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January 1-December 31, 2025
Evidence of Coverage:

Your Medicare Health Benefits and Services and Prescription Drug Coverage as a Member of Aetna
Medicare Select (HMO-POS)

This document gives you the details about your Medicare health care and prescription drug coverage
from January 1-December 31, 2025. This is an important legal document. Please keep it in a safe
place.

For questions about this document, please contact Member Services at 1-833-570-6670 or the
number on your member ID card for additional information. (TTY users should call 711.) Hours are 8
AM to 8 PM, 7 days a week. This call is free.

This plan, Aetna Medicare Select (HMO-PQOS), is offered by AETNA HEALTH INC. (PA). (When this
Evidence of Coverage says “we,” “us,” or “our,” it means AETNA HEALTH INC. (PA). When it says “plan” or
“our plan,” it means Aetna Medicare Select (HMO-POS).)

This document is available for free in Spanish. Este documento esta disponible sin cargo en espaiol.
This document is available in other formats such as braille, large print or other alternate formats upon
request.

Benefits, premiums, deductibles, and/or copayments/coinsurance may change on January 1, 2026.

The formulary, pharmacy network, and/or provider network may change at any time. You will receive
notice when necessary. We will notify affected enrollees about changes at least 30 days in advance.

This document explains your benefits and rights. Use this document to understand about:

« Your plan premium and cost sharing;

+ Your medical and prescription drug benefits;

« How to file a complaint if you are not satisfied with a service or treatment;
« How to contact us if you need further assistance; and,

« Other protections required by Medicare law.

YO001_H3931_099_HQ21_EOC2025_C
OMB Approval 0938-1051 (Expires: August 31, 2026)


tel:711

The Aetna Medicare pharmacy network includes limited lower cost, preferred pharmacies in Suburban
Arizona, Urban Kansas, Urban Missouri, Rural Michigan, Rural Nebraska, Rural North Dakota, Suburban
West Virginia, and Suburban Puerto Rico. The lower costs advertised in our plan materials for these
pharmacies may not be available at the pharmacy you use. For up-to-date information about our network
pharmacies, including whether there are any lower-cost preferred pharmacies in your area, members
please call the number on your member ID card, non-members please call 1-833-859-6031 (TTY: 711) or
consult the online Pharmacy Directory at AethaMedicare.com/findpharmacy.

SilverSneakers is a registered trademark of Tivity Health, Inc. © 2024 Tivity Health, Inc. All rights reserved

Eligibility for the Model Benefit or Reward and Incentive (RI) Programs under the Value-Based Insurance
Design (VBID) Model is not assured and will be determined by Aetna Medicare after enrollment, based on
relevant criteria (e.g., clinical diagnoses, eligibility criteria, participation in a disease state management
program).

Participating 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.

Aetna, CVS Pharmacy® and MinuteClinic, LLC (which either operates or provides certain management
support services to MinuteClinic-branded walk-in clinics) are part of the CVS Health® family of companies.

Other pharmacies and providers are available in our network.


tel:711
http://aetnamedicare.com/findpharmacy
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SECTION 1 Introduction

You are enrolled in Aetna Medicare Select (HMO-POS), which is a Medicare HMO

Section 1.1 Point-of-Service Plan

You are covered by Medicare, and you have chosen to get your Medicare health care and your
prescription drug coverage through our plan, Aetna Medicare Select (HMO-POS). We are required to
cover all Part A and Part B services. However, cost sharing and provider access in this plan differ from
Original Medicare.

Aetna Medicare Select (HMO-POS) is a Medicare Advantage HMO Plan (HMO stands for Health
Maintenance Organization) with a Point-of-Service (POS) option approved by Medicare and run by a
private company. “Point-of-Service” means you can use providers outside the plan’s network for an
additional cost. (See Chapter 3, Section 2.4 for information about using the Point-of-Service option.)

Coverage under this Plan qualifies as Qualifying Health Coverage (QHC) and satisfies the Patient
Protection and Affordable Care Act’s (ACA) individual shared responsibility requirement. Please visit the
Internal Revenue Service (IRS) website at: www.irs.gov/Affordable-Care-Act/Individuals-and-Families for
more information.

Section 1.2 What is the Evidence of Coverage document about?

This Evidence of Coverage document tells you how to get your medical care and prescription drugs. It
explains your rights and responsibilities, what is covered, what you pay as a member of the plan, and how
to file a complaint if you are not satisfied with a decision or treatment.

The words coverage and covered services refer to the medical care and services and the prescription
drugs available to you as a member of Aetna Medicare Select (HMO-POS).

It's important for you to learn what the plan’s rules are and what services are available to you. We
encourage you to set aside some time to look through this Evidence of Coverage document.

If you are confused, concerned, or just have a question, please contact Member Services.
Section 1.3 Legal information about the Evidence of Coverage

This Evidence of Coverage is part of our contract with you about how Aetna Medicare Select (HMO-PQOS)
covers your care. Other parts of this contract include your enrollment form, the List of Covered Drugs
(Formulary), and any notices you receive from us about changes to your coverage or conditions that affect
your coverage. These notices are sometimes called riders or amendments.

The contract is in effect for months in which you are enrolled in Aetna Medicare Select (HMO-POS)
between January 1, 2025 and December 31, 2025.

Each calendar year, Medicare allows us to make changes to the plans that we offer. This means we can
change the costs and benefits of Aetna Medicare Select (HMO-PQOS) after December 31, 2025. We can
also choose to stop offering the plan, or to offer it in a different service area, after December 31, 2025.

Medicare (the Centers for Medicare & Medicaid Services) must approve Aetna Medicare Select
(HMO-POS) each year. You can continue each year to get Medicare coverage as a member of our plan as
long as we choose to continue to offer the plan and Medicare renews its approval of the plan.


http://www.irs.gov/Affordable-Care-Act/Individuals-and-Families
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SECTION 2 What makes you eligible to be a plan member?

Section 2.1 Your eligibility requirements

You are eligible for membership in our plan as long as:

« You have both Medicare Part A and Medicare Part B

« --and -- you live in our geographic service area (Section 2.2 below describes our service area).
Incarcerated individuals are not considered living in the geographic service area even if they are
physically located in it.

« --and -- you are a United States citizen or are lawfully present in the United States

Section 2.2 Here is the plan service area for Aetna Medicare Select (HMO-POS)

Aetna Medicare Select (HMO-POS) is available only to individuals who live in our plan service area. To
remain a member of our plan, you must continue to reside in the plan service area. The service area is
described below.

Our service area includes these counties in Virginia: Brunswick, Charlotte, Danville City, Halifax, Henry,
Lunenburg, Martinsville City, Mecklenburg, Patrick, Pittsylvania.

If you plan to move out of the service area, you cannot remain a member of this plan. Please contact
Member Services to see if we have a plan in your new area. When you move, you will have a Special
Enrollment Period that will allow you to switch to Original Medicare or enroll in a Medicare health or drug
plan that is available in your new location.

It is also important that you call Social Security if you move or change your mailing address. You can find
phone numbers and contact information for Social Security in Chapter 2, Section 5.

Section 2.3 U.S. Citizen or Lawful Presence

A member of a Medicare health plan must be a U.S. citizen or lawfully present in the United States.
Medicare (the Centers for Medicare & Medicaid Services) will notify Aetna Medicare Select (HMO-POS) if
you are not eligible to remain a member on this basis. Aetna Medicare Select (HMO-POS) must disenroll
you if you do not meet this requirement.

SECTION 3 Important membership materials you will receive

Section 3.1 Your plan membership card

While you are a member of our plan, you must use your membership card whenever you get services
covered by this plan and for prescription drugs you get at network pharmacies. You should also show the
provider your Medicaid card, if applicable. Here’s a sample membership card to show you what yours will
look like:
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( N 4 ] N
'a.etna Medicare Plan Type Website
Customer Service 4 XX XXX
Prescription Drug 1 XOOXXX-XXXX
PLAN NAME LINE 24 Hour Nurse Line 4 - XOOL-XO-XXXX
PLAN# 000000-XX000000 Provider Services 1XO00XXK-XXXX
ID 10X X TDD/TTY 711
NAME SAMPLE SAMPLETON y . Send claims to:
RxBIN 610502 RxPCN MEDDAET Medic > Claims
RXGRP# RXAETD Preseription Drug Coverage P-o Box XXX_XX
City, State, Zip
This card does not guarantee coverage.
ISSUER (80840) Payer ID# 60054
=3
a
=
Crinted on: XX/XX/XXXX HXOXXX-PBP

J .

Do NOT use your red, white, and blue Medicare card for covered medical services while you are a
member of this plan. If you use your Medicare card instead of your Aetna Medicare Select (HMO-POS)
membership card, you may have to pay the full cost of medical services yourself. Keep your Medicare
card in a safe place. You may be asked to show it if you need hospital services, hospice services, or
participate in Medicare approved clinical research studies also called clinical trials.

If your plan membership card is damaged, lost, or stolen, call Member Services right away and we will
send you a new card.

Section 3.2 Provider & Pharmacy Directory

The Provider & Pharmacy Directory lists our current network providers, durable medical equipment
suppliers, and network pharmacies.

Network providers are the doctors and other health care professionals, medical groups, durable medical
equipment suppliers, hospitals, and other health care facilities that have an agreement with us to accept
our payment and any plan cost sharing as payment in full.

You must use network providers to get your medical care and services. If you go elsewhere without proper
authorization you will have to pay in full. The only exceptions are emergencies, urgently needed services
when the network is not available (that is, in situations when it is unreasonable or not possible to obtain
services in-network), out-of-area dialysis services, and cases in which Aetna Medicare Select (HMO-POS)
authorizes use of out-of-network providers.

Our plan is a Medicare Advantage Health Maintenance Organization (HMO) with a Point-of-Service option
(POS), which means you may also elect to receive some covered services from out-of-network providers.
As a member of this plan, you have the option to use out-of-network providers for non-Medicare covered
routine dental services. See Chapter 3 (Using the plan’s coverage for your medical services) for more
specific information about the Point-of-Service (POS) option.

The most recent list of providers and suppliers is available on our website at
AetnaMedicare.com/findprovider.

Network pharmacies are all of the pharmacies that have agreed to fill covered prescriptions for our plan
members. You can use the Provider & Pharmacy Directory to find the network pharmacy that you want to
use. See Chapter 5, Section 2.5 for information on when you can use pharmacies that are not in the plan's
network.

The Provider & Pharmacy Directory will also tell you which of the pharmacies in our network have
preferred cost sharing, which may be lower than the standard cost sharing offered by other network


http://aetnamedicare.com/findprovider
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pharmacies for some drugs.
The most recent list of pharmacies is available on our website at AethaMedicare.com/findpharmacy.
If you don’t have your copy of the Provider & Pharmacy Directory, you can request a copy (electronically or

in hard copy form) from Member Services. Requests for hard copy Provider & Pharmacy Directories will be
mailed to you within three business days.

Section 3.3 The plan’s List of Covered Drugs (Formulary)

The plan has a List of Covered Drugs (Formulary). We call it the “Drug List” for short. It tells which Part D
prescription drugs are covered under the Part D benefit included in Aetna Medicare Select (HMO-POS).
The drugs on this list are selected by the plan with the help of a team of doctors and pharmacists. The list
must meet requirements set by Medicare. Medicare has approved the Aetna Medicare Select (HMO-POS)
Drug List.

The Drug List also tells you if there are any rules that restrict coverage for your drugs.
We will provide you a copy of the Drug List. To get the most complete and current information about which

drugs are covered, you can visit the plan’s website (AethaMedicare.com/formulary) or call Member
Services.

SECTION 4 Your monthly costs for Aetna Medicare Select (HMO-POS)

Your costs may include the following:

« Plan Premium (Section 4.1)

« Monthly Medicare Part B Premium (Section 4.2)

« Part D Late Enrollment Penalty (Section 4.3)

+ Income Related Monthly Adjusted Amount (Section 4.4)

» Medicare Prescription Payment Plan Amount (Section 4.5)

Section 4.1 Plan Premium
You do not pay a separate monthly plan premium for Aetna Medicare Select (HMO-PQOS).
Section 4.2 Monthly Medicare Part B Premium

Many members are required to pay other Medicare premiums

You must continue paying your Medicare premiums to remain a member of the plan. This includes
your premium for Part B. It may also include a premium for Part A, which affects members who aren’t
eligible for premium free Part A.

Section 4.3 Part D Late Enrollment Penalty

Some members are required to pay a Part D late enrollment penalty. The Part D late enrollment penalty is
an additional premium that must be paid for Part D coverage if at any time after your initial enrollment
period is over, there is a period of 63 days or more in a row when you did not have Part D or other


http://aetnamedicare.com/findpharmacy
http://aetnamedicare.com/formulary
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creditable prescription drug coverage. Creditable prescription drug coverage is coverage that meets
Medicare’s minimum standards since it is expected to pay, on average, at least as much as Medicare’s
standard prescription drug coverage. The cost of the late enrollment penalty depends on how long you
went without Part D or other creditable prescription drug coverage. You will have to pay this penalty for as
long as you have Part D coverage.

When you first enroll in Aetna Medicare Select (HMO-POS), we will let you know the amount of the
penalty.

You will not have to pay it if:

» Youreceive “Extra Help” from Medicare to pay for your prescription drugs.
« You have gone less than 63 days in a row without creditable coverage.

« You have had creditable drug coverage through another source such as a former employer or union,
TRICARE, or Veterans Health Administration (VA). Your insurer or your human resources department
will tell you each year if your drug coverage is creditable coverage. This information may be sent to
you in a letter or included in a newsletter from the plan. Keep this information, because you may
need it if you join a Medicare drug plan later.

- Note: Any notice must state that you had creditable prescription drug coverage that is
expected to pay as much as Medicare’s standard prescription drug plan pays.

- Note: The following are not creditable prescription drug coverage: prescription drug discount
cards, free clinics, and drug discount websites.

Medicare determines the amount of the penalty. Here is how it works:

+ If you went 63 days or more without Part D or other creditable prescription drug coverage after you
were first eligible to enroll in Part D, the plan will count the number of full months that you did not
have coverage. The penalty is 1% for every month that you did not have creditable coverage. For
example, if you go 14 months without coverage, the penalty will be 14%.

+ Then Medicare determines the amount of the average monthly premium for Medicare drug plans in
the nation from the previous year. For 2025, this average premium amount is $36.78

+ To calculate your monthly penalty, you multiply the penalty percentage and the average monthly
premium and then round it to the nearest 10 cents. In the example here, it would be 14% times
$36.78, which equals $5.15. This rounds to $5.20. This amount would be added to the monthly
premium for someone with a Part D late enrollment penalty.

There are three important things to note about this monthly Part D late enrollment penalty:

+ First, the penalty may change each year, because the average monthly premium can change each
year.

+ Second, you will continue to pay a penalty every month for as long as you are enrolled in a plan
that has Medicare Part D drug benefits, even if you change plans.

+ Third, if you are under 65 and currently receiving Medicare benefits, the Part D late enrollment
penalty will reset when you turn 65. After age 65, your Part D late enrollment penalty will be based
only on the months that you don’t have coverage after your initial enrollment period for aging into
Medicare.

If you disagree about your Part D late enrollment penalty, you or your representative can ask for a
review. Generally, you must request this review within 60 days from the date on the first letter you
receive stating you have to pay a late enrollment penalty. However, if you were paying a penalty before
joining our plan, you may not have another chance to request a review of that late enrollment penalty.

Section 4.4 Income Related Monthly Adjustment Amount
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Some members may be required to pay an extra charge, known as the Part D Income Related Monthly
Adjustment Amount, also known as IRMAA. The extra charge is figured out using your modified adjusted
gross income as reported on your IRS tax return from two years ago. If this amount is above a certain
amount, you'll pay the standard premium amount and the additional IRMAA. For more information on the
extra amount you may have to pay based on your income, visit www.medicare.gov/drug-coverage-part-
d/costs-for-medicare-drug-coverage/monthly-premium-for-drug-plans.

If you have to pay an extra amount, Social Security, not your Medicare plan, will send you a letter telling
you what that extra amount will be. The extra amount will be withheld from your Social Security, Railroad
Retirement Board, or Office of Personnel Management benefit check, no matter how you usually pay your
plan premium, unless your monthly benefit isn’t enough to cover the extra amount owed. If your benefit
check isn’t enough to cover the extra amount, you will get a bill from Medicare. You must pay the extra
amount to the government. It cannot be paid with your monthly plan premium. If you do not pay the
extra amount, you will be disenrolled from the plan and lose prescription drug coverage.

If you disagree about paying an extra amount, you can ask Social Security to review the decision. To find
out more about how to do this, contact Social Security at 1-800-772-1213 (TTY 1-800-325-0778).

Section 4.5 Medicare Prescription Payment Plan Amount

If you're participating in the Medicare Prescription Payment Plan, each month you'll pay your plan
premium (if you have one) and you'll get a bill from your health or drug plan for your prescription drugs
(instead of paying the pharmacy). Your monthly bill is based on what you owe for any prescriptions you
get, plus your previous month’s balance, divided by the number of months left in the year.

Chapter 2, Section 7 tells more about the Medicare Prescription Payment Plan. If you disagree with the
amount billed as part of this payment option, you can follow the steps in Chapter 9 to make a complaint or
appeal.

SECTION 5 More information about your monthly premium
Section 5.1 If you pay a Part D late enrollment penalty, there are several ways you can pay your
penalty

There are five ways you can pay the penalty. You may inform us of your payment option choice or change
your choice by calling Member Services.

Option 1: Paying by check

If you did not select a payment option on our enrollment application at the time you enrolled in our plan,
we will automatically set you up on the invoice method so that you can make your payments by check.
You may decide to pay your monthly Part D late enrollment penalty, if owed, to us by check using our
invoice method. Please make your checks payable to our plan (which is indicated on your invoice) not to
CMS nor HHS. Monthly Part D late enrollment penalty, if owed, payments are due the 15t day of each
month for coverage of the current month. We must receive your check and corresponding month’s
invoice slip in our office by the 10th of each month to prevent your account from becoming delinquent. All
monthly Part D late enrollment penalty, if owed, payments should be sent to the address listed on your
payment invoice.

You will receive your first invoice within 45 days of your coverage effective date. You will then receive it
every month going forward if a balance is owed. Be sure to include your invoice slip with your check to
ensure the appropriate credit is applied to your account. In the event that you need a replacement invoice


https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/monthly-premium-for-drug-plans
https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/monthly-premium-for-drug-plans
tel:18003250778
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or you wish to change your payment method, please call Member Services for assistance.

Option 2: Paying at a CVS Pharmacy

If a barcode is printed on your invoice, you may pay your monthly Part D late enrollment penalty, if owed,
at any retail CVS location (excluding CVS pharmacies in Target and Schnucks stores). You can do this by
taking your invoice and having it rung up at the register like any prescription or item you are purchasing.
The CVS associate will ask you how much you would like to pay toward your premium and you will need to
confirm the amount on the credit/debit card machine. You will then be able to pay the premium along with
any other items you are purchasing with cash or credit/debit cards.

You do not need to fill a prescription or use CVS Pharmacies for any of your prescriptions in order to take
advantage of this payment method. You do not need to sign up for any CVS loyalty programs to use this
payment method. A unique barcode is assigned to each member so you may not use another person’s
invoice to pay your bill. This payment method is only available to members with a barcode printed on their
monthly invoice. If you have any questions about this payment method, please contact Member Services
and not CVS associates.

Option 3: Paying by automatic withdrawal
You may decide to pay your monthly Part D late enrollment penalty, if owed, by an automatic payment
from your checking/savings account or credit/debit card by the Electronic Fund Transfer (EFT) option.

« To enrollin this program online, go to AetnaMedicare.com/PayBill. Select the following deduction
options: “on due date” and “amount due”.

+ Alternatively, you may contact Member Services or complete and return the authorization form
located on your premium invoice. Your plan premium will be automatically deducted from your bank
account between the 10th and the 15th of each month unless it is a weekend or bank holiday, then
the deduction will occur the next business day. By selecting this payment option, you will no longer
receive an invoice.

Option 4: Using your credit/debit card or via e-check
You may pay your Part D late enrollment penalty, if owed, each month by using your credit/debit card or
checking account. Please remember all premiums are due on the first of the month.

« Pay each month or set up a recurring payment selecting your choice of withdrawal date and amount
online at AetnaMedicare.com/PayaBill.

« You may also call Member Services to make a payment over the phone. You will continue to receive
an invoice if you set up this payment option.

Option 5: Having your Part D late enrollment penalty, if owed, taken out of your monthly Social
Security check

Changing the way you pay your plan premium.

If you decide to change the option by which you pay your plan premium, it can take up to three months for
your new payment method to take effect. While we are processing your request for a new payment
method, you are responsible for making sure that your plan premium is paid on time. To change your
payment method, please contact Member Services.

What to do if you are having trouble paying your Part D late enrollment penalty, if owed
If you are having trouble paying your Part D late enrollment penalty, if owed, on time, please contact
Member Services to see if we can direct you to programs that will help with your costs.

Section 5.2 Can we change your monthly plan premium during the year?

No. We are not allowed to change the amount we charge for the plan’s monthly plan premium during the


https://www.aetnamedicare.com/en/for-members/pay-medicare-premium.html?cid=off-all-am-paybill
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year. If the monthly plan premium changes for next year, we will tell you in September and the change will
take effect on January 1.

However, in some cases, you may be able to stop paying a late enrollment penalty, if owed, or need to
start paying a late enrollment penalty. This could happen if you become eligible for the “Extra Help”
program or if you lose your eligibility for the “Extra Help” program during the year:

« If you currently pay the Part D late enrollment penalty and become eligible for “Extra Help” during
the year, you would be able to stop paying your penalty.

« If you lose “Extra Help”, you may be subject to the late enrollment penalty if you go 63 days or more
in a row without Part D or other creditable prescription drug coverage.

You can find out more about the “Extra Help” program in Chapter 2, Section 7.

SECTION 6 Keeping your plan membership record up to date

Your membership record has information from your enrollment form, including your address and
telephone number. It shows your specific plan coverage including your Primary Care Provider/Medical
Group/IPA. A Medical Group is a group of physicians and other health care providers under contract to
provide services to members of our plan. An IPA, or Independent Practice Association, is an independent
group of physicians and other health care providers under contract to provide services to members of our
plan.

The doctors, hospitals, pharmacists, and other providers in the plan’s network need to have correct
information about you. These network providers use your membership record to know what services
and drugs are covered and the cost-sharing amounts for you. Because of this, it is very important that
you help us keep your information up to date.

Let us know about these changes:

« Changes to your name, your address, or your phone number

« Changes in any other health insurance coverage you have (such as from your employer, your
spouse or domestic partner’s employer, workers’ compensation, or Medicaid)
« If you have any liability claims, such as claims from an automobile accident

+ If you have been admitted to a nursing home
+ If you receive care in an out-of-area or out-of-network hospital or emergency room
« If your designated responsible party (such as a caregiver) changes

- If you are participating in a clinical research study. (Note: you are not required to tell your plan about
the clinical research studies you intend to participate in but we encourage you to do so)

If any of this information changes, please let us know by calling Member Services.

Itis also important to contact Social Security if you move or change your mailing address. You can find
phone numbers and contact information for Social Security in Chapter 2, Section 5.

SECTION 7 How other insurance works with our plan

Other insurance

Medicare requires that we collect information from you about any other medical or drug insurance
coverage that you have. That’s because we must coordinate any other coverage you have with your
benefits under our plan. This is called Coordination of Benefits.
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Once each year, we will send you a letter that lists any other medical or drug insurance coverage that we
know about. Please read over this information carefully. If it is correct, you don’t need to do anything. If the
information is incorrect, or if you have other coverage that is not listed, please call Member Services. You
may need to give your plan member ID number to your other insurers (once you have confirmed their
identity) so your bills are paid correctly and on time.

When you have other insurance (like employer group health coverage), there are rules set by Medicare
that decide whether our plan or your other insurance pays first. The insurance that pays first is called the
primary payer and pays up to the limits of its coverage. The one that pays second, called the secondary
payer, only pays if there are costs left uncovered by the primary coverage. The secondary payer may not
pay all of the uncovered costs. If you have other insurance, tell your doctor, hospital, and pharmacy.

These rules apply for employer or union group health plan coverage:

« If you have retiree coverage, Medicare pays first.

« If your group health plan coverage is based on your or a family member’s current employment, who
pays first depends on your age, the number of people employed by your employer, and whether you
have Medicare based on age, disability, or End-Stage Renal Disease (ESRD):

If you're under 65 and disabled and you or your family member is still working, your group
health plan pays first if the employer has 100 or more employees or at least one employer in a
multiple employer plan that has more than 100 employees.

- If you’re over 65 and you or your spouse or domestic partner is still working, your group health
plan pays first if the employer has 20 or more employees or at least one employer in a multiple
employer plan that has more than 20 employees.

+ If you have Medicare because of ESRD, your group health plan will pay first for the first 30 months
after you become eligible for Medicare.

These types of coverage usually pay first for services related to each type:

+ No-fault insurance (including automobile insurance)
« Liability (including automobile insurance)

« Black lung benefits

« Workers’ compensation

Medicaid and TRICARE never pay first for Medicare-covered services. They only pay after Medicare,
employer group health plans, and/or Medigap have paid.
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SECTION 1 Aetna Medicare Select (HMO-POS) contacts (how to contact us, including
how to reach Member Services)

How to contact our plan’s Member Services
For assistance with claims, billing, or member card questions, please call or write to Aetna Medicare Select
(HMO-POS) Member Services. We will be happy to help you.

Method Member Services - Contact Information

1-833-570-6670 or the number on your member ID card
Calls to this number are free.
CALL Hours of operation are 8 AM to 8 PM, 7 days a week.
Member Services also has free language interpreter services available for
non-English speakers.

M

TTY Calls to this number are free.
Hours of operation are 8 AM to 8 PM, 7 days a week.

FAX 1-866-759-4415
Aetna Medicare

WRITE PO Box 7405
London, KY 40742
WEBSITE AetnaMedicare.com

How to contact us when you are asking for a coverage decision or appeal about your medical care

A coverage decision is a decision we make about your benefits and coverage or about the amount we will
pay for your medical services or Part D prescription drugs. An appeal is a formal way of asking us to review
and change a coverage decision we have made. For more information on asking for coverage decisions or
appeals about your medical care or Part D prescription drugs, see Chapter 9 (What to do if you have a
problem or complaint (coverage decisions, appeals, complaints)).

Method Coverage Decisions for Medical Care - Contact Information
1-833-570-6670 or the number on your member ID card
CALL Calls to this number are free.

Hours of operation are 8 AM to 8 PM, 7 days a week.
4l

TTY Calls to this number are free.
Hours of operation are 8 AM to 8 PM, 7 days a week.

FAX 1-866-759-4415

Aetna Medicare Precertification Unit
WRITE PO Box 7405
London, KY 40742

WEBSITE AetnaMedicare.com



tel:711
http://aetnamedicare.com
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Method

CALL

TTY

FAX

WRITE

WEBSITE

Method

CALL

TTY

FAX

WRITE

WEBSITE

Method

CALL

TTY

FAX

WRITE

WEBSITE

Coverage Decisions for Part D Prescription Drugs - Contact Information

1-800-414-2386
Calls to this number are free.
Hours of operation are 24 hours a day, 7 days a week.

Al
Calls to this number are free.
Hours of operation are 24 hours a day, 7 days a week.

1-800-408-2386

Aetna Medicare Coverage Determinations
PO Box 7773
London, KY 40742

AetnaMedicare.com

Appeals for Medical Care - Contact Information

1-833-570-6670
Calls to this number are free.
Hours of operation are 8 AM to 8 PM, 7 days a week.

Al
Calls to this number are free.
Hours of operation are 8 AM to 8 PM, 7 days a week.

1-724-741-4953
Expedited appeals: 1-724-741-4958

Aetna Medicare Part C Appeals
PO Box 14067
Lexington, KY 40512

AetnaMedicare.com

Appeals for Part D Prescription Drugs - Contact Information

1-866-241-0357
Calls to this number are free.
Hours of operation are 24 hours a day, 7 days a week.

711
Calls to this number are free.
Hours of operation are 24 hours a day, 7 days a week.

1-724-741-4954

Aetna Medicare Part D Appeals
PO Box 14579
Lexington, KY 40512

AetnaMedicare.com

How to contact us when you are making a complaint about your medical care


tel:711
http://aetnamedicare.com
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You can make a complaint about us or one of our network providers, including a complaint about the
quality of your care. This type of complaint does not involve coverage or payment disputes. For more
information on making a complaint about your medical care, see Chapter 9 (What to do if you have a
problem or complaint (coverage decisions, appeals, complaints)).

Method Complaints about Medical Care - Contact Information
1-833-570-6670 or the number on your member ID card
CALL Calls to this number are free.
Hours of operation are 8 AM to 8 PM, 7 days a week.
fall
TTY Calls to this number are free.
Hours of operation are 8 AM to 8 PM, 7 days a week.
FAX 1-724-741-4956

Aetna Medicare Grievances
WRITE PO Box 14834
Lexington, KY 40512

You can submit a complaint about Aetna Medicare Select (HMO-POS) directly
MEDICARE WEBSITE to Medicare. To submit an online complaint to Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.aspx.

Method Complaints about Part D Prescription Drugs - Contact Information
1-833-570-6670 or the number on your member ID card
CALL Calls to this number are free.

Hours of operation are 8 AM to 8 PM, 7 days a week.
4l

TTY Calls to this number are free.
Hours of operation are 8 AM to 8 PM, 7 days a week.

FAX 1-724-741-4956

Aetna Medicare Grievances
WRITE PO Box 14834
Lexington, KY 40512

You can submit a complaint about Aetna Medicare Select (HMO-POS) directly
MEDICARE WEBSITE to Medicare. To submit an online complaint to Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.aspx.

Where to send a request asking us to pay for our share of the cost for medical care or a drug you have
received

If you have received a bill or paid for services (such as a provider bill) that you think we should pay for, you
may need to ask us for reimbursement or to pay the provider bill. See Chapter 7 (Asking us to pay our
share of a bill you have received for covered medical services or drugs).

Please note: If you send us a payment request and we deny any part of your request, you can appeal our
decision. See Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints)) for more information.


tel:711
http://www.medicare.gov/MedicareComplaintForm/home.aspx
tel:711
http://www.medicare.gov/MedicareComplaintForm/home.aspx
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Method
FAX

WRITE

WEBSITE

Method

WRITE

WEBSITE

SECTION 2

Payment Requests for Medical Coverage - Contact Information
1-866-474-4040

Aetna Medicare
PO Box 981106
El Paso, TX 79998-1106

AetnaMedicare.com

Payment Requests for Part D Prescription Drugs - Contact Information

Aetna Pharmacy Management
PO Box 52446
Phoenix, AZ 85072-2446

AetnaMedicare.com

Medicare (how to get help and information directly from the Federal Medicare
program)

Medicare is the Federal health insurance program for people 65 years of age or older, some people under
age 65 with disabilities, and people with End-Stage Renal Disease (permanent kidney failure requiring
dialysis or a kidney transplant).

The Federal agency in charge of Medicare is the Centers for Medicare & Medicaid Services (sometimes
called CMS). This agency contracts with Medicare Advantage organizations including us.

Method

CALL

TTY

Medicare — Contact Information

1-800-MEDICARE (1-800-633-4227)
Calls to this number are free.
24 hours a day, 7 days a week.

1-877-486-2048

This number requires special telephone equipment and is only for people who
have difficulties with hearing or speaking.

Calls to this number are free.



http://aetnamedicare.com
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Method Medicare — Contact Information
WEBSITE www.Medicare.gov

This is the official government website for Medicare. It gives you up-to-date
information about Medicare and current Medicare issues. It also has
information about hospitals, nursing homes, physicians, home health
agencies, and dialysis facilities. It includes documents you can print directly
from your computer. You can also find Medicare contacts in your state.

The Medicare website also has detailed information about your Medicare
eligibility and enrollment options with the following tools:

+ Medicare Eligibility Tool: Provides Medicare eligibility status
information.

+ Medicare Plan Finder: Provides personalized information about
available Medicare prescription drug plans, Medicare health plans, and
Medigap (Medicare Supplement Insurance) policies in your area. These
tools provide an estimate of what your out-of-pocket costs might be in
different Medicare plans.

You can also use the website to tell Medicare about any complaints you have
about Aetna Medicare Select (HMO-POS):

+ Tell Medicare about your complaint: You can submit a complaint
about Aetna Medicare Select (HMO-POS) directly to Medicare. To
submit a complaint to Medicare, go
to www.medicare.gov/MedicareComplaintForm/home.aspx. Medicare
takes your complaints seriously and will use this information to help
improve the quality of the Medicare program.

If you don’t have a computer, your local library or senior center may be able to
help you visit this website using its computer. Or, you can call Medicare and
tell them what information you are looking for. They will find the information
on the website and review the information with you. You can call Medicare at
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY
users should call1-877-486-2048.

SECTION 3 State Health Insurance Assistance Program (free help, information, and
answers to your questions about Medicare)

The State Health Insurance Assistance Program (SHIP) is a government program with trained counselors
in every state. Refer to Appendix A at the back of this document for the name and contact information of
the State Health Insurance Assistance Program in your state.

SHIP is an independent (not connected with any insurance company or health plan) state program that
gets money from the Federal government to give free local health insurance counseling to people with
Medicare.

SHIP counselors can help you understand your Medicare rights, help you make complaints about your
medical care or treatment, and help you straighten out problems with your Medicare bills. SHIP counselors
can also help you with Medicare questions or problems and help you understand your Medicare plan
choices and answer questions about switching plans.


http://www.medicare.gov
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METHOD TO ACCESS SHIP and OTHER RESOURCES

+ Visit www.shiphelp.org (Click on SHIP LOCATOR in middle of page)

+ Select your STATE from the list. This will take you to a page with phone numbers and resources
specific to your state.

SECTION 4 Quality Improvement Organization

There is a designated Quality Improvement Organization for serving Medicare beneficiaries in each state.
Refer to Appendix A at the back of this document for the name and contact information of the Quality
Improvement Organization in your state.

The Quality Improvement Organization has a group of doctors and other health care professionals who are
paid by Medicare to check on and help improve the quality of care for people with Medicare. The Quality
Improvement Organization is an independent organization. It is not connected with our plan.

You should contact the Quality Improvement Organization 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.

SECTION S5 Social Security

Social Security is responsible for determining eligibility and handling enrollment for Medicare. U.S. citizens
and lawful permanent residents who are 65 or older, or who have a disability or End-Stage Renal Disease
(ESRD) and meet certain conditions, are eligible for Medicare. If you are already getting Social Security
checks, enrollment into Medicare is automatic. If you are not getting Social Security checks, you have to
enroll in Medicare. To apply for Medicare, you can call Social Security or visit your local Social Security
office.

Social Security is also responsible for determining who has to pay an extra amount for their Part D drug
coverage because they have a higher income. If you got a letter from Social Security telling you that you
have to pay the extra amount and have questions about the amount or if your income went down because
of a life-changing event, you can call Social Security to ask for reconsideration.

If you move or change your mailing address, it is important that you contact Social Security to let them
know.

Method Social Security - Contact Information

1-800-772-1213
Calls to this number are free.
CALL Available 8:00 am to 7:00 pm, Monday through Friday.
You can use Social Security’s automated telephone services to get recorded
information and conduct some business 24 hours a day.


https://www.shiphelp.org
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Method Social Security - Contact Information

1-800-325-0778

This number requires special telephone equipment and is only for people who
TTY have difficulties with hearing or speaking.

Calls to this number are free.

Available 8:00 am to 7:00 pm, Monday through Friday.

WEBSITE WWwWw.ssa.gov

SECTION 6 Medicaid

Medicaid is a joint Federal and state government program that helps with medical costs for certain people
with limited incomes and resources. Some people with Medicare are also eligible for Medicaid. The
programs offered through Medicaid help people with Medicare pay their Medicare costs, such as their
Medicare premiums. These Medicare Savings Programs include:

+ Qualified Medicare Beneficiary (QMB): Helps pay Medicare Part A and Part B premiums, and other
cost sharing (like deductibles, coinsurance, and copayments). Some people with QMB are also
eligible for full Medicaid benefits (QMB+).

- Specified Low-Income Medicare Beneficiary (SLMB): Helps pay Part B premiums. Some people
with SLMB are also eligible for full Medicaid benefits (SLMB+).

+ Qualifying Individual (QI): Helps pay Part B premiums.

+ Qualified Disabled & Working Individuals (QDWI): Helps pay Part A premiumes.

To find out more about Medicaid and its programs, contact your state Medicaid agency. Refer to
Appendix A at the back of this document for the name and contact information for the Medicaid agency in
your state.

SECTION 7 Information about programs to help people pay for their prescription drugs

The Medicare.gov website (www.medicare.gov/basics/costs/help/drug-costs) provides information on
how to lower your prescription drug costs. For people with limited incomes, there are also other programs
to assist, described below.

Medicare’s “Extra Help” Program

Medicare provides “Extra Help” to pay prescription drug costs for people who have limited income and
resources. Resources include your savings and stocks, but not your home or car. If you qualify, you get
help paying for any Medicare drug plan’s monthly premium, yearly deductible, and prescription
copayments. This “Extra Help” also counts toward your out-of-pocket costs.

If you automatically qualify for “Extra Help” Medicare will mail you a letter. You will not have to apply. If you
do not automatically qualify 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 8 am and 7 pm, Monday through Friday. TTY
users should call 1-800-325-0778; or

+ Your State Medicaid Office. (See Appendix A at the back of this document for contact information.)

If you believe you have qualified for “Extra Help” and you believe that you are paying an incorrect


tel:18003250778
http://www.ssa.gov
https://www.medicare.gov/basics/costs/help/drug-costs
tel:18006334227
tel:18774862048
tel:18003250778

24 2025 Evidence of Coverage for Aetna Medicare Select (HMO-POS)
Chapter 2. Important phone numbers and resources

cost-sharing amount when you get your prescription at a pharmacy, our plan has a process for you to
either request assistance in obtaining evidence of your proper copayment level, or, if you already have the
evidence, to provide this evidence to us.

+ Note: You can send your evidence documentation to us using any of the following contact methods:

Method Best Available Evidence — Contact Information
Best Available Evidence
WRITE PO Box 7782
London, KY 40742
FAX 1-888-665-6296
EMAIL BAE/LISmailbox@aetna.com

« When we receive the evidence showing your copayment level, we will update our system so that you
can pay the correct copayment when you get your next prescription at the pharmacy. If you overpay
your copayment, we will reimburse you. Either we will forward a check to you in the amount of your
overpayment, or we will offset future copayments. If the pharmacy hasn’t collected a copayment
from you and is carrying your copayment as a debt owed by you, we may make the payment directly
to the pharmacy. If a state paid on your behalf, we may make payment directly to the state. Please
contact Member Services if you have questions.

What if you have "Extra Help” and coverage from an AIDS Drug Assistance Program (ADAP)?

What is the AIDS Drug Assistance Program (ADAP)?

The AIDS Drug Assistance Program (ADAP) helps ADAP-eligible individuals living with HIV/AIDS have
access to life-saving HIV medications. Medicare Part D prescription drugs that are also on the ADAP
formulary qualify for prescription cost-sharing assistance through the ADAP in your state (telephone
numbers are in Appendix A at the back of this document).

Note: To be eligible for the ADAP operating in your State, individuals must meet certain criteria, including
proof of State residence and HIV status, low income as defined by the State, and uninsured/under-insured
status. If you change plans, please notify your local ADAP enrollment worker so you can continue to
receive assistance. For information on eligibility criteria, covered drugs, or how to enroll in the program,
please call your state ADAP contact. (Refer to Appendix A at the back of this document for the name and
contact information of the ADAP in your state).

The Medicare Prescription Payment Plan

The Medicare Prescription Payment Plan is a new payment option that works with your current drug
coverage, and it can help you manage your drug costs by spreading them across monthly payments that
vary throughout the year (January — December). This payment option might help you manage your
expenses, but it doesn’t save you money or lower your drug costs. “Extra Help” from Medicare and
help from your ADAP, for those who qualify, is more advantageous than participation in the Medicare
Prescription Payment Plan. All members are eligible to participate in this payment option, regardless of
income level, and all Medicare drug plans and Medicare health plans with drug coverage must offer this
payment option. Contact us or visit Medicare.gov to find out if this payment option is right for you.
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Method The Medicare Prescription Payment Plan - Contact Information

1-833-570-6670 or the number on your member ID card
Calls to this number are free.
CALL Hours of operation are 8 AM to 8 PM, 7 days a week.
Member Services also has free language interpreter services available for
non-English speakers.

il
TTY Calls to this number are free.
Hours of operation are 8 AM to 8 PM, 7 days a week.

Aetna Medicare

WRITE PO Box 7
Pittsburgh, PA 15230
WEBSITE AetnaMedicare.com

SECTION 8 How to contact the Railroad Retirement Board

The Railroad Retirement Board is an independent Federal agency that administers comprehensive benefit
programs for the nation’s railroad workers and their families. If you receive your Medicare through the
Railroad Retirement Board, it is important that you let them know if you move or change your mailing
address. If you have questions regarding your benefits from the Railroad Retirement Board, contact the
agency.

Method Railroad Retirement Board — Contact Information

1-877-772-5772

Calls to this number are free.

If you press “0”, you may speak with an RRB representative from 9:00 am to
CALL 3:30 pm, Monday, Tuesday, Thursday, and Friday, and from 9:00 am to 12:00

pm on Wednesday.

If you press “1”, you may access the automated RRB HelpLine and recorded

information 24 hours a day, including weekends and holidays.

1-312-751-4701

TTY This number requires special telephone equipment and is only for people who
have difficulties with hearing or speaking.
Calls to this number are not free.

WEBSITE rrb.gov/
SECTION9 Do you have group insurance or other health insurance from an employer?

If you (or your spouse or domestic partner) get benefits from your (or your spouse or domestic partner’s)
employer or retiree group as part of this plan, you may call the employer/union benefits administrator or
Member Services if you have any questions. You can ask about your (or your spouse or domestic
partner’s) employer or retiree health benefits, premiums, or the enrollment period. (Phone numbers for
Member Services are printed on the back cover of this document.) You may also call 1-800-MEDICARE
(1-800-633-4227); TTY:1-877-486-2048 with questions related to your Medicare coverage under this
plan.
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If you have other prescription drug coverage through your (or your spouse or domestic partner’s)
employer or retiree group, please contact that group’s benefits administrator. The benefits administrator
can help you determine how your current prescription drug coverage will work with our plan.
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SECTION 1 Things to know about getting your medical care as a member of our plan

This chapter explains what you need to know about using the plan to get your medical care covered. It
gives definitions of terms and explains the rules you will need to follow to get the medical treatments,
services, equipment, prescription drugs, and other medical care that are covered by the plan.

For the details on what medical care is covered by our plan and how much you pay when you get this care,
use the benefits chart in the next chapter, Chapter 4 (Medical Benefits Chart, what is covered and what you

pay).

Section 1.1 What are network providers and covered services?

Providers are doctors and other health care professionals licensed by the state to provide medical
services and care. The term providers also includes hospitals and other health care facilities.
Network providers are the doctors and other health care professionals, medical groups, hospitals,
and other health care facilities that have an agreement with us to accept our payment and your
cost-sharing amount as payment in full. We have arranged for these providers to deliver covered
services to members in our plan. The providers in our network bill us directly for care they give you.
When you see a network provider, you pay only your share of the cost for their services.

Covered services include all the medical care, health care services, supplies, equipment, and
Prescription Drugs that are covered by our plan. Your covered services for medical care are listed in
the benefits chart in Chapter 4. Your covered services for prescription drugs are discussed in
Chapter 5.

Section 1.2 Basic rules for getting your medical care covered by the plan

As a Medicare health plan, Aetna Medicare Select (HMO-POS) must cover all services covered by Original
Medicare and must follow Original Medicare’s coverage rules.

Aetna Medicare Select (HMO-POS) will generally cover your medical care as long as:

The care you receive is included in the plan’s Medical Benefits Chart (this chart is in Chapter 4 of
this document).
The care you receive is considered medically necessary. Medically necessary means that the
services, supplies, equipment, or drugs are needed for the prevention, diagnosis, or treatment of
your medical condition and meet accepted standards of medical practice.
You have a network primary care provider (a PCP) who is providing and overseeing your care.
As a member of our plan, you must choose a network PCP (for more information about this, see
Section 2.1 in this chapter).
You must receive your care from a network provider (for more information about this, see Section
2 of this chapter). In most cases, care you receive from an out-of-network provider (a provider who
is not part of our plan’s network) will not be covered. Here are four exceptions:
- The plan covers emergency care or urgently needed services that you get from an
out-of-network provider. For more information about this, and to see what emergency or
urgently needed services means, see Section 3 in this chapter.

- If you need medical care that Medicare requires our plan to cover and the providers in our
network cannot provide this care, you can get this care from an out-of-network provider. You
should get prior authorization from the plan prior to seeking care. For information about
getting approval to see an out-of-network doctor, see Section 2.4 in this chapter.

- The plan covers kidney dialysis services that you get at a Medicare-certified dialysis facility
when you are temporarily outside the plan’s service area or when your provider for this service
is temporarily unavailable or inaccessible. The cost sharing you pay the plan for dialysis can
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never exceed the cost sharing in Original Medicare. If you are outside the plan’s service area
and obtain the dialysis from a provider that is outside the plan’s network, your cost sharing
cannot exceed the cost sharing you pay in-network. However, if your usual in-network
provider for dialysis is temporarily unavailable and you choose to obtain services inside the
service area from a provider outside the plan’s network, the cost sharing for dialysis may be
higher.

- Because our plan has a Point-of-Service (POS) option, care you receive for certain services
from an out-of-network provider (a provider who is not part of our plan’s network) may be
covered. As a member of this plan, you have the option to use out-of-network providers for
non-Medicare covered routine dental services.

SECTION 2 Use providers in the plan’s network to get your medical care

Section 2.1 You must choose a Primary Care Provider (PCP) to provide and oversee your
medical care

What is a PCP and what does the PCP do for you?

As a member of our plan, you must have a network PCP on file with us. It is very important that you
choose a network PCP and tell us who you have chosen. Your PCP can help you stay healthy, treat
illnesses and coordinate your care with other health care providers. Your PCP (or PCP office) will appear
on your member ID card. If your member ID card does not show a PCP (or PCP office), or the PCP on your
card is not the one you want to use, please contact us immediately. If you use a PCP whose name (or
office name) is not printed on your member ID card, you may incur a higher cost share or your claims may
be denied.

Depending on where you live, the following types of providers may act as a PCP:

« General Practitioner

+ Internist

« Family Practitioner

« Geriatrician

+ Physician Assistants (Not available in all states)
« Nurse Practitioners (Not available in all states)

Please refer to your Provider & Pharmacy Directory or go to our website at
AetnaMedicare.com/findprovider for a complete listing of PCPs in your area.

What is the role of a PCP in coordinating covered services?

Your PCP will provide most of your care, and when you need more specialized services, they will
coordinate your care with other providers. They will help you find a specialist and will arrange for covered
services you get as a member of our plan. Some of the services that the PCP will coordinate include:

« X-rays

« Laboratory tests

» Therapies

+ Care from doctors who are specialists
» Hospital admissions

“Coordinating” your services includes consulting with other plan providers about your care and how it is
progressing. Since your PCP will provide and coordinate most of your medical care, we recommend that


http://aetnamedicare.com/findprovider

30 2025 Evidence of Coverage for Aetna Medicare Select (HMO-POS)
Chapter 3. Using the plan for your medical services

you have your past medical records sent to your PCP’s office.

What is the role of the PCP in making decisions about or obtaining prior authorization (PA), if
applicable?

In some cases, your PCP or other provider or you as the enrollee (member) of the plan may need to get
approval in advance from our Medical Management Department for certain types of services or tests (this
is called getting “prior authorization”). Obtaining prior authorization is the responsibility of the PCP,
treating provider, or you as the member. Services and items requiring prior authorization are listed in
Chapter 4.

How do you choose your PCP?

You can select your PCP by using the Provider & Pharmacy Directory, by accessing our website at
AetnaMedicare.com/findprovider, or getting help from Member Services. If you have not selected a PCP,
a PCP will be assigned to you. You can change your PCP (as explained later in this section) for any reason,
and at any time, by contacting Member Services.

Changing your PCP

You may change your PCP for any reason, at any time. Also, it's possible that your PCP might leave our
plan’s network of providers and you would have to find a new PCP. Contact us immediately if your
member ID card does not show the PCP you want to use. We will update your file and send you a new
member ID card to reflect the change in PCP.

To change your PCP, call Member Services before you set up an appointment with a new PCP. When you
call, be sure to tell Member Services if you are seeing specialists or currently getting other covered
services that were coordinated by your PCP (such as home health services and durable medical
equipment). They will check to see if the PCP you want to switch to is accepting new patients. Member
Services will change your membership record to show the name of your new PCP, let you know the
effective date of your change request, and answer your questions about the change. They will also send
you a new membership card that shows the name and/or phone number of your new PCP.

Section 2.2 What kinds of medical care you can get without a referral from your PCP?

You can get the services listed below without getting approval in advance from your PCP.

» Routine women'’s health care, which includes breast exams, screening mammograms (x-rays of the
breast), Pap tests, and pelvic exams as long as you get them from a network provider.

« Behavioral health services as long as you get them from network providers. To access behavioral
health services, call the number on your member ID card.

» Flu shots (or vaccines), COVID-19 vaccinations, Hepatitis B vaccinations, and pneumonia
vaccinations as long as you get them from a network provider.

« Emergency services from network providers or from out-of-network providers.

« Urgently needed plan-covered services, which are services requiring immediate medical attention
that are not emergencies, provided you are temporarily outside the service area of the plan, or it is
unreasonable given your time, place, and circumstances to obtain this service from network
providers with whom the plan contracts. Examples of urgently needed services are unforeseen
medical illnesses and injuries or unexpected flare-ups of existing conditions. However, medically
necessary routine provider visits, such as annual checkups, are not considered urgently needed
even if you are outside the service area of the plan or the plan network is temporarily unavailable.

+ Kidney dialysis services that you get at a Medicare-certified dialysis facility when you are
temporarily outside the plan’s service area. If possible, please call Member Services before you
leave the service area so we can help arrange for you to have maintenance dialysis while you are
away.
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Section 2.3 How to get care from specialists and other network providers

A specialist is a doctor who provides health care services for a specific disease or part of the body. There
are many kinds of specialists. Here are a few examples:

+ Oncologists care for patients with cancer.
« Cardiologists care for patients with heart conditions.
« Orthopedists care for patients with certain bone, joint, or muscle conditions.

What is the role of the PCP in referring members to specialists and other providers?

Your PCP will provide most of your care and will help arrange or coordinate the rest of the covered
services you get as a plan member. Your PCP may refer you to a specialist, but you can go to any
specialists in our network without a referral.

Prior authorization process

In some cases, your PCP or other provider, or you as the enrollee (member) of the plan, may need to get
approval in advance from our Medical Management Department for certain types of services or tests that
you receive in-network (this is called getting “prior authorization”). Obtaining prior authorization is the
responsibility of the PCP, treating provider, or you as the member. Services and items requiring prior
authorization are listed in the Medical Benefits Chart in Chapter 4, Section 2.1.

What if a specialist or another network provider leaves our plan?

We may make changes to the hospitals, doctors, and specialists (providers) that are part of your plan
during the year. If your doctor or specialist leaves your plan you have certain rights and protections
summarized below:

+ Even though our network of providers may change during the year, Medicare requires that we
furnish you with uninterrupted access to qualified doctors and specialists.

+ We will notify you that your provider is leaving our plan so that you have time to select a new
provider.

- If your primary care or behavioral health provider leaves our plan, we will notify you if you have
seen that provider within the past three years.

- If any of your other providers leave our plan, we will notify you if you are assigned to the
provider, currently receive care from them, or have seen them within the past three months.

+ We will assist you in selecting a new qualified in-network provider that you may access for
continued care.

« If you are currently undergoing medical treatment or therapies with your current provider, you have
the right to request, and we will work with you to ensure, that the medically necessary treatment or
therapies you are receiving continues.

« We will provide you with information about the different enrollment periods available to you and
options you may have for changing plans.

« We will arrange for any medically necessary covered benefit outside of our provider network, but at
in-network cost sharing, when an in-network provider or benefit is unavailable or inadequate to
meet your medical needs.

« If you find out your doctor or specialist is leaving your plan, please contact us so we can assist you in
finding a new provider to manage your care.

+ If you believe we have not furnished you with a qualified provider to replace your previous provider
or that your care is not being appropriately managed, you have the right to file a quality of care
complaint to the QIO, a quality of care grievance to the plan, or both. Please see Chapter 9.

Section 2.4 How to get care from out-of-network providers
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As a member of our plan, you must use network providers. If you receive unauthorized care from an
out-of-network provider, we may deny coverage and you will be responsible for the entire cost. Here are
four exceptions:

+ The plan covers emergency care or urgently needed care that you get from an out-of-network
provider. For more information about this, and to see what emergency or urgently needed care
means, see Section 3 in this chapter.

+ If you need medical care that Medicare requires our plan to cover and the providers in our network
cannot provide this care, you can get this care from an out-of-network provider and you will pay the
same as you would pay if you got the care from a network provider. You should get prior
authorization from the plan prior to seeking care. Your PCP or other network provider will contact us
to obtain authorization for you to see an out-of-network provider.

+ Kidney dialysis services that you get at a Medicare-certified dialysis facility when you are
temporarily outside the plan’s service area.

« Because our plan has a Point-of-Service (POS) option, care you receive from an out-of-network
provider (a provider who is not part of our plan’s network) for certain services may be covered.
Please see the Medical Benefits Chart in Chapter 4 for the list of services that are covered under
your POS option and the costs when you get services from out-of-network providers. As a member
of this plan, you have the option to use out-of-network providers for non-Medicare covered routine
dental services.

Out-of-network/non-contracted providers are under no obligation to treat our plan members, except in
emergency situations. For a decision about whether we will cover an out-of-network service, we
encourage you or your provider to ask us for a pre-service organization determination before you receive
the service. Please call our Member Services number or see your Evidence of Coverage for more
information, including the cost sharing that applies to out-of-network services.

Prior authorization is not required for covered services received out-of-network; however, if we later
determine that the services you received were not covered or were not medically necessary, we may deny
coverage and you will be responsible for the entire cost. You or your doctor may ask for a pre-visit
coverage decision to confirm that the services you are getting are covered and are medically necessary
by calling Member Services.

You should ask the out-of-network provider to bill us first. If you have already paid for the covered services
or if the out-of-network provider sends you a bill that you think we should pay, please contact Member
Services or send us the bill. See Chapter 7 for information on how to ask us to pay you back or to pay a bill
you have received.

SECTION 3 How to get services when you have an emergency or urgent need for care or
during a disaster

Section 3.1 Getting care if you have a medical emergency

What is a medical emergency and what should you do if you have one?

A medical emergency is when you, or any other prudent layperson with an average knowledge of health
and medicine, believe that you have medical symptoms that require immediate medical attention to
prevent your loss of life (and, if you are a pregnant woman, loss of an unborn child), loss of a limb or
function of a limb, or loss of or serious impairment to a bodily function. The medical symptoms may be an
illness, injury, severe pain, or a medical condition that is quickly getting worse.

If you have a medical emergency:
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+ Get help as quickly as possible. Call 911 for help or go to the nearest emergency room or hospital.
Call for an ambulance if you need it. You do not need to get approval or a referral first from your
PCP. You do not need to use a network doctor. You may get covered emergency medical care
whenever you need it, anywhere in the United States or its territories, and from any provider with an
appropriate state license even if they are not part of our network.

Our plan covers worldwide services outside the United States under the following circumstances:
- Emergency care

- Urgently needed care

- Emergency ambulance transportation from the scene of an emergency to the nearest medical
treatment facility
Transportation back to the United States from another country is not covered. Pre-scheduled and/or
elective procedures are not covered. See the Medical Benefits Chart in Chapter 4 for more
information. Be sure to get a copy of all your medical records from your emergency care or urgent
care provider before you leave; you may need them to file a claim or to help with claims processing.
Without these records we may not be able to pay your claim.

« As soon as possible, make sure that our plan has been told about your emergency. We need to
follow up on your emergency care. You or someone else should call to tell us about your emergency
care, usually within 48 hours. Please call Member Services (phone numbers are printed on your
member ID card).

What is covered if you have a medical emergency?
Our plan covers ambulance services in situations where getting to the emergency room in any other way
could endanger your health. We also cover medical services during the emergency.

The doctors who are giving you emergency care will decide when your condition is stable and the medical
emergency is over.

After the emergency is over, you are entitled to follow-up care to be sure your condition continues to be
stable. Your doctors will continue to treat you until your doctors contact us and make plans for additional
care. Your follow-up care will be covered by our plan.

If your emergency care is provided by out-of-network providers, we will try to arrange for network
providers to take over your care as soon as your medical condition and the circumstances allow.

What if it wasn’t a medical emergency?

Sometimes it can be hard to know if you have a medical emergency. For example, you might go in for
emergency care - thinking that your health is in serious danger — and the doctor may say that it wasn’t a
medical emergency after all. If it turns out that it was not an emergency, as long as you reasonably thought
your health was in serious danger, we will cover your care.

However, after the doctor has said that it was not an emergency, we will cover additional care only if you
get the additional care in one of these two ways:

« You go to a network provider to get the additional care.

« —or-The additional care you get is considered urgently needed services and you follow the rules for
getting this urgent care (for more information about this, see Section 3.2 below).

Section 3.2 Getting care when you have an urgent need for services

What are urgently needed services?
A plan-covered service requiring immediate medical attention that is not an emergency is an urgently



34 2025 Evidence of Coverage for Aetna Medicare Select (HMO-POS)
Chapter 3. Using the plan for your medical services

needed service if either you are temporarily outside the service area of the plan, or it is unreasonable given
your time, place, and circumstances to obtain this service from network providers with whom the plan
contracts. Examples of urgently needed services are unforeseen medical illnesses and injuries, or
unexpected flare-ups of existing conditions. However, medically necessary routine provider visits, such as
annual checkups, are not considered urgently needed even if you are outside the service area of the plan
or the plan network is temporarily unavailable.

If you need to locate an urgent care facility, you can find an in-network urgent care center near you by
using the Provider & Pharmacy Directory, going to our website at AetnaMedicare.com/findprovider, or
getting help from Member Services.

Our plan covers worldwide services outside the United States under the following circumstances:

- Emergency care
« Urgently needed care

+ Emergency ambulance transportation from the scene of an emergency to the nearest medical
treatment facility

Transportation back to the United States from another country is not covered. Pre-scheduled and/or
elective procedures are not covered. See the Medical Benefits Chart in Chapter 4 for more information. Be
sure to get a copy of all your medical records from your emergency care or urgent care provider before
you leave; you may need them to file a claim or to help with claims processing. Without these records we
may not be able to pay your claim.

Section 3.3 Getting care during a disaster

If the Governor of your state, the U.S. Secretary of Health and Human Services, or the President of the
United States declares a state of disaster or emergency in your geographic area, you are still entitled to
care from your plan.

Please visit the following website: AethnaMedicare.com for information on how to obtain needed care
during a disaster.

If you cannot use a network provider during a disaster, your plan will allow you to obtain care from
out-of-network providers at in-network cost sharing. If you cannot use a network pharmacy during a
disaster, you may be able to fill your prescription drugs at an out-of-network pharmacy. Please see
Chapter 5, Section 2.5 for more information.

SECTION 4 What if you are billed directly for the full cost of your services?

Section 4.1 You can ask us to pay our share of the cost of covered services

If you have paid more than your plan cost sharing for covered services, or if you have received a bill for the
full cost of covered medical services, go to Chapter 7 (Asking us to pay our share of a bill you have
received for covered medical services or drugs) for information about what to do.

Section 4.2 If services are not covered by our plan, you must pay the full cost

Aetna Medicare Select (HMO-POS) covers all medically necessary services as listed in the Medical
Benefits Chart in Chapter 4 of this document. If you receive services not covered by our plan or services
obtained out-of-network and were not authorized, you are responsible for paying the full cost of services.
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For covered services that have a benefit limitation, you also pay the full cost of any services you get after
you have used up your benefit for that type of covered service. Any amounts you pay for services after a
benefit limit has been reached do not count toward your out-of-pocket maximum. You can call Member
Services when you want to know how much of your benefit limit you have already used.

SECTION S5 How are your medical services covered when you are in a clinical research
study?
Section 5.1 What is a clinical research study?

A clinical research study (also called a clinical trial) is a way that doctors and scientists test new types of
medical care, like how well a new cancer drug works. Certain clinical research studies are approved by
Medicare. Clinical research studies approved by Medicare typically request volunteers to participate in the
study.

Once Medicare approves the study, and you express interest, someone who works on the study will
contact you to explain more about the study and see if you meet the requirements set by the scientists
who are running the study. You can participate in the study as long as you meet the requirements for the
study, and you have a full understanding and acceptance of what is involved if you participate in the study.

If you participate in a Medicare-approved study, Original Medicare pays most of the costs for the covered
services you receive as part of the study. If you tell us that you are in a qualified clinical trial, then you are
only responsible for the in-network cost sharing for the services in the trial. If you paid more, for example,
if you already paid the Original Medicare cost-sharing amount, we will reimburse the difference between
what you paid and the in-network cost sharing. However, you will need to provide documentation to show
us how much you paid. When you are in a clinical research study, you may stay enrolled in our plan and
continue to get the rest of your care (the care that is not related to the study) through our plan.

If you want to participate in a Medicare-approved clinical research study, you do not need to tell us or to
get approval from us or your PCP. The providers that deliver your care as part of the clinical research
study do not need to be part of our plan’s network of providers. Please note that this does not include
benefits for which our plan is responsible that include, as a component, a clinical trial or registry to assess
the benefit. These include certain benefits specified under national coverage determinations requiring
coverage with evidence development (NCDs-CED) and investigational device exemption (IDE) studies and
may be subject to prior authorization and other plan rules.

Although you do not need to get our plan’s permission to be in a clinical research study covered for
Medicare Advantage enrollees by Original Medicare, we encourage you to notify us in advance when you
choose to participate in Medicare-qualified clinical trials.

If you participate in a study that Medicare has not approved, you will be responsible for paying all costs for
your participation in the study.

Section 5.2 When you participate in a clinical research study, who pays for what?

Once you join a Medicare-approved clinical research study, Original Medicare covers the routine items
and services you receive as part of the study, including:

+ Room and board for a hospital stay that Medicare would pay for even if you weren't in a study.
+ An operation or other medical procedure if it is part of the research study.
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« Treatment of side effects and complications of the new care.

After Medicare has paid its share of the cost for these services, our plan will pay the difference between
the cost sharing in Original Medicare and your in-network cost sharing as a member of our plan. This
means you will pay the same amount for the services you receive as part of the study as you would if you
received these services from our plan. However, you are required to submit documentation showing how
much cost sharing you paid. Please see Chapter 7 for more information about submitting requests for
payments.

Here’s an example of how the cost sharing works: Let’s say that you have a lab test that costs $100 as
part of the research study. Let’s also say that your share of the costs for this test is $20 under
Original Medicare, but the test would be $10 under our plan’s benefits. In this case, Original
Medicare would pay $80 for the test, and you would pay the $20 copay required under Original
Medicare. You would then notify your plan that you received a qualified clinical trial service and
submit documentation such as a provider bill to the plan. The plan would then directly pay you $10.
Therefore, your net payment is $10, the same amount you would pay under our plan’s benefits.
Please note that in order to receive payment from your plan, you must submit documentation to
your plan such as a provider bill.

When you are part of a clinical research study, neither Medicare nor our plan will pay for any of the
following:

« Generally, Medicare will not pay for the new item or service that the study is testing unless Medicare
would cover the item or service even if you were not in a study.

+ Items or services provided only to collect data, and not used in your direct health care. For example,
Medicare would not pay for monthly CT scans done as part of the study if your medical condition
would normally require only one CT scan.

+ Items and services customarily provided by the research sponsors free-of-charge for any enrollee in
the trial.

Do you want to know more?

You can get more information about joining a clinical research study by visiting the Medicare website to
read or download the publication Medicare and Clinical Research Studies. (The publication is available at
www.medicare.gov/Pubs/pdf/02226-Medicare-and-Clinical-Research-Studies.pdf.) You can also call
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should
call1-877-486-2048.

SECTION 6 Rules for getting care in a religious non-medical health care institution

Section 6.1 What is a religious non-medical health care institution?

A religious non-medical health care institution is a facility that provides care for a condition that would
ordinarily be treated in a hospital or skilled nursing facility. If getting care in a hospital or a skilled nursing
facility is against a member’s religious beliefs, we will instead provide coverage for care in a religious
non-medical health care institution. This benefit is provided only for Part A inpatient services (non-medical
health care services).

Section 6.2 Receiving Care from a Religious Non-Medical Health Care Institution

To get care from a religious non-medical health care institution, you must sign a legal document that says
you are conscientiously opposed to getting medical treatment that is non-excepted.
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- Non-excepted medical care or treatment is any medical care or treatment that is voluntary and not
required by any federal, state, or local law.

- Excepted medical treatment is medical care or treatment that you get that is not voluntary or is
required under federal, state, or local law.

To be covered by our plan, the care you get from a religious non-medical health care institution must meet
the following conditions:

« The facility providing the care must be certified by Medicare.

« Our plan’s coverage of services you receive is limited to non-religious aspects of care.

+ If you get services from this institution that are provided to you in a facility, the following conditions
apply:

ppoy You must have a medical condition that would allow you to receive covered services for

inpatient hospital care or skilled nursing facility care.

- —and —you must get approval in advance from our plan before you are admitted to the facility,
or your stay will not be covered.

Medicare Inpatient Hospital coverage has unlimited additional days (see Medical Benefits Chart in Chapter
4).

SECTION 7 Rules for ownership of durable medical equipment

Section 7.1 Will you own the durable medical equipment after making a certain number of
payments under our plan?

Durable medical equipment (DME) includes items such as oxygen equipment and supplies, wheelchairs,
walkers, powered mattress systems, crutches, diabetic supplies, speech generating devices, IV infusion
pumps, nebulizers, and hospital beds ordered by a provider for use in the home. The member always
owns certain items, such as prosthetics. In this section, we discuss other types of DME that you must rent.

In Original Medicare, people who rent certain types of DME own the equipment after paying copayments
for the item for 13 months. As a member of Aetna Medicare Select (HMO-POS), we will transfer ownership
of certain DME items. Call Member Services to find out about the requirements you must meet and the
documentation you need to provide.

What happens to payments you made for durable medical equipment if you switch to Original
Medicare?

If you did not acquire ownership of the DME item while in our plan, you will have to make 13 new
consecutive payments after you switch to Original Medicare in order to own the item. The payments you
made while enrolled in your plan do not count.

Example 1: You made 12 or fewer consecutive payments for the item in Original Medicare and then joined
our plan. The payments you made in Original Medicare do not count. You will have to make 13 payments to
our plan before owning the item.

Example 2: You made 12 or fewer consecutive payments for the item in Original Medicare and then joined
our plan. You were in our plan but did not obtain ownership while in our plan. You then go back to Original
Medicare. You will have to make 13 consecutive new payments to own the item once you join Original
Medicare again. All previous payments (whether to our plan or to Original Medicare) do not count.

Section 7.2 Rules for oxygen equipment, supplies, and maintenance
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What oxygen benefits are you entitled to?
If you qualify for Medicare oxygen equipment coverage Aetna Medicare Select (HMO-POS) will cover:

« Rental of oxygen equipment

» Delivery of oxygen and oxygen contents

« Tubing and related oxygen accessories for the delivery of oxygen and oxygen contents
« Maintenance and repairs of oxygen equipment

If you leave Aetna Medicare Select (HMO-PQOS) or no longer medically require oxygen equipment, then the
oxygen equipment must be returned.

What happens if you leave your plan and return to Original Medicare?

Original Medicare requires an oxygen supplier to provide you services for five years. During the first 36
months you rent the equipment. The remaining 24 months the supplier provides the equipment and
maintenance (you are still responsible for the copayment for oxygen). After five years you may choose to
stay with the same company or go to another company. At this point, the five-year cycle begins again,
even if you remain with the same company, requiring you to pay copayments for the first 36 months. If you
join or leave our plan, the five-year cycle starts over.



CHAPTER 4:
Medical Benefits Chart (what is covered and
what you pay)
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SECTION 1 Understanding your out-of-pocket costs for covered services

This chapter provides a Medical Benefits Chart that lists your covered services and shows how much you
will pay for each covered service as a member of Aetna Medicare Select (HMO-POS). Later in this chapter,
you can find information about medical services that are not covered. It also explains limits on certain
services.

Section 1.1 Types of out-of-pocket costs you may pay for your covered services

To understand the payment information we give you in this chapter, you need to know about the types of
out-of-pocket costs you may pay for your covered services.

- Copayment is the fixed amount you pay each time you receive certain medical services. You pay a
copayment at the time you get the medical service. (The Medical Benefits Chart in Section 2 tells you
more about your copayments.)

« Coinsurance is the percentage you pay of the total cost of certain medical services. You pay a
coinsurance at the time you get the medical service. (The Medical Benefits Chart in Section 2 tells
you more about your coinsurance.)

Most people who qualify for Medicaid or for the Qualified Medicare Beneficiary (QMB) program should
never pay deductibles, copayments, or coinsurance. Be sure to show your proof of Medicaid or QMB
eligibility to your provider, if applicable.

Section 1.2 What is the most you will pay for covered medical services?

Because you are enrolled in a Medicare Advantage Plan, there is a limit on the total amount you have to
pay out-of-pocket each year for in-network medical services that are covered by our plan. This limit is
called the maximum out-of-pocket (MOOP) amount for medical services. For calendar year 2025 this
amount is $4,150.

The amounts you pay for copayments and coinsurance for in-network covered services count toward this
maximum out-of-pocket amount. The amounts you pay for your Part D prescription drugs do not count
toward your maximum out-of-pocket amount. In addition, amounts you pay for some services do not
count toward your maximum out-of-pocket amount. These services are marked with an asterisk in the
Medical Benefits Chart. If you reach the maximum out-of-pocket amount of $4,150, you will not have to
pay any out-of-pocket costs for the rest of the year for in-network covered services. However, you must
continue to pay the Medicare Part B premium (unless your Part B premium is paid for you by Medicaid or
another third party).

Section 1.3 Our plan does not allow providers to balance bill you

As a member of Aetna Medicare Select (HMO-POS), an important protection for you is that you only have
to pay your cost-sharing amount when you get services covered by our plan. Providers may not add
additional separate charges, called balance billing. This protection applies even if we pay the provider
less than the provider charges for a service and even if there is a dispute and we don’t pay certain provider
charges.

Here is how this protection works.

« If your cost sharing is a copayment (a set amount of dollars, for example, $15.00), then you pay only
that amount for any covered services from a network provider.
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If your cost sharing is a coinsurance (a percentage of the total charges), then you never pay more
than that percentage. However, your cost depends on which type of provider you see:

- If you receive the covered services from a network provider, you pay the coinsurance
percentage multiplied by the plan’s reimbursement rate (as determined in the contract
between the provider and the plan).

- If you receive the covered services from an out-of-network provider who participates with
Medicare, you pay the coinsurance percentage multiplied by the Medicare payment rate for
participating providers.

- If you receive the covered services from an out-of-network provider who does not participate
with Medicare, then you pay the coinsurance percentage multiplied by the Medicare payment
rate for non-participating providers.

If you believe a provider has balance billed you, call Member Services.

SECTION 2 Use the Medical Benefits Chart to find out what is covered and how much

you will pay

Section 2.1 Your medical benefits and costs as a member of the plan

The Medical Benefits Chart on the following pages lists the services Aetna Medicare Select (HMO-PQOS)
covers and what you pay out-of-pocket for each service. Part D prescription drug coverage is covered in
Chapter 5. The services listed in the Medical Benefits Chart are covered only when the following coverage
requirements are met:

Your Medicare covered services must be provided according to the coverage guidelines established
by Medicare.

Your services (including medical care, services, supplies, equipment, and Part B prescription drugs)
must be medically necessary. Medically necessary means that the services, supplies, or drugs are
needed for the prevention, diagnosis, or treatment of your medical condition and meet accepted
standards of medical practice.

For new enrollees, your MA coordinated care plan must provide a minimum 90-day transition
period, during which time the new MA plan may not require prior authorization for any active course
of treatment, even if the course of treatment was for a service that commenced with an
out-of-network provider.

You receive your care from a network provider. In most cases, care you receive from an
out-of-network provider will not be covered, unless it is emergent or urgent care or unless your plan
or a network provider has given you a referral. This means that you will have to pay the provider in
full for the services furnished.

You have a primary care provider (a PCP) who is providing and overseeing your care.

Some of the services listed in the Medical Benefits Chart are covered only if your doctor or other
network provider gets approval in advance (sometimes called prior authorization) from us. Covered
services that need approval in advance are marked by a note in the Medical Benefits Chart.

Other important things to know about our coverage:

Like all Medicare health plans, we cover everything that Original Medicare covers. For some of these
benefits, you pay more in our plan than you would in Original Medicare. For others, you pay less. (If
you want to know more about the coverage and costs of Original Medicare, look in your Medicare &
You 2025 handbook. View it online at www.medicare.gov or ask for a copy by calling
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should
call1-877-486-2048.)

For all preventive services that are covered at no cost under Original Medicare, we also cover the
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service at no cost to you. However, if you also are treated or monitored for an existing medical
condition during the visit when you receive the preventive service, a copayment will apply for the
care received for the existing medical condition.

« If Medicare adds coverage for any new services during 2025, either Medicare or our plan will cover
those services.

Important Benefit Information for Enrollees Who Qualify for “Extra Help”:

+ If youreceive “Extra Help” to pay your Medicare prescription drug program costs, such as
premiums, deductibles, and coinsurance, you may be eligible for other targeted supplemental
benefits and/or targeted reduced cost sharing.

+ For further detail, please go to the “VBID” row in the Medical Benefits Chart below.



2025 Evidence of Coverage for Aetna Medicare Select (HMO-PQOS) 43

Chapter 4. Medical Benefits Chart (what is covered and what you pay)

Important information regarding the services listed below in the Medical Benefits Chart:

If you receive services from: If your plan services include: You will pay:

A primary care physician (PCP) | Copays only The highest single copay for all

or specialist and get more than services received.

one covered service during the : ) )

single visit: Copays and coinsurance The highest single copay for all
services and the coinsurance

A clinic visit cost share may apply amounts for each service.

based on the role of the attending

physician (PCP or specialist). Coinsurance only The coinsurance amounts for all

services received.

If you receive services from: If your plan services include: You will pay:
An outpatient facility and get Copays only The highest single copay for all
more than one covered service services received.

during the single visit: : i ]
Copays and coinsurance The highest single copay for all
services and the coinsurance
amounts for each service.

Coinsurance only The coinsurance amounts for all
services received.
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‘ You will see this apple next to the preventive services in the benefits chart.

Medical Benefits Chart

What you must pay when you get
Services that are covered for you these services in-network
@ Abdominal aortic aneurysm screening There is no coinsurance, copayment, or

A one-time screening ultrasound for people at risk. The plan  |deductible for members eligible for this
only covers this screening if you have certain risk factors and if [Preventive screening.

you get a referral for it from your physician, physician assistant,

nurse practitioner, or clinical nurse specialist.

Acupuncture for chronic low back pain $20 copay for each Medicare-covered
Covered services include: acupuncture visit.

Up to 12 visits in 90 days are covered for Medicare beneficiaries
under the following circumstances:

For the purpose of this benefit, chronic low back pain is defined
as:

+ lasting 12 weeks or longer;

« nonspecific, in that it has no identifiable systemic cause
(i.e., not associated with metastatic, inflammatory,
infectious disease, etc.);

+ not associated with surgery; and

+ not associated with pregnancy.

An additional eight sessions will be covered for those patients
demonstrating an improvement. No more than 20 acupuncture
treatments may be administered annually.

Treatment must be discontinued if the patient is not improving
or is regressing.

Provider Requirements:

Physicians (as defined in 1861(r)(1) of the Social Security Act (the
Act)) may furnish acupuncture in accordance with applicable
state requirements.

Physician assistants (PAs), nurse practitioners (NPs)/clinical
nurse specialists (CNSs) (as identified in 1861(aa)(5) of the Act),
and auxiliary personnel may furnish acupuncture if they meet all
applicable state requirements and have:

« amasters or doctoral level degree in acupuncture or
Oriental Medicine from a school accredited by the
Accreditation Commission on Acupuncture and Oriental
Medicine (ACAOM); and,

This benefit is continued on the next page.
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What you must pay when you get
Services that are covered for you these services in-network

Acupuncture for chronic low back pain (continued)

« acurrent, full, active, and unrestricted license to practice
acupuncture in a State, Territory, or Commonwealth (i.e.,
Puerto Rico) of the United States, or District of Columbia.

Auxiliary personnel furnishing acupuncture must be under the
appropriate level of supervision of a physician, PA, or NP/CNS
required by our regulations at 42 CFR §§ 410.26 and 410.27.

Aetna Medicare Extra Benefits Card There is no coinsurance, copayment, or
You get an Aetna Medicare Extra Benefits Card to help pay for |deductible for the Aetna Medicare Extra
certain everyday expenses. Benefits Card.

On this card you get:

A CVS Over-the-Counter (OTC) Wallet with a quarterly benefit
amount (allowance). See the CVS Over-the-Counter (OTC)
Wallet section in Chapter 4 for more details.

Qualifying members may also be eligible for an additional
Wallet on the Aetna Medicare Extra Benefits Card. See the
Special Supplemental Benefits Chart section in Chapter 4 for
more details.

Important:

+ The Aetna Medicare Extra Benefits Card does not replace
your member ID card.

+ You will receive a new card in the mail. It will include
instructions on how to activate and use the card.

« Itis your responsibility to ensure that Aetna has the most
up-to-date mailing address on file. Aetna is not
responsible for misdirected, lost, or undelivered mail.

« Aetna is not responsible for lost or stolen cards and any
use associated with the card thereafter. If you need a
replacement card, please call 1-844-428-8147 (TTY: 711)
to request a new card. In the meantime, you can access
certain benefits by visiting CVS.com/Aetna.

+ Aetnais not responsible for lost funds due to personal
circumstances in which you cannot use your benefit
amount (e.g., hospital stay, travel, etc.).

+ The card can only be used at in-network retailers that
accept Visa®.

+ The card cannot be used to pay for prescription drugs or
products such as alcohol, tobacco, cannabis, firearms,
and gift cards.

For more information you can call 1-844-428-8147 (TTY:711) 7
days a week, 8 AM - 8 PM local time excluding federal holidays
or visit CVS.com/Aetna.
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What you must pay when you get
Services that are covered for you these services in-network

Ambulance services $275 copay for each Medicare-covered
one-way trip via ground ambulance.
+ Covered ambulance services, whether for an emergency
or non-emergency situation, include fixed wing, rotary 20% coinsurance for each
wing, and ground ambulance services, to the nearest Medicare-covered one-way trip via air
appropriate facility that can provide care only if they are |Jambulance.
furnished to a member whose medical condition is such
that other means of transportation could endanger the Ground or air ambulance cost sharing is
person’s health or if authorized by the plan. not waived if you are admitted to the
« If the covered ambulance services are not for an hospital.
emergency situation, it should be documented that the
member’s condition is such that other means of
transportation could endanger the person’s health and
that transportation by ambulance is medically required.

Prior authorization is required for non-emergency
transportation by fixed-wing aircraft.

Annual routine physical $0 copay for an annual routine physical
The annual routine physical is an extensive physical exam exam.

including a medical history collection and it may also include

any of the following: vital signs, observation of general

appearance, a head and neck exam, a heart and lung exam, an

abdominal exam, a neurological exam, a dermatological exam,

and an extremities exam.

Coverage for this non-Medicare covered benefit is in addition to
the Medicare-covered annual wellness visit and the Welcome to
Medicare preventive visit. You may schedule your annual
routine physical once each calendar year.

Preventive labs, screenings, and/or diagnostic tests received
during this visit are subject to your lab and diagnostic test
coverage. (See Outpatient diagnostic tests and therapeutic
services and supplies for more information.)

There is no coinsurance, copayment, or

Annual wellness visit deductible for the annual wellness visit.

If you've had Part B for longer than 12 months, you can get an
annual wellness visit to develop or update a personalized
prevention plan based on your current health and risk factors.
Our plan will cover the annual wellness visit once each calendar
year.

Note: Your first annual wellness visit can’t take place within 12
months of your Welcome to Medicare preventive visit. However,
you don’t need to have had a Welcome to Medicare visit to be
covered for annual wellness visits after you’'ve had Part B for 12
months.
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Services that are covered for you

' Bone mass measurement

For qualified individuals (generally, this means people at risk of
losing bone mass or at risk of osteoporosis), the following
services are covered every 24 months or more frequently if
medically necessary: procedures to identify bone mass, detect
bone loss, or determine bone quality, including a physician’s

interpretation of the results.

. Breast cancer screening (mammograms)

Covered services include:

+ One baseline mammogram between the ages of 35 and

39

+ One screening mammogram each calendar year for

women age 40 and older

+ Clinical breast exams once every 24 months

Prior authorization may be required and is the responsibility

of your provider.
Cardiac rehabilitation services

Comprehensive programs of cardiac rehabilitation services that
include exercise, education, and counseling are covered for
members who meet certain conditions with a doctor’s order.
The plan also covers intensive cardiac rehabilitation programs
that are typically more rigorous or more intense than cardiac

rehabilitation programs.

‘ Cardiovascular disease risk reduction visit (therapy for

cardiovascular disease)

We cover one visit per year with your primary care doctor to
help lower your risk for cardiovascular disease. During this visit,
your doctor may discuss aspirin use (if appropriate), check your
blood pressure, and give you tips to make sure you're eating

healthy.

. Cardiovascular disease testing

Blood tests for the detection of cardiovascular disease (or
abnormalities associated with an elevated risk of cardiovascular

disease) once every 5 years (60 months).

' Cervical and vaginal cancer screening

Covered services include:

+ For all women: Pap tests and pelvic exams are covered

once every 24 months

« If you are at high risk of cervical or vaginal cancer or you
are of childbearing age and have had an abnormal Pap
test within the past 3 years: one Pap test every 12 months

What you must pay when you get
these services in-network

There is no coinsurance, copayment, or
deductible for Medicare-covered bone
mass measurement.

There is no coinsurance, copayment, or
deductible for covered screening
mammograms.

$0 copay for each diagnostic
mammogram.

$50 copay for each Medicare-covered
cardiac rehabilitation service.

$65 copay for each Medicare-covered
intensive cardiac rehabilitation service.

There is no coinsurance, copayment, or
deductible for the intensive behavioral
therapy cardiovascular disease
preventive benefit.

There is no coinsurance, copayment, or
deductible for cardiovascular disease
testing that is covered once every 5
years.

There is no coinsurance, copayment, or
deductible for Medicare-covered
preventive Pap and pelvic exams.
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What you must pay when you get

Services that are covered for you these services in-network
Chiropractic services $20 copay for each Medicare-covered
Covered services include: chiropractic visit.

+ We cover only manual manipulation of the spine to
correct subluxation

There is no coinsurance, copayment, or
deductible for a Medicare-covered
colorectal cancer screening exam. This

- Colonoscopy has no minimum or maximum age limitation IS 8lS0 known as a preventive
and is covered once every 120 months (10 years) for colonoscopy.
patients not at high risk, or 48 months after a previous .
flexible sigmoidoscopy for patients who are notat high | $0 copay for each Medicare-covered
risk for colorectal cancer, and once every 24 months for SCreening barium enema.
high risk patients after a previous screening colonoscopy | . .
or barium enema. Diagnostic colonoscopy: $0 copay
+ Flexible sigmoidoscopy for patients 45 years and older. .
Once every 120 months for patients not at high-risk after |P'€ase note: If a polyp is removed or a
the patient received a screening colonoscopy. Once every RIOPSY is performed during a
48 months for high risk patients from the last flexible Medicare-covered screening or

. Colorectal cancer screening
The following screening tests are covered:

sigmoidoscopy or barium enema. diagnostic colonoscopy, the polyp
- Screening fecal-occult blood tests for patients 45 years ~fémoval and associated pathology will
and older. Twice per calendar year. be covered at $0 copay.

+ Screening Guaiac-based fecal occult blood test for
patients 45 years and older. Twice per calendar year.

+ Multitarget stool DNA for patients 45 to 85 years of age
and not meeting high risk criteria. Once every 3 years.

+ Blood-based Biomarker Tests for patients 45 to 85 years
of age and not meeting high risk criteria. Once every 3
years.

« Barium Enema as an alternative to colonoscopy for
patients at high risk and 24 months since the last
screening barium enema or the last screening
colonoscopy.

« Barium Enema as an alternative to flexible sigmoidoscopy
for patient not at high risk and 45 years or older. Once at
least 48 months following the last screening barium
enema or screening flexible sigmoidoscopy.

+ Colorectal cancer screening tests include a follow-on
screening colonoscopy after a Medicare covered
non-invasive stool-based colorectal cancer screening test
returns a positive result.

CVS Over-the-Counter (OTC) Wallet There is no coinsurance, copayment, or
You get a CVS Over-the-Counter (OTC) Wallet with a $75 deductible for the CVS

quarterly benefit amount (allowance) on the Aetna Medicare Over-the-Counter (OTC) Wallet.

Extra Benefits Card to pay for:

This benefit is continued on the next page.
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Services that are covered for you

CVS Over-the-Counter (OTC) Wallet (continued)

« Approved over-the-counter (OTC) health and wellness
products including allergy medicine, pain relievers, first
aid supplies, and more. This benefit includes certain

nicotine replacement therapies.

» The allowance can only be used to purchase approved
OTC products in-store at CVS® retail locations (excluding
locations inside other stores) and online at
CVS.com/Aetna or by phone at 1-844-428-8147 (TTY:

).

Your quarterly benefit amount will be available on the Aetna
Medicare Extra Benefits Card the first day of each calendar
quarter. Calendar quarters begin in January, April, July, and
October. Be sure to use the full benefit amount each quarter,
because any unused benefit amount will not roll over into the
next quarter nor will it roll over into the next plan year. There are
no exceptions to request additional or unused funds to be

added to your card.

Important: For more information on the Aetna Medicare Extra
Benefits Card, see the Aetna Medicare Extra Benefits Card

section in Chapter 4.
Dental services

In general, preventive dental services (such as cleanings,
routine dental exams, and dental x-rays) are not covered by
Original Medicare. However, Medicare currently pays for dental
services in a limited number of circumstances, specifically
when that service is an integral part of specific treatment of a
beneficiary’s primary medical condition. Some examples
include reconstruction of the jaw following fracture or injury,
tooth extractions done in preparation for radiation treatment for
cancer involving the jaw, or oral exams preceding kidney

transplantation.

In addition, we cover the following non-Medicare covered

benefits:

Preventive dental services (non-Medicare covered): For a list
of covered preventive services see the dental schedule

beginning on page 84.

Comprehensive dental services (non-Medicare covered): For
a list of covered comprehensive services see the dental

schedule beginning on page 84.

You get an annual benefit amount (allowance) of $2,500 for
covered preventive dental services and comprehensive dental
services combined. Covered services will be paid to the
provider up to the annual benefit amount (allowance). If you

This benefit is continued on the next page.

What you must pay when you get
these services in-network

$20 copay for each Medicare-covered
dental service.

Preventive dental services
(non-Medicare covered): For details on
cost-sharing for covered preventive
services, see the dental schedule
beginning on page 84.

Comprehensive dental services
(non-Medicare covered): For details on
cost-sharing for covered comprehensive
services, see the dental schedule
beginning on page 84.

What you must pay when you get these
services out-of-network:

Preventive dental services
(non-Medicare covered): For details on
cost-sharing for covered preventive
services, see the dental schedule
beginning on page 84.

Comprehensive dental services
(non-Medicare covered): For details on
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What you must pay when you get

Services that are covered for you these services in-network

Dental services (continued)

exceed the benefit amount for covered services, you will be cost-sharing for covered comprehensive
responsible for those costs and will not be reimbursed. services, see the dental schedule

beginning on page 84.
This dental benefit offers both in-network and out-of-network
dental coverage. Out-of-network dentists are not required to
accept the plan’s payment as payment in full for covered
services. Out-of-network claims are reimbursed up to the plan’s
allowable amount for each covered service. That means your
plan will pay its portion for covered services. If your
out-of-network provider charges over the allowable amount for
a covered service, you may receive a bill and you will be
responsible for payment of that bill.

When you see a provider in our dental network you may save on
covered dental services. Dental services you receive from an
out-of-network provider are subject to any in-network benefit
maximums, limitations and/or exclusions that may apply.

See dental schedule in the EOC for more details.

To find a provider in the dental network, visit
AetnaMedicare.com/H3931-099 or call Member Services.
Please note: Your dental network is different than your medical
network.

*Amounts you pay for preventive dental services do not apply to

your maximum out-of-pocket amount.

*Amounts you pay for comprehensive dental services do not

apply to your maximum out-of-pocket amount.

There is no coinsurance, copayment, or
deductible for an annual depression
screening visit.

' Depression screening

We cover one screening for depression per year. The screening
must be done in a primary care setting that can provide
follow-up treatment and/or referrals.

There is no coinsurance, copayment, or
deductible for the Medicare-covered
diabetes screening tests.

. Diabetes screening

We cover this screening (includes fasting glucose tests) if you
have any of the following risk factors: high blood pressure
(hypertension), history of abnormal cholesterol and triglyceride
levels (dyslipidemia), obesity, or a history of high blood sugar
(glucose). Tests may also be covered if you meet other
requirements, like being overweight and having a family history
of diabetes.

You may be eligible for up to two diabetes screenings every 12
months following the date of your most recent diabetes
screening test.
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What you must pay when you get
Services that are covered for you these services in-network

@ piabetes self-management training, diabetic services and 07 - 20% coinsurance for each
supplies Medicare-covered supply to monitor
For all people who have diabetes (insulin and non-insulin users). [Pl00d glucose.

Covered services include: o i
« 0% coinsurance for

OneTouch/LifeScan supplies,
including test strips, glucose
monitors, solutions, lancets and
lancing devices.

« 20% coinsurance for
non-OneTouch/LifeScan supplies,
including test strips, glucose
monitors, solutions, lancets and
lancing devices (prior authorization
may be required).

+ Supplies to monitor your blood glucose: Blood glucose
monitor, blood glucose test strips, lancet devices and
lancets, and glucose-control solutions for checking the
accuracy of test strips and monitors.

+ For people with diabetes who have severe diabetic foot
disease: One pair per calendar year of therapeutic
custom-molded shoes (including inserts provided with
such shoes) and two additional pairs of inserts, or one pair
of depth shoes and three pairs of inserts (not including the
non-customized removable inserts provided with such
shoes). Coverage includes fitting.

- Diabetes self-management training is covered under
certain conditions.

$0 copay for Medicare-covered diabetic
shoes and inserts.

$0 copay for Medicare-covered

Notes: ) .
otes diabetes self-management training.

« We exclusively cover OneTouch/LifeScan blood glucose
monitors and test strips as our preferred diabetic supplies.
Non-LifeScan monitors, and test strips may be covered if
medically necessary, such as large font or talking meters
for the visually impaired. You or your provider can request
a medical exception, as a prior authorization is required.

« Beginning January 2025, you must obtain your LifeScan
blood glucose meter and other testing supplies (lancing
devices, lancets and test strips) directly from a network
pharmacy which requires a prescription from your
provider.

+ Per CMS, some diabetic supplies under our exclusive
partnership with LifeScan are covered under your medical
coverage and will have a $0 copay. Other diabetic
supplies are not available through LifeScan and are
covered under your prescription drug coverages at
cost-shares determined by the formulary tier they reside.
LifeScan diabetic supplies covered under your medical
coverage such as meters and test strips are available at
network pharmacies for $0 cost share. Diabetic supplies
covered under your prescription drug coverage (alcohol
swabs, lancets, 2x2 gauze, needles and syringes) can be
found on your plan’s formulary guide.

« Continuous glucose monitors (CGMs) are considered
durable medical equipment (DME) and are subject to
applicable DME cost sharing.

This benefit is continued on the next page.
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What you must pay when you get
Services that are covered for you these services in-network

Diabetes self-management training, diabetic services and
supplies (continued)

Prior authorization is required for more than one blood
glucose monitor per year and/or test strips in excess of 100
strips per 30 days. Prior authorization may be required for
diabetic shoes and inserts. Prior authorization is the
responsibility of your provider.

Durable medical equipment (DME) and related supplies 0% - 20% coinsurance for each

(For a definition of durable medical equipment, see Chapter 12 |Medicare-covered durable medical
as well as Chapter 3, Section 7 of this document.) equipment (DME) item.

Covered items include, but are not limited to: wheelchairs, « 0% coinsurance for continuous
crutches, powered mattress systems, diabetic supplies, hospital glucose monitors.

beds ordered by a provider for use in the home, IV infusion + 20% coinsurance for all other
pumps, speech generating devices, oxygen equipment, Medicare-covered DME items.

nebulizers, and walkers.

Continuous glucose monitors (CGMs) and supplies are available
through participating DME providers. For a list of DME
providers, visit
www.aetna.com/dsepublicContent/assets/pdf/en/DME_Nation
al_Provider_Listing.pdf.

Dexcom and FreeStyle Libre continuous glucose monitors and
supplies are also available at participating pharmacies.

Your provider must obtain authorization for a continuous
glucose monitor. Sensors can be obtained without prior
authorization from the plan.

We cover all medically necessary DME covered by Original
Medicare. If our supplier in your area does not carry a particular
brand or manufacturer, you may ask them if they can
special-order it for you. The most recent list of participating
pharmacies and suppliers is available on our website at
AetnaMedicare.com/dme.

Prior authorization may be required and is the responsibility
of your provider.

Emergency care $125 copay for emergency care. Cost
Emergency care refers to services that are: sharing is waived if you are admitted to
the hospital.
+ Furnished by a provider qualified to furnish emergency
services, and $125 copay for emergency care
+ Needed to evaluate or stabilize an emergency medical worldwide (i.e., outside the United
condition. States). Cost sharing is waived if you are

admitted to the hospital.

$275 copay for one-way emergency
This benefit is continued on the next page.
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Services that are covered for you

Emergency care (continued)

A medical emergency is when you, or any other prudent
layperson with an average knowledge of health and medicine,
believe that you have medical symptoms that require
immediate medical attention to prevent loss of life (and, if you
are a pregnant woman, loss of an unborn child), loss of a limb,
or loss of function of a limb. The medical symptoms may be an
illness, injury, severe pain, or a medical condition that is quickly
getting worse.

Cost sharing for necessary emergency services furnished
out-of-network is the same as for such services furnished
in-network.

In addition to Medicare-covered benefits, we also offer:

« Emergency care (worldwide)
« Emergency ambulance services (worldwide)

$250,000 annual maximum benefit for worldwide emergency,
emergency ambulance, and urgently needed care.

You may have to pay the provider at the time of service and
submit for reimbursement. You will be reimbursed up to the
annual maximum benefit amount less any applicable copay or
cost share.

Fitness: Annual fithess membership

What you must pay when you get
these services in-network

ambulance services worldwide (i.e.,
outside the United States). Cost sharing
is not waived if you are admitted to the
hospital.

If you receive emergency care at an
out-of-network hospital and need
inpatient care after your emergency
condition is stabilized, you must have
your inpatient care at the out-of-network
hospital authorized by the plan and your
cost is the cost sharing you would pay at
a network hospital.

$0 copay for basic health club

You are covered for a basic membership to any SilverSneakers® |membership/fitness classes at

participating fitness facility. If you do not reside near a
participating facility, or prefer to exercise at home, online
classes and at-home fitness kits are available. You may order
one fitness kit per year through SilverSneakers.

Included with your basic SilverSneakers membership, you will
also have access to online enrichment classes to support your
health and wellness, as well as your mental fitness. Health and
wellness classes include, but are not limited to: cooking, food &
nutrition, and mindfulness. Mental fithness classes include, but
are not limited to: new skills, organization, self-help, and staying
connected. These classes can be accessed online by visiting
SilverSneakers.com.

To get started, you will need your SilverSneakers ID number.
Please visit SilverSneakers.com or call SilverSneakers at
1-855-627-3795 (TTY: 711) to obtain this ID number. Then,
bring this ID number with you when you visit a participating
fitness facility. Information about participating facilities can be
found by using the SilverSneakers website or by calling
SilverSneakers.

This benefit is continued on the next page.

participating SilverSneakers locations.
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Fitness: Annual fithess membership (continued)

Important: You get a basic membership at any participating

SilverSneakers location. Facility amenities may vary by

participating location including but not limited to hours, days

and class types.

$0 copay for 24-Hour Nurse Line

Health and wellness education programs benefit

+ 24-Hour Nurse Line: You can talk to a registered nurse 24
hours a day, 7 days a week on the 24/7 Nurse Line. They
can help with health-related questions when your doctor
is not available. Call 1-855-493-7019 (TTY: 711). The
registered nurse staff cannot diagnose, prescribe or give
medical advice. If you need urgent or emergency care,
call 911 and/or your doctor immediately.

$0 copay for health education.

+ Health education: You can meet with a certified health
educator or other qualified health professional to learn
about health and wellness topics like: diabetes
management, nutrition counseling, asthma education,
and more. You have the option to meet one-on-one, in a
group, or virtually. Ask your provider for information on
how these services may help you.

Hearing services $20 copay for each Medicare-covered
Diagnostic hearing and balance evaluations performed by your |hearing exam.
provider to determine if you need medical treatment are

covered as outpatient care when furnished by a physician, $0 copay for each non-Medicare
audiologist, or other qualified provider. covered routine hearing exam.
In addition to Medicare-covered benefits, we also offer: $0 copay for each non-Medicare

covered hearing aid fitting/evaluation.
+ Routine hearing exams: one exam every year

« Hearing aid fitting/evaluation: one hearing aid Hearing aids: _
fitting/evaluation every year $Q copay per ear, per year (two hearing
+ Hearing aids: You get an annual benefit amount aids every year).

(allowance) up to a maximum amount of $2,000 per ear,
every year. This benefit amount can only be used to
purchase hearing aids through a NationsHearing network
provider. If the cost is over the benefit amount, you pay
the difference.

Routine hearing exam and hearing aids:

We partner with NationsHearing to provide your hearing exam
and hearing aids. You must see a provider in the
NationsHearing network for your hearing exam and hearing
aids to be covered. Your hearing aid benefit amount can only be
used to purchase hearing aids through a NationsHearing
network provider. The benefit amount is applied to the hearing

This benefit is continued on the next page.


tel:18554937019
tel:711
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Hearing services (continued)

aids at the time of purchase. If the cost is more than the benefit
amount, you pay the difference. You can schedule your hearing
exam or hearing aid appointment with a NationsHearing
provider by calling 1-877-225-0137 (TTY: 711). Representatives
are available 8:00 am to 8:00 pm local time, 7 days a week, with
the exception of holidays.

*Amounts you pay for hearing aids do not apply to your
maximum out-of-pocket amount.

. HIV screening
For people who ask for an HIV screening test or who are at
increased risk for HIV infection, we cover:

» One screening exam every 12 months

For women who are pregnant, we cover:

+ Up to three screening exams during a pregnancy

Home health agency care

Prior to receiving home health services, a doctor must certify
that you need home health services and will order home health
services to be provided by a home health agency. You must be
homebound, which means leaving home is a major effort.

Covered services include, but are not limited to:

- Part-time or intermittent skilled nursing and home health
aide services (To be covered under the home health care
benefit, your skilled nursing and home health aide
services combined must total fewer than 8 hours per day
and 35 hours per week.)

+ Physical therapy, occupational therapy, and speech
therapy

+ Medical and social services

+ Medical equipment and supplies

Prior authorization may be required and is the responsibility
of your provider.

Home infusion therapy

Home infusion therapy involves the intravenous or
subcutaneous administration of drugs or biologicals to an
individual at home. The components needed to perform home
infusion include the drug (for example, antivirals, immune
globulin), equipment (for example, a pump), and supplies (for
example, tubing and catheters).

This benefit is continued on the next page.

What you must pay when you get
these services in-network

There is no coinsurance, copayment, or
deductible for members eligible for
Medicare-covered preventive HIV
screening.

$0 copay for each Medicare-covered
home health service.

0% - 20% coinsurance for each
Medicare-covered durable medical
equipment (DME) item.

+ 0% coinsurance for continuous
glucose monitors.

« 20% coinsurance for all other
Medicare-covered DME items.

You will pay the cost sharing that applies
to primary care physician services,
specialist physician services (including
certified home infusion providers), or
home health services depending on
where you received administration or
monitoring services. (See
Physician/Practitioner services,


tel:18772250137
tel:711
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Home infusion therapy (continued)

Prior to receiving home infusion services, they must be ordered
by a doctor and included in your care plan.

Covered services include, but are not limited to:

« Professional services, including nursing services,
furnished in accordance with the plan of care

- Patient training and education not otherwise covered
under the durable medical equipment benefit

« Remote monitoring

« Monitoring services for the provision of home infusion
therapy and home infusion drugs furnished by a qualified
home infusion therapy supplier

Hospice care

You are eligible for the hospice benefit when your doctor and
the hospice medical director have given you a terminal
prognosis certifying that you're terminally ill and have 6 months
or less to live if your illness runs its normal course. You may
receive care from any Medicare-certified hospice program.
Your plan is obligated to help you find Medicare-certified
hospice programs in the plan’s service area, including those the
MA organization owns, controls, or has a financial interest in.
Your hospice doctor can be a network provider or an
out-of-network provider.

Covered services include:

+ Drugs for symptom control and pain relief
+ Short-term respite care
« Home care

When you are admitted to a hospice you have the right to
remain in your plan; if you chose to remain in your plan you
must continue to pay plan premiums.

For hospice services and for services that are covered by
Medicare Part A or B and are related to your terminal prognosis:
Original Medicare (rather than our plan) will pay your hospice
provider for your hospice services and any Part A and Part B
services related to your terminal prognosis. While you are in the
hospice program, your hospice provider will bill Original
Medicare for the services that Original Medicare pays for. You
will be billed Original Medicare cost sharing.

This benefit is continued on the next page.

What you must pay when you get
these services in-network

including doctor’s office visits or
Home health agency care for any
applicable cost sharing.)

Please note that home infusion drugs,
pumps, and devices provided during a
home infusion therapy visit are covered
separately under your

Durable Medical Equipment (DME) and
related supplies benefit.

When you enroll in a Medicare-certified
hospice program, your hospice services
and your Part A and Part B services
related to your terminal prognosis are
paid for by Original Medicare, not Aetna
Medicare Select (HMO-POS).

Hospice consultations are included as
part of inpatient hospital care.

Physician service cost sharing may
apply for outpatient consultations.
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Hospice care (continued)

For services that are covered by Medicare Part A or B and are
not related to your terminal prognosis: If you need
non-emergency, non-urgently needed services that are
covered under Medicare Part A or B and that are not related to
your terminal prognosis, your cost for these services depends
on whether you use a provider in our plan’s network and follow
plan rules (such as if there is a requirement to obtain prior
authorization).

« If you obtain the covered services from a network
provider and follow plan rules for obtaining service, you
only pay the plan cost-sharing amount for in-network
services

« If you obtain the covered services from an out-of-network
provider, you pay the cost sharing under Fee-for-Service
Medicare (Original Medicare)

For services that are covered by Aetna Medicare Select
(HMO-PQOS) but are not covered by Medicare Part A or B: Aetna
Medicare Select (HMO-POS) will continue to cover
plan-covered services that are not covered under Part A or B
whether or not they are related to your terminal prognosis. You
pay your plan cost-sharing amount for these services.

For drugs that may be covered by the plan’s Part D benefit: If
these drugs are unrelated to your terminal hospice condition,
you pay cost sharing. If they are related to your terminal hospice

condition, then you pay Original Medicare cost sharing. Drugs
are never covered by both hospice and our plan at the same
time. For more information, please see Chapter 5, Section 9.4
(What if you're in Medicare-certified hospice?).

Note: If you need non-hospice care (care that is not related to
your terminal prognosis), you should contact us to arrange the
services.

Our plan covers hospice consultation services (one time only)
for a terminally ill person who hasn’t elected the hospice
benefit.

' Immunizations
Covered Medicare Part B services include:

« Pneumonia vaccines

+ Flu/influenza shots (or vaccines), once each flu/influenza
season in the fall and winter, with additional flu/influenza
shots (or vaccines) if medically necessary

This benefit is continued on the next page.

What you must pay when you get
these services in-network

There is no coinsurance, copayment, or
deductible for the pneumonia,
flu/influenza, Hepatitis B, and COVID-19
vaccines.

0% - 20% coinsurance for all other
vaccines covered under Medicare Part
B.
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Immunizations (continued)

+ Hepatitis B vaccines if you are at high or intermediate risk » Cost sharing shown is the

of getting Hepatitis B maximum you will pay for Part B
+ COVID-19 vaccines prescription drugs. You may pay
. Other vaccines if you are at risk and they meet Medicare less for certain drugs.

Part B coverage rules

We also cover most other adult vaccines under our Part D
prescription drug benefit.

Refer to Chapter 6, Section 7 for additional information.

Inpatient hospital care $279 per day, days 1-7; $0 per day, days
Includes inpatient acute, inpatient rehabilitation, long-term care |8-90; $0 copay for additional days for
hospitals and other types of inpatient hospital services. Inpatienteach medically necessary covered

hospital care starts the day you are formally admitted to the inpatient stay. Cost sharing is charged
hospital with a doctor’s order. The day before you are for each medically necessary covered
discharged is your last inpatient day. inpatient stay.
Days covered: There is no limit to the number of days covered |Your inpatient benefits will begin on day
by our plan. Cost sharing is not charged on the day of one each time you are admitted within
discharge. or to a specific facility type. A transfer
within or to a facility including Inpatient
Covered services include but are not limited to: Rehabilitation facilities, Long-Term
Acute Care (LTAC) facilities, Inpatient
» Semi-private room (or a private room if medically Acute Care facilities, and Inpatient
necessary) Psychiatric facilities, is considered a new
« Meals including special diets admission.

« Regular nursing services

+ Costs of special care units (such as intensive care or
coronary care units)

+ Drugs and medications

+ Lab tests

« X-rays and other radiology services

+ Necessary surgical and medical supplies

+ Use of appliances, such as wheelchairs

« Operating and recovery room costs

» Physical, occupational, and speech language therapy

+ Inpatient substance use disorder services

« Under certain conditions, the following types of
transplants are covered: corneal, kidney,
kidney-pancreatic, heart, liver, lung, heart/lung, bone
marrow, stem cell, and intestinal/multivisceral. If you
need a transplant, we will arrange to have your case
reviewed by a Medicare-approved transplant center that
will decide whether you are a candidate for a transplant.

If you get authorized inpatient care at an
out-of-network hospital after your
emergency condition is stabilized, your
cost is the cost sharing you would pay at
a network hospital.

This benefit is continued on the next page.
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Inpatient hospital care (continued)

Transplant providers may be local or outside of the
service area. If our in-network transplant services are
outside the community pattern of care, you may choose
to go locally as long as the local transplant providers are
willing to accept the Original Medicare rate. If Aetna
Medicare Select (HMO-POS) provides transplant services
at a location outside the pattern of care for transplants in
your community and you choose to obtain transplants at
this distant location, we will arrange or pay for appropriate
lodging and transportation costs for you and a
companion.

+ Blood - including storage and administration. Coverage of
whole blood and packed red cells begins with the first pint
of blood that you need from an in-network provider. All
other components of blood are covered in-network
beginning with the first pint used.

+ Physician services

Note: To be an inpatient, your provider must write an order to
admit you formally as an inpatient of the hospital. Even if you
stay in the hospital overnight, you might still be considered an
outpatient. If you are not sure if you are an inpatient or an
outpatient, you should ask the hospital staff.

You can also find more information in a Medicare fact sheet
called Are You a Hospital Inpatient or Outpatient? If You Have
Medicare — Ask! This fact sheet is available on the Web at
medicare.gov/publications/11435-Medicare-Hospital-
Benefits.pdf or by calling 1-800-MEDICARE (1-800-633-4227).
TTY users call 1-877-486-2048. You can call these numbers for
free, 24 hours a day, 7 days a week.

Prior authorization may be required and is the responsibility
of your provider.

Inpatient services in a psychiatric hospital $318 per day, days 1-8; $0 per day, days
Covered services include mental health care services that 9-90 for each medically necessary
require a hospital stay. covered inpatient stay. Cost sharing is

charged for each medically necessary
Days covered: There is a 190-day lifetime limit for inpatient covered inpatient stay.

services in a psychiatric hospital. The 190-day limit does not

apply to inpatient mental health services provided in a

psychiatric unit of a general hospital. Cost sharing is not Your inpatient benefits will begin on day

charged on the day of discharge. one each time you are admitted within
or to a specific facility type. A transfer

Prior authorization may be required and is the responsibility |within or to a facility including Inpatient

of your provider. Rehabilitation facilities, Long-Term
Acute Care (LTAC) facilities, Inpatient

This benefit is continued on the next page.


https://medicare.gov/publications/11435-Medicare-Hospital-Benefits.pdf
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Inpatient services in a psychiatric hospital (continued)

Inpatient stay: Covered services received in a hospital or
SNF during a non-covered inpatient stay

What you must pay when you get
these services in-network

Acute Care facilities, and Inpatient
Psychiatric facilities, is considered a new
admission.

$0 copay for Medicare-covered primary
care physician (PCP) services (including

If you have exhausted your skilled nursing facility benefits, or if |urgently needed services).

the skilled nursing facility or inpatient stay is not reasonable and
necessary, we will not cover your inpatient stay. However, in
some cases, we will cover certain services you receive while
you are in the hospital or the skilled nursing facility (SNF).

Covered services include, but are not limited to:

« Physician services
+ Diagnostic tests (like lab tests)

« X-ray, radium, and isotope therapy including technician

materials and services
+ Surgical dressings

» Splints, casts and other devices used to reduce fractures

and dislocations

+ Prosthetics and orthotics devices (other than dental) that
replace all or part of an internal body organ (including
contiguous tissue), or all or part of the function of a
permanently inoperative or malfunctioning internal body
organ, including replacement or repairs of such devices

+ Leg, arm, back, and neck braces; trusses; and artificial
legs, arms, and eyes including adjustments, repairs, and
replacements required because of breakage, wear, loss,
or a change in the patient’s physical condition

+ Physical therapy, speech therapy, and occupational

therapy

Prior authorization may be required and is the responsibility

of your provider.

This benefit is continued on the next page.

$20 copay for Medicare-covered
physician specialist services (including
surgery second opinion, home infusion
professional services, and urgently
needed services).

$0 - $100 copay for each
Medicare-covered diagnostic procedure
and test.

« $0 copay for services provided by
your primary care physician in
their office.

« $100 copay for services performed
by a provider other than your
primary care physician.

$0 copay for certain Medicare-covered
diagnostic tests and services including
retinal fundus, spirometry, and
peripheral arterial disease (PAD).

$0 copay for each Medicare-covered
lab service.

$0 - $150 copay for each
Medicare-covered CT scan.

« $0 copay for services provided by
your primary care physician in
their office.

« $150 copay for services performed
by a provider other than your
primary care physician.

$0 - $150 copay for each
Medicare-covered diagnostic radiology
service other than CT scans.
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Inpatient stay: Covered services received in a hospital or
SNF during a non-covered inpatient stay (continued)

« $0 copay for services provided by
your primary care physician in
their office.

« $150 copay for services performed
by a provider other than your
primary care physician.

$0 - $50 copay for each
Medicare-covered x-ray.

« $0 copay for services provided by
your primary care physician in
their office.

« $50 copay for services performed
by a provider other than your
primary care physician.

20% coinsurance for each
Medicare-covered therapeutic radiology
service.

0% - 20% coinsurance for
Medicare-covered medical supplies.

« 0% coinsurance for continuous
glucose monitor supplies.

« 20% coinsurance for all other
Medicare-covered medical
supplies.

20% coinsurance for each
Medicare-covered prosthetic and
orthotic device.

$20 copay for each Medicare-covered
physical and speech therapy service.

$20 copay for each Medicare-covered
occupational therapy service.

Meal benefit (post-discharge) $0 copay for meals.
After you are discharged from a qualifying Inpatient Acute

Hospital, Inpatient Psychiatric Hospital, or Skilled Nursing

Facility stay, you may be eligible to get up to 14 freshly prepared

meals for a 7-day period. These meals are provided to help

support your recovery or manage your health conditions.

We have teamed up with NationsMarket™ to provide this
This benefit is continued on the next page.
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Meal benefit (post-discharge) (continued)

benefit. After we confirm your eligibility, NationsMarket will
contact you to coordinate the delivery.

Note: Observation and outpatient stays do not qualify you for
this benefit. Meals must be scheduled for delivery within three
months of the qualifying discharge as long as you are enrolled
in the plan.

*Amounts you pay for meals do not apply to your maximum
out-of-pocket amount.

. Medical nutrition therapy Zhgre i§brl10 fC oinsurak?ce, Cl(.) pg}/rr;ent, or
This benefit is for people with diabetes, renal (kidney) disease | G€ductiole for members eligiole for

(but not on dialysis), or after a kidney transplant when ordered |Medicare-covered medical nutrition
by your doctor. therapy services.

We cover 3 hours of one-on-one counseling services during
your first year that you receive medical nutrition therapy
services under Medicare (this includes our plan, any other
Medicare Advantage plan, or Original Medicare), and 2 hours
each year after that. If your condition, treatment, or diagnosis
changes, you may be able to receive more hours of treatment
with a physician’s order. A physician must prescribe these
services and renew their order yearly if your treatment is
needed into the next calendar year.

. . . . There is no coinsurance, copayment, or
Medicare Diabetes Prevention Program (MDPP) X .

MDPP services will be covered for eligible Medicare deductible for the MDPP benefit.
beneficiaries under all Medicare health plans.

MDPP is a structured health behavior change intervention that
provides practical training in long-term dietary change,

increased physical activity, and problem-solving strategies for
overcoming challenges to sustaining weight loss and a healthy

lifestyle.

Medicare Part B prescription drugs $35 copay for insulin. Insulin cost
These drugs are covered under Part B of Original Medicare. sharing is subject to a coinsurance cap
Members of our plan receive coverage for these drugs through of $35 for one-month’s supply of insulin
our plan. and plan level deductibles do not apply.
Covered drugs include: 0% - 20% coinsurance for

chemotherapy drugs.
« Drugs that usually aren’t self-administered by the patient

and are injected or infused while you are getting « Cost sharing shown is the

physician, hospital outpatient, or ambulatory surgical maximum you will pay for Part B

center services prescription drugs. You may pay
« Insulin furnished through an item of durable medical less for certain drugs.

equipment (such as a medically necessary insulin pump)

This benefit is continued on the next page.



2025 Evidence of Coverage for Aetna Medicare Select (HMO-PQOS) 63
Chapter 4. Medical Benefits Chart (what is covered and what you pay)

What you must pay when you get
Services that are covered for you these services in-network

Medicare Part B prescription drugs (continued)

0% - 20% coinsurance for all other
« Other drugs you take using durable medical equipment  |drugs covered under Medicare Part B.
(such as nebulizers) that were authorized by the plan

» The Alzheimer’s drug, Legembi® (generic name » Cost sharing shown is the
lecanemab), which is administered intravenously. In maximum you will pay for Part B
addition to medication costs, you may need additional prescription drugs. You may pay
scans and tests before and/or during treatment that could less for certain drugs.

add to your overall costs. Talk to your doctor about what
scans and tests you may need as part of your treatment  |Part B drugs may be subject to step

« Clotting factors you give yourself by injection if you have therapy requirements.
hemophilia

+ Transplant/Immunosuppressive drugs: Medicare covers
transplant drug therapy if Medicare paid for your organ
transplant. You must have Part A at the time of the
covered transplant, and you must have Part B at the time
you get immunosuppressive drugs. Keep in mind,
Medicare drug coverage (Part D) covers
immunosuppressive drugs if Part B doesn't cover them

+ Injectable osteoporosis drugs, if you are homebound,
have a bone fracture that a doctor certifies was related to
post-menopausal osteoporosis, and cannot
self-administer the drug

« Some Antigens: Medicare covers antigens if a doctor
prepares them and a properly instructed person (who
could be you, the patient) gives them under appropriate
supervision

+ Certain oral anti-cancer drugs: Medicare covers some
oral cancer drugs you take by mouth if the same drug is
available in injectable form or the drug is a prodrug (an
oral form of a drug that, when ingested, breaks down into
the same active ingredient found in the injectable drug) of
the injectable drug. As new oral cancer drugs become
available, Part B may cover them. If Part B doesn’t cover
them, Part D does

+ Oral anti-nausea drugs: Medicare covers oral anti-nausea
drugs you use as part of an anti-cancer chemotherapeutic
regimen if they’re administered before, at, or within 48
hours of chemotherapy or are used as a full therapeutic
replacement for an intravenous anti-nausea drug

+ Certain oral End-Stage Renal Disease (ESRD) drugs if the
same drug is available in injectable form and the Part B
ESRD benefit covers it

+ Calcimimetic medications under the ESRD payment
system, including the intravenous medication Parsabiv®,
and the oral medication Sensipar®

« Certain drugs for home dialysis, including heparin, the
antidote for heparin, when medically necessary, and
topical anesthetics

This benefit is continued on the next page.
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Medicare Part B prescription drugs (continued)

+ Erythropoiesis-stimulating agents: Medicare covers
erythropoietin by injection if you have End-Stage Renal
Disease (ESRD) or you need this drug to treat anemia
related to certain other conditions (such as Epogen®,
Procrit®, Retacrit®, Epoetin Alfa, Aranesp®, Darbepoetin
Alfa, Mircera®, or Methoxy polyethylene glycol-epoetin
beta)

+ Intravenous Immune Globulin for the home treatment of
primary immune deficiency diseases

« Parenteral and enteral nutrition (intravenous and tube
feeding)

The following link will take you to a list of Medicare Part B drugs
that may be subject to step therapy: Aetna.com/PartB-Step
We also cover some vaccines under our Part B and most adult
vaccines under our Part D prescription drug benefit.

Chapter 5 explains the Part D prescription drug benefit,
including rules you must follow to have prescriptions covered.

Prior authorization may be required and is the responsibility
of your provider.

There is no coinsurance, copayment, or
deductible for preventive obesity
screening and therapy.

. Obesity screening and therapy to promote sustained
weight loss

If you have a body mass index of 30 or more, we cover intensive
counseling to help you lose weight. This counseling is covered if
you get itin a primary care setting, where it can be coordinated
with your comprehensive prevention plan. Talk to your primary
care doctor or practitioner to find out more.

Opioid treatment program services $20 copay for each Medicare-covered
Members of our plan with opioid use disorder (OUD) can receive opioid use disorder treatment service.
coverage of services to treat OUD through an Opioid Treatment

Program (OTP) which includes the following services:

+ U.S. Food and Drug Administration (FDA)-approved opioid
agonist and antagonist medication-assisted treatment
(MAT) medications

» Dispensing and administration of MAT medications (if
applicable)

« Substance use counseling

+ Individual and group therapy

+ Toxicology testing

+ Intake activities

« Periodic assessments

Prior authorization may be required and is the responsibility
of your provider.


http://aetna.com/PartB-Step
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Outpatient diagnostic tests and therapeutic services and $0 - $50 copay for each
supplies Medicare-covered x-ray.

Covered services include, but are not limited to:

« $0 copay for services provided by

X-rays your primary care physician in
Radiation (radium and isotope) therapy including their office. .

technician materials and supplies - $50 copay for services performed
Surgical supplies, such as dressings by a provider other than your

Splints, casts and other devices used to reduce fractures primary care physician.
and dislocations 20% coinsurance for each

Laborathy tesfts . . Medicare-covered therapeutic radiology
Blood - including storage and administration. Coverage of ggrvice.

whole blood and packed red cells begins with the first pint
of blood that you need from an in-network provider. All
other components of blood are covered in-network
beginning with the first pint used.

Other outpatient diagnostic tests « 0% coinsurance for continuous
glucose monitor supplies.

0% - 20% coinsurance for
Medicare-covered medical supplies.

Prior authorization may be required and is the responsibility « 20% coinsurance for all other
of your provider. Medicare-covered medical
supplies.

$0 copay for each Medicare-covered
lab service.

$0 copay for Medicare-covered and
non-Medicare covered blood services.

$0 - $150 copay for each
Medicare-covered CT scan.

« $0 copay for services provided by
your primary care physician in
their office.

« $150 copay for services performed
by a provider other than your
primary care physician.

$0 - $150 copay for each
Medicare-covered diagnostic radiology
service other than CT scans.

« $0 copay for services provided by
your primary care physician in
their office.

This benefit is continued on the next page.
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Services that are covered for you

Outpatient diagnostic tests and therapeutic services and

supplies (continued)

Outpatient hospital observation

Observation services are hospital outpatient services given to
determine if you need to be admitted as an inpatient or can be

discharged.

For outpatient hospital observation services to be covered, they
must meet the Medicare criteria and be considered reasonable
and necessary. Observation services are covered only when
provided by the order of a physician or another individual
authorized by state licensure law and hospital staff bylaws to
admit patients to the hospital or order outpatient tests.

Note: Unless the provider has written an order to admit you as
an inpatient to the hospital, you are an outpatient and pay the
cost-sharing amounts for outpatient hospital services. Even if
you stay in the hospital overnight, you might still be considered
an outpatient. If you are not sure if you are an outpatient, you

should ask the hospital staff.

You can also find more information in a Medicare fact sheet
called Are You a Hospital Inpatient or Outpatient? If You Have
Medicare — Ask! This fact sheet is available on the Web at
medicare.gov/publications/11435-Medicare-Hospital-

Benefits.pdf or by calling 1-800-MEDICARE (1-800-633-4227).

This benefit is continued on the next page.

What you must pay when you get
these services in-network

« $150 copay for services performed
by a provider other than your
primary care physician.

$0 - $100 copay for each
Medicare-covered diagnostic procedure
and test.

« $0 copay for services provided by
your primary care physician in
their office.

« $100 copay for services performed
by a provider other than your
primary care physician.

$0 copay for certain Medicare-covered
diagnostic tests and services including
retinal fundus, spirometry, and
peripheral arterial disease (PAD).

An additional cost share may apply if
you receive services from multiple
providers.

$279 copay for outpatient hospital
observation services.


https://www.medicare.gov/publications/11435-Medicare-Hospital-Benefits.pdf
https://www.medicare.gov/publications/11435-Medicare-Hospital-Benefits.pdf
tel:18006334227
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Outpatient hospital observation (continued)

TTY users call 1-877-486-2048. You can call these numbers for

free, 24 hours a day, 7 days a week.

Prior authorization may be required and is the responsibility

of your provider.
Outpatient hospital services

We cover medically-necessary services you get in the
outpatient department of a hospital for diagnosis or treatment

of anillness or injury.

Covered services include, but are not limited to:

Note: Unless the provider has written an order to admit you as
an inpatient to the hospital, you are an outpatient and pay the
cost-sharing amounts for outpatient hospital services. Even if
you stay in the hospital overnight, you might still be considered
an outpatient. If you are not sure if you are an outpatient, you

Services in an emergency department or outpatient clinic,
such as observation services or outpatient surgery
Laboratory and diagnostic tests billed by the hospital

Mental health care, including care in a

partial-hospitalization program, if a doctor certifies that
inpatient treatment would be required without it
X-rays and other radiology services billed by the hospital

Medical supplies such as splints and casts

Certain drugs and biologicals that you can’t give yourself

should ask the hospital staff.

You can also find more information in a Medicare fact sheet
called Are You a Hospital Inpatient or Outpatient? If You Have
Medicare — Ask! This fact sheet is available on the Web at
medicare.gov/publications/11435-Medicare-Hospital-

Benefits.pdf or by calling 1-800-MEDICARE (1-800-633-4227).
TTY users call 1-877-486-2048. You can call these numbers for

free, 24 hours a day, 7 days a week.

Prior authorization may be required and is the responsibility

of your provider.

This benefit is continued on the next page.

What you must pay when you get
these services in-network

$279 copay for each Medicare-covered
outpatient surgery at an outpatient
hospital facility.

$279 copay for outpatient hospital
observation services.

$0 - $100 copay for each
Medicare-covered diagnostic procedure
and test.

« $0 copay for services provided by
your primary care physician in
their office.

« $100 copay for services performed
by a provider other than your
primary care physician.

$0 copay for certain Medicare-covered
diagnostic tests and services including
retinal fundus, spirometry, and
peripheral arterial disease (PAD).

$0 copay for each Medicare-covered
lab service.

$0 - $150 copay for each
Medicare-covered CT scan.

« $0 copay for services provided by
your primary care physician in
their office.

« $150 copay for services performed
by a provider other than your
primary care physician.

$0 - $150 copay for each
Medicare-covered diagnostic radiology
service other than CT scans.


tel:18774862048
https://www.medicare.gov/publications/11435-Medicare-Hospital-Benefits.pdf
https://www.medicare.gov/publications/11435-Medicare-Hospital-Benefits.pdf
tel:18006334227
tel:18774862048
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What you must pay when you get
Services that are covered for you these services in-network

Outpatient hospital services (continued)

« $0 copay for services provided by
your primary care physician in
their office.

« $150 copay for services performed
by a provider other than your
primary care physician.

$0 - $50 copay for each
Medicare-covered x-ray.

« $0 copay for services provided by
your primary care physician in
their office.

« $50 copay for services performed
by a provider other than your
primary care physician.

20% coinsurance for each
Medicare-covered therapeutic radiology
service.

$20 copay for each Medicare-covered
individual session for outpatient
psychiatrist services.

$20 copay for each Medicare-covered
group session for outpatient psychiatrist
services.

$20 copay for each Medicare-covered
individual session for outpatient mental
health services.

$20 copay for each Medicare-covered
group session for outpatient mental
health services.

$130 copay for each Medicare-covered
partial hospitalization day or intensive
outpatient visit.

0% - 20% coinsurance for
Medicare-covered medical supplies.

* 0% coinsurance for continuous
glucose monitor supplies.

This benefit is continued on the next page.
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What you must pay when you get
Services that are covered for you these services in-network

Outpatient hospital services (continued)

« 20% coinsurance for all other
Medicare-covered medical
supplies.

$35 copay for insulin. Insulin cost
sharing is subject to a coinsurance cap
of $35 for one-month’s supply of insulin
and plan level deductibles do not apply.

0% - 20% coinsurance for
chemotherapy drugs.

» Cost sharing shown is the
maximum you will pay for Part B
prescription drugs. You may pay
less for certain drugs.

0% - 20% coinsurance for all other
drugs covered under Medicare Part B.

» Cost sharing shown is the
maximum you will pay for Part B
prescription drugs. You may pay
less for certain drugs.

$20 copay for all other outpatient
hospital services.

Outpatient mental health care $20 copay for each Medicare-covered
Covered services include: individual session for outpatient
psychiatrist services.
Mental health services provided by a state-licensed psychiatrist
or doctor, clinical psychologist, clinical social worker, clinical $20 copay for each Medicare-covered
nurse specialist, licensed professional counselor (LPC), licensed |group session for outpatient psychiatrist
marriage and family therapist (LMFT), nurse practitioner (NP), |services.
physician assistant (PA), or other Medicare-qualified mental
health care professional as allowed under applicable state laws. |$20 copay for each Medicare-covered
individual session for outpatient mental
Prior authorization may be required and is the responsibility |health services.
of your provider.
$20 copay for each Medicare-covered
group session for outpatient mental
health services.
Outpatient rehabilitation services $20 copay for each Medicare-covered
Covered services include: physical therapy, occupational occupational therapy service.
therapy, and speech language therapy.
$20 copay for each Medicare-covered

This benefit is continued on the next page.
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Services that are covered for you these services in-network
Outpatient rehabilitation services (continued)
Outpatient rehabilitation services are provided in various physical and speech therapy service.

outpatient settings, such as hospital outpatient departments,
independent therapist offices, and Comprehensive Outpatient
Rehabilitation Facilities (CORFs).

Outpatient substance use disorder services $40 copay for each Medicare-covered
Our coverage is the same as Original Medicare’s which is individual session for outpatient
coverage for services that are provided in the outpatient substance use disorder services.
department of a hospital to patients who, for example, have

been discharged from an inpatient stay for the treatment of $40 copay for each Medicare-covered

drug substance use disorder or who require treatment but do  |group session for outpatient substance
not require the availability and intensity of services found only in juse disorder services.

the inpatient hospital setting. The coverage available for these

services is subject to the same rules generally applicable to the

coverage of outpatient hospital services.

Covered services include:

« Assessment, evaluation, and treatment for substance
use-related disorders by a Medicare-eligible provider to
quickly determine the severity of substance use and
identify the appropriate level of treatment.

« Brief interventions or advice focusing on increasing
insight and awareness regarding substance use and
motivation toward behavioral change.

Prior authorization may be required and is the responsibility
of your provider.

Outpatient surgery, including services provided at hospital |$279 copay for each Medicare-covered
outpatient facilities and ambulatory surgical centers outpatient surgery at an outpatient
Note: If you are having surgery in a hospital facility, you should |hospital facility.

check with your provider about whether you will be an inpatient

or outpatient. Unless the provider writes an order to admit you |$174 copay for each Medicare-covered
as an inpatient to the hospital, you are an outpatient and pay the |outpatient surgery at an ambulatory
cost-sharing amounts for outpatient surgery. Even if you stay in |surgical center.

the hospital overnight, you might still be considered an

outpatient.

Prior authorization may be required and is the responsibility

of your provider.

Partial hospitalization services and Intensive outpatient $130 copay for each Medicare-covered
services partial hospitalization day or intensive
Partial hospitalization is a structured program of active outpatient visit.

psychiatric treatment provided as a hospital outpatient service,
or by a community mental health center, that is more intense
than the care received in your doctor's, therapist's, licensed
marriage and family therapist's (LMFT), or licensed professional
counselor's office and is an alternative to inpatient
hospitalization.

This benefit is continued on the next page.
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Partial hospitalization services and Intensive outpatient
services (continued)

Intensive outpatient service is a structured program of active
behavioral (mental) health therapy treatment provided in a
hospital outpatient department, a community mental health
center, a Federally qualified health center, or a rural health clinic
that is more intense than the care received in your doctor's,
therapist's, licensed marriage and family therapist's (LMFT), or
licensed professional counselor's office but less intense than
partial hospitalization.

Prior authorization may be required and is the responsibility
of your provider.

Physician/Practitioner services, including doctor’s office $0 copay for Medicare-covered primary

visits care physician (PCP) services (including
Covered services include: urgently needed services).

+ Medically-necessary medical care or surgery services Please Note: If you use a PCP (or PCP
furnished in a physician’s office, certified ambulatory office) whose name is not printed on
surgical center, hospital outpatient department, or any your Member ID card, you may incur a
other location higher cost share or your claims may be

« Consultation, diagnosis, and treatment by a specialist denied. If you would like to change your

- Basic hearing and balance exams performed by your PCP |PCP, contact Member Services.
or specialist, if your doctor orders it to see if you need

medical treatment $20 copay for Medicare-covered
. Certain telehealth services, as long as your provider can |physician specialist services (including
offer these services via telehealth, including: surgery second opinion, home infusion
- Primary care phys|c|an services professional services, and urgently

. Physician specialist services needed services).

- Diabetes self-management training services $20 copay for each Medicare-covered

- Kidney disease education services hearing exam.
- Mental health services (individual sessions)
. Mental health services (group sessions) Certain additional telehealth services,
. Occupational therapy services including those for:
- Opioid .treatment services . . o . $0 copay for each primary care
- Outpatient substance use disorder services (individual physician service
sessions) ' . « $20 copay for each physician
- Outpatient substance use disorder services (group specialist service
sessions) ) « $0 copay for each diabetes
- Physical and speech therapy services self-management training service
- Psychiatric services (individual sessions) + 20% coinsurance for each kidney
. Psychiatric services (group sessions) disease education service

« $20 copay for each individual
session for mental health services

« $20 copay for each group session
for mental health services

- Urgently needed services

This benefit is continued on the next page.
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Physician/Practitioner services, including doctor’s office
visits (continued)

+ This coverage is in addition to the telehealth services « $20 copay for each occupational

described below. For more details on your additional therapy service

telehealth coverage, please review your Aetna Medicare « $20 copay for each opioid

Telehealth Coverage at AetnaMedicare.com/Telehealth treatment program service

- You have the option of getting these services through « $40 copay for each individual
an in-person visit or by telehealth. If you choose to get session for outpatient substance
one of these services by telehealth, you must use a use disorder services
network provider who offers the service by telehealth. « $40 copay for each group session
Not all providers offer telehealth services. for outpatient substance use
- You should contact your doctor for information on disorder services
what telehealth services they offer and how to « $20 copay for each physical
schedule a telehealth visit. therapy and speech therapy
Depending on location, you may also have the option service
to schedule a telehealth visit 24 hours a day, 7 days a « $20 copay for each individual
week via Teladoc, MinuteClinic Video Visit, or other session for psychiatric services
provider that offers telehealth services covered under « $20 copay for each group session
your plan. You can access Teladoc at for psychiatric services
Teladoc.com/Aetna or by calling 1-855-TELADOC « $40 copay for each urgently
(1-855-835-2362) (TTY: 711). You can find out if needed service
MinuteClinic Video Visits are available in your area at
CVS.com/MinuteClinic/virtual-care/videovisit. $20 copay for each Medicare-covered
« Some telehealth services including consultation, dental service.

diagnosis, and treatment by a physician or practitioner,
for patients in certain rural areas or other places approved
by Medicare
+ Telehealth services for monthly end-stage renal
disease-related visits for home dialysis membersin a
hospital-based or critical access hospital-based renal
dialysis center, renal dialysis facility, or the member’s
home
+ Telehealth services to diagnose, evaluate, or treat
symptoms of a stroke, regardless of your location
 Telehealth services for members with a substance use
disorder or co-occurring mental health disorder,
regardless of their location
+ Telehealth services for diagnosis, evaluation, and
treatment of mental health disorders if:
- You have an in-person visit within 6 months prior to
your first telehealth visit
- You have an in-person visit every 12 months while
receiving these telehealth services
- Exceptions can be made to the above for certain
circumstances
+ Telehealth services for mental health visits provided by
Rural Health Clinics and Federally Qualified Health
Centers

This benefit is continued on the next page.
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Physician/Practitioner services, including doctor’s office

visits (continued)

 Virtual check-ins (for example, by phone or video chat)

with your doctor for 5-10 minutes if:
- You're not a new patient and

- The check-inisn't related to an office visit in the past 7

days and

- The check-in doesn’t lead to an office visit within 24

hours or the soonest available appointment
« Evaluation of video and/or images you send to your

doctor, and interpretation and follow-up by your doctor

within 24 hours if:
- You're not a new patient and

- The evaluation isn’t related to an office visit in the past

7 days and

- The evaluation doesn’t lead to an office visit within 24

hours or the soonest available appointment

+ Consultation your doctor has with other doctors by phone,

internet, or electronic health record
+ Second opinion by another network provider prior to
surgery

« Non-routine dental care (covered services are limited to

surgery of the jaw or related structures, setting fractures
of the jaw or facial bones, extraction of teeth to prepare
the jaw for radiation treatments of neoplastic cancer
disease, or services that would be covered when provided

by a physician)

Prior authorization may be required and is the responsibility

of your provider.

Podiatry services
Covered services include:

+ Diagnosis and the medical or surgical treatment of injuries
and diseases of the feet (such as hammer toe or heel

spurs)
« Routine foot care for members with certain medical
conditions affecting the lower limbs

. Prostate cancer screening exams
For men age 50 and older, covered services include the
following — once every 12 months:

- Digital rectal exam
+ Prostate Specific Antigen (PSA) test

What you must pay when you get
these services in-network

$20 copay for each Medicare-covered
podiatry visit.

There is no coinsurance, copayment, or
deductible for an annual PSA test.

$0 copay for each Medicare-covered
digital rectal exam.
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Prosthetic and orthotic devices and related supplies 20% coinsurance for each

Devices (other than dental) that replace all or part of a body part|Medicare-covered prosthetic and

or function. These include, but are not limited to testing, fitting, |orthotic device.

or training in the use of prosthetic and orthotic devices; as well

as: colostomy bags and supplies directly related to colostomy |0% - 20% coinsurance for

care, pacemakers, braces, prosthetic shoes, artificial limbs, and |Medicare-covered medical supplies.
breast prostheses (including a surgical brassiere after a

mastectomy). Includes certain supplies related to prosthetic + 0% coinsurance for continuous
and orthotic devices, and repair and/or replacement of glucose monitor supplies.
prosthetic and orthotic devices. Also includes some coverage « 20% coinsurance for all other
following cataract removal or cataract surgery — see Vision Medicare-covered medical
care later in this section for more detail. supplies.

Prior authorization may be required and is the responsibility
of your provider.

Pulmonary rehabilitation services $35 copay for each Medicare-covered
Comprehensive programs of pulmonary rehabilitation are pulmonary rehabilitation service.
covered for members who have moderate to very severe

chronic obstructive pulmonary disease (COPD) and an order for

pulmonary rehabilitation from the doctor treating the chronic

respiratory disease.

There is no coinsurance, copayment, or
deductible for the Medicare-covered
screening and counseling to reduce
alcohol misuse preventive benefit.

‘ Screening and counseling to reduce alcohol misuse

We cover one alcohol misuse screening for adults with
Medicare (including pregnant women) who misuse alcohol, but
aren’t alcohol dependent.

If you screen positive for alcohol misuse, you can get up to 4
brief face-to-face counseling sessions per year (if you're
competent and alert during counseling) provided by a qualified
primary care doctor or practitioner in a primary care setting.

‘ . . There is no coinsurance, copayment, or
tomi";f::ﬂ;%:gg:;‘ g cancer with low dose computed deductible for the Medicare-covered

e Y e : counseling and shared decision-making
For qualified individuals, a LDCT is covered every 12 months. visit or for the LDCT.
Eligible members are: people aged 50-77 years who have no
signs or symptoms of lung cancer, but who have a history of
tobacco smoking of at least 20 pack-years and who currently
smoke or have quit smoking within the last 15 years, who
receive an order for LDCT during a lung cancer screening
counseling and shared decision making visit that meets the
Medicare criteria for such visits and be furnished by a physician
or qualified non-physician practitioner.

For LDCT lung cancer screenings after the initial LDCT
screening: the member must receive an order for LDCT lung
cancer screening, which may be furnished during any
appropriate visit with a physician or qualified non-physician
practitioner. If a physician or qualified non-physician

This benefit is continued on the next page.
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Screening for lung cancer with low dose computed
tomography (LDCT) (continued)

practitioner elects to provide a lung cancer screening
counseling and shared decision-making visit for subsequent
lung cancer screenings with LDCT, the visit must meet the
Medicare criteria for such visits.

There is no coinsurance, copayment, or
deductible for the Medicare-covered
screening for STIs and counseling for
STls preventive benefit.

' Screening for sexually transmitted infections (STIs) and
counseling to prevent STis

We cover sexually transmitted infection (STI) screenings for
chlamydia, gonorrhea, syphilis, and Hepatitis B. These
screenings are covered for pregnant women and for certain
people who are at increased risk for an STl when the tests are
ordered by a primary care provider. We cover these tests once
every 12 months or at certain times during pregnancy.

We also cover up to two individual 20- to 30-minute,
face-to-face high-intensity behavioral counseling sessions each
year for sexually active adults at increased risk for STls. We will
only cover these counseling sessions as a preventive service if
they are provided by a primary care provider and take place in a
primary care setting, such as a doctor’s office.

Services to treat kidney disease 20% coinsurance for each
Covered services include: Medicare-covered kidney disease
education session.
+ Kidney disease education services to teach kidney care
and help members make informed decisions about their 20% coinsurance for Medicare-covered
care. For members with stage IV chronic kidney disease |outpatient dialysis, self-dialysis training,
when referred by their doctor, we cover up to six sessions |certain home support services, and
of kidney disease education services per lifetime home dialysis equipment and supplies.
+ Outpatient dialysis treatments (including dialysis
treatments when temporarily out of the service area, as
explained in Chapter 3, or when your provider for this $279 per day, days 1-7; $0 per day, days

service is temporarily unavailable or inaccessible) 8-90; $0 copay for additional days for
+ Inpatient dialysis treatments (if you are admitted as an each medically necessary covered
inpatient to a hospital for special care) inpatient stay. Cost sharing is charged
- Self-dialysis training (includes training for you and anyone |for each medically necessary covered
helping you with your home dialysis treatments) inpatient stay.

+ Home dialysis equipment and supplies

. Certain home support services (such as, when necessary, ' Your inpatient benefits will begin on day
visits by trained dialysis workers to check on your home |one each time you are admitted within
dialysis, to help in emergencies, and check your dialysis or to a specific facility type. A transfer
equipment and water supply) within or to a facility including Inpatient

Rehabilitation facilities, Long-Term
Certain drugs for dialysis are covered under your Medicare Part |Acute Care (LTAC) facilities, Inpatient
B drug benefit. For information about coverage for Part B drugs, /Acute Care facilities, and Inpatient

please go to the section, Medicare Part B prescription drugs.  |Psychiatric facilities, is considered a new
admission.

Prior authorization may be required and is the responsibility

of your provider. If you get authorized inpatient care at an

This benefit is continued on the next page.
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Services to treat kidney disease (continued)
out-of-network hospital after your
emergency condition is stabilized, your
cost is the cost sharing you would pay at
a network hospital.
Skilled nursing facility (SNF) care $20 per day, days 1-20; $214 per day,
(For a definition of skilled nursing facility care, see Chapter 12 of |days 21-100 for each Medicare-covered
this document. Skilled nursing facilities are sometimes called  |SNF stay.
SNFs.)
A benefit period begins the day you go
Days covered: up to 100 days per benefit period. A prior hospital |into a hospital or skilled nursing facility.
stay is not required. We will only cover your stay if you meet The benefit period ends when you
certain Medicare guidelines and your stay is medically haven’t received any inpatient hospital
necessary. Cost sharing is not charged on the day of discharge. |care (or skilled care in a SNF) for 60 days
in a row. If you go into a hospital or a

Covered services include but are not limited to: skilled nursing facility after one benefit
period has ended, a new benefit period
+ Semiprivate room (or a private room if medically begins. There is no limit to the number of
necessary) benefit periods you can have.

+ Meals, including special diets
« Skilled nursing services

+ Physical therapy, occupational therapy, and speech
therapy

» Drugs administered to you as part of your plan of care
(This includes substances that are naturally present in the
body, such as blood clotting factors.)

« Blood - including storage and administration. Coverage of
whole blood and packed red cells begins with the first pint
of blood that you need from an in-network provider. All
other components of blood are covered in-network
beginning with the first pint used.

« Medical and surgical supplies ordinarily provided by SNFs

+ Laboratory tests ordinarily provided by SNFs

+ X-rays and other radiology services ordinarily provided by
SNFs

+ Use of appliances such as wheelchairs ordinarily provided
by SNFs

« Physician/Practitioner services

Generally, you will get your SNF care from network facilities.
However, under certain conditions listed below, you may be
able to pay in-network cost sharing for a facility that isn’t a
network provider, if the facility accepts our plan’s amounts for
payment.

This benefit is continued on the next page.
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Skilled nursing facility (SNF) care (continued)

» A nursing home or continuing care retirement community
where you were living right before you went to the
hospital (as long as it provides skilled nursing facility
care).

« A SNF where your spouse or domestic partner is living at
the time you leave the hospital.

Prior authorization may be required and is the responsibility
of your provider.

There is no coinsurance, copayment, or
deductible for the Medicare-covered
smoking and tobacco use cessation
preventive benefits.

‘ Smoking and tobacco use cessation (counseling to stop
smoking or tobacco use)

If you use tobacco, but do not have signs or symptoms of
tobacco-related disease: We cover two counseling quit
attempts within a 12-month period as a preventive service with
no cost to you. Each counseling attempt includes up to four
face-to-face visits.

$0 copay for each additional
non-Medicare covered smoking and
tobacco use cessation visit.

If you use tobacco and have been diagnosed with a
tobacco-related disease or are taking medicine that may be
affected by tobacco: We cover cessation counseling services.
We cover two counseling quit attempts within a 12-month
period, however, you will pay the applicable cost sharing. Each
counseling attempt includes up to four face-to-face visits.

In addition to Medicare-covered benefits, we also offer:

« Additional (non-Medicare covered) individual and group
face-to-face intermediate and intensive counseling
sessions: unlimited visits every year

Supervised Exercise Therapy (SET) $25 copay for each Medicare-covered
SET is covered for members who have symptomatic peripheral |Supervised Exercise Therapy service.
artery disease (PAD).

Up to 36 sessions over a 12-week period are covered if the SET
program requirements are met.

The SET program must:

+ Consist of sessions lasting 30-60 minutes, comprising a
therapeutic exercise-training program for PAD in patients
with claudication

+ Be conducted in a hospital outpatient setting or a
physician’s office

This benefit is continued on the next page.
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Supervised Exercise Therapy (SET) (continued)

+ Be delivered by qualified auxiliary personnel necessary to

ensure benefits exceed harms, and who are trained in
exercise therapy for PAD

» Be under the direct supervision of a physician, physician
assistant, or nurse practitioner/clinical nurse specialist
who must be trained in both basic and advanced life
support techniques

SET may be covered beyond 36 sessions over 12 weeks for an
additional 36 sessions over an extended period of time if
deemed medically necessary by a health care provider.

Urgently needed services
A plan-covered service requiring immediate medical attention
that is not an emergency is an urgently needed service if either

What you must pay when you get
these services in-network

$40 copay for each Medicare-covered
urgent care facility visit. Cost sharing is

not waived if you are admitted to the

you are temporarily outside the service area of the plan, or even hospital.

if you are inside the service area of the plan, it is unreasonable

given your time, place, and circumstances to obtain this service |(See Physician/Practitioner services,

from network providers with whom the plan contracts. Your
plan must cover urgently needed services and only charge you
in-network cost sharing. Examples of urgently needed services
are unforeseen medical illnesses and injuries, or unexpected
flare-ups of existing conditions. However, medically necessary
routine provider visits, such as annual checkups, are not
considered urgently needed even if you are outside the service
area of the plan or the plan network is temporarily unavailable.

In addition to Medicare-covered benefits, we also offer:

« Urgent care (worldwide)

$250,000 annual maximum benefit for worldwide emergency
care, emergency ambulance, and urgently needed care.

You may have to pay the provider at the time of service and
submit for reimbursement. You will be reimbursed up to the
annual maximum benefit amount less any applicable copay or
cost share.

Value-Based Insurance Design (VBID) Model

You may be eligible for additional benefits. Please see the
Special Supplemental Benefits Chart after the Medical
Benefits Chart.

‘ Vision care
Covered services include:

This benefit is continued on the next page.

including doctor’s office visits for
information about urgently needed
services provided in a physician’s
office.)

$125 copay for each urgent care visit
worldwide (i.e., outside the United
States). Cost sharing is not waived if you
are admitted to the hospital.

See the Special Supplemental Benefits
Chart for information.

$20 copay for services for the diagnosis
and treatment of diseases and injuries of
the eye.
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Services that are covered for you
Vision care (continued)

« Outpatient physician services for the diagnosis and
treatment of diseases and injuries of the eye, including
treatment for age-related macular degeneration. Original
Medicare doesn’t cover routine eye exams (eye
refractions) for eyeglasses/contacts.

« For people who are at high risk of glaucoma, we will cover
one glaucoma screening each year. People at high risk of
glaucoma include: people with a family history of
glaucoma, people with diabetes, African Americans who
are age 50 and older, and Hispanic Americans who are 65
or older.

+ For people with diabetes, screening for diabetic
retinopathy is covered once per year.

+ One pair of eyeglasses or contact lenses after each
cataract surgery that includes insertion of an intraocular
lens. (If you have two separate cataract operations, you
cannot reserve the benefit after the first surgery and
purchase two eyeglasses after the second surgery.)

In addition to Medicare-covered benefits, we also offer:

+ Non-Medicare covered eye exams (refractions): one
exam every year
+ Follow-up diabetic eye exam

*Amounts you pay for non-Medicare covered eye exams do not
apply to your maximum out-of-pocket amount.

*Amounts you pay for follow-up diabetic eye exams do not
apply to your maximum out-of-pocket amount.

Vision care — eyewear (non-Medicare covered)
With this plan you get an eyewear benefit amount (allowance)
up to $205 every year for prescription eyewear including:

- Contact lenses

« Eyeglasses including lenses and frames

« Eyeglass lenses

+ Eyeglass frames

+ Upgrades (including UV protection and scratch coating)

We have teamed up with EyeMed to provide this benefit.

You can only use your benefit amount (allowance) to purchase
covered eyewear at an EyeMed provider. Your benefit amount
is applied at the time of purchase. If your eyewear purchase is
more than your benefit amount, you'll just need to pay the
difference.

This benefit is continued on the next page.

What you must pay when you get
these services in-network

$0 copay for each Medicare-covered
glaucoma screening.

$0 copay for the initial diabetic eye
exam each year.

$0 copay for each follow-up diabetic
eye exam.

$0 copay for Medicare-covered
eyewear.

$0 copay for each non-Medicare
covered eye exam.

Additional cost sharing may apply if you
receive additional services during your
visit.

Covered prescription eyewear:

« Contact lenses: $0 copay

« Eyeglasses (lenses and frames): $0
copay

- Eyeglass lenses: $0 copay

« Eyeglass frames: $0 copay

« Upgrades (including UV protection and
scratch coating): $0 copay
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What you must pay when you get
Services that are covered for you these services in-network
Vision care — eyewear (non-Medicare covered) (continued)
To find a participating EyeMed provider, you can search online

at AetnaMedicareVision.com or call Aetna vision customer
service at 1-844-486-3485 (TTY: 711).

*Amounts you pay for additional eyewear services do not apply
to your maximum out-of-pocket amount.

There is no coinsurance, copayment, or
deductible for the Welcome to
Medicare preventive visit.

' Welcome to Medicare preventive visit

The plan covers the one-time Welcome to Medicare preventive
visit. The visit includes a review of your health, as well as
education and counseling about the preventive services you
need (including certain screenings and shots (or vaccines)), an
referrals for other care if needed.

d $0 copay for a Medicare-covered EKG
following the Welcome to
Medicare preventive visit.

Important: We cover the Welcome to Medicare preventive visit
only within the first 12 months you have Medicare Part B. When
you make your appointment, let your doctor’s office know you
would like to schedule your Welcome to Medicare preventive
visit.

Wigs $0 copay for a wig.
You get a $400 benefit amount (allowance) every year for
covered wigs needed for hair loss due to chemotherapy. You
can purchase wigs through a durable medical equipment (DME)
supplier or a supplier of your choice. You are responsible for any
costs over the benefit amount.

To find a DME supplier you can call the phone number on your
member ID card or visit our online directory at aet.na/search. If
you choose to use a supplier that is not in the DME network, you
will need to pay out-of-pocket and submit a claim for
reimbursement along with the receipt. You will only be
reimbursed up to the benefit amount. You can find the
reimbursement form at AethaMedicare.com/forms.



http://aetnamedicarevision.com
tel:18444863485
tel:711
https://www.aetna.com/dsepublic/#/contentPage?page=providerSearchLanding&site_id=medicare&language=en
http://aetnamedicare.com/forms
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Special Supplemental Benefits Chart

Our plan offers additional benefits to members who are eligible. The chart below describes eligibility
criteria and the process for verifying eligibility.
Aetna Assist Program (AAP) What you must pay
when you get these
services

Eligibility requirements:

If you receive “Extra Help” to pay your Medicare prescription drug program costs, you may qualify for
additional benefits. CMS will notify you when you are eligible to receive “Extra Help.”

See the “Extra Help” section in Chapter 2 of the EOC for more information.
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Aetna Assist Program (AAP)

Extra Supports Wallet

What you must pay
when you get these
services

There is no coinsurance,

If you qualify, you get an Extra Supports Wallet with a $285 quarterly benefit | copayment, or
amount (allowance) on the Aetna Medicare Extra Benefits Card to pay for: deductible for the Extra

Supports Wallet.

+ Healthy foods including meat, produce, dairy products, and more
- Approved healthy food can be purchased in-store at participating
retail stores and online at CVS.com/Aetna or by phone at

1-844-428-8147 (TTY: 711).

- Examples of products that are not eligible include tobacco,
alcohol, candy, soda, and non-food products.

+ Over-the-counter (OTC) approved health and wellness products
including allergy medicine, pain relievers, first aid supplies, and more.
This benefit includes certain nicotine replacement therapies.

- Approved OTC products can be purchased in-store at
participating retail stores including CVS® retail locations
(excluding locations inside other stores) and online at
CVS.com/Aetna or by phone at 1-844-428-8147 (TTY: 711).

« Transportation including gas at the pump, public transportation, and

certain ride share services

- Gas must be purchased at the pump by swiping the card and
selecting credit as the payment type.
- The card cannot be used to purchase gas or products inside of a

store at the gas station.

- Gas purchases are subject to holds and funds may be unavailable
while that transaction is being processed.
- For ride share services, you will need to download the
corresponding app and add the Aetna Medicare Extra Benefits
Card as your payment type.
+ Utilities including gas, electric, water, sewer, landline, cell phone, and

internet service

- The utility provider must accept Visa®. Utility expenses must be
paid directly to the utility provider using the card.
+ Personal care products including paper towels, shampoo, soap, and

more

- Approved personal care products can be purchased in-store at
participating retail stores including CVS® retail locations
(excluding locations inside other stores) and online at
CVS.com/Aetna or by phone at 1-844-428-8147 (TTY: 711).

Your eligibility for this wallet must be determined by the 15th day of the last
month of the quarter, in order to receive the benefit amount for that quarter. If
eligibility is determined after the 15th day of the last month of that quarter, the
benefit amount will be available the following quarter. Going forward for each
quarter you are eligible, the benefit amount will be available on the Aetna
Medicare Extra Benefits Card the first day of each calendar quarter. Calendar
quarters begin in January, April, July, and October.

Be sure to use the full benefit amount each quarter, because any unused
benefit amount will not roll over into the next quarter nor will it roll over into
the next plan year. There are no exceptions to request additional or unused


https://www.cvs.com/Aetna
tel:18444288147
tel:711
https://www.cvs.com/Aetna
tel:18444288147
tel:711
https://www.cvs.com/Aetna
tel:18444288147
tel:711

2025 Evidence of Coverage for Aetna Medicare Select (HMO-PQOS) 83
Chapter 4. Medical Benefits Chart (what is covered and what you pay)

Aetna Assist Program (AAP) What you must pay
when you get these
services

funds to be added to your card.

Important: Aetna is not responsible for fees associated with late utility
payments. For more information on the Aetna Medicare Extra Benefits Card,
see the Aetna Medicare Extra Benefits Card section in Chapter 4.

$0 Medicare-covered Part D Prescription Drugs $0 copay for covered

If you qualify, you will pay $0 for covered Part D prescription drugs through Part D prescription

the Aetna Rx Cost Support Program during all coverage stages when using drugs. See Chapter 6 of

an in-network pharmacy. the EOC for more
information about drug
costs.

Eligibility for the Model Benefit or Reward and Incentive (RI) Programs under the Value-Based Insurance
Design (VBID) Model is not assured and will be determined by Aetna after enrollment, based on relevant
criteria (e.g., clinical diagnoses, eligibility criteria, participation in a disease state management program).
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2025 Choice EPO POS 100/80
Dental Schedule of Benefits

Our plan offers supplemental dental benefits. This Schedule of Benefits describes your covered benefits
and services. You are responsible for cost shares listed in the table below when you're treated by a dentist.
If you get a service not listed in the table, you will have to pay the full cost. You can take this document to
verify your coverage with your dentist. To locate a participating dentist, you can call Member Services or
go online at AetnaMedicare.com/dental.

Codes not listed in the chart below are not covered by your plan.

CDT Code Description In Network Out-of-
Network

D0120 Periodic oral evaluation - established patient $0 20%

D0140 Limited oral evaluation - problem focused $0 20%

D0145 Oral evaluation for patient under three years of age and $0 20%
counseling with primary care giver

D0150 Comprehensive oral evaluation - new or established patient $0 20%

D0O160 Detailed and extensive oral evaluation - problem focused, by $0 20%
report

DO170 Re-evaluation - limited, problem focused (established patient, $0 20%
not post-operative visit)

DO171 Re-evaluation — post- operative office visit $0 20%

D0180 Comprehensive periodontal evaluation - new or established $0 20%
patient

DO190 Screening of a patient $0 20%

DO191 Assessment of a patient $0 20%

D0210 Intra-oral complete series of radiographic images $0 20%

D0220 Intraoral — periapical-first radiographic image $0 20%

D0230 Intraoral — periapical each additional radiographic image $0 20%

D0240 Intraoral-occlusal radiographic image $0 20%

D0250 extra-oral — 2D projection radiographic image created using a $0 20%
stationary radiation source, and detector

D0251 extra-oral posterior dental radiographic image $0 20%

D0270 Bitewings-single radiographic images $0 20%

D0272 Bitewings-two radiographic images $0 20%


http://aetnamedicare.com/dental
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CDT Code Description In Network Out-of-
Network
D0273 Bitewings-three radiographic images $0 20%
D0274 Bitewings-four radiographic images $0 20%
DO277 Vertical Bitewings — 7 to 8 radiographic images $0 20%
D0O310 Sialography $0 20%
D0320 Temporomandibular arthrogram including injection $0 20%
D0321 Other TMJ radiographics images, by report $0 20%
D0322 Tomographic survey $0 20%
D0330 Panoramic radiographic image $0 20%
D0340 2D Cephalometric radiographic image - acquisition, $0 20%
measurement and analysis
D0O350 2D oral/facial photographic image obtained intra-orally or $0 20%
extra-orally
D0364 Cone beam CT capture and interpretation with limited field of $0 20%
view less than one whole jaw
D0365 Cone beam CT capture and interpretation with field of view of $0 20%
one full dental arch — mandible
D0366 Cone beam CT capture and interpretation with field of view one $0 20%
full dental arch — maxilla with or without cranium
D0O367 Cone beam CT capture and interpretation with field of view of $0 20%
both jaws with or without cranium
D0368 Cone beam CT capture and interpretation for TMJ series $0 20%
including two or more exposures
D0369 Maxillofacial MRI capture and interpretation $0 20%
D0O370 Maxillofacial ultrasound, capture and interpretation $0 20%
DO371 Sialoendoscopy —capture and interpretation $0 20%
DO0372 Intraoral tomosynthesis — comprehensive series of radiographic $0 20%
images
DO373 Intraoral tomosynthesis — bitewing radiographic image $0 20%
D0374 Intraoral tomosynthesis — periapical radiographic image $0 20%
D0380 Cone beam CT image capture with limited field of view — less $0 20%
than one whole jaw
D038t Cone beam CT image capture with field of view of one full $0 20%

dental arch - mandible
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CDT Code Description In Network Out-of-
Network

D0382 Cone beam CT image capture with field of view one full dental $0 20%
arch — maxilla, with and without cranium

D0383 Cone beam CT image capture with field of view of both jaws, $0 20%
with or without cranium

D0384 Cone beam CT capture image for TMJ series including two or $0 20%
more exposures

D0385 Maxillofacial MRl image capture $0 20%

D0386 Maxillofacial ultrasound image capture $0 20%

D0387 Intraoral tomosynthesis — comprehensive series of radiographic $0 20%
images —image capture only

D0388 Intraoral tomosynthesis — bitewing radiographic image —image $0 20%
capture only

D0389 Intraoral tomosynthesis — periapical radiographic image - $0 20%
image capture only

DO391 Interpretation of diagnostic image by a practitioner not $0 20%
associated with capture of the image, including report

D0393 Treatment simulation using 3-D image volume $0 20%

D0394 Digital subtraction of two or more images or image volumes of $0 20%
the same modality

D0395 Fusion of two or more 3-D image volumes of the same modality $0 20%

D0396 3D Printing of a 3D surface scan $0 20%

DO411 HbA1c in-office point of service testing $0 20%

D0412 Blood glucose level test: in office using a glucose meter $0 20%

D0414 Laboratory processing of microbial specimen to include culture $0 20%
and sensitivity studies, preparation and transmission of written
report

D0415 Collection of microorganisms for culture and sensitivity $0 20%

D0416 Viral culture $0 20%

DO417 Collection and preparation of saliva sample for laboratory $0 20%
diagnostic testing

D0418 Analysis of saliva sample $0 20%

D0419 assessment of salivary flow by measurement $0 20%

D0422 collection and preparation of genetic sample material for $0 20%

laboratory analysis and report
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CDT Code

D0423
D0425
D0431

D0460
D0470
D0472

D0473

D0474

D0475
D0476
DO477
D0478
D0479
D0480

D0481

D0482
D0483
D0484
D0485

D0486

D0O502
D0O600

Description

Genetic test for susceptibility to diseases — specimen analysis
Caries susceptibility tests

Adjunctive pre-diagnostic test that aids in detection of mucosal
abnormalities including premalignant, not to include cytology
or biopsy procedures

Pulp vitality tests
Diagnostic casts

Accession of tissue, gross examination, preparation and
transmission of written report

Accession of tissue, gross and microscopic examination,
preparation and transmission of written report

Accession of tissue, gross and microscopic examination
including assessment of surgical

Decalcification procedure

Special stains for microorganisms

Special stains, not for microorganisms
Immunohistochemical stains

Tissue in situ hybridization, including interpretation

Accession of exfolliative cytologic smears, microscopic
examination, preparation and transmission of written report

Electron microscopy

Direct immunofluorescence

Indirect immunofluorescence
Consultation on slides prepared elsewhere

Consultation, including preparation of slides from biopsy
material supplied by referring source

Accession of transepithelial cytologic sample, microscopic
examination, preparation and transmission of written report

Other oral pathology procedures, by report

Non-ionizing diagnostic procedure capable of quantifying,
monitoring and recording changes in structure of enamel,
dentin and cementum

In Network Out-of-

$0
$0
$0

$0
$0
$0

$0

$0

$0
$0
$0
$0
$0
$0

$0
$0
$0
$0
$0

$0

$0
$0

Network
20%
20%
20%

20%
20%
20%

20%

20%

20%
20%
20%
20%
20%
20%

20%
20%
20%
20%
20%

20%

20%
20%
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CDT Code Description In Network Out-of-
Network

D0O601 Caries risk assessment and documentation, with a finding of $0 20%
low risk

D0602 Caries risk assessment and documentation, with a finding of $0 20%
moderate risk

D0603 Caries risk assessment and documentation, with a finding of $0 20%
high risk

D0604 Antigen testing for a public health related pathogen includes $0 20%
coronavirus

D0605 Antibody testing for a public health related pathogen includes $0 20%
coronavirus

DO701 panoramic radiographic image —image capture only $0 20%

DO702 2-D cephalometric radiographic image — image capture only $0 20%

DO703 2-D oral/facial photographic image obtained intra-orally or $0 20%
extra-orally —image capture only

DO705 ex’fra-oral posterior dental radiographic image —image capture $0 20%
only

DO706 intraoral — occlusal radiographic image —image capture only $0 20%

DO707 intraoral — periapical radiographic image —image capture only $0 20%

DO708 intraoral — bitewing radiographic image —image capture only $0 20%

DO709 intraoral — complete series of radiographic images —image $0 20%
capture only

D0801 3D intraoral surface scan - direct $0 20%

D0802 3D dental surface scan - indirect $0 20%

D0O803 3D facial surface scan - direct $0 20%

D0804 3D facial surface scan - indirect $0 20%

D1110 Prophylaxis-adult $0 20%

D1120 Prophylaxis - child $0 20%

D1206 Topical application of fluoride varnish $0 20%

D1208 Topical application of fluoride — excluding varnish $0 20%

D1301 Immunization counseling $0 20%

D1310 Nutritional counseling for control of dental disease $0 20%

D1320 Tobacco counseling for the control and prevention of oral $0 20%

disease
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CDT Code

D1321

D1330
D1351
D1352

D1353
D1354
D1355
D1510
D1516
D1517
D1520
D1526
D1527
D1551
D1552
D1553

D1556
D1557

D1558
D1575
D2140
D2150
D2160
D2161

D2330
D2331

Description

counseling for the control and prevention of adverse oral,
behavioral, and systemic health effects associated with
high-risk substance use

Oral hygiene instructions
Sealant - per tooth

Preventive resin restoration in a moderate to high caries risk
patient-permanent toot

Sealant repair per tooth

interim caries arresting medicament application — per tooth
caries preventive medicament application — per tooth
Space maintainer - fixed — unilateral — per quadrant

space maintainer — fixed — bilateral, maxillary

space maintainer — fixed — bilateral, mandibular

Space maintainer — removable — unilateral — per quadrant
space maintainer — removable - bilateral, maxillary

space maintainer — removable — bilateral, mandibular
re-cement or re-bond bilateral space maintainer — maxillary
re-cement or re-bond bilateral space maintainer — mandibular

re-cement or re-bond unilateral space maintainer — per
quadrant

removal of fixed unilateral space maintainer — per quadrant
removal of fixed bilateral space maintainer — maxillary
removal of fixed bilateral space maintainer — mandibular
Distal shoe space maintainer- fixed — unilateral — per quadrant
Amalgam - one surface, primary or permanent

Amalgam - two surfaces, primary or permanent

Amalgam - three surfaces, primary or permanent

Amalgam - four or more surfaces, primary or permanent
Resin-based composite — one surface, anterior

Resin-based composite - two surfaces, anterior

In Network Out-of-

$0

$0
$0
$0

$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0

$0
$0
$0
$0
$0
$0
$0
$0
$0
$0

Network
20%

20%
20%
20%

20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%

20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
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CDT Code Description In Network Out-of-

Network
D2332 Resin-based composite - three surfaces, anterior $0 20%
D2335 Resin-based composite - four or more surfaces or involving $0 20%

incisal angle (anterior)

D2390 Resin-based composite crown, anterior $0 20%
D2391 Resin-based composite - one surface, posterior $0 20%
D2392 Resin-based composite - two surfaces, posterior $0 20%
D2393 Resin-based composite - three surfaces, posterior $0 20%
D2394 Resin-based composite - four or more surfaces, posterior $0 20%
D2410 Gold foil - one surface $0 20%
D2420 Gold foil - two surfaces $0 20%
D2430 Gold foil - three surfaces $0 20%
D2510 Inlay — metallic — one surface $0 20%
D2520 Inlay - metallic - two surfaces $0 20%
D2530 Inlay - metallic - three or more surfaces $0 20%
D2542 Onlay - metallic - two surfaces $0 20%
D2543 Onlay - metallic - three surfaces $0 20%
D2544 Onlay - metallic - four or more surfaces $0 20%
D2610 Inlay - porcelain/ceramic - one surface $0 20%
D2620 Inlay - porcelain/ceramic - two surfaces $0 20%
D2630 Inlay - porcelain/ceramic - three or more surfaces $0 20%
D2642 Onlay - porcelain/ceramic - two surfaces $0 20%
D2643 Onlay - porcelain/ceramic - three surfaces $0 20%
D2644 Onlay - porcelain/ceramic - four or more surfaces $0 20%
D2650 Inlay - resin-based composite - one surface $0 20%
D2651 Inlay - resin-based composite - two surfaces $0 20%
D2652 Inlay - resin-based composite - three or more surfaces $0 20%
D2662 Onlay - resin-based composite - two surfaces $0 20%
D2663 Onlay - resin-based composite - three surfaces $0 20%

D2664 Onlay - resin-based composite - four or more surfaces $0 20%
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CDT Code

D2710
D2712
D2720
D2721
D2722
D2740
D2750
D2751
D2752
D2753
D2780
D2781
D2782
D2783
D2790
D2791
D2792
D2794
D2799

D2910

D2915

D2920
D2921
D2928
D2929
D2930
D2931

Description

Crown —resin-based composite (indirect)

Crown - % resin-based composite (indirect)

Crown - resin with high noble metal

Crown - resin with predominantly base metal
Crown - resin with noble metal

Crown - porcelain/ceramic

Crown - porcelain fused to high noble metal

Crown - porcelain fused to predominantly base metal
Crown - porcelain fused to noble metal

crown - porcelain fused to titanium or titanium alloy
Crown- 34 cast high noble metal

Crown- % cast predominantly base metal

Crown- % cast noble metal

Crown - 3% porcelain/ ceramic

Crown - full cast high noble metal

Crown - full cast predominantly base metal

Crown - full cast noble metal

Crown - titanium/titanium alloy

Provisional crown - further treatment or completion of
diagnosis necessary prior to final impression

Recement or re-bond inlay, onlay, veneer or partial coverage
restoration

Recement or re-bond indirectly fabricated or prefabricated
post and core

Recement or rebond crown

Reattachment of tooth fragment, incisal edge or cusp
Prefabricated porcelain/ceramic crown — permanent tooth
Prefabricated porcelain/ceramic crown — primary tooth
Prefabricated stainless steel crown - primary tooth

Prefabricated stainless steel crown - permanent tooth

In Network Out-of-

$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0

$0

$0

$0
$0
$0
$0
$0
$0

Network
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%

20%

20%

20%
20%
20%
20%
20%
20%
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CDT Code Description In Network Out-of-
Network
D2932 Prefabricated resin crown $0 20%
D2933 Prefabricated stainless steel crown with resin window $0 20%
D2934 Prefabricated esthetic coated stainless steel crown-primary $0 20%
tooth
D2940 Placement of interim direct restoration $0 20%
D2949 Restorative foundation for an indirect restoration $0 20%
D2950 Core buildup, including any pins when required $0 20%
D2951 Pin retention - per tooth, in addition to restoration $0 20%
D2952 Indirectly fabricated post and core in addition to crown $0 20%
D2953 Each additional indirectly fabricated post - same tooth $0 20%
D2954 Prefabricated post and core in addition to crown $0 20%
D2955 Post removal $0 20%
D2956 Removal of an indirect restoration on a natural tooth $0 20%
D2957 Each additional prefabricated post in the same tooth $0 20%
D2960 Labial veneer (resin laminate) - chairside $0 20%
D2961 Labial veneer (resin laminate) - laboratory $0 20%
D2962 Labial veneer (porcelain laminate) - laboratory $0 20%
D2971 Additional procedures to construct new crown under existing $0 20%
partial denture framework
D2975 Coping $0 20%
D2976 Band stablization - per tooth $0 20%
D2980 Crown repair, necessitated by restorative material failure $0 20%
D2981 Inlay repair, necessitated by restorative material failure $0 20%
D2982 Onlay repair, necessitated by restorative material failure $0 20%
D2983 Veneer repair, necessitated by restorative material failure $0 20%
D2989 Excavation of a tooth resulting in the determination of $0 20%
non-restorability
D2990 Resin infiltration of incipient smooth surface lesions $0 20%
D2991 Application of hydroxyapatite regeneration medicament - per $0 20%

tooth
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CDT Code

D3110
D3120
D3220

D3221
D3222

D3230

D3240

D3310
D3320

D3330
D333t

D3332
D3333
D3346
D3347
D3348
D3351

D3352

D3353

D3355
D3356
D3357

Description

Pulp cap - direct (excluding final restoration)
Pulp cap - indirect (excluding final restoration)

Therapeutic pulpotomy (excluding final restoration) — removal
of pulp coronal to the dentinocemental junction and application
of medicament

Pulpal debridement, primary and permanent teeth

Partial pulpotomy for apexogenesis - permanent tooth with
incomplete root development

Pulpal therapy (resorbable filling) - anterior, primary tooth
(excluding final restoration)

Pulpal therapy (resorbable filling) - posterior, primary tooth
(excluding final restoration)

endodontic therapy, anterior tooth (excluding final restoration)

endodontic therapy, premolar tooth (excluding final
restoration)

endodontic therapy, molar tooth(excluding final restoration)
Treatment of root canal obstruction, non-surgical access
Incomplete endodontic therapy; inoperable or fractured tooth
Internal root repair of perforation defects

Retreatment of previous root canal therapy - anterior
Retreatment of previous root canal therapy - premolar
Retreatment of previous root canal therapy - molar

Apexification/recalcification — initial visit (apical closure /
calcific repair of perforations, root resorption, etc.)

Apexification/recalcification - interim medication replacement
(apical closure/calcific repair of perforations, root resorption,
pulp space disinfection, etc.)

Apexification/recalcification - final visit (includes completed
root canal therapy - apical closure/ calcific repair of
perforations, root resorption, etc.)

Pulpal regeneration —initial visit
Pulpal regeneration — interim medication replacement

Pulpal regeneration — completion of treatment

In Network Out-of-

$0
$0
$0

$0
$0

$0

$0

$0
$0

$0
$0
$0
$0
$0
$0
$0
$0

$0

$0

$0
$0
$0

Network
20%
20%
20%

20%
20%

20%

20%

20%
20%

20%
20%
20%
20%
20%
20%
20%
20%

20%

20%

20%

20%
20%



94 2025 Evidence of Coverage for Aetna Medicare Select (HMO-POS)
Chapter 4. Medical Benefits Chart (what is covered and what you pay)

CDT Code Description In Network Out-of-
Network

D3410 Apicoectomy - anterior $0 20%

D3421 Apicoectomy - premolar (first root) $0 20%

D3425 Apicoectomy - molar (first root) $0 20%

D3426 Apicoectomy (each additional root) $0 20%

D3428 Bone graft in conjunction with periradicular surgery - per tooth; $0 20%
first surgical site

D3429 Bone graft in conjunction with periradicular surgery - each $0 20%
additional contiguous tooth in same surgical site.

D3430 Retrograde filling - per root $0 20%

D3431 Biologic materials to aid in soft and osseous tissue regeneration $0 20%
in conjunction with periradicular surgery

D3432 Guided tissue regeneration, resorbable barrier, per site in $0 20%
conjunction with periradicular surgery

D3450 Root amputation - per root $0 20%

D3470 Intentional reimplantation (including necessary splinting) $0 20%

D3471 surgical repair of root resorption - anterior $0 20%

D3472 surgical repair of root resorption — premolar $0 20%

D3473 surgical repair of root resorption — molar $0 20%

D3501 surgical exposure of root surface without apicoectomy or repair $0 20%
of root resorption — anterior

D3502 surgical exposure of root surface without apicoectomy or repair $0 20%
of root resorption — premolar

D3503 surgical exposure of root surface without apicoectomy or repair $0 20%
of root resorption —molar

D3910 Surgical procedure for isolation of tooth with rubber dam $0 20%

D3920 Hemisection (including any root removal), not including root $0 20%
canal therapy

D3921 Decoronation or submergence of an erupted tooth $0 20%

D3950 Canal preparation and fitting of preformed dowel or post $0 20%

D4210 Gingivectomy or gingivoplasty four or more contiguous teeth or $0 20%

bounded tooth spaces per quadrant

D4211 Gingivectomy or gingivoplasty one to three contiguous teeth or $0 20%
bounded tooth spaces per quadrant
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CDT Code

D4212

D4230

D4231

D4240

D4241

D4245
D4249
D4260

D4261

D4263

D4264

D4265
D4266
D4267

D4268
D4270
D4273

D4274

D4275

Description
Gingivectomy or gingivoplasty - to allow access for restorative
procedures - per tooth

Anatomical crown exposure - four or more contiguous teeth or
tooth bounded spaces per quadrant

Anatomical crown exposure - one to three teeth or tooth
bounded spaces per quadrant

Gingival flap procedure, including root planing - four or more
contiguous teeth or teeth bounded spaces per quadrant

Gingival flap procedure, including root planning — one to three
teeth per quadrant

Apically positioned flap
Clinical crown lengthening - hard tissue

Osseous surgery including elevation of a full thickness flap and
closure - four or more contiguous teeth or tooth bounded
spaces per quadrant

Osseous surgery (including elevation of a full thickness flap and
closure) — one to three contiguous teeth or tooth bounded
spaces per quadrant

Bone replacement graft — retained natural tooth - first site in
quadrant

Bone replacement graft — retained natural tooth - each
additional site in quadrant

Biologic materials to aid in soft and osseous tissue regeneration
Guided tissue regeneration (GTR) - resorbable barrier, per site

Guided tissue regeneration - nonresorbable barrier, per site,
(includes membrane removal)

Surgical revision procedure, per tooth
Pedicle soft tissue graft procedure

Autogenous connective tissue graft procedure (including donor
and recipient surgical sites) first tooth, implant, or edentulous
tooth position in graft

mesial/distal wedge procedure, single tooth (when not
performed in conjunction with surgical procedures in the same
anatomical area)

non-autogenous connective tissue graft (including recipient
site and donor material) first tooth, implant, or edentulous tooth
position in graft

In Network Out-of-

$0

$0

$0

$0

$0

$0
$0
$0

$0

$0

$0

$0
$0
$0

$0
$0
$0

$0

$0

Network
20%

20%

20%

20%

20%

20%
20%
20%

20%

20%

20%

20%
20%
20%

20%

20%

20%

20%

20%
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CDT Code Description In Network Out-of-
Network
D4276 Combined connective tissue and double pedicle graft $0 20%
D4277 Free soft tissue graft procedure (including recipient and donor $0 20%
surgical sites) - first tooth, implant or edentulous tooth site in
graft
D4278 Free soft tissue graft procedure (including recipient and donor $0 20%

surgical sites) -each additional contiguous tooth, implant, or
edentulous tooth position in same graft site

D4283 autogenous connective tissue graft procedure (including donor $0 20%
and recipient surgical sites) — each additional contiguous tooth,
implant or edentulous tooth position in same graft site

D4285 non-autogenous connective tissue graft procedure (including $0 20%
recipient surgical site and donor material) — each additional
contiguous tooth, implant or edentulous tooth position in same

graft site

D4286 Removal of non-resorbable barrier $0 20%

D4322 Splint - intra-coronal; natural teeth or prosthetic crowns $0 20%

D4323 Splint - extra-coronal; natural teeth or prosthetic crowns $0 20%

D4341 Periodontal scaling and root planing — four or more contiguous $0 20%
teeth or teeth bounded spaces per quadrant

D4342 Periodontal scaling and root planning, one to three teeth, per $0 20%
quadrant

D4346 Scaling in the presence of generalized moderate or severe $0 20%
gingival inflammation - full mouth, after oral evaluation

D4355 Full mouth debridement to enable comprehensive oral $0 20%
evaluation and diagnosis on subsequent visit

D4381 Localized delivery of antimicrobial agents via controlled release $0 20%
vehicle into diseased crevicular tissue, per tooth

D4910 Periodontal maintenance procedures $0 20%

D4920 Unscheduled dressing change (by someone other than the $0 20%
treating dentist or their staff)

D4921 Gingival irrigation — per quadrant $0 20%

D5110 Complete denture, maxillary $0 20%

D5120 Complete denture, mandibular $0 20%

D5130 Immediate denture, maxillary $0 20%

D5140 Immediate denture, mandibular $0 20%
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CDT Code

D521

D5212

D5213

D5214

D5221

D5222

D5223

D5224

D5225

D5226

D5227

D5228

D5282

D5283

D5284

D5286

Description

Maxillary partial denture - resin base (retentive/clasping
materials, rests and teeth)

Mandibular partial denture - resin base (including
retentive/clasping materials, rests and teeth)

Maxillary partial denture - cast metal framework with resin

denture bases (including any retentive/clasping materials, rests

and teeth)

Mandibular partial denture - cast metal framework with resin

denture bases (including any retentive/clasping materials, rests

and teeth)

immediate maxillary partial denture - resin base (including
retentive/clasping materials, rests and teeth)

immediate mandibular partial denture - resin base (including
any retentive/clasping materials, rests and teeth)

immediate maxillary partial denture - cast metal framework
with resin denture bases (including any retentive/clasping
materials, rests and teeth)

immediate mandibular partial denture - cast metal framework
with resin denture bases (including any retentive/clasping
materials, rests and teeth)

Maxillary partial denture - flexible base (including
retentive/clasping materials, rests and teeth)

Mandibular partial denture - flexible base (including
retentive/clasping materials, rests and teeth)

Immediate maxillary partial denture - flexible base (including
any clasps, rests, and teeth)

Immediate mandibular partial denture - flexible base (including
any clasps, rests, and teeth)

removable unilateral partial denture - one piece cast metal
(including retentive/clasping materials, rests and teeth),
maxillary

removable unilateral partial denture - one piece cast metal
(including retentive/clasping materials, rests and teeth),
mandibular

removable unilateral partial denture - one piece flexible base
(including retentive/clasping materials, rests and teeth)- per
quadrant

removable unilateral partial denture - one piece resin (including
retentive/clasping materials, rests and teeth) - per quadrant

In Network Out-of-

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

Network
20%

20%

20%

20%

20%

20%

20%

20%

20%

20%

20%

20%

20%

20%

20%

20%
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CDT Code Description In Network Out-of-
Network
D5410 Adjust complete denture - maxillary $0 20%
D5411 Adjust complete denture - mandibular $0 20%
D5421 Adjust partial denture - maxillary $0 20%
D5422 Adjust partial denture - mandibular $0 20%
D5511 Repair broken complete denture base, mandibular $0 20%
D5512 Repair broken complete denture base, maxillary $0 20%
D5520 Replace missing or broken teeth - complete denture - per tooth $0 20%
D5611 Repair resin partial denture base, mandibular $0 20%
D5612 Repair resin partial denture base, maxillary $0 20%
D5621 Repair cast partial framework, mandibular $0 20%
D5622 Repair cast partial framework, maxillary $0 20%
D5630 Repair or replace broken retentive clasping materials - per $0 20%
tooth
D5640 Replace missing or broken teeth — partial denture - per tooth $0 20%
D5650 Add tooth to existing partial denture — per tooth $0 20%
D5660 Add clasp to existing partial denture — per tooth $0 20%
D5670 Replace all teeth and acrylic on cast metal framework $0 20%
(maxillary)
D5671 Replace all teeth and acrylic on cast metal framework $0 20%
(mandibular)
D5710 Rebase complete maxillary $0 20%
D5711 Rebase complete mandibular denture $0 20%
D5720 Rebase maxillary partial denture $0 20%
D5721 Rebase mandibular partial denture $0 20%
D5725 Rebase hybrid prosthesis $0 20%
D5730 Reline complete maxillary $0 20%
D5731 Reline complete mandibular denture (chairside) $0 20%
D5740 Reline maxillary partial denture (chairside) $0 20%
D5741 Reline mandibular partial denture (chairside) $0 20%

D5750 Reline complete maxillary denture (laboratory) $0 20%
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CDT Code

D5751
D5760
D5761
D5765
D5810
D5811
D5820

D5821

D5850
D5851

D5862
D5863
D5864
D5865
D5866
D5867

D5876
D5991

D5992
D5993

D5995

D5996

D6205
D6210
D621

Description

Reline complete mandibular denture (laboratory)

Reline maxillary partial denture (laboratory)

Reline mandibular partial denture (laboratory)

Soft liner for complete or partial removable denture - indirect
Interim complete denture (maxillary)

Interim complete denture (mandibular)

Interim partial denture (including retentive/clasping materials,
rests, and teeth), maxillary

Interim partial denture (including retentive/clasping materials,
rests, and teeth), mandibular

Tissue conditioning, maxillary
Tissue conditioning, mandibular
Precision attachment, by report
Overdenture - complete maxillary
Overdenture - partial maxillary
Overdenture - complete mandibular
Overdenture - partial mandibular

Replacement of semi-precisionor precision attachment (male
or female component)

Add metal substructure to acrylic full denture (per arch)
Vesiculobullous disease medicament carrier
Adjustment maxillofacial prosthetic appliance

Maintenance and cleaning of a maxillofacial prosthesis (extra
and intraoral) other than required adjustments, by report

Periodontal medicament carrier with peripheral seal -
laboratory processed - maxillary

Periodontal medicament carrier with peripheral seal -
laboratory processed - mandibular

Pontic -indirect resin based composite
Pontic - indirectly fabricated high noble metal

Pontic - indirectly fabricated predominantly base metal

In Network Out-of-

$0
$0
$0
$0
$0
$0
$0

$0

$0
$0
$0
$0
$0
$0
$0
$0

$0
$0
$0
$0

$0

$0

$0
$0
$0

Network
20%
20%
20%
20%
20%
20%
20%

20%

20%
20%
20%
20%
20%
20%
20%
20%

20%
20%
20%
20%

20%

20%

20%
20%
20%
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CDT Code Description In Network Out-of-
Network
D6212 Pontic - indirectly fabricated noble metal $0 20%
D6214 Pontic - titanium or titanium alloys $0 20%
D6240 Pontic - porcelain fused to high noble metal $0 20%
D6241 Pontic - porcelain fused to predominantly base metal $0 20%
D6242 Pontic - porcelain fused to noble metal $0 20%
D6243 Pontic - porcelain fused to titanium or titanium alloys $0 20%
D6245 Pontic - porcelain/ ceramic $0 20%
D6250 Pontic - resin with high noble metal $0 20%
D6251 Pontic - resin with predominantly base metal $0 20%
D6252 Pontic - resin with noble metal $0 20%
D6253 Provisional pontic $0 20%
D6545 Retainer - indirectly fabricated metal for resin bonded fixed $0 20%
prosthesis
D6548 Retainer - porcelain/ceramic for resin bonded fixed prosthesis $0 20%
D6549 Resin retainer -for resin bonded fixed prosthesis $0 20%
D6600 Retainer inlay - porcelain/ceramic, two surfaces $0 20%
D6601 Retainer inlay - porcelain/ ceramic - three or more sur