Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 08/10/2025-08/09/2026
, BROOKLYN LAW SCHOOL: Open Choice®
BEtl'la ' Coverage for: Individual | Plan Type: PPO
The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
“ the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only
~asummary. For more information about your coverage, or to get a copy of the complete terms of coverage, https://www.aetnastudenthealth.com/ or by calling 1-
866-746-6590. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary/ or call 1-866-746-6590 to request a copy.

Important Questions Answers | Why This Matters:

What is the overall For each Plan Year, In-Network: Individual Generally, you must pay all of the costs from providers up to the deductible amount
deductible? $500. Out-of-Network: Individual $1,000. before this plan begins to pay.
This plan covers some items and services even if you haven't yet met the deductible
Are there services covered Yes. Prescription drugs, office visits, amount. But a copayment or coinsurance may apply. For example, this plan covers
before you meet your emergency care & preventive care are covered | certain preventive services without cost sharing and before you meet your deductible.
deductible? before you meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/
Are there other deductibles No You must pay all of the costs for these services up to the specific deductibles amount
for specific services? ' before this plan begins to pay for these services.
What is the out-of-pocket In-Network: Individual $8,550. Out-of-Network:

limit for this plan? Individual $10,000. The out-of—pocket limit is the most you could pay in a year for covered services.

Premiums, balance-billing charges, health care
this plan doesn't cover & penalties for failure to | Even though you pay these expenses, they don’t count toward the out—of-pocket limit.
obtain pre-authorization for services.

What is not included in the
out-of-pocket limit?

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might
Will you pay less if you use a | Yes. See www.aetna.com/docfind or call 1-866- | receive a bill from a provider for the difference between the provider's charge and what
network provider? 746-6590 or a list of in-network providers. your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider
before you get services.

Do you need a referral to see
a specialist?

No. You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Medical In-Network Provider Out-of-Network Provider

Limitations, Exceptions, & Other

Services You May Need

Event

Important Information

If you visit a health

Primary care visit to treat an injury or

(You will pay the least)
$25 copay/visit, deductible

(You will pay the most)
$50 copay/visit, deductible

g?f';i é%cs liness doesn't apply doesn't apply M

If you visit a health . . . :

care brovider's Specialist visit 325 %f@y/\?sn, deductible 250 c;(?tpav/\fsn, deductible None

office or clinic oesntapply oesntapply

If you visit a health ' . You may havg to pay for servicgs thgt
care provider's Preventive care /screening No charge No charge aren't preventive. Ask your provider if
officep—or clinic [immunization the services needed are preventive.

Then check what your plan will pay for.

30% coinsurance after $10

40% coinsurance after $40

www.aetnastudenth

$200 (mail order)

$100 (retail)

If you have atest | Diagnostic test (x-ray, blood work) copay/visit copay/visit None
If you have atest | Imaging (CT/PET scans, MRIs) 30% coinsurance 50% coinsurance None
Copay/prescription, 30% coinsurance after Covers 30 day supply (retail), 31-90 day
, deductible doesn't apply: Copay/prescription, supply (mail order prescription).
If you need drugs Preferred Generic drugs $25 (retail). deductible doesn’t apply: Includes contraceptive drugs & devices
to treat your $50 (mail order) $25 (retail) obtainable from a pharmacy. No charge
illness or Copay/prescription, 30% coinsurance after for preferred generic FDA-approved
condition Preferred Brand drugs ggguctiblg doesn't apply: Copay{prescriptiqn, . women's contraceptives in-network.
(retail) deductible doesn’t apply:
More information $100 (mail order) $50 (retail)
about prescription Copay/prescription, 30% coinsurance after
drug coverage is Non-Preferred Generic and Brand deductible doesn't apply: Copay/prescription,
available at drugs $100 (retail) deductible doesn’t apply:

ealth.com

Specialty drugs

Applicable cost as noted
above for generic or brand
drugs

Applicable cost as noted
above for generic or brand
drugs
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Common Medical

Services You May Need

What You Will Pay

Limitations,
Exceptions, &
Other Important
Information

Common Medical Event

If you have Facility fee (e.g., ambulatory surgery center) 30% coinsurance 50% coinsurance None
outpatient surgery | Physician/surgeon fees 30% coinsurance 50% coinsurance None
30% coinsurance 30% coinsurance
after $500 after $500
Emergency room care copay/visit, copay/visit, No coverage for non-emergency use.
deductible doesn't | deductible doesn't
apply apply
30% coinsurance 30% coinsurance
If you need after $150 after $150
immediate medical | Emergency medical transportation copayl/trip, copay/trip, None
attention deductible doesn't | deductible doesn't
apply apply
30% coinsurance 40% coinsurance
after $75 after $125
Urgent care copayl/visit, copay/visit, No coverage for non-urgent use.
deductible doesn't | deductible doesn't
apply Zggly _
% cai o coinsurance ot -
If you have a Facility fee (e.g., hospital room) 219te/0r %my after $100 (I;:Zauthorlzatlon TEee 27 O O Tt
hospital stay copay/stay '
Physician/surgeon fees 30% coinsurance 50% coinsurance None
Office: $25 Office: $50
copay/visit, copay/visit,
deductible doesn't | deductible doesn't
If you need m_ental Outpatient services apply, .Other - apply, .Other — [None
health, behavioral outpatient services: | outpatient services:
health, or 0% coinsurance 0% coinsurance
substance abuse deductible doesn't | deductible doesn't
services apply apply
Inpati , 30% coinsurance 40% coinsurance Pre-authorization required for out-of-network
npatient services after $50 copay/stay after $100 care
copay/stay )
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Common Medical

Services You May Need

What You Will Pay

Limitations,
Exceptions, &
Other Important
Information

Common Medical Event

If you are pregnant

Office visits

No charge

30% coinsurance

Childbirth/delivery professional services

30% coinsurance

50% coinsurance

Childbirth/delivery facility services

30% coinsurance
after $50 copay/stay

40% coinsurance
after $100

copay/stay

Cost sharing does not apply for preventive
services. Maternity care may include tests and

services described elsewhere in the SBC (i.e.
ultrasound.) Pre-authorization for out-of-network
care may apply.

If you need help
recovering or have
other special
health needs

Home health care

30% coinsurance

50% coinsurance

None

30% Coinsurance
after $25

40% Coinsurance
after $50

Rehabilitation services copay/visit, copay/visit,
deductible doesn't deductible doesn't
apply apply

30% Coinsurance
after $25

40% Coinsurance
after $50

Includes Physical, Occupational & Speech
Therapy.

Habilitation services copay/visit, copay/visit,
deductible doesn't | deductible doesn't
apply apply
. 40% coinsurance . .
0 - - - -
g e e 30% coinsurance after $100 Pre-authorization required for out-of-network
after $50 copay/stay e care.

Durable medical equipment

30% coinsurance

50% coinsurance

Limited to 1 durable medical equipment for
same/similar purpose. Excludes repairs for
misuse/abuse.

Hospice services

0% coinsurance

0% coinsurance

Pre-authorization required for out-of-network
care.

30% coinsurance,

Children's eye exam No charge deductible doesn't | 1 routine eye exam/plan year up to age 19.
: apply
ggrﬁ:[grgden‘f:f: 30% coinsurance,
y Children's glasses No charge deductible doesn't | 1 pair of glasses or lenses/plan year.
apply
Children's dental check-up No charge 0% coinsurance None
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Cosmetic surgery e Non-preferred brand drugs ¢ Routine foot care
e Dental care (Adult) e Private-duty nursing e Weight loss programs
e lLong-term care e Routine eye care (Adult)

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture e Chiropractic care o Infertility treatment — For more information & exceptions,
e Bariatric surgery e Hearing aids - 1 hearing aid per ear/24 see policy document provided by your plan sponsor or call
months. the number on your ID card.

e Non-emergency care when traveling outside the U.S.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Financial Services, Consumer Assistance Unit, 800-342-3736, https://www.dfs.ny.gov/consumers/health_insurance/home
o For more information on your rights to continue coverage, contact the plan at 1-866-746-6590.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact:

o Aetna directly by calling the toll free number on your Medical ID Card, or by calling our general toll free number at 1-866-746-6590.
e Department of Financial Services, Consumer Assistance Unit, 800-342-3736, https://www.dfs.ny.gov/consumers/health_insurance/home
o Additionally, a consumer assistance program can help you file your appeal. Contact Community Health Advocates, Community Service Society of New York, 633
Third Avenue 10th Floor, New York, NY 10017, 888-614-5400, https://www.communityhealthadvocates.org/, cha@cssny.org
Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
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About these Coverage Examples:

Py This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

B The plan's overall deductible $500
M Specialist copayment $10
M Hospital (facility) coinsurance 30%
B Other coinsurance 30%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

M The plan's overall deductible $500

W Specialist copayment $25
M Hospital (facility) coinsurance 30%
B Other coinsurance 30%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
B The plan's overall deductible $500
B Specialist copayment $10
M Hospital (facility) coinsurance 30%
B Other coinsurance 30%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost - $12,800 Total Example Cost  $7,400 Total Example Cost $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles $500 Deductibles $100 Deductibles $500
Copayments $90 Copayments $2,000 Copayments $50
Coinsurance $3,600 Coinsurance $0 Coinsurance $300

What isn't covered What isn't covered What isn't covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $4,250 The total Joe would pay is $2,2120 The total Mia would pay is $850

The plan would be responsible for the other costs of these EXAMPLE covered services
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Assistive Technology
Persons using assistive technology may not be able to fully access the following information. For assistance, please call 866-393-0002.

Smartphone or Tablet
To view documents from your smartphone or tablet, the free WinZip app is required. It may be available from your App Store.

Non-Discrimination
Aetna complies with applicable Federal civil rights laws and does not unlawfully discriminate, exclude or treat people differently based on their race, color, national origin,
sex, age, disability, gender identity or sexual orientation.

We provide free aids/services to people with disabilities and to people who need language assistance.
If you need a qualified interpreter, written information in other formats, translation or other services, call the number on your ID card.

If you believe we have failed to provide these services or otherwise discriminated based on a protected class noted above, you can also file a grievance with the Civil
Rights Coordinator by contacting:

Civil Rights Coordinator,

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: P.O. Box 24030, Fresno, CA 93779),

1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 860-262-7705), CRCoordinator@aetna.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights Complaint Portal, available at
https://ocrportal.nhs.gov/ocr/portal/lobby.jsf, or at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).

Aetna is the brand name used for products and services provided by one or more of the Aetna group of companies, including Aetna Life Insurance Company and its affiliates (Aetna).


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
mailto:CRCoordinator@aetna.com

Language accessibility statement

TTY: 711
English To access language services at no cost to you, call the number on your ID card.
Ambharic PETER AIAINCETT PANGE ATITT T (0P OELP T AR CADT BTC LM (r::
Arabic <) i3 Ay e 3 g sall a8 e JuaiVl sla iS¢ 50 4 galll cilasall e J seanll,
Armenian Qtip bwhpwnpws (kqyny wyddwp pnphppunynipmnit vinwbwnt hwdwp quiuquhwntp dkp

pdojuljut wmywhnqugnpnipjut pupnh Ypu wpgws hkpwhinuwhwdwpny hkpujunuwhwdwpny

Carolinian (Kapasal Falawasch)

Ngir ména am sarwis lakk yi te doo fay, woo nimero bi am ci sa kart.

Chamorro

Para un hago' i setbision lengguahi ni dibatde para hagu, agang i numiru gi iyo-mu kard aidentifikasion.

Chinese Traditional

IMERAREES RS FHRITEREAR K LASIMERERE

Cushitic-Oromo

Tajaajiiloota afaanii gatii bilisaa ati argaachuuf, lakkoofsa fuula waraagaa eenyummaa (ID) kee irraa
jiruun bilbili.

French

Pour accéder gratuitement aux services linguistiques, veuillez composer le numéro indiqué sur votre
carte d'assurance santé.

French Creole (Haitian)

Pou ou jwenn sévis gratis nan lang ou, rele nimewo telefon ki sou kat idantifikasyon asirans sante ou.

Um auf den fiir Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die Nummer auf lhrer

German ID-Karte an.

Greek M MpooBacn OTIG UTNPECLEG YAWOOOG XWPLG XpEWaN, KAAEDTE Tov aplOud otnv Kapta achaAlong oag.
Gujarati dHIR 518 UGl stdell W (Aol 1ML Ad 1) Aoddl HI2, dHRL MIBS] 515 UR 284 «iti2 UR 51d 5.
Hindi T TRt ST 3 $TTST AT3TT T ITANT FA o foIT, 379 TS F1s W T AR T i A |
Hmong Yuav kom tau kev pab txhais lus tsis muaj nqgi them rau koj, hu tus naj npawb ntawm koj daim npav
Italian Per accedere ai servizi linguistici senza alcun costo per lei, chiami il numero sulla tessera identificativa.
Japanese EHOEREY—ERIE, IDh—FRIZHEIBSITEBERCLEIL,

Korean 22 U=20 MUIAE OlEctS 28 ID 30 =58 HS 2 Ml FAAL.

Laotian c@acgvcﬁgi)i’)n‘mwvsvfﬁf}csea"), lnmacBluegludourarctogegu.

Mon-Khmer, Cambodian

i8djsguosiunmagmanizussSsiguuimnsgs
WBIUTISINISTMSIUSIR U SISTHUTUMUIEN USSIUNIIN A H A

Navajo

T’11 ni nizaad k’ehj7 bee n7k1 a’doowo[ doo b33h 717n7g00 naaltsoos bee atah n7198go nanitin7g77 bee
n44ho’d01zin7g77 b44sh bee hane’7 bik1’7g77 1aj8’ hOlne’.

Pennsylvanian-Dutch

Um Schprooch Services zu griege mitaus Koscht, ruff die Nummer uff dei ID Kaart.

Persian-Farsi

A8 Ol 58 (s IS (55 025 4 o ladi b (0BG sk s ) Dledd 4y oas S (51

Aby uzyska¢ dostep do bezptatnych ustug jezykowych, nalezy zadzwonié pod numer podany na

Polish karcie identyfikacyjnej.
Portuguese Para aceder aos servigos linguisticos gratuitamente, ligue para o nimero indicado no seu cartdo
& de identificagdo.
Punjabi 373 Y 56 I 3 T8 Uarst Aee’ ©f 293 96 S8, WU wielgt agg ‘3 i3 d99 '3 25 o3|
Russian [ns Toro 4tobbl HecnnaTtHO NoNyYUTb NOMOLLL NepeBoAYNKa, NO3BOHMTE No TenedoHy, NPUBEAEHHOMY Ha
Ballen MAeHTUPUKALMOHHOM KapTe.
Samoan MO le mauaina o 'au‘aunaga tau gagana e aunoa ma se totogi, vala'au le numera i luga o lau pepa ID.

Serbo-Croatian

Za besplatne prevodilacke usluge pozovite broj naveden na Vasoj identifikacionoj kartici.

Spanish

Para acceder a los servicios lingliisticos sin costo alguno, llame al nimero que figura en su tarjeta
de identificacion.

Syriac-Assyrian

faadt KA <bha AL <los L aonin i <iEls chugs cRaly K ods <ane (<

Tagalog

Upang ma-access ang mga serbisyo sa wika nang walang bayad, tawagan ang numero sa iyong ID card.




Thai mnvinuRasnsEntensuEnismeaumenlaglaifialdans
Tsalnsuaneiariiuansatuuiinsilseannraving

Ukrainian LLlo6 6e3KOLITOBHj OTPUMATV MOBHI MOCNYTM, 3a43BOHITb 33 HOMEPOM, BKa3aHMM Ha Bawil
iaeHTUIKaMHIN KapTu,i.

Vietnamese Dé sir dung cac dich vu ngdn ngi mién phi, vui long goi s8 dién thoai ghi trén thé ID cla quy vi.

Aetna is the brand name used for products and services provided by one or more of the Aetna group of subsidiary
companies, including Aetna Life Insurance Company, Coventry Health Care plans and their affiliates (Aetna).
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