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Schedule of benefits  
 
This schedule of benefits lists the eligible vision services and supplies, policy year frequency limits, and 
maximums, if any, that apply to the services you get under this plan.  
 

How to read your schedule of benefits 
 You are responsible for full payment of any vision care services you receive that are not a covered 

benefit or that exceed your policy year frequency limit.  

 This plan has maximum allowances for specific in-network covered benefits. These are dollar amount 
maximums for covered benefits. 

 This plan has scheduled limits for specific out-of-network covered benefits. These are dollar amount 
maximums for covered benefits.  

 The deductible and copayments listed in the schedule of benefits below reflect the deductible and 
copayment amounts under your plan.  

 You are responsible to pay any deductible and copayments. 

 Some of these services may not be covered out-of-network. When this happens you will see “Not 
covered” in the out-of-network column.  

 

How to contact us for help 

We are here to answer your questions.  

 Log onto your secure member website at www.aetnavision.com. 

 Call Member Services at the toll-free number on your ID card 1-877-973-3238. 
 
Aetna Life Insurance Company’s student policy provides the coverage described in this schedule of benefits. This 
schedule replaces any schedule of benefits previously in use. Keep it with your certificate of coverage. 
 

Your financial responsibility and determination of benefit provisions 
Your financial responsibility for the cost of services is based on your plan copayment or maximum benefit when 
the service or supply is provided, not when payment is made. Determinations regarding when benefits are 
covered are subject to the terms and conditions of the certificate of coverage. 

 

  

http://www.aetnavision.com/
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Plan features 
 
 

Eligible vision services 
 

In-network coverage Out-of-network 
coverage 

 

Vision examination 
Routine eye exam 
 

$10 copayment $25 scheduled limit 
 

Maximum benefit per policy 
year  
 

1 visit 

Prescription lenses 

Single vision 
 

$25 copayment $10 scheduled limit 
 

Maximum benefit per policy 
year  
 

1 pair of lenses 

Bifocal 
 

$25 copayment $25 scheduled limit 
 

Maximum benefit per policy 
year  
 

1 pair of lenses 

Trifocal 
 

$25 copayment $55 scheduled limit 
 

Maximum benefit per policy 
year  
 

1 pair of lenses 

Lenticular 
 

$25 copayment $55 scheduled limit 
 

Maximum benefit per policy 
year  
 

1 pair of lenses 

Standard progressive 
 

$90 copayment $25 scheduled limit 
 

Maximum benefit per policy 
year  
 

1 pair of lenses 

Premium progressive $90 copayment then the plan 
pays up to $120 maximum 
allowance 
 

$25 scheduled limit 
 

Maximum benefit per policy 
year  
 

1 pair of lenses 
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Frames 

 $130 maximum allowance 
 

$65 scheduled limit 
 

Maximum benefit per policy 
year  
 

1 frame 

Contact lenses 

Conventional contact lenses 
 

$105 maximum allowance $75 scheduled limit 
 

Maximum benefit per policy 
year  
 

1 order 

Disposable contact lenses 
 

$105 maximum allowance $75 scheduled limit 
 

Maximum benefit per policy 
year  
 

1 order 

Medically necessary contact 
lenses 
 

$0 copayment 
 

$200 scheduled limit 
 

Maximum benefit per policy 
year  
 

1 order 

 
As to coverage for prescription lenses in a policy year this benefit will cover either prescription lenses for 
eyeglass frames or prescription contact lenses, but not both. 
 
The benefit for contact lenses is for materials only and does not include the office visit for the fitting of 
prescription contact lenses. 
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Welcome 
 
Thank you for choosing Aetna. 
 
This is your certificate of coverage, or “certificate.” It is one of three documents that together describe the 
benefits covered by your Aetna plan for in-network and out-of-network coverage. 
 
This certificate will tell you about your covered benefits – what they are and how you get them. It is your 
certificate of coverage under the student policy, and it replaces all certificates describing similar coverage that 
we sent to you before. The second document is the schedule of benefits. It tells you how we share expenses for 
eligible vision services and tells you about limits – like when your plan covers only a certain number of visits. 
 
The third document is the student policy between Aetna Life Insurance Company (Aetna) and the policyholder. 
Ask the policyholder if you have any questions about the student policy. 
 
Sometimes, these documents have amendments, inserts or riders which we will send you. These change or add 
to the documents they’re part of. When you receive these, they are considered part of your Aetna plan for 
coverage.  
 
Where to next? Try the Let’s get started! section. Let's get started! gives you a summary of how your plan works. 
The more you understand, the more you can get out of your plan.  
 
Welcome to your Aetna plan. 
 
Right to examine and return policy 
Please read your policy carefully. If, for any reason, you are not satisfied, you have 10 days but no more than 30 
days after receiving the policy to return it to us. If returned, the policy will be void from its beginning and you 
will receive a full refund of any premium contributions paid, less benefits paid. This does not apply to 
transferred business.  
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Let’s get started! 
 
Here are some basics. First things first – some notes on how we use words. Then we explain how your plan 
works so you can get the most out of your coverage. But for all the details – this is very important – you need to 
read this entire certificate of coverage and the schedule of benefits. And if you need help or more information, 
we tell you how to reach us.  
 

Some notes on how we use words in the certificate and schedule of benefits 
 When we say “you” and “your”, we mean the covered student and any covered dependents. 

 When we say “us”, “we”, and “our”, we mean Aetna. 

 Some words appear in bold type. We define them in the Glossary section. 
 

Sometimes we use technical vision language that is familiar to vision providers.  
 

What your plan does – providing covered benefits 
Your plan provides covered benefits. These are eligible vision services. Your plan has an obligation to pay for 
eligible vision services. 
 

How your plan works – starting and stopping coverage 
Your coverage under the plan has a start and an end. You start coverage after you complete the eligibility and 
enrollment process. To learn more see the Who the plan covers section. 
 
Your coverage typically ends when you are no longer a student. Family members can lose coverage for many 
reasons. To learn more see the When coverage ends section. 
 

How your plan works while you are covered in-network 
Your in-network coverage helps you: 

 Get and pay for a lot of – but not all – vision care services. These are eligible vision services. 

 Pay less cost share when you use a network provider. 
 

1. Eligible vision services 
So what are eligible vision services? They are vision care services that meet these three requirements: 

 They appear in the Eligible vision services under your plan section. 

 They are not listed in the What your plan doesn’t cover –eligible vision service exclusions section. 

 They are not beyond any limits in the schedule of benefits. 
 

2. Providers 
Our network of vision providers is there to give you the care you need. You can find network providers and 
see important information about them most easily on our online vision provider directory. Just log into your 
secure member website at www.aetnavision.com. 
 
For more information about the network and the role of your vision provider, see the Who provides the care 
section. 
 
You will not have to submit claims for treatment received from network vision providers. Your network 
vision provider will take care of that for you. And we will directly pay the network vision provider for what 
the plan owes. 
 

http://www.aetnavision.com/


 

AL HCOC-SH-VisionAVP 02 5 PA GE-02 
 

Your in-network coverage means: 

 You are responsible for any copayment shown in the schedule of benefits. 

 The plan will pay for covered expenses, up to the maximum shown in the schedule of benefits. You are 
responsible for any expenses over the maximum. 

 

3. Paying for eligible vision services – sharing the expense 
Generally your plan and you will share the expense of your eligible vision services when you meet the 
general requirements for paying. 

 
But sometimes your plan will pay the entire expense, and sometimes you will. For more information see the 
What the plan pays and what you pay section, and see the schedule of benefits. 

 

How your plan works while you are covered out-of-network 
You have coverage when you want to get your care from providers who are not part of the Aetna network under 
your plan. It’s called out-of-network coverage. 

 
Your out-of-network coverage: 

 Means you may have to pay for services at the time they are provided. You may be required to pay the 
full charges and submit a claim for reimbursement to us. You are responsible for completing and 
submitting claim forms for reimbursement of eligible vision services that you paid directly to a provider. 

 Means you will pay a higher cost share when you use an out-of-network provider. 
 

You will find details on: 

 Out-of-network providers and any exceptions in the Who provides the care section 

 Cost sharing in the What the plan pays and what you pay section, and your schedule of benefits 

 Claim information in the When you disagree - claim decisions and appeals procedures section 
 

How to contact us for help 

We are here to answer your questions. You can contact us by: 

 Logging onto your Aetna secure member website at www.aetnavision.com 

 Registering for Aetna our secure Internet access to reliable vision information, tools and resources 
 

Online tools will make it easier for you to make informed decisions about your vision care, view claims, research 
care and treatment options, and access information. 
 
You can also contact us by: 

 Calling Aetna Member Services at the toll-free number on your ID card 1-877-973-3238 

 Writing us at Aetna Life Insurance Company, 151 Farmington Ave, Hartford, CT 06156 
 

http://www.aetnavision.com/
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Your member ID card 
We issued to you a digital ID card which you can view or print by going to the secure website at 
www.aetnavision.com. When visiting vision providers, you don’t need to show them an ID card. Just provide 
them with your name, date of birth and either your printed ID card or social security number. The vision office 
can use that information to verify your eligibility and benefits. 
 
If you don’t have internet access, call Member Services at the toll-free phone number in the How to contact us 
for help section. You can also access your digital ID card when you’re on the go. To learn more, visit us at 
www.aetnavision.com/mobile. 
 
Remember, only you and your covered dependents can use your digital ID card. If you misuse your card by 
allowing someone else to use it, that is fraud and we may end your coverage. See the Honest mistakes and 
intentional deception section for details. 
 

http://www.aetnavision.com/
http://www.aetnavision.com/mobile
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Who the plan covers 
 
You will find information in this section about: 

 Who is eligible 

 When you can join the plan 

 Who can be on your plan (who can be your dependent) 

 Adding new dependents  

 Special times you and your dependents can join the plan 
 

Who is eligible 
You are eligible if you are a: 

• full-time undergraduate international student  
• graduate international student holding a J-1 Visa  
• currently enrolled full-time domestic undergraduate student  
• full-time graduate student  
• currently enrolled domestic part-time undergraduate  
• part-time domestic graduate student 

 

When you can join the plan  
 
As a student you can enroll yourself and your dependents: 

 During the enrollment period 

 At other special times during the year (see the Special times you and your dependents can join the plan 
section below) 

 
If you do not enroll yourself and your dependents when you first qualify for vision benefits, you may have to 
wait until the next enrollment period to join. 
 

Who can be on your plan (who can be your dependent)  
If your plan includes dependent coverage, you can enroll the following family members on your plan. (They are 
referred to in this certificate of coverage as your “dependents”.)  
• Your legal spouse that resides with you  

 Your dependent children – your own or those of your spouse 
o Your biological children 
o Your stepchildren 
o Your legally adopted children 
o A child legally placed with you for adoption 
o Your foster children, including any children placed with you for adoption 
o Any children you are responsible for under a qualified medical support order or court-order 

(without regard to whether or not the child resides with you) 
 
A dependent does not include an eligible student listed above in the Who is eligible – When you can join the plan 
section. 
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Adding new dependents  
You can add the following new dependents any time during the year:  

 A spouse - If you marry, you can put your spouse on your plan.  
- We must receive your completed enrollment information not more than 31 days after the date of 
your marriage.  
- Ask your policyholder when benefits for your spouse will begin. It will be:  

o No later than the first day of the first calendar month after the date we receive your completed 
enrollment information 
o Within 31 days of the date of your marriage  

 A newborn child - Your newborn child is covered on your vision plan for the first 31 days after birth. 
- To keep your newborn covered, you must notify us (or our agent) of the birth and pay any required 
premium contribution during that 31 day period. 

- You must still enroll the child within 31 days of birth even when coverage does not require payment 
of an additional premium contribution for the newborn.  
- If you miss this deadline, your newborn will not have vision benefits after the first 31 days. 

 An adopted child or a child legally placed with you for adoption - A child that you, or that you and your 
spouse adopt or is placed with you for adoption is covered on your plan for the first 31 days after the 
adoption or the placement is complete.  

- To keep your adopted child covered, we must receive your completed enrollment information 
within 31 days after the adoption or placement for adoption.  

- You must still enroll the child within 31 days of the adoption or placement for adoption even when 
coverage does not require payment of an additional premium contribution for the child. 

- If you miss this deadline, your adopted child or child placed with you for adoption will not have 
vision benefits after the first 31 days. 

 A stepchild – You may put a child of your spouse on your plan.  
- You must complete your enrollment information and send it to us within 31 days after the date of 
your marriage with your stepchild’s parent. 

- Ask the policyholder when benefits for your stepchild will begin. It is either on the date of your 
marriage or the first day of the month following the date we receive your completed enrollment 
information. 

 

Inform us of any changes 
It is important that you inform us of any changes that might affect your benefit status. This will help us 
effectively deliver your benefits. Please contact us as soon as possible with changes such as: 

 Change of address or phone number 

 Change in marital status 

 Change of covered dependent status 

 You enroll in any other group vision plan 

 
Special times you and your dependents can join the plan  
You can enroll in these situations when:  

 You have added a dependent because of marriage, birth, adoption, placement for adoption or foster 
care. See the Adding new dependents section for more information. 

 You did not enroll in this plan before because:  
- You were covered by another group vision plan, and now that other coverage has ended 
- You had COBRA, and now that coverage has ended 

 A court orders that you cover a current spouse or a minor child on your vision plan.  
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We must receive your completed enrollment information from you within 31 days of the event or the date on 
which you no longer have the other coverage mentioned above. 
 

Effective date of coverage  
Enrollment 
Student coverage 
If you enrolled on or before the effective date of the student policy, you are covered on the effective date of the 
student policy. Your coverage begins only if we received your completed enrollment application you did not 
waive automatic enrollment in the student plan and you paid any required premium contribution. 
 
If you enroll after the effective date of the student policy, your coverage begins on the date you enroll as long 
as: 

 We agree  

 We receive your completed enrollment request 

 You pay any premium contribution 
 
Dependent coverage 
Your dependent’s coverage begins on the date we receive a completed enrollment application and you pay any 
required premium contribution. See the Adding new dependents section for details. 
  

Late enrollment 
If we receive your enrollment application and premium contribution more than 31 days after the date you 
become eligible, coverage will only become effective if, and when: 

 We agree to enroll you 

 You enroll during the policyholder’s late enrollment period, or 

 You enroll because you lost coverage for any reason under another vision plan with similar vision 
coverage 
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Eligible vision services under your plan  
 
Eligible vision services include services provided by an ophthalmologist or optometrist. 
 
You may get vision services and supplies from any vision providers in our network. Your out-of-pocket costs will 
usually be lower when you use network providers.  
 
You may use out-of-network vision providers for covered vision services and supplies under this plan. Your 
costs will be higher when you use vision providers who are not in our network. Some services and supplies may 
only be covered when provided by a network provider. Refer to your schedule of benefits for more information. 
 

Eye exam 
Eligible vision services include: 

 Routine/comprehensive eye exam by an ophthalmologist or optometrist to diagnose or identify existing 
conditions of the eye or vision. This includes: 
- Case history 
- General patient observation 
- Clinical and diagnostic testing and evaluation, including dilation 
- Refraction 
- Color vision testing 
- Stereopsis testing 
- Case presentation 
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What your plan doesn’t cover – eligible vision service exclusions 
 
We already told you about the many vision care services and supplies that are eligible for coverage under your 
plan in the Eligible vision services under your plan section. In that section we also told you that some vision care 
services and supplies have exclusions. For example, cosmetic surgery is never covered. This is an exclusion. 
 
In this section we tell you about the exclusions that apply to your plan.  
 
And just a reminder, you'll find benefit and coverage limitations in the schedule of benefits. 
 

Exclusions 
The following are not eligible vision services under your plan except as described in the Eligible vision services 
under your plan section of this certificate of coverage, or by a rider or amendment included with this certificate 
of coverage:  
 

Cosmetic services and plastic surgery 
 Any treatment, surgery (cosmetic or plastic), service or supply to alter, improve or enhance the shape or 

appearance of the body. Whether or not for psychological or emotional reasons.  
 

Court-ordered services and supplies 
 Includes those court-ordered services and supplies, or those required as a condition of parole, 

probation, release or as a result of any legal proceeding 
 

Diabetic care 
 Costs associated with securing frames, lenses, or any related vision supplies  

 Orthoptics or vision training and any associated supplemental testing 

 Surgical procedures, including laser or any other form of refractive surgery, and any pre- operative or 
post-operative services 

 Pathological treatment of any type for any condition 

 Any eye examination required by an employer as a condition of employment 

 Insulin or any medications or supplies of any type 

 Services and supplies not included in this plan 

 
Examinations 
Any vision examinations needed: 

 Because a third party requires the exam. Examples are examinations to get or keep a job, or 
examinations required under a labor agreement or other contract. 

 Because a law requires it. 

 To buy insurance or to get or keep a license. 

 To travel. 

 To go to a school, camp, or sporting event, or to join in a sport or other recreational activity. 
 

Laser in-situ keratomileusis (LASIK) 
 Including related procedures designed to surgically correct refractive errors 
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Other primary payer 
 Payment for a portion of the charge that Medicare or another party is responsible for as the primary 

payer 

 
Personal care, comfort or convenience items 

 Any service or supply primarily for your convenience and personal comfort or that of a third party. 
 

Services provided by a family member 
 Services provided by a spouse, civil union partner, domestic partner, parent, child, step-child, brother, 

sister, in-law or any household member 
 

Services, supplies and drugs received outside of the United States 
 Non-emergency services, outpatient prescription drugs or supplies received outside of the United 

States. They are not covered even if they are covered in the United States under this certificate of 
coverage. 

 

Treatment in a federal, state, or governmental entity 
 Any care in a hospital or other facility owned or operated by any federal, state or other governmental 

entity, except to the extent coverage is required by applicable laws 
 

Vision care services and supplies 

 Orthoptic or vision training 

 Low vision exams, testing and aids, unless specifically covered under the Eligible vision services under 
your plan section. 

 Aniseikonic lenses 

 Medical and/or surgical treatment of the eye, eyes, or supporting structures 

 Any vision examination, or any corrective eyewear required by a policyholder as a condition of 
employment 

 Safety eyewear 

 Services provided as a result of any workers’ compensation law, or similar legislation, or required by any 
governmental agency or program whether federal, state or subdivisions thereof 

 Plano (non-prescription) lenses  

 Non-prescription sunglasses 

 Two pair of glasses in lieu of bifocals 

 Services rendered after the date you cease to be covered under the plan, except when vision materials 
were ordered before coverage ended are delivered, and the services rendered are within 31 days from 
the date of such order 

 Services or materials provided by any other group benefit plan providing vision care 

 Lost or broken lenses, frames, glasses or contact lenses will not be replaced except in the next benefit 
frequency when vision materials would become available 



 

AL HCOC-SH-VisionAVP 02 13 PA GE-02 
 

Who provides the care 
 
Just as the starting point for coverage under your plan is whether the services and supplies are eligible vision 
services, the foundation for getting covered care is the network. This section tells you about network providers 
and out-of-network providers. 
 

Network providers 
We have contracted with vision providers to provide eligible vision services and supplies to you. These vision 
providers make up the network for your plan. For you to receive the network level of benefits you must use 
network providers for eligible vision services. 
 
You may select a network provider from the directory or by logging on to our website at www.aetnavision.com. 
You can search our online directory for names and locations of vision providers or contact Member Services at 
the toll-free number on your ID card in the How to contact us for help section.  
 
You will not have to submit claims for treatment received from network providers. Your network provider will 
take care of that for you. And we will directly pay the network provider for what the plan owes. 
 
We will tell you what we have paid for eligible vision services and supplies. We will tell you if you owe any 
amounts or if any services or supplies are not covered. You can receive this from us by e-mail or through the 
mail. 
 

Out-of-network providers 
You also have access to out-of-network providers. This means you can receive eligible vision services from an 
out-of-network provider. If you use an out-of-network provider to receive eligible vision services, you will pay 
more.  
 
You will have to submit claims for treatment received from out-of-network providers. 
 
 
 

http://www.aetnavision.com/
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What the plan pays and what you pay 
 
Who pays for your eligible vision services – this plan, both of us, or just you? That depends. This section gives 
the general rule and explains these key terms: 

 Your in-network copayments 

 Your out-of-network scheduled limits 

 Your out-of-network deductibles 

 Your in-network maximum allowances 

 
We also remind you that sometimes you will be responsible for paying the entire bill – for example, if you get 
care that is not an eligible vision service. 
 

Special financial responsibility 
You are responsible for the entire expense of Cancelled or missed appointments 
 
Neither you nor we are responsible for: 

 Charges for which you have no legal obligation to pay 

 Charges that would not be made if you did not have coverage  
 

Where your schedule of benefits fits in 

How your in-network copayment works 
Your copayment is the amount you pay for in-network eligible vision services. Your schedule of benefits shows 
you which copayment you need to pay for specific eligible vision services. 
 

How your out-of-network scheduled limit works 
This means that the plan reimburses a benefit up to the scheduled limit.  
 

How your in-network maximum allowance works 
The maximum allowance is the most your plan will pay for in-network eligible vision services incurred by a 
covered person per policy year. You are responsible for any amounts above the maximum allowance. 
 

How your out-of-network deductible works 
Your out-of-network deductible is the amount you need to pay before your plan begins to pay benefits for an 
eligible vision service from an out-of-network provider. Your schedule of benefits shows the out-of-network 
deductible amounts that apply to your plan.  
 
Once you have met the deductible, we will start sharing the cost with you for the out-of-network eligible vision 
service. 
 

Important note: 
See the schedule of benefits for any copayments, deductibles, maximum allowances, scheduled limits, and visit 
limits that may apply. 
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When you disagree - claim decisions and appeals procedures 
 
In the previous section, we explained how you and we share responsibility for paying for your eligible vision 
services.  
 
When a claim comes in, we review it, make a decision and tell you how you and we will split the expense. We 
also explain what you can do if you think we got it wrong. 
 

Claim procedures 
You or your vision provider are required to send us a claim in writing. You can request a claim form from us. We 
will review that claim for payment to the vision provider or to you as appropriate. 

 

Notice Requirement Deadline 
Submit a claim  You should notify and 

request a claim form from 
us 

 The claim form will provide 
instructions on how to 
complete and where to 
send the form(s) 

 

 You must send us notice 
and proof within 90 days 

 If you are unable to 
complete a claim form, you 
may send us:  
- A description of 

services 
- Bill of charges 
- Any vision 

documentation you 
received from your 
vision provider 

Proof of claim 

 
When you have received a 
service from an eligible vision 
provider, you will be charged.  
 
The information you receive 
for that service is your proof 
of loss. 

 A completed claim form 
and any additional 
information required by us 

 You must send us notice 
and proof within 90 days 

Benefit payment  Written proof must be 
provided for all benefits 

 If any portion of a claim is 
contested by us, the 
uncontested portion of the 
claim will be paid promptly 
after the receipt of proof 
of loss 

 Benefits will be paid as 
soon as the necessary 
proof to support the claim 
is received 

 
If, through no fault of your own, you are not able to meet the deadline for filing a claim, your claim will still be 
accepted if it is filed as soon as possible. Unless you are legally incapacitated, late claims will not be covered if 
they are filed more than 2 years after the deadline.  
 



 

AL HCOC-SH-VisionAVP 02 16 PA GE-02 
 

Communicating our claim decisions 
The amount of time that we have to tell you about our decision on a claim is shown below. 
 
Post-service claim  
A post service claim is a claim that involves vision care services you have already received.  
 

Type of notice Post-service claim 

Initial decision by us 30 days 

Extensions 15 days 

If we request more information 30 days 

Time you have to send us additional information 45 days 

 

Adverse benefit determinations 
Sometimes we pay only some of the claim. And sometimes we don’t pay at all. Any time we don’t pay even part 
of the claim that is an “adverse benefit determination” or “adverse decision.” 
 
If we make an adverse benefit determination, we will tell you in writing. 
 

The difference between a complaint and an appeal 
A complaint 
You may not be happy about a vision provider or an operational issue, and you may want to complain. You can 
call or write Member Services. Your complaint should include a description of the issue. You should include 
copies of any records or documents that you think are important. We will review the information and provide 
you with a written response within 30 calendar days of receiving the complaint. We will let you know if we need 
more information to make a decision. 
 
An appeal 
You can ask us to review an adverse benefit determination. This is called an appeal. You can appeal to us 
verbally or in writing. 
 
Appeals of adverse benefit determinations 
You can appeal our adverse benefit determination. We will assign your appeal to someone who was not 
involved in making the original decision. You must file an appeal within 180 calendar days from the time you 
receive the notice of an adverse benefit determination.  
 
You can appeal by sending a written appeal to the address on the notice of adverse benefit determination. Or 
you can call Member Services at the toll-free number on your ID card in the How to contact us for help section. 
You need to include: 

 Your name 

 The policyholder’s name 

 A copy of the adverse benefit determination  

 Your reasons for making the appeal 

 Any other information you would like us to consider 
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Another person may submit an appeal for you, including a vision provider. That person is called an authorized 
representative. You need to tell us if you choose to have someone else appeal for you (even if it is your vision 
provider). You should fill out an authorized representative form telling us that you are allowing someone to 
appeal for you. You can get this form by contacting us. You can use an authorized representative at any level of 
appeal.  
 
You can appeal two times under this plan. If you appeal a second time you must present your appeal within 60 
calendar days from the date you receive the notice of the first appeal decision.  
 

Timeframes for deciding appeals 
The chart below shows a timetable view of the type of notice and how much time we have to tell you about our 
decision. 
 

Type of notice Post-service appeal 

Initial decision by us 30 days 

Extensions 15 days 

If we request more information 30 days 

Time you have to send us additional information 45 days 

 

Exhaustion of appeals process 
In most situations you must complete the one level of appeal with us before you can take these other actions:  

 Contact the Pennsylvania Department of Insurance to request an investigation of a complaint or appeal. 

 File a complaint or appeal with the Pennsylvania Department of Insurance.  

 Pursue arbitration, litigation or other type of administrative proceeding. 
 

Recordkeeping 
We will keep the records of all complaints and appeals for at least 10 years.  
 

Fees and expenses 
We do not pay any fees or expenses incurred by you when you submit a complaint or appeal. 
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When coverage ends 
 
Coverage can end for a number of reasons. This section tells you how and why coverage ends, and when you 
may still be able to continue coverage. 
 

When will your coverage end? 
Your coverage under this plan will end if: 

 This plan is discontinued 

 The student policy ends 

 You voluntarily stop your coverage 

 You are no longer eligible for coverage , including when you are no longer in an eligible class  

 The last day for which any required premium contribution has been paid  

 We end your coverage 

 You become covered under another vision plan offered by your policyholder 

 The date you withdraw from the school because of entering the armed forces of any country 
 

If your coverage ends because you withdraw from school for reasons other than entering the armed forces, we 
will not refund premium contributions. You are covered for the policy term for which you enrolled and paid the 
premium contribution. 
 
If you withdraw from school because you have entered the armed forces, premiums will be refunded, on a pro-
rata basis, when we receive your request within 90days from the date of the withdrawal. 
 

When will coverage end for any dependents? 
Coverage for your dependent will end if: 

 Your dependent child reaches age 26. Coverage will end on the first premium due date following the 
child’s birthday. 

 Your dependent is no longer eligible for coverage ,including the date dependents are no longer in an 
eligible class. 

 The student policy ends. 

 You do not make the required premium contribution toward the cost of dependents’ coverage. 

 Your coverage ends for any of the reasons listed above. 
 

Why would we end your coverage? 
We will give you 30 days advance written notice before we end your coverage because you commit fraud or 
intentionally misrepresent yourself when you applied for or obtained coverage. You can refer to the General 
provisions – other things you should know section for more information on loss of coverage.  
 
On the date your coverage ends, we will refund to the policyholder any prepayments for periods after the date 
your coverage ended. 
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General provisions – other things you should know  
 

Administrative provisions 
How you and we will interpret this certificate of coverage 
We prepared this certificate according to federal and state laws that apply. You and we will interpret it 
according to these laws. Also, you are bound by our interpretation of this certificate when we administer your 
coverage, so long as we use reasonable authority. 
 

How we administer this plan 
We apply policies and procedures we’ve developed to administer this plan. 
 
We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, sexual 
orientation, or health status in the administration of the plan including enrollment and benefit determinations. 
 

Who’s responsible to you 
We are responsible to you for what our employees and other agents do.  
 
We are not responsible for what is done by your vision providers. They are not our employees or agents. 
 

Coverage and services 
Your coverage can change  
Sometimes things happen that are outside of our control. These are things such as natural disasters, epidemics, 
fire and riots. We will try hard to get you access to the services you need even if these things happen. 
 
Your coverage is defined by the student policy. This document may have amendments or riders too. Under 
certain circumstances, we or the policyholder or the law may change your plan according to the requirements of 
the student policy. Only Aetna may waive a requirement of your plan. No other person – including the 
policyholder or vision provider – can do this. 
 
If your student status changes the amount of your coverage or benefit levels, the change will take effect on the 
date of the status change and the amount of coverage or benefit level will be changed to the new amount. 
 
A retroactive change in your student status will not cause a retroactive change in your coverage. 
 
If your dependent status changes the amount of your dependent coverage or benefit levels, the change will take 
effect on the date of the status change and the amount of coverage or benefit level will be changed to the new 
amount. 
 

Financial sanctions exclusions 
If coverage provided under this certificate of coverage violates or will violate any economic or trade sanctions, 
the coverage will be invalid immediately. For example, we cannot pay for eligible vision services if it violates a 
financial sanction regulation. This includes sanctions related to a person or a country under sanction by the 
United States, unless it is allowed under a written license from the Office of Foreign Asset Control (OFAC). You 
can find out more by visiting http://www.treasury.gov/resource-center/sanctions/Pages/default.aspx. 
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Legal action  
You must complete the appeal process before you take any legal action against us for any expense or bill. See 
the When you disagree – claim decisions and appeals procedures section. You cannot take any action until 60 
days after we receive written submission of claim. 
  
No legal action can be brought to recover payment under any benefit after 3 years from the deadline for filing 
claims. 
 

Records of expenses 
You should keep complete records of your expenses. They may be needed for a claim. 
 
Things that would be important to keep are: 

 Names of physicians and vision providers who provide services 

 Dates expenses are incurred 

 Copies of all bills and receipts 
 

Honest mistakes and intentional deception 
Honest mistakes 
You or your policyholder may make an honest mistake when you share facts with us. When we learn of the 
mistake, we may make a fair change in premium contribution or in your coverage. If we do, we will tell you what 
the mistake was. We won’t make a change if the mistake happened more than 1 years before we learned of it. 
 

Intentional deception  
If we learn that you defrauded us or you intentionally misrepresented material facts, we can take actions that 
can have serious effects on your coverage. These include, but are not limited to: 

 Loss of coverage, starting at some time in the past. If we paid claims for your past coverage, we will 
want the money back. 

 Loss of coverage going forward. 

 Denial of benefits. 

 Recovery of amounts we already paid. 
  
We also may report fraud to criminal authorities. 
 

Some other money issues 

Assignment of benefits 
When you see a network provider, they will usually bill us directly. When you see an out-of-network provider, 
we may choose to pay you or to pay the provider directly. Unless we have agreed to do so in writing and to the 
extent allowed by law, we will not accept an assignment to an out-of-network provider under this student 
policy. This may include:  

 The benefits due  

 The right to receive payments or  

 Any claim you make for damages resulting from a breach, or alleged breach, of the terms of this student 
policy 

  
To request assignment you must complete an assignment form. The assignment form is available from the 
policyholder. The completed form must be sent to us for consent. 
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Recovery of overpayments 
We sometimes pay too much for eligible vision services or pay for something that this plan doesn’t cover. If we 
do, we can require the person we paid – you or your vision provider – to return what we paid.  
 
Grace period 
You will be allowed a grace period of 31 days after the due date for the payment of each contribution due after 
the first contribution payment. If contributions are not paid by the end of the grace period, your coverage will 
automatically terminate at the end of the grace period. 
 
Payment of premiums  
The first premium payment for this policy is due on or before your effective date of coverage. Your next 
premium payment will be due the 1st of each month (“premium due date”). Each premium payment is to be 
paid to us on or before the premium due date.  
 

Your vision information 
We will protect your vision information. We use and share it to help us process your claims and manage your 
plan. You can get a free copy of our Notice of Privacy Practices. Just call Member Services at the toll-free number 
on your ID card in the How to contact us for help section. When you accept coverage under this plan, you agree 
to let your vision providers share your information with us. We will need information about your physical and 
mental condition and care. 
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Glossary 
 

Aetna 
Aetna Life Insurance Company, an affiliate, or a third-party vendor under contract with Aetna. 

 

Calendar year 
A period of 12 months that begins on January 1st and ends on December 31st. 
 

Copayment 
The dollar or percentage amount that you have to pay to a network provider for an eligible vision service. 
 

Cosmetic 
Services, drugs or supplies that are primarily intended to alter, improve or enhance your appearance. 
 

Covered benefits  
Eligible vision services that meet the requirements for coverage under the terms of this plan. 
 

Deductible 
The percentage amount that you have to pay for an eligible vision service from an out-of-network provider. 
 

Directory  
The list of network providers for your plan. The most up-to-date directory for your plan appears at 
www.aetnavision.com. When searching for a network provider, you need to make sure that you are searching 
for providers that participate in your specific plan. Network providers may only be considered part of the 
network for certain Aetna plans. When searching for network vision providers, you need to make sure you are 
searching under vision plan. 
 

Effective date of coverage 
The date your and your dependent’s coverage begins under this certificate as noted in our records. 
 

Eligible vision services 
The vision care services and supplies listed in the Eligible vision services under your plan section and not listed or 
limited in the What your plan doesn’t cover –eligible vision service exclusions section or in the schedule of 
benefits. 
 

Lifetime maximum allowance 
This is the most this plan will pay for charges that you incur during your lifetime for eligible vision services from 
a network provider. 
 

Lifetime scheduled limit 
This is the most this plan will pay for charges that you incur during your lifetime for eligible vision services from 
an out-of-network provider. 
 

Maximum allowance 
This is the most the plan will pay in a period of time for charges that you incur for eligible vision services from a 
network provider. 
 

http://www.aetnastudenthealth.com/
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Network provider 
A provider listed in the directory for your plan or who we otherwise designate as part of the network for your 
plan.  
 

Out-of-network provider 
A provider who is not a network provider or who does not appear in the directory for your plan. 
 

Physician  
A skilled health care professional trained and licensed to practice medicine under the laws of the state where 
they practice, specifically, doctors of medicine or osteopathy.  
 

Policy year  
This is the period of time from anniversary date to anniversary date of the student policy except in the first year 
when it is the period of time from the effective date to the first anniversary date. 
 

Policyholder  
The school named on the front page of the student policy and your certificate of coverage and schedule of 
benefits for the purpose of coverage under the student policy. 
 

Premium 
The amount you or your policyholder are required to pay to Aetna for your coverage. 
 

Prescription 
A written order for the dispensing of prescription lenses or prescription contact lenses by an ophthalmologist or 
optometrist. 
 

Scheduled limit 
This is the most that the plan will pay in a period of time for eligible vision services that you incur from an out-
of-network provider. 
 

Student policy 
The student policy consists of several documents taken together. These documents are:  

 The policyholder’s application 

 Your enrollment form, if the policyholder requires one 

 The student policy 

 The certificate(s) of coverage 

 The schedule of benefits 

 Any riders, endorsement, inserts, attachments, and amendments to the student policy, the certificate of 
coverage, and the schedule of benefits 

 

Vision provider 
Any individual legally licensed to provide vision services or supplies. 
 
 



 

 

 

Assistive Technology   
 
Persons using assistive technology may not be able to fully access the following information.  For assistance, 
please call 1-877-480-4161. 
 

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 is committed to being an inclusive health care company. Aetna does not discriminate on the basis of 
ancestry, race, ethnicity, color, religion, sex/gender (including pregnancy), national origin, sexual orientation, 
gender identity or expression, physical or mental disability, medical condition, age, veteran status, military 
status, marital status, genetic information, citizenship status, unemployment status, political affiliation, or on 
any other basis or characteristic prohibited by applicable federal, state or local law. 
 
Aetna provides free aids and services to people with disabilities and free language services to people whose 
primary language is not English. 
 
These aids and services include: 
 

 Qualified language interpreters 

 Written information in other formats (large print, audio, accessible electronic formats, other formats) 

 Qualified interpreters 

 Information written in other languages 

 
If you need these services, contact the number on your ID card. Not an Aetna member? Call us at 1-877-480-
4161. 

 
If you have questions about our nondiscrimination policy or have a discrimination-related concern that you 
would like to discuss, please call us at 1-877-480-4161. 
 
Please note, Aetna covers health services in compliance with applicable federal and state laws. Not all health 
services are covered. See plan documents for a complete description of benefits, exclusions, limitations, and 
conditions of coverage. 
 
Language accessibility statement 
 
Interpreter services are available for free.  
 
Attention: If you speak English, language assistance service, free of charge, are available to you.  Call 1-877-480-
4161 (TTY: 711). 
 
Español/Spanish 
 
Atención: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al  
1-877-480-4161 (TTY: 711). 



 

 

አማርኛ/Amharic 
 
ልብ ይበሉ: ኣማርኛ ቋንቋ የሚናገሩ ከሆነ፥ የትርጉም ድጋፍ ሰጪ ድርጅቶች፣ ያለምንም ክፍያ እርስዎን ለማገልገል ተዘጋጅተዋል። የሚከተለው 
ቁጥር ላይ ይደውሉ 1-877-480-4161 (መስማት ለተሳናቸው: 711). 
 

  Arabic/العربية
 

: النصي الهاتف رقم) 1-877-480-4161 برقم اتصل. بالمجان لك تتوافر اللغوية المساعدة خدمات فإن ،العربية اللغة تتحدث كنت إذا: ملحوظة

711.) 

Ɓàsɔɔ̀̍ Wùɖù/Bassa 
Dè dɛ nìà kɛ dye̍ɖe̍ gbo: Ɔ jǔ ke̍ m̀ dyi Ɓàsɔɔ̀̍-wùɖù-po-nyɔ̀ jǔ ni,̍ nìi ̍à wuɖu kà kò ɖò po-poɔ̀ ɓɛ ̍m̀ gbo kpa̍a. 
Ɖa̍ 1-877-480-4161 (TTY: 711). 
 

中文/Chinese 

注意：如果您说中文，我们可为您提供免费的语言协助服务。请致电 1-877-480-4161 (TTY: 711)。 

  Farsi/فارسی

( TTY: 711) 4161-480-877-1 شماره با ميگردد، ارايه شما به رايگان زبانی خدمات کنيد، می صحبت فارسی زبان به گرا: توجه
 . بگيريد تماس

Français/French 
 
Attention : Si vous parlez français, vous pouvez disposer d’une assistance gratuite dans votre langue en 
composant le 1-877-480-4161 (TTY: 711).  
 

ગજુરાતી/Gujarati 

 

ધ્યાન આપો: જો તમે ગજુરાતી બોલતા હો તો ભાષાકીય સહાયતા સેવા તમને નન:શલુ્ક ઉપલબ્ધ છે. 

કૉલ કરો 1-877-480-4161  (TTY: 711). 

 
Kreyòl Ayisyen/Haitian Creole 
 
Atansyon: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou. Rele 1-877-480-4161 
(TTY: 711).  
 
Igbo 
 
Nrụbama: Ọ bụrụ na ị na asụ Igbo, ọrụ enyemaka asụsụ, n’efu, dịịrị gị. Kpọọ 1-877-480-4161 (TTY: 711). 
 

한국어/Korean 

 

주의: 한국어를 사용하시는 경우, 언어 지원 서비스가 무료로 제공됩니다. 1-877-480-4161(TTY: 711)번으로 

전화해 주십시오. 

 



 

 

Português/Portuguese 
 
Atenção: a ajuda está disponível em português por meio do número 1-877-480-4161 (TTY: 711). Estes serviços 
são oferecidos gratuitamente. 
 
Русский/Russian 
 
Внимание: если вы говорите на русском языке, вам могут предоставить бесплатные услуги перевода. 
Звоните по телефону 1-877-480-4161 (TTY: 711). 
 
Tagalog 
 
Paunawa: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng serbisyo ng tulong sa wika nang walang 
bayad. Tumawag sa 1-877-480-4161 (TTY: 711).  
 

 Urdu/اردو
 

 کال پر (TTY: 711) 4161-480-877-1 ۔ ہيں دستياب مفت خدمات کی مدد کی زبان کو آپ تو ہيں، بولتے اردو آپ اگر: ديں توجہ

 .کريں
 
Tiếng Việt/Vietnamese 
 
Lưu ý: Nếu quý vị nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho quý vị. 
Gọi số 1-877-480-4161 (TTY: 711).  
 
Yorùbá/Yoruba 
 
Àkíyèsí: Bí o bá nsọ èdè Yorùbá, ìrànlọ́wọ́ lórí èdè, lófẹ̀ẹ́, wà fún ọ. Pe 1-877-480-4161 (TTY: 711).  

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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