Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
., THE JUILLIARD SCHOOL:
" Open Choice®

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
a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, https://www.aetnastudenthealth.com/ or by calling

aetna

Coverage Period: 08/15/2025-08/14/2026

Coverage for: Individual | Plan Type: PPO

1-888-272-4950. 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 1-888-272-4950 to request a copy.

Important Questions Answers | Why This Matters:

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles
for specific services?

What is the out-of-pocket
limit for this plan?

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

Will you pay less if you use a
network provider?

Do you need a referral to see
a specialist?

For each Plan Year, Preferred: Individual $50.
In-Network: Individual: $50.
Out-of-Network: Individual $300.

Yes. prescription drugs; plus in-network
preventive care are covered before you meet
your deductible.

No.

Preferred: Individual $7,150.
In-Network: Individual $7,150.
Out-of-Network: Individual $10,000.

Premiums, balance-billing charges, health care
this plan doesn't cover & penalties for failure to
obtain pre-authorization for services.

Yes. See Student Health Provider Search or
call 1-888-272-4950 for a list of in-network

providers.

No.

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost sharing and before you meet your deductible.
See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

You don't have to meet deductibles for specific services.

The out-of—pocket limit is the most you could pay in a year for covered services.

Even though you pay these expenses, they don’t count toward 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
receive a bill from a provider for the difference between the provider's charge and what
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.

You can see the specialist you choose without a referral.

002026-002026-042014 1ot6



“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical
Event

Services You May
Need

Non-Participating
Provider

Limitations, Exceptions, & Other
Important Information

Preferred Provider Participating Provider
STy s Easy (You will pay the least)

(You will pay the most)

$175 (mail order)

Primary care visit to No charge 20% coinsurance after | 40% coinsurance after None
treat an injury or illness $20 copay/visit $20 copay/visit
Specialist visit No ch 20% coinsurance after | 40% coinsurance after N
If you visit a health 2PECIalst VS| 0 charge $20 copay/visit $20 copay/visit one
care provider’s office You may have to pay for services that
or clinic Preventive care aren't preventive. Ask your provider if
Iscreening / No charge No charge 30% coinsurance the services needed are preventive.
immunization Then check what your plan will pay
for.
Diagnostic test (x-ray, No charae 20% coinsurance after | 40% coinsurance after None
£ vou have a ot blood work) g $20 copay/visit $20 copay/visit
y Imaging (CT/PET 20% coinsurance 20% coinsurance after | 40% coinsurance after None
scans, MRIs) R $20 copay/visit $20 copay/visit
Copay/prescription, -
: ; Copay/prescription,
:frg;u gz‘:?l;:‘?sf:: Preferred Generic drugs | Not Applicable % ?rc:ta:irr)} deductible doesn’t apply:
con di};ion $50 (hail order) $20 (retail) Covers 30 day supply (retail), 31-90
Copay/prescription day supply (mail order prescription).
More information about _Ude ductible doesn't ’ Copay/prescription, Includes contraceptive drugs &
rescription dru Preferred Brand drugs | Not Applicable al—'$45 (retail) deductible doesn’t apply: | devices obtainable from a pharmacy.
p _— 19 PpYy: . $45 (retail) No charge for preferred generic FDA-
coverage is available at $112.50 (mail order) anoroved women's contraceptives in-
Prescription drug Copay/prescription, Copavlorescriotion nEEN ork P
program | Aetna Non-preferred Generic Not Aoplicable deductible doesn’t E(%thigle doe?sn’t é v E—
Student Health & Brand drugs PP apply: $70 (retail)/ m) PRIy-

If you have outpatient
surgery

Facility fee (e.g.,
ambulatory surgery
center)

No charge

20% coinsurance

40% coinsurance

None
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Common Medical
Event

Services You May
Need

Preferred Provider
(You will pay the least)

What You Will Pay

Participating Provider

Non-Participating
Provider

Limitations, Exceptions, & Other
Important Information

Physician/surgeon fees

No charge

(You will pay the least)

20% coinsurance

You will pay the most

40% coinsurance

None

If you need immediate
medical attention

Emergency room care

20% coinsurance after
$150 copay/visit

20 coinsurance after
$150 copay/visit

20% coinsurance after
$150 copay/visit

No coverage for non-emergency use.

Emergency medical
transportation

20% coinsurance

20% coinsurance

20% coinsurance

None

Urgent care

20% coinsurance

20% coinsurance

20% coinsurance

No coverage for non-urgent use.

If you have a hospital
stay

Facility fee (e.g.,
hospital room)

20% coinsurance

20% coinsurance

40% coinsurance

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

Physician/surgeon fees | 20% coinsurance 20% coinsurance 40% coinsurance None
Office: 20%
coinsurance after $20 Office: 40% coinsurance
If you need m_ental Outpatient services Oﬁlqe &.other outpatient copay{V|S|t; other . after $20 cop ay/wsn;. | None
health, behavioral services: No charge outpatient services: 0% | other outpatient services:
health, or substance coinsurance deductible | 30% coinsurance
abuse services doesn’t apply

Inpatient services

20% coinsurance

20% coinsurance

40% coinsurance

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

If you are pregnant

Office visits

No charge

No charge

30% coinsurance

Childbirth/delivery
professional services

20% coinsurance

20% coinsurance

40% coinsurance

Childbirth/delivery
facility services

20% coinsurance

20% coinsurance

40% coinsurance

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
required for out-of-network care may

apply.

Home health care

20% coinsurance

20% coinsurance

40% coinsurance

None
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Common Medical
Event

Services You May
Need

Preferred Provider
(You will pay the least)

What You Will Pay

Participating Provider
(You will pay the least)

Non-Participating
Provider

Limitations, Exceptions, & Other
Important Information

If you need help
recovering or have
other special health
needs

Rehabilitation services

No charge

20% coinsurance after

You will pay the most

40% coinsurance after

$20 copay/visit $20 copay/visit
0, H 0, H
Habilitation services No charge é%" C_(;Olgsyvrizﬂce after g%’ C_(;OI;S;JVI'EECG after

Includes Physical, Occupational &
Speech Therapy.

Skilled nursing care

20% coinsurance

20% coinsurance

40% coinsurance

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

Durable medical
equipment

20% coinsurance,
deductible doesn’t apply

20% coinsurance

40% coinsurance

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

Hospice services

20% coinsurance

20% coinsurance

40% coinsurance

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

If your child needs
dental or eye care

Children's eye exam

20% coinsurance

20% coinsurance

20% coinsurance

1 routine eye exam/plan year.
Covered through the end of the
month in which the covered person
turns 19.

Children's glasses

20% coinsurance

20% coinsurance

20% coinsurance

1 pair of glasses or lenses/plan year.
Covered through the end of the
month in which the covered person
turns 19.

Children's dental check-
up

Excluded Services & Other Covered Services:

20% coinsurance

20% coinsurance

20% coinsurance

Covered through the end of the
month in which the covered person
turns 19.

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 Acupuncture
o Cosmetic surgery
e Dental care (Adult)

e Long-term care

e Private-duty nursing

e Routine eye care (Adult)

e Routine foot care

e Weight loss programs - Except for required preventive

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

e Bariatric surgery e Hearing aids - single purchase once every ¢ Non-emergency care when traveling outside the U.S.
e Chiropractic care three (3) years
o Infertility treatment — Limited to the diagnosis
& treatment of underlying medical condition,
artificial insemination, ovulation induction &
oral & injectable fertility drugs.

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 1-877-480-4161.

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 1-877-480-4161.
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:

P 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 $50
B Specialist coinsurance $20
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $50
W Specialist coinsurance $20
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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)
M The plan's overall deductible $50
B Specialist coinsurance $20
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $50 Deductibles $50 Deductibles $50
Copayments $100 Copayments $1,800 Copayments $300
Coinsurance $1,984 Coinsurance $15 Coinsurance $63

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 $2,194 The total Joe would pay is $1,885 The total Mia would pay is $413

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.




TTY: 711

(Kapasal Falawasch)

English To access language services at no cost to you, call the number on your ID card.

Amharic PRIR MIOUCATT SANTE ATITTHE (°FOLLPT AL LAD-T RTC LM

Arabic IS il ddlday e 3 sa sall a8l e Juai¥) ela 1) AdSS g G 50 4 sall) cileadd) e Jganl

Armenian Qtip twpuptnpus 1Eqyny wydwp unphppunympintt unwbwint hwdwp quuquhwnptp dkp
pdohuljut wywhnyuqgnpnipjut pupinh Jpu ipdws hkpupinuwhwdwnpny hkpujunuwhwdwpny

Carolinian

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

MRERREESRT, FRITERRARF LA EZRE

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 Ihrer ID-

German Karte an.
Greek Mo mpooacn oTLG uTnpPecieg YAwooag xwpi¢ xpEwan, KAAESTE ToV 0plOUO oTNV KAPTA achAALCN G 0.
Gujarati dMIR 518 UL Stdell W [detl ¢INL Ad ) Aoddl HI2, dHIRL MLBS] SIS UR 2&E <1612 UR 514 $dl.
Hindi T oY Shrara o TTST JAT3HT AT 3UTNET et o ToIT, 31TeY IS 1S I AT FaR W Frel A |
Hmong Yuav kom tau kev pab txhais lus tsis muaj nqi them rau koj, hu tus naj npawb ntawm koj daim npav ID.
Italian Per accedere ai servizi linguistici senza alcun costo per lei, chiami il numero sulla tessera identificativa.
Japanese EHOEZEY—ERF. DA—FIZHIBEEICHBEE(ESL,

QOGO ME03PO 610G 132001 3:00161006p
Karen msoo:?ap%:aagm:gq»mwpwps%ma;&cﬁ:wpa%ﬁ%%&mgaaa%pm@%p& © (ej) ma%;poooguj
Korean L2 U030 MHIAZE 0125t24H E IDIIEN =S8 HSZ Jetol FAANL.
Laotian ct‘i‘)acéwcﬁg&?)muwﬁsvt%écs@é‘), lnmacdlve luvouraciogegu.

Mon-Khmer, Cambodian

1i8@gjs sumsSuunmgmMmaniRussSSSIgEUInAES
BT SIUNISTMSIUSTEUESISTHUTUMN NS STV S H S

Navajo

T’aa ni nizaad k’ehji bee nika a’doowot doo baah ilinig6o naaltsoos bee atah niljjgo nanitinigii bee
néého’dolzinigii béésh bee hane’i bika’igii aaji’ holne’.

Pennsylvanian-Dutch

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

Persian-Farsi

A5 il 3 alulid IS (55 008 2 jled b (0BG sk 40 Gl ledd 4y s i (51

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

Polish identyfikacyjnej.
Portuguese Para aceder aos servigos linguisticos gratuitamente, ligue para o nimero indicado no seu cartdo
g de identificagdo.
Punjabi 393 T et IR Sz T@ Jrrst Aeet ©f <93 a9e B9, wrue Wil 93 3 i3 $99 '3 26 I3
Russian [na Toro utobbl HecNNaTHO NOMYYUTL MOMOLLL NEepeBoAYMNKa, MO3BOHUTE Mo 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 lingtisticos sin costo alguno, llame al nimero que figura en su tarjeta
de identificacion.

Syriac-Assyrian

fanit Khusin <Kbhe M <iaw L donin duciN <ials hudr <Rals I L odu <ane (<

Tagalog Upang ma-access ang mga serbisyo sa wika nang walang bayad, tawagan ang numero sa iyong ID card.
Thai wnyiusaInsdfansuInismemunenlaglifialdans
Tusalnsuanaariiuansaguuiingsdszarsiuasving
Ukraini LLLo6 6e3KOLITOBH]j OTPMMATU MOBHI MOCNYrM, 33A3BOHITb 38 HOMEPOM, BKa3aHUM Ha BaLlii
rainian ineHTUdIKanHIN KapTuj.
Vietnamese Dé str dung cac dich vu ngdn ngit mién phi, vui 1dng goi s6 dién thoai ghi trén thé ID cla quy vi.




