CONNECTICUT AETNA ADVANTAGE PLAN OPTIONS

PPO 500 For help or questions
call 1-866-508-0618
In-Network Out-of-Network*
Deductible
Individual $500 $1,000
Family $1,000 $2,000
Coinsurance 20% after 50% after
(Member’s responsibility) deductible deductible
Coinsurance Maximum
Individual $1,500 $1,500
Family $3,000 $3,000
Out-of-Pocket Maximum
Individual $2,000 $2,500
Family $4,000 $5,000
Lifetime Maximum* per insured $5,000,000
Non-specialist Office Visit $20 Copay 50% after
(General Physician, Family not subject deductible
Practitioner, Pediatrician or Internist) to deductible
Specialist Visit** $35 Copay 50% after
not subject deductible
to deductible
Hospital Admission™** 20% after 50% after
deductible deductible
Outpatient Surgery 20% after 50% after
deductible deductible
Emergency Room 20% after 20% after
(after deductible) deductible deductible
Annual Routine Gyn Exam $35 Copay 50% after
(Annual Pap/Mammogram) not subject deductible
to deductible
Preventive Health (Annual Physical)  $20 Copay 50% after
($200 per calendar year*) not subject deductible
to deductible
Lab/X-Ray 20% after 50% after
deductible deductible
Skilled Nursing (in lieu of hospital)  20% after 50% after
(30 days per calendar year*) deductible deductible « Maximum  applies  to
Physical/Occupational Therapy and  20% after 50% after combined in :r?d out of
Chiropractic Care deductible deductible network benefits
(24 visits per calendar year*) (3600 Calendar year max.) . h ’
Maternity and pregnancy
Home Health Care 20% after 25% after related expenses are not
(80 visits per calendar year*) deductible deductible covered.
Durable Medical Equipment 20% after 50% after +  Payment for out-of-network
($2,000 per calendar year*) deductible deductible facility care is determined
Urgent Care 20% after 50% after based upon  Aetna’s
deductible deductible Allowable Fee Schedule.
Payment for other out-of
Pharmacy Deductible per Individual ~ $200 (does not $200 (does not network care is determlned
(does not apply to generic)* apply to generic)  apply to generic) bﬁsed UF;]O” the |2|egom|jtei
Generic $15 Copay 50% not subject gui;]gesgrjtce\;vogr Saupp y“els
(Oral Contraceptives Included) not subject to deductible . PP
to deductible were received from a
Preferred Brand/Non-Preferred Brand $25/$40 Copay 50% after Preferred PrOV|d§r. .
(Oral Contraceptives Included) after deductible deductible A Summa“; 7°f ‘EXC'“S'Of”SH 'SlA"tSteOf'
- on page 17. For a full list o
Calendar Year Maximum $2,500 $2,500 benefit coverage and exclusions
per Individual refer to the plan documents.

We want you to know®
Aetna is the brand name used for products and services provided by one or more of the y

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. \K Q t ®
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Aetna PPO 500 Health Insurance Plan Rates — Connecticut
Effective 4/1/07

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

PPO 500

Age Single  Single  Couple**  Male&  Female &  Family+*
Male Female Childiren)  Chikliren)

1} 384 §384 3768 J652 602 31,076

1 231 231 482 $539 $539 770

0218 §154 $154 3308 Jae2 ez 3618
19-24 3162 $233 3355 3470 541 §703
2529 3188 $266 3454 345 574 762
30-34 3215 f88 3502 §523 $506 B8
3539 3263 £206 3559 $561 £614 §Be7
40-44 3301 $335 636 609 fed3 $044
4543 3372 $357 3729 3620 $665 §1,037
E0-54  §430 #1107 887 §788 $715 §1,195
E5-Ed  Je25 £488 #1113 §032 £706 1421
60-64 3277 £620 31,497 §1,185  £028 $1,805
BS4+¥%Y  SO3E $605 31,633 1,246 $1,002 §1,94

Counties: Fairfield and New Haven

PPO 500

Age slngle Single Couple®®  Male & Female &  Famity*+
Male Female Chilldiren} Chikl{ren)

a F415 #4115 330 raz 747 31,162

1 §243 249 458 3581 5581 3830

0218 §1es 166 LEEN 3432 408 64
10-24  $174 £250 424 3506 $5E2 756
2529 $201 £285 485 3533 $617 812
0-24 23 $310 3541 35e3 10 3873
35-39  $201 $320 $600 3603 5661 Jo32
40-44 3322 360 83 3655 $602 31,015
4549 4399 1384 783 LTEL 716 #1115
E0-54 5616 437 §952 842 £760 41,285
E5-59 &7 $525 1196 31,003 $BL7 31,528
B0-64 5342 $666 F1608 31,274 5008 31,940
Bo+¥**  §1,002 5746 #1754 §1.z400 R1078 32086

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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