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               Plan Update 

The following changes have been made to your plan: 
Please note that, unless otherwise indicated, all changes listed below are retroactive 
to your plan’s effective date. 
 
Issue Date: 4/8/14 
State: Connecticut 
 
1. Restating the “Physician’s Office Visit Expense” benefit on page 16 of the “Summary 

of Benefits Chart” as follows: 
 

Physician’s Office Visit Expense 
 
Covered Medical Expenses are payable as follows: 
Preferred Care: After a $15 Copay per visit, 100% of the Negotiated Charge 
Non-Preferred Care: 80% of the Recognized Charge. 
 
This benefit includes visits to specialists. 

 
 
Issue Date: 2/4/14 
State: Connecticut 
 
Effective 12/19/13 
 
1. Updating the “Summary of Benefits Chart” to add the following: 
 
Gender Identity Disorder Expense 
 
Covered Medical Expenses, including gender reassignment surgery are payable on the 
same basis as any other sickness. 
 
For additional information regarding medically necessary gender reassignment services, 
please go to: www.aetna.com and view clinical policy bulletin #0615. 
 
 
Issue Date: 1/6/13 
State: Connecticut 
 
1.  Updating the “Exclusions” section to add the following: 
 
 

40. Expense incurred for injury resulting from the play or practice of intercollegiate 
sports, participating in sports clubs; or intramural athletic activities; is excluded 
after 104 weeks from the date of accident. 



 
 
Issue Date: 11/12/13 
State: Connecticut 
 
1. Restating the “Child Early Intervention Services/Birth-to-age-three Program 

Expense” benefit in the “Summary of Benefits Chart” as follows: 
 

Child Early Intervention Services/Birth-to-age-three Program Expense:  
 
Covered Medical Expenses include services rendered to a covered dependent child 
from birth to 3 years of age, who has been determined by the State of Connecticut to 
be qualified to participate in the Birth-to-Three Program.  The covered person must 
submit proof of such qualification with the initial claim. 
These are the services, provided as part of an individualized family service plan, 
created by an interdisciplinary panel of the State of Connecticut.  These include, but 
are not limited to, the following: 
 Speech therapy given in connection with a speech impairment resulting from a 

congenital abnormality, disease, or injury. 
 Occupational or physical therapy expected to result in significant improvement of 

a body function impaired by a congenital abnormality, disease, or injury. 
 Clinical psychological tests or treatment in connection with a disease, including a 

mental disorder or an injury. 
 Skilled nursing services, on a part-time or intermittent basis, given by a R.N. or 

by a L.P.N. 
 
Preferred Care: 100% of the Negotiated Charge or the fee schedule set by the DMR, 
whichever is less. 
Non-Preferred Care: 100% of the Actual Charge or the fee schedule set by the DMR, 
whichever is less. 
 
Covered Medical Expenses rendered as part of this benefit cannot apply towards 
Aggregate Maximum. 

 
 
 
Issue Date: 10/17/13 
State: Connecticut 
 
1. Updating the “Additional Services and Discounts” section to remove the following: 
 
LifeMart® shopping website: Visit the LifeMart discount shopping website and save on 
over 4 million products and services from over 2000 merchants. You can get discounts on 
everything from travel, tickets, electronics, home, auto and family care to groceries, 
wellness products and services, dining and more 
 
 
Issue Date: 8/29/13 



State: Connecticut 
 
 
1. Restating the “Therapy Expense” benefit in the “Summary of Benefits Chart” on page 

17 as follows: 
 
Therapy Expense: Covered Medical Expenses include charges incurred by a covered 
person for the following types of therapy provided on an outpatient basis: 

 Physical Therapy 
 Chiropractic Care 
 Speech Therapy 
 Cardiac Therapy 
 Inhalation Therapy, or 
 Occupational Therapy. 

 
Expenses for Chiropractic Care are Covered Medical Expenses if such care is related to 
neuromusculoskeletal conditions and conditions arising from: the lack of normal nerve, 
muscle, and/or joint function. 
 
Expenses for Speech and Occupational Therapies are Covered Medical Expenses only if 
such therapies are a result of injury or sickness. 
 
Expenses are payable as follows: 
Preferred Care: 100% of the Negotiated Charge, after a $15 per visit copay. 
Non-Preferred Care: 80% of the Recognized Charge. 
 
Covered Medical Expenses also include charges incurred by a covered person for the 
following types of therapy provided on an outpatient basis: 

 Radiation therapy 
 Chemotherapy, including anti-nausea drugs used in conjunction with the 

chemotherapy 
 Dialysis, and 
 Respiratory therapy. 

 
Such expenses are payable as follows: 
Preferred Care: 100% of the Negotiated Charge, after a $15 per visit copay. 
Non-Preferred Care: 80% of the Recognized Charge. 
 
Coverage for orally administered anticancer medications, prescribed by a prescribing 
practitioner, and used to kill or slow the growth of cancerous cells, are payable on the 
same basis as intravenously administered anticancer medications. 
2. Restating the “Diagnostic Testing for Learning Disabilities Expense” benefit in the 

“Summary of Benefits Chart” on page 20 as follows: 
 
Diagnostic Testing for Learning Disabilities Expense:  
Covered Medical Expenses for diagnostic testing for: 

 Attention deficit disorder, or 
 Attention deficit hyperactive disorder 



are payable as follows: 
 
Preferred Care: After a $15 Copay per visit, 100% of the Negotiated Charge 
Non-Preferred Care: 80% of the Recognized Charge. 
 
Once a covered person has been diagnosed with one of these conditions, medical 
treatment will be payable as detailed under the outpatient Treatment of Mental and 
Nervous Disorders portion of this Plan. 
 
3. Restating the “Biologically-Based Mental or Nervous Conditions Outpatient 

Expense” benefit in the “Summary of Benefits Chart” on page 24 as follows: 
 
Biologically-Based Mental or Nervous Conditions Outpatient Expense:  
Covered Medical Expenses for the diagnosis and treatment of biologically based mental 
or nervous condition are payable as follows: 
 
Covered Medical Expenses are payable as follows: 
 
Preferred Care: After a $15 Copay per visit, 100% of the Negotiated Charge 
Non-Preferred Care: 80% of the Recognized Charge. 
 
4. Restating the “Exclusions” section on pages 39-42 as follows: 
 
EXCLUSIONS 
This Plan does not cover nor provide benefits for: 
 
1. Expense incurred as a result of dental treatment; except for treatment resulting from 

injury to sound; natural teeth or for extraction of impacted wisdom teeth as provided 
elsewhere in this Policy.   

2. Expense incurred for services normally provided without charge by the Policyholder's 
Health Service; Infirmary or Hospital; or by health care providers employed by the 
Policyholder.   

3.  Expense incurred for eye refractions; vision therapy; radial keratotomy; eyeglasses; 
contact lenses (except when required after cataract surgery); or other vision aids, or 
hearing aids (except for children 12 years of age or younger); or prescriptions or 
examinations except as required for repair caused by a covered injury or as provided 
elsewhere in this plan.   

4. Expense incurred as a result of injury due to participation in a riot.  "Participation in a 
riot" means taking part in a riot in any way; including inciting the riot or conspiring to 
incite it.  It does not include actions taken in self-defense; so long as they are not 
taken against persons who are trying to restore law and order.   

5. Expense incurred as a result of an accident occurring in consequence of riding as a 
passenger or otherwise in any vehicle or device for aerial navigation; except as a fare-
paying passenger in an aircraft operated by a scheduled airline maintaining regular 
published schedules on a regularly established route.   



6. Expense incurred as a result of an injury or sickness due to working for wage or profit 
or for which benefits are payable under any Workers' Compensation or Occupational 
Disease Law.  This exclusion will not apply to the following: a covered person who is 
a sole proprietor or business owner who is not covered under Connecticut Statute 
Chapter 568 - Workers' Compensation Act (Chapter 568) or who accepts the 
provisions of Chapter 568, Section 31-275 (10); and a covered person who is a 
corporate officer of a corporation whether or not he or she is excluded, or has 
requested exclusion from coverage under Chapter 568 as allowed by Connecticut 
Statute, Section 31-275 (9) (B) (V).   

7. Expense incurred as a result of an injury sustained or sickness contracted while in the 
service of the Armed Forces of any country.  Upon the covered person entering the 
Armed Forces of any country; the unearned pro-rata premium will be refunded to the 
Policyholder.   

8. Expense incurred for treatment provided in a governmental hospital unless there is a 
legal obligation to pay such charges in the absence of insurance.   

9. Expense incurred for elective treatment or elective surgery except as specifically 
provided elsewhere in this Policy and performed while this Policy is in effect.   

10. Expense incurred for cosmetic surgery, reconstructive surgery, or other services and 
supplies which improve, alter, or enhance appearance, whether or not for 
psychological or emotional reasons, except to the extend needed to: a) Improve the 
function of a part of the body that is not a tooth or structure that supports the teeth, 
and is malformed as a result of a severe birth defect, including harelip, webbed 
fingers, or toes, or as direct result of disease, or surgery performed to treat a disease 
or injury.  b) Repair an injury (including reconstructive surgery for prosthetic device 
for a covered person who has undergone a mastectomy) which occurs while the 
covered person is covered under this Policy.  Surgery must be performed in the 
calendar year of the accident which causes the injury, or in the next calendar year.   

11. Expense incurred as a result of a covered person's commission of a felony.  This does 
not apply to treatment of an injury sustained by a covered person with an elevated 
blood alcohol content or while under the influence of intoxication liquor or any drug.   

12. Expense incurred for any services rendered by a member of the covered person's 
immediate family or a person who lives in the covered person's home.   

13. Expense incurred by a covered person not a United States Citizen for services 
performed within the covered person's home country.   

14. Expenses for treatment of injury or sickness to the extent that payment is made, as a 
judgment or settlement, by any person deemed responsible for the injury or sickness 
(or their insurers) in accordance with any Connecticut law or regulation.   

15. Expenses incurred for or in connection with: procedures, services, or supplies that 
are, as determined by Aetna, to be experimental or investigational.  A drug, a device, 
a procedure, or treatment will be determined to be experimental or investigational if: 
a) There are insufficient outcomes data available from controlled clinical trials 
published in the peer reviewed literature, to substantiate its safety and effectiveness, 



for the disease or injury involved, or b) If required by the FDA, approval has not been 
granted for marketing, or c) A recognized national medical or dental society or 
regulatory agency has determined, in writing, that it is experimental, investigational, 
or for research purposes, or d) The written protocol or protocols used by the treating 
facility, or the protocol or protocols of any other facility studying substantially the 
same drug, device, procedure, or treatment, or the written informed consent used by 
the treating facility, or by another facility studying the same drug, device, procedure, 
or treatment, states that it is experimental, investigational, or for research purposes.  
However, this exclusion will not apply with respect to services or supplies (other than 
drugs) received in connection with a disease, if Aetna determines that: a) The disease 
can be expected to cause death within one year, in the absence of effective treatment, 
and b) The care or treatment is effective for that disease, or shows promise of being 
effective for that disease, as demonstrated by scientific data.  In making this 
determination, Aetna will take into account the results of a review by a panel of 
independent medical professionals.  They will be selected by Aetna.  This panel will 
include professionals who treat the type of disease involved.  Also, this exclusion will 
not apply with respect to drugs that: a) Have been granted treatment investigational 
new drug (IND), or b) Group c/treatment IND status, or c) Are being studied at the 
Phase III level in a national clinical trial, sponsored by the National Cancer Institute, 
d) If Aetna determines that available, scientific evidence demonstrates that the drug is 
effective, or shows promise of being effective, for the disease.   

16. Expense incurred for which no member of the covered person's immediate family has 
any legal obligation for payment.   

17. Expense incurred for custodial care.  Custodial care means services and supplies 
furnished to a person mainly to help him or her in the activities of daily life.  This 
includes room and board and other institutional care.  The person does not have to be 
disabled.  Such services and supplies are custodial care without regard to: by whom 
they are prescribed, or by whom they are recommended, or by whom or by which 
they are performed.   

18. Expense incurred for the removal of an organ from a covered person for the purpose 
of donating or selling the organ to any person or organization.  This limitation does 
not apply to a donation by a covered person to a spouse; child; brother; sister; or 
parent.   

19. Expenses incurred for the repair or replacement of existing artificial limbs; orthopedic 
braces; or orthotic devices.   

20. Expenses incurred for gastric bypass; and any restrictive procedures; for weight loss.   

21. Expenses incurred for breast reduction/mammoplasty.   

22. Expenses incurred for gynecomastia (male breasts).   

23. Expense incurred for acupuncture; unless services are rendered for anesthetic 
purposes.   

24. Expense incurred for alternative; holistic medicine; and/or therapy; including but not 
limited to; yoga and hypnotherapy.   



25. Expense for: (a) care of flat feet; (b) supportive devices for the foot; (c) care of corns; 
bunions; or calluses; (d) care of toenails; and (e) care of fallen arches; weak feet; or 
chronic foot strain; except that (c) and (d) are not excluded when medically 
necessary; because the covered person is diabetic; or suffers from circulatory 
problems.   

26. Expense for injuries sustained as the result of a motor vehicle accident; to the extent 
that benefits are payable under other valid and collectible insurance; whether or not 
claim is made for such benefits.  The Policy will only pay for those losses; which are 
not payable under the automobile medical payment insurance Policy.   

27. Expense incurred when the person or individual is acting beyond the scope of 
his/her/its legal authority.   

28. Expense incurred for hearing aids (except for children 12 years of age or younger); 
the fitting; or prescription of hearing aids 

29.  Expenses incurred for hearing exams not performed in conjunction with a routine 
physical exam.   

30. Expense for care or services to the extent the charge was covered under Medicare Part 
A or Part B.   

31. Expense for telephone consultations; charges for failure to keep a scheduled visit; or 
charges for completion of a claim form.   

32. Expense for personal hygiene and convenience items; such as air conditioners; 
humidifiers; hot tubs; whirlpools; or physical exercise equipment; even if such items 
are prescribed by a physician.   

33.  Expense for services or supplies provided for the treatment of obesity and/or weight 
control, unless specifically provided in the policy.   

34. Expense for incidental surgeries; and standby charges of a physician.   

35. Expense for charges that are not recognized charges; as determined by Aetna; except 
that this will not apply if the charge for a service; or supply; does not exceed the 
recognized charge for that service or supply; by more than the amount or percentage; 
specified as the Allowable Variation.   

36. Expense for treatment of covered students who specialize in the mental health care 
field; and who receive treatment as a part of their training in that field.   

37. Expenses arising from a pre-existing condition.  This exclusion does not apply if a 
covered person has creditable coverage and such coverage terminated within 120 
days, or 150 days if involuntarily unemployed, prior to the effective date of coverage.   

38. Expenses for routine physical exams; including expenses in connection with well 
newborn care; routine vision exams; routine dental exams; routine hearing exams; 
immunizations; or other preventive services and supplies; except to the extent 
coverage of such exams; immunizations; services; or supplies is specifically provided 
in the Policy.   



39. Expense incurred for a treatment, service, or supply, which is not medically 
necessary, as determined by Aetna, for the diagnosis care or treatment of the sickness 
or injury involved.  This applies even if they are prescribed, recommended, or 
approved, by the person’s attending physician, or dentist.  In order for a treatment, 
service, or supply, to be considered medically necessary, the service or supply must: 
a) be care, or treatment, which is likely to produce a significant positive outcome as, 
and no more likely to produce a negative outcome than, any alternative service or 
supply, both as to the sickness or injury involved, and the person's overall health 
condition, b) be a diagnostic procedure which is indicated by the health status of the 
person, and be as likely to result in information that could affect the course of 
treatment as, and no more likely to produce a negative outcome than, any alternative 
service or supply, both as to the sickness or injury involved, and the person's overall 
health condition, and c) as to diagnosis, care, and treatment, be no more costly (taking 
into account all health expenses incurred in connection with the treatment, service, or 
supply), than any alternative service or supply to meet the above tests.  In determining 
if a service or supply is appropriate under the circumstances, Aetna will take into 
consideration: information relating to the affected person's health status, reports in 
peer reviewed medical literature, reports and guidelines published by nationally 
recognized health care organizations that include supporting scientific data, generally 
recognized professional standards of safety and effectiveness in the United States for 
diagnosis, care, or treatment, the opinion of health professionals in the generally 
recognized health specialty involved, and any other relevant information brought to 
Aetna's attention.  In no event will the following services or supplies be considered to 
be medically necessary: a) those that do not require the technical skills of a medical, a 
mental health, or a dental professional, or b) those furnished mainly for the personal 
comfort or convenience of the person, any person who cares for him or her, or any 
persons who is part of his or her family, any healthcare provider, or healthcare 
facility, or c) those furnished solely because the person is an inpatient on any day on 
which the person's sickness or injury could safely, and adequately, be diagnosed, or 
treated, while not confined, or those furnished solely because of the setting, if the 
service or supply could safely and adequately be furnished in a physician's or a 
dentist's office, or other less costly setting.   

Any exclusion above will not apply to the extent that coverage of the charges is required 
under any law that applies to the coverage. 
 


