CONNECTICUT AETNA ADVANTAGE PLAN OPTIONS

PREVENTATIVE AND HOSPITAL CARE 3000

(HSA COMPATIBLE)

In-network Out-of-network*
Deductible
Individual $3,000 $6,000
Family $6,000 $12,000

Coinsurance (Member's Responsibility)

20% after deductible

50% after deductible

Co-insurance Maximum

Individual $2,000 $4,000
Family $4,000 $8,000
Out of Pocket Maximum

Individual $5,000 $10,000
Family $10,000 $20,000
Lifetime Maximum* $5,000,000

Non-specialist Office Visit
(General Physician, Family Practitioner,
Pediatrican or Internist)

Not Covered

Not Covered

Specialist Visit

Not Covered

Not Covered

Hospital Admission

20% after deductible

50% after deductible

Outpatient Surgery

20% after deductible

50% after deductible

Emergency Room

$100 copay (wa
20% after

ived if admitted)
deductible

Annual Routine Gyn Exam
(Annual Pap/Mammogram)

$40 Copay not
subject
to deductible

50% after deductible

Maternity

Not covered

Not covered

Preventive Health
(Physical-every 24 months*)
($ 200 per exam)

$30 copay not
subject
to deductible

50% after deductible

Lab/X-Ray**

Not Covered

Not Covered

Skilled Nursing (In lieu of Hospital)
(30 days per calendar year*)

20% after deductible

50% after deductible

Physical/ Occupational Therapy
and Chiropractic Care

Not covered

Not covered

Home Health Care (In lieu of Hospital)
(80 visits per calendar year*)

20% after deductible

25% after deductible

Durable Medical Equipment**

Not covered

Not covered

Pharmacy Deductible per Individual
(does not apply to generic)*

Not Applicable

Not Applicable

Generic
(Oral Contraceptives included)

Not Covered***

Not Covered***

(Oral Contractives Included)

Preferred Brand Name/Non-Preferred Brand

Not Covered***

Not Covered***

Calendar Year Maximum
per Individual*

Not Covered***

Not Covered***

Aetna is the brand name used for products and services provided by one or more of the
Aetna group of subsidiary companies. The Aetna Advantage Plans for individuals and
families are offered by Aetna Life Insurance Company through an out-of-state blanket trust.

* %

++
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Maximum applies to combined in
and out-of-network benefits
Diabetic and Ostomy-supplies are
covered Max. of $1,000 per
calendar year.

Payment for out-of-network
facility care is determined based
upon Aetna’s Allowable Fee
Schedule. Payment for other out-
of network care is determined
based upon the negotiated charge
that would apply if such services or
supplies were received from a
Preferred Provider.

QOutpatient Hospital Lab/XRays
(including  complex imaging)
covered if such services would
have been performed as an
Inpatient. Aetna will $100 per
occurrence. Outpatient Hospital -
Any other services Aetna will
provide coverage of max. of $50
paid if services rendered within 72
hours of accident.

For a full list of benefit coverage and
exclusions refer to the plan documents.
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1-866-508-0618
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Aetna Preventative & Hospital Care3000 Plan Rates — Connecticut
Effective 4/1/07

Counties: Hartford, Litchfield, Middlesex, New London, Tolland, and Windham

Preventative and Hospital Care 3000

Age Single  Single Coupla*™ Male &  Female &  Famlly™
Male Femals Chlliren)  Childireny
4] $112 112 §224 $202 202 $314
1 $67 $67 134 $157 157 §224
2-18 §45 5 F90 $135 135 §180
19-24 F4a 70 jla 138 §1c0 f208
25-20 59 B4 3143 149 174 $233
30-34 LT $95 168 161 185 $256

3530 $87 $105 §162 $177 $195 $282
40-44  $109 $121 $230 $198 211 $320
4543 §139 $124 §273 $229 §224 $363
E0-54  §13s §157 §343 $276 §247 133
EE-GO §243 $105 $443 £238 §2BL $533
el-e4  £357 §252 $600 a7 $242 £600
EL4r*Y  §383 $2E2 b 11 73 $372 §756

Counties: Fairfield and New Haven

Preventative and Hospital Care 3000

Age Single single Coupla®®  Male & Female &  Famlly*™*
Male Femiale Chllekren)  Childiren)

i} 122 $122 §244 $220 220 342

1 73 73 Jlas 1 1 $244

2-18 49 40 joa 4z §147 108

19-24 $52 74 1268 $150 f172 $224

25-29 f64 £90 §154 $162 188 $252

30-34  §77 $102 §120 $175 201 $278
35-38 §94 $115 209 $192 §213 $307
4044 §116 §120 §245 §214 §227 $343
45-49  £149 $145 §294 £247 242 §302
L0-54  $200 £160 Ll $208 $267 467
E5-50 $2e6 $209 3475 264 $207 $573
el-64 384 21 3655 482 $368 $753
Bo+*rr f411 $302 714 $509 401 812

Dental Rates — All Connecticut Counties

Monthly Dental Rates®

single Couple Parent & Familly
Childiren)
315 $29 42 $57

Your rates are guaranteed not to increase for
12 months from your effective date!

*  Rates are subject to increass upon undenariting revisw,

**  Couplk and Family ratss are based on the age of the oldest spousaicivil
unicn partner..

**% Ags 65+ rates are not available to rew applicants.

t Dental is offered only if medical coverage i obtained.
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