you must
pay for drug coverage.

The following information provides a detailed
description of the appeals process. If you would
like to initiate an appeal request, you may submit
your request in writing or you may print and
complete the Aetna Medicare Plans Grievance
or Appeal Form and fax or mail it to Aetna.

You can access the forms on our website at:
www.aetnamedicare.com. Then click on the
link for “Help & Resources,” and then “Download
Documents.” Oryou can contact Member
Services at the toll-free number on your ID card
for copies.

Ifyou feel your appeal needs to be handled
expeditiously, you may also contact Aetna directly
at the toll-free number listed in the section

below explaining the Prescription Drug Coverage
Expedited Appeals (Redetermination) Process.

Aetna Medicare Grievance and Appeals Unit
P.O.Box 14579

Lexington, KY 40512

Fax Number all States: 1-866-604-7092

Below is a description of the appeals process:

* You, your appointed representative, your
prescriber or pharmacist can request an
appeal (redetermination).

* You must ask for an appeal by making a
written request to Aetna and must file the
request within 60 days of the adverse
coverage determination.

Standard appeal decisions for covered drug
benefits must be provided to you in writing (and
effectuated if favorable) as expeditiously as your
health condition requires, but no later than 7
calendar days of receipt of the appeal request.

Standard appeal decisions (favorable or
unfavorable) for requests for payment must be
provided to you in writing (and effectuated if
favorable), no later than 7 calendar days of receipt
ofthe appeal request.

Failure to meet the timeframes noted constitutes
an adverse determination and Aetna must
forward your request to the Independent Review
Organization within 24 hours of the expiration of
the adjudication timeframe for the Independent
Review Organization to issue the appeal
(redetermination) decision. This applies to both
standard and expedited appeal requests.

The Prescription Drug Coverage Expedited
Appeals (Redetermination) Process

You may file a request for an expedited appeal for
drug coverage if you believe that applying

the standard appeals process could jeopardize
your health. If Aetna decides that the timeframe
for the standard process could seriously
jeopardize your life, health or ability to regain
maximum function, the review of your request
will be expedited.

1. You, your appointed representative or your
doctor or other prescriber can request an
expedited appeal. An expedited request can
be submitted orally or in writing to Aetna and
your doctor or other prescriber may provide
oral or written support for your request for an
expedited appeal.

2. Aetna must provide an expedited appeal if
we determine that applying the standard
timeframe for making a determination may
seriously jeopardize your life or health oryour
ability to regain maximum function.

Visit us www.aetnamedicare.com



3. Arequest made or supported by your doctor

or other prescriber will be expedited if he/she
indicates that applying the standard timeframe
for making a determination may seriously
jeopardize your life or health oryour ability to
regain maximum function.

4.To request an expedited appeal, you may call

1-877-235-3755 oryou may fax or mail your
written request to Aetna. Ifyou write, the
72-hour review timeframe will not begin until
your request is received. Written requests can
be faxed or mailed to the following address:

Aetna Medicare Grievance and Appeals Unit
P.O.Box 14579

Lexington, KY 40512

Fax Number all States: 1-866-604-7092

5. A request for payment of drugs that you

have already received does not qualify for
expedited appeals processing.

6. When an appeal request meets criteria for

expedited processing, Aetna must provide
you and your prescribing physician notice of
our decision as expeditiously as your health
condition requires, but no later than 72 hours
afterreceiving the request.

7.|fadditional medical information is required

to process the request, Aetna must request

it within 24 hours of receiving the expedited
appeal request. Even if additional information
is required, Aetna must still issue notice of the
decision within the 72 hour timeframe.

Contact us 1-888-267-2637

8. If Aetna determines that your request is

not time-sensitive, where your health is not
seriously jeopardized, Aetna will notify you
verbally and in writing and will automatically
begin processing your request under the
standard appeals process. If you disagree and
believe the review should be expedited, you
may file a “fast compliant” also known as an
expedited grievance with Aetna. The written
notice will include instructions on how to file an
expedited grievance.

9. You have the right to resubmit your request

for an expedited appeal with your doctor or
other prescriber’s support. Aetna will track

all standard and expedited appeals received,
including the date received, type of appeal
and the final disposition of the appeal, and the
date you were notified of the final outcome or
resolution.



Health insurance plans are offered by Aetna Life Insurance Company (Aetna).

The benefit information provided herein is a brief summary, not a comprehensive description of benefits.
For more information contact the plan. Limitations, copayments, and restrictions may apply. Benefits,
formulary, pharmacy network, premium, and/or copayments/coinsurance may change on January 1, 2013.
You must be entitled to Medicare Part A and continue to pay your Part B premium and Part A, if applicable.
Medicare beneficiaries may enroll in a plan only during specific times of the year. To obtain additional
information, please contact Aetna Medicare at 1-888-267-2637 or the number on the back of your

ID card (TTY/TDD:711), from 8 a.m. to 8 .pm., 7 days a week. In general, beneficiaries must use network
pharmacies to access their prescription drug benefit, except in non-routine circumstances. Pharmacy
clinical programs such as prior authorization, step therapy, and quantity limits may apply to your
prescription drug coverage. You may be able to get Extra Help to pay for your prescription drug premiums
and costs. To see ifyou qualify for Extra Help, call: Social Security office at 1-800-772-1213 between 7
a.m.and 7 p.m., Monday through Friday (TTY users should call 1-800-325-0778); or your state Medicaid
office. This material is for informational purposes only. See plan documents for a complete description

of benefits, exclusions, limitations, and conditions of coverage. Plan features and availability may vary by
location and are subject to change. Aetna receives rebates from drug manufacturers that may be taken
into account in determining Aetna’s preferred drug list. Rebates do not reduce the amount a member pays
the pharmacy for covered prescriptions. Pharmacy participation is subject to change.

This information is available for free in other languages. Please contact our Customer Service number
at 1-888-267-2637 or the number on the back of your ID card (TTY/TDD:711) for additional information.
Hours of operation: 7 days per week, 8 a.m. to 8 p.m.

Esta informacién esté disponible en otros idiomas de manera gratuita. Si desea mas informacion,
comuniquese con Servicios al Cliente al 1-888-267-2637 or the number on the back of your ID card
(TYY/TDD:711). Horario de atencién: los 7 dias de la semana, de 8 a.m.a 8 p.m.

www.aetnaretireeplans.com
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