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This is a brief description of the Student Health Plan. The plan is available for Hofstra University students and their
eligible dependents. The plan is insured by Aetna Life Insurance Company (Aetna). The exact provisions, including
definitions, governing this insurance are contained in the Certificate issued to you and may be viewed online at
www.aetnastudenthealth.com. If there is a difference between this Plan Summary and the Certificate, the
Certificate will control.

Hofstra Student Health Services

The Student Health Services is the University's on-campus health facility. It is open Monday - Thursday: 9 a.m. to 7
p.m., Friday: 9 a.m. to 6 p.m., Saturday & Sunday: 10 a.m. to 6 p.m. during the Fall and Spring semesters. You can
call to make an appointment or make an appointment through your Hofstra portal. For more information, call the
Health Services at 516-463-6745. In the event of an emergency, call 911 or public safety at 516-463-6789,

Who is eligible?

All registered International students taking 1 or more credits are required to have health insurance coverage, either
through this Student Health Plan or through another individual or family plan. Students will be automatically
enrolled in and charged premium for the Student Health Plan unless proof of comparable coverage is provided by
completing a waiver by the waiver deadline date.

Dependent Coverage Eligibility
Covered students may also enroll their lawful spouse, domestic partner (same-sex, opposite sex), and dependent
children up to the age of 26.

Coverage Dates and Rates

Coverage for all insured students and eligible dependents will become effective at 12:01 AM on the Coverage Start
Date indicated below and will terminate at 11:59 PM on the Coverage End Date indicated. Coverage for insured
dependents terminates in accordance with the Termination Provisions described in the Certificate of Coverage.

International Students & Dependents

Fall Spring
Coverage Start Date 08/01/2020 01/01/2021
Coverage End Date 12/31/2020 07/31/2021
Student $928 $1,286
Spouse $928 $1,286
Child $928 $1,286
Two or More Children $1,856 $2,572

The rates above include charges for the Medical plan and for the Travel Assistance Program, as well as any applicable
administrative fees and/or commissions. They are the total cost to students for the coverage periods listed.
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Enroliment
International Students can contact the Hofstra International Office for information to waive the coverage.

If you need information or have general questions on dependent enroliment, call Member Services at 877-554-5523.

Participating Providers

Aetna Student Health offers Aetna’s broad network of Participating Providers. You can save money by seeing
Participating Providers because Aetna has negotiated special rates with them, and because the Plan’s benefits are
better when You receive benefits from a Participating Provider, and some benefits under the Plan may only be
covered when received from a Participating Provider.

If you need care that is covered under the Plan but not available from a Participating Provider, contact Member
Services for assistance at the toll-free number on the back of your ID card. In this situation, Aetna may issue a pre-
approval for you to receive the care from a Non- Participating Provider. When a pre-approval is issued by Aetna, the
benefit level is the same as for Participating Providers.

Preauthorization

Some services have to be preauthorized by Aetna beforehand if you want the Plan to cover them. Participating
Providers are responsible for requesting preauthorization for their services. You are responsible for requesting
preauthorization if you seek care from a Non- Participating Provider for any of the services listed in the Schedule of
Benefits section of the Certificate. Preauthorization is not required for Participating facilities certified by the New
York office of alcoholism and substance abuse services.

If you want the Plan to cover a service from a Non- Participating Provider that requires preauthorization, you must
call Aetna at the number on your ID card. After Aetna receives a request for preauthorization, we will review the
reasons for your planned treatment and determine if benefits are available.

You must contact Aetna to request preauthorization as follows:

e Atleast two (2) weeks prior to a planned admission or surgery when your provider recommends inpatient
hospitalization. If that is not possible, then as soon as reasonably possible during regular business hours
prior to the admission.

e Atleast two (2) weeks prior to ambulatory surgery or any ambulatory care procedure when your provider
recommends the surgery or procedure be performed in an ambulatory surgical unit of a hospital or in an
ambulatory surgical center.

e Within the first three (3) months of a pregnancy, or as soon as reasonably possible and again within 48 hours
after the actual delivery date if your hospital stay is expected to extend beyond 48 hours for a vaginal birth or
96 hours for cesarean birth.

o Before air ambulance services are rendered for a non-emergency condition.

You must also contact Aetna to provide notification after the fact as follows:
e Assoon as reasonably possible when air ambulance services are rendered for an emergency condition.
e If you are hospitalized in cases of an emergency condition, you must call Aetna within 48 hours after your
admission or as soon thereafter as reasonably possible.
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Description of Benefits

The Plan excludes coverage for certain services and has limitations on the amounts it will pay. While this Plan
Summary document will tell you about some of the important features of the Plan, other features that may be
important to you are defined in the Certificate. To look at the full Plan description, which is contained in the
Certificate issued to you, go to www.aetnastudenthealth.com.

All coverage is based on the Allowed Amount.

“Allowed Amount” means the maximum amount Aetna will pay for the services or supplies covered under the
certificate, before any applicable Copayment, Deductible and Coinsurance amounts are subtracted.

e The Allowed Amount for Participating Providers is the amount we have negotiated with the Participating
Provider.

e The Allowed Amount for Non-Participating Facilities is 140% of the Medicare rate.

e The Allowed Amount for all other providers is 105% of the Medicare rate.

Our Allowed Amount is not based on the “usual, customary and reasonable charge.” If a Non-Participating
Provider's actual charge is more than the Allowed Amount, you are responsible for the difference. Call us at the
number on your ID card or visit www.aetnastudenthealth.com for information on your financial responsibility
when you receive services from a Non-Participating Provider.

This Plan will pay benefits in accordance with any applicable New York Insurance Law(s).

COST-SHARING Participating Provider Non-Participating Provider
Member Responsibility for Cost- | Member Responsibility for Cost-
Sharing Sharing
Medical Deductible
e Individual $250 $750
e Family $500 $1,500

Out-of-Pocket Limit
e Individual $7,350 None
e Family $14,700 None

See the Cost-Sharing Expenses
and Allowed Amount section of
this Certificate for a description of
how We calculate the Allowed
Amount.

Any charges of a Non-
Participating Provider that are in
excess of the Allowed Amount do
not apply towards the Deductible
or Out-of-Pocket Limit. You must
pay the amount of the Non-
Participating Provider's charge
that exceeds Our Allowed
Amount.
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OFFICE VISITS Participating Provider Member Non-Participating Provider Limits

Responsibility for Cost-Sharing Member Responsibility for Cost-
Sharing
Primary Care Office Visits (or $30 Copayment then You pay 0% 30% Coinsurance after Deductible | See
Home Visits) Coinsurance benefit for
description

Not subject to Deductible

Specialist Office Visits (or $30 Copayment then You pay 0% 30% Coinsurance after Deductible | See

Home Visits) Coinsurance benefit for

description

Not subject to Deductible

PREVENTIVE CARE Participating Provider Member Non-Participating Provider Limits
Responsibility for Cost-Sharing Member Responsibility for Cost-

Sharing

Well Child Visits and Covered in full 30% Coinsurance after Deductible | See

Immunizations* benefit for

Adult Annual Physical Covered in full 30% Coinsurance after Deductible | description

Examinations*

Adult Immunizations* Covered in full 30% Coinsurance after Deductible

Routine Gynecological Covered in full 30% Coinsurance after Deductible

Services/Well Woman Exams*

Mammograms, Screening and | Covered in full 30% Coinsurance after Deductible

Diagnostic Imaging for the

Detection of Breast Cancer

Sterilization Procedures for Covered in full 30% Coinsurance after Deductible

Women *

Vasectomy Covered in full 30% Coinsurance after Deductible

Bone Density Testing* Covered in full 30% Coinsurance after Deductible

Screening for Prostate Cancer | Covered in full 30% Coinsurance after Deductible

All other preventive services Covered in full 30% Coinsurance after Deductible

required by USPSTF and HRSA.

*When preventive services are | Use Cost Sharing for Appropriate service (Primary Care Office Visit;

not provided in accordance Specialist Office Visit; Diagnostic Radiology Services; Laboratory

with the comprehensive Procedures & Diagnostic Testing)

guidelines supported by

USPSTF and HRSA.
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EMERGENCY CARE Participating Provider Member Non-Participating Provider Limits
Responsibility for Cost-Sharing Member Responsibility for Cost-
Sharing
Pre-Hospital Emergency 20% Coinsurance after Deductible | 20% Coinsurance after Deductible | See
Medical Services benefit for
(Ambulance Services) description
Non-Emergency Ambulance 20% Coinsurance after Deductible | 20% Coinsurance after Deductible | See
Services benefit for
description
Emergency Department $200 Copayment then You pay $200 Copayment then You pay See
20% Coinsurance after Deductible | 20% Coinsurance after Deductible | benefit for
Copayment /Coinsurance description
waived if Hospital admission.
Urgent Care Center $30 Copayment then You pay 0% $30 Copayment then You pay 30% | See
Coinsurance after Deductible Coinsurance after Deductible benefit for
description
PROFESSIONAL SERVICES Participating Provider Member Non-Participating Provider Limits
AND OUTPATIENT CARE Responsibility for Cost-Sharing Member Responsibility for Cost-
Shaﬁng
Acupuncture $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Coinsurance
Not subject to Deductible
Advanced Imaging Services See
benefit for
e Performedina 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | description
Specialist Office
e Performedina 20% Coinsurance after Deductible | 50% Coinsurance after Deductible
Freestanding Radiology
Facility
e Performed as 20% Coinsurance after Deductible | 50% Coinsurance after Deductible
Outpatient Hospital
Services
Allergy Testing & Treatment See
benefit for
e Performedina PCP $30 Copayment then You pay 0% 30% Coinsurance after Deductible | description
Office Coinsurance
Not Subject to Deductible
e Performedina $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Specialist Office Coinsurance
Not Subject to Deductible
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PROFESSIONAL SERVICES Participating Provider Member Non-Participating Provider Limits
AND OUTPATIENT CARE Responsibility for Cost-Sharing Member Responsibility for Cost-
Sharing
Ambulatory Surgical Center 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | See
Facility Fee benefit for
description
Anesthesia Services (all 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | See
settings) benefit for
description
Autologous Blood Banking 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | See
benefits for
description
Cardiac & Pulmonary See
Rehabilitation benefits for
e Performedina $30 Copayment then You pay 0% 30% Coinsurance after Deductible | description
Specialist Office Coinsurance
Not Subject to Deductible
e Performed as $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Outpatient Hospital Coinsurance
Services Not Subject to Deductible
e Performed as Inpatient | Included as Part of Inpatient Included as Part of Inpatient
Hospital Services Hospital Service Cost-Sharing_; Hospital Service Cost-Sharing
Chemotherapy See
e PerformedinaPCP $30 Copayment then You pay 0% 30% Coinsurance after Deductible | benefit for
Office Coinsurance description
Not Subject to Deductible
e Performedina $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Specialist Office Coinsurance
Not Subject to Deductible
e Performed as $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Outpatient Hospital Coinsurance
Services Not Subject to Deductible
Chiropractic Services $30 Copayment then You pay 0% 30% Coinsurance after Deductible | See
Coinsurance benefit for
description
Not Subject to Deductible
Clinical Trials Use Cost-Sharing for appropriate Use Cost-Sharing for appropriate | See
service service benefit for
description
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PROFESSIONAL SERVICES Participating Provider Member Non-Participating Provider Limits
AND OUTPATIENT CARE Responsibility for Cost-Sharing Member Responsibility for Cost-
Sharing
Diagnostic Testing See
e PerformedinaPCP $20 Copayment then You pay 0% 30% Coinsurance after Deductible | benefit for
Office Coinsurance description
Not Subject to Deductible
e Performedina $20 Copayment then You pay 0% 30% Coinsurance after Deductible
Specialist Office Coinsurance
Not Subject to Deductible
e Performed as $20 Copayment then You pay 0% 30% Coinsurance after Deductible
Outpatient Hospital Coinsurance
Services Not Subject to Deductible
Dialysis See
benefit for
e PerformedinaPCP $30 Copayment then You pay 0% 30% Coinsurance after Deductible | description
Office Coinsurance
Not Subject to Deductible
e Performedina $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Specialist Office Coinsurance
Not Subject to Deductible
e Performedina $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Freestanding Center Coinsurance
Not Subject to Deductible
e Performed as $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Outpatient Hospital Coinsurance
Services Not Subject to Deductible
Habilitation Services (Physical 60 visits per
Therapy, Occupational Therapy plan year
or Speech Therapy)
e Performed in a PCP Office $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Coinsurance
Not Subject to Deductible
e Performed in a Specialist $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Office Coinsurance
Not Subject to Deductible
e Performed in an Outpatient | $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Facility Coinsurance
Not Subject to Deductible
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PROFESSIONAL SERVICES Participating Provider Member Non-Participating Provider Limits
AND OUTPATIENT CARE Responsibility for Cost-Sharing Member Responsibility for Cost-
Sharing
Home Health Care $30 Copayment then You pay 0% 30% Coinsurance after Deductible | Unlimited
Coinsurance visits per
Not Subject to Deductible plan year
Infertility Services Use Cost Sharing for appropriate service (Office Visit; Diagnostic See
Radiology Services; Surgery; Laboratory & Diagnostic Procedures) benefit for
description
Infusion Therapy See
e PerformedinaPCP $30 Copayment then You pay 0% 30% Coinsurance after Deductible | benefit for
Office Coinsurance description
Not Subject to Deductible
e Performed in Specialist | $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Office Coinsurance
Not Subject to Deductible
e Performed as $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Outpatient Hospital Coinsurance
Services Not Subject to Deductible
e Home Infusion Therapy | $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Coinsurance
Not Subject to Deductible
Inpatient Medical Visits 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | See
benefit for
description
Interruption of Pregnancy
¢ Medically Necessary Covered in full not subject to 30% Coinsurance after Deductible | Unlimited
Abortions Deductible
e Elective Abortions 0% Coinsurance not subject to 30% Coinsurance after Deductible
Deductible
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PROFESSIONAL SERVICES
AND OUTPATIENT CARE

Participating Provider Member
Responsibility for Cost-Sharing

Non-Participating Provider
Member Responsibility for Cost-
Sharing

Limits

Laboratory Procedures

Performed in a PCP
Office

Performed in a
Specialist Office

Performedin a
Freestanding
Laboratory Facility

Performed as
Outpatient Hospital
Services

$20 Copayment then You pay 0%
Coinsurance
Not Subject to Deductible

$20 Copayment then You pay 0%
Coinsurance
Not Subject to Deductible

$20 Copayment then You pay 0%
Coinsurance
Not Subject to Deductible

$20 Copayment then You pay 0%
Coinsurance
Not Subject to Deductible

30% Coinsurance after Deductible

30% Coinsurance after Deductible

30% Coinsurance after Deductible

30% Coinsurance after Deductible

See
benefit for
Description

Maternity & Newborn Care

e Prenatal Care

Prenatal Care provided
in accordance with the
comprehensive
guidelines supported
by USPSTF and HRSA

Prenatal Care that is
not provided in
accordance with the
comprehensive
guidelines supported
by USPSTF and HRSA

Covered in Full

Use Cost-Sharing for appropriate
service (Primary Care Office Visit,
Specialist Office Visit, Diagnostic
Radiology Services, Laboratory
Procedures and Diagnostic Testing)

30% Coinsurance after Deductible

Use Cost-Sharing for appropriate
service (Primary Care Office Visit,
Specialist Office Visit, Diagnostic
Radiology Services, Laboratory
Procedures and Diagnostic
Testing)

See
benefit for
Description

One (1)
Home Care
Visit is
Covered at
no Cost-
Sharing if
mother is
discharged
from
Hospital
early
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PROFESSIONAL SERVICES
AND OUTPATIENT CARE

Participating Provider Member
Responsibility for Cost-Sharing

Non-Participating Provider
Member Responsibility for Cost-
Sharing

Limits

e Inpatient Hospital
Services and Birthing
Center

e Physician and Midwife
Services for Delivery

e Breastfeeding Support,

20% Coinsurance after Deductible

20% Coinsurance after Deductible

Covered in Full

50% Coinsurance after Deductible

50% Coinsurance after Deductible

30% Coinsurance after Deductible

Covered for

Counseling and duration of
Supplies including breast
Breast Pumps, Nursing feeding
Bras
e Postnatal Care Covered in Full 30% Coinsurance after Deductible
Outpatient Hospital Surgery 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | See
Facility Charge benefit for
description
Preadmission Testing $30 Copayment then You pay 0% 30% Coinsurance after Deductible | See
Coinsurance benefit for
Not subject to Deductible description
Prescription Drugs See
Administered in Office or benefit for
Outpatient Facilities description
e Performedin a PCP $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Office Coinsurance
Not subject to Deductible
e Performed in Specialist | $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Office Coinsurance
Not subject to Deductible
e Performedin $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Outpatient Facilities Coinsurance
Not subject to Deductible
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PROFESSIONAL SERVICES Participating Provider Member Non-Participating Provider Limits
AND OUTPATIENT CARE Responsibility for Cost-Sharing Member Responsibility for Cost-
Sharing
Diagnostic Radiology Services See
e PerformedinaPCP $20 Copayment then You pay 0% 30% Coinsurance after Deductible | benefit for
Office Coinsurance description
Not subject to Deductible
e Performedina $20 Copayment then You pay 0% 30% Coinsurance after Deductible
Specialist Office Coinsurance
Not subject to Deductible
e Performedina $20 Copayment then You pay 0% 30% Coinsurance after Deductible
Freestanding Radiology | Coinsurance
Facility Not subject to Deductible
e Performed as $20 Copayment then You pay 0% 30% Coinsurance after Deductible
Outpatient Hospital Coinsurance
Services Not subject to Deductible
Therapeutic Radiology Services See
benefit for
e Performedina 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | description
Specialist Office
e Performedina 20% Coinsurance after Deductible | 50% Coinsurance after Deductible
Freestanding Radiology
Facility
e Performed as 20% Coinsurance after Deductible | 50% Coinsurance after Deductible
Outpatient Hospital
Services
Rehabilitation Services 60 visits per
(Physical Therapy, Plan Year
Occupational Therapy or
Speech Therapy)
e Performed in a PCP Office | $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Coinsurance
Not subject to Deductible
e Performed in a Specialist $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Office Coinsurance
Not subject to Deductible
e Performedinan $30 Copayment then You pay 0% 30% Coinsurance after Deductible
Outpatient Facility Coinsurance
Not subject to Deductible
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PROFESSIONAL SERVICES Participating Provider Member Non-Participating Provider Limits
AND OUTPATIENT CARE Responsibility for Cost-Sharing Member Responsibility for Cost-
Sharing
Second Opinions on the $30 Copayment then You pay 0% 30% Coinsurance after Deductible | See
Diagnosis of Cancer, Surgery & | Coinsurance benefit for
Other description
Not Subject to Deductible
Surgical Services (Including See
Oral Surgery; Reconstructive benefit for
Breast Surgery; Other description
Reconstructive & Corrective
Surgery and Transplants All
transplants
e Inpatient Hospital 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | must be
Surgery performed
at
Designated
Facilities
e Qutpatient Hospital 20% Coinsurance after Deductible | 50% Coinsurance after Deductible
Surgery
e Surgery Performed at 20% Coinsurance after Deductible | 50% Coinsurance after Deductible
an Ambulatory Surgical
Center
e Office Surgery 20% Coinsurance after Deductible | 50% Coinsurance after Deductible
ADDITIONAL SERVICES, Participating Provider Member Non-Participating Provider Limits
EQUIPMENT & DEVICES Responsibility for Cost-Sharing Member Responsibility for Cost-
Shaﬁng
ABA Treatment for Autism $30 Copayment then You pay 0% 30% Coinsurance after Deductible | See
Spectrum Disorder Coinsurance benefit for
Not subject to Deductible description
Assistive Communication $30 Copayment then You pay 0% 30% Coinsurance after Deductible | See
Devices for Autism Spectrum Coinsurance benefit for
Disorder Not subject to Deductible description
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ADDITIONAL SERVICES, Participating Provider Member Non-Participating Provider Limits
EQUIPMENT & DEVICES Responsibility for Cost-Sharing Member Responsibility for Cost-
Sharing
Diabetic Equipment, Supplies & See
Self-Management Education benefit for
e Diabetic Equipment, $30 Copayment then You pay 0% 30% Coinsurance after Deductible | description
Supplies, and Coinsurance
Insulin Not subject to Deductible
(30-Day Supply)
e Diabetic Education $30 Copayment then You pay 0% 30% Coinsurance after Deductible | See
Coinsurance benefit for
Not subject to Deductible description
Durable Medical Equipment & | 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | See
Braces benefit for
description
External Hearing Aids 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | Single
purchase
once every
three (3)
years
Cochlear Implants 20% Coinsurance after Deductible 50% Coinsurance after Deductible | One (1) per
ear per plan
year
Hospice Care Unlimited

e Inpatient 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | days per
Plan Year

e Outpatient $30 Copayment then You pay 0% 30% Coinsurance after Deductible | Five (5)

Coinsurance visits for
Not subject to Deductible family
bereave-
ment
counseling
Medical Supplies 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | See
benefit for
description
Prosthetic Devices One (1)

e External 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | prosthetic
device, per
limb, per
Plan Year

e Internal 20% Coinsurance after Deductible | 50% Coinsurance after Deductible
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INPATIENT SERVICES & Participating Provider Member Non-Participating Provider Limits
FACILITIES Responsibility for Cost-Sharing Member Responsibility for Cost-
Sharing

Inpatient Hospital for a 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | See

Continuous Confinement benefit for

(Including an Inpatient Stay for description

Mastectomy Care, Cardiac &

Pulmonary Rehabilitation, &

End of Life Care)

Preauthorization Required.

However, Preauthorization is

not required for emergency

admissions or services

provided in a neonatal

intensive care unit of a

Hospital certified pursuant to

Article 28 of the Public Health

Law.

Observation Stay 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | See
benefit for
description

Skilled Nursing Facility 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | 200 days

(Includes Cardiac & Pulmonary per plan

Rehabilitation) year

Inpatient Habilitation Services | 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | 60 days per

(Physical Speech and plan year

Occupational Therapy)

Inpatient Rehabilitation 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | 60 days per

Services (Physical, Speech & plan year

Occupational therapy)
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MENTAL HEALTH &
SUBSTANCE USE DISORDER
SERVICES

Participating Provider Member
Responsibility for Cost-Sharing

Non-Participating Provider
Member Responsibility for Cost-
Sharing

Limits

Inpatient Mental Health Care
for a continuous confinement
when in a Hospital (including
Residential Treatment)

Preauthorization Required.
However, Preauthorization is
not required for emergency
admissions or for admissions
at Participating OMH licensed
Facilities for Members under
18.

20% Coinsurance after Deductible

50% Coinsurance after Deductible

See
benefit for
description

Outpatient Mental Health Care
(Including Partial
Hospitalization & Intensive
Outpatient Program Services)

e Office Visits

e All Other Outpatient
Services

$30 Copayment then You pay 0%
Coinsurance
Not subject to Deductible

20% Coinsurance after Deductible

30% Coinsurance after Deductible

50% Coinsurance after Deductible

See
benefit for
description

Inpatient Substance Use
Services for a continuous
confinement when in a
Hospital (including Residential
Treatment)

Preauthorization Required.
However, Preauthorization is
Not Required for Emergency
Admissions or for Participating
OASAS-certified Facilities

20% Coinsurance after Deductible

50% Coinsurance after Deductible

See
benefit for
description
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MENTAL HEALTH &
SUBSTANCE USE DISORDER
SERVICES

Participating Provider Member
Responsibility for Cost-Sharing

Non-Participating Provider

Member Responsibility for Cost-

Sharing

Limits

Outpatient Substance Use
Services (including Partial
Hospitalization, Intensive
Outpatient Program Services,
and Medication Assisted
Treatment)

o Office Visits

e All Other Outpatient
Services

Preauthorization Required
However, Preauthorization is
not required for Participating
OASAS-certified Facilities.

$30 Copayment then You pay 0%
Coinsurance
Not subject to Deductible

20% Coinsurance after Deductible

30% Coinsurance after Deductible

50% Coinsurance after Deductible

Up to
twenty (20)
visits a plan
year may
be used for
family
counseling
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PRESCRIPTION DRUGS

*Certain Prescription Drugs are
not subject to Cost-Sharing
when provided in accordance
with the comprehensive
guidelines supported by HRSA
or if the item or service has an
“A" or “B" rating from the
USPSTF and obtained at a
participating pharmacy

Participating Provider Member
Responsibility for Cost-Sharing

Non-Participating Provider
Member Responsibility for Cost-

Sharing

Limits

Note:

If You have an Emergency Condition, Preauthorization is not required for a five (5) day emergency supply of a Covered
Prescription Drug used to treat a substance sue disorder, including a Prescription Drug to manage opioid withdrawal
and/or stabilization and for opioid overdose reversal.

Retail Pharmacy

30-day supply

Tier 1 (generic)

Tier 2 (formulary brand)

Tier 3 (non-formulary brand)

$15 Copayment per supply

Not subject to Deductible

$40 Copayment per supply

Not subject to Deductible

$40 Copayment per supply

Not subject to Deductible

$15 Copayment per supply

Not subject to Deductible

$40 Copayment per supply

Not subject to Deductible

$40 Copayment per supply

Not subject to Deductible

See
benefit for
description
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PRESCRIPTION DRUGS Participating Provider Member Non-Participating Provider Limits
Responsibility for Cost-Sharing Member Responsibility for Cost-
Sharing
Mail Order Pharmacy
Up to a 90-day supply See
benefit for
Tier 1 (generic) $37.50 Copayment not subject to Non-Participating Provider description
the Deductible then You pay 0% Services Are Not Covered and You
Coinsurance Pay the Full Cost
Tier 2 (formulary brand) $100 Copayment not subject to the | Non-Participating Provider
Deductible then You pay 0% Services Are Not Covered and You
Coinsurance Pay the Full Cost
Tier 3 (non-formulary brand) $100 Copayment not subject to the | Non-Participating Provider
Deductible then You pay 0% Services Are Not Covered and You
Coinsurance Pay the Full Cost
PRESCRIPTION DRUGS Participating Provider Member Non-Participating Provider Limits
Responsibility for Cost-Sharing Member Responsibility for Cost-
Sharing
Enteral Formulas See
benefit for
Tier 1 (generic) $15 Copayment per supply $15 Copayment per supply description
Not subject to Deductible Not subject to Deductible
Tier 2 (formulary brand) $40 Copayment per supply $40 Copayment per supply
Not subject to Deductible Not subject to Deductible
Tier 3 (non-formulary brand) $40 Copayment per supply $40 Copayment per supply
Not subject to Deductible Not subject to Deductible
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WELLNESS BENEFITS

Participating Provider Member
Responsibility for Cost-Sharing

Non-Participating Provider
Member Responsibility for Cost-
Sharing

Limits

Exercise Facility
Reimbursement

Up to $200 per six (6) month period

PEDIATRIC DENTAL & VISION
CARE

Participating Provider Member
Responsibility for Cost-Sharing

Non-Participating Provider
Member Responsibility for Cost-
Sharing

Limits

Pediatric Dental Care

e Preventive

e Routine Dental Care

e Major Dental Care (Oral
Surgery, Endodontics,
Periodontics &
Prosthodontics)

e Orthodontics

0% Coinsurance after Deductible

0% Coinsurance after Deductible

50% Coinsurance after Deductible

50% Coinsurance after Deductible

30% Coinsurance after Deductible

30% Coinsurance after Deductible

50% Coinsurance after Deductible

50% Coinsurance after Deductible

One (1)
dental
exam &
cleaning
per six (6)-
month
period

Full mouth
X-rays or
panoramic
x-rays at
thirty-six
(36) month
intervals
and
bitewing x-
rays at six
(6) month
intervals

Hofstra University 2020-2021

Page 20




PEDIATRIC DENTAL & VISION | Participating Provider Member Non-Participating Provider Limits
CARE Responsibility for Cost-Sharing | Member Responsibility for Cost-
Sharing
Pediatric Vision Care One (1)
exam per
e Exams $30 Copayment then You pay 0% 30% Coinsurance after Deductible | «yelve (12)-
Coinsurance
. . month
Not subject to Deductible )
period

e Lenses & Frames 20% Coinsurance after Deductible | 50% Coinsurance after Deductible | One (1)
prescribed
lenses &

e Contact Lenses 20% Coinsurance after Deductible | 50% Coinsurance after Deductible frames per
twelve (12)-
month
period

All in-network Preauthorization requests are the responsibility of Your Participating Provider. You will not be
penalized for a Participating Provider’s failure to obtain a required Preauthorization. However, if services are not
covered under the Certificate, you will be responsible for the full cost of the services.

Exclusions

No coverage is available under the certificate for the following:
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Aviation.

We do not Cover services arising out of aviation, other than as a fare-paying passenger on a scheduled or charter
flight operated by a scheduled airline.

Convalescent and Custodial Care.

We do not Cover services related to rest cures, custodial care or transportation. “Custodial care” means help in
transferring, eating, dressing, bathing, toileting and other such related activities. Custodial care does not include
Covered Services determined to be Medically Necessary.

Conversion Therapy.

We do not Cover conversion therapy. Conversion therapy is any practice by a mental health professional that seeks
to change the sexual orientation or gender identity of a Member under 18 years of age, including efforts to change
behaviors, gender expressions, or to eliminate or reduce sexual or romantic attractions or feelings toward
individuals of the same sex. Conversion therapy does not include counseling or therapy for any individual who is
seeking to undergo a gender transition or who is in the process of undergoing a gender transition, that provides
acceptance, support and understanding of an individual or the facilitation of an individual's coping, social support,
and identity exploration and development, including sexual orientation-neutral interventions to prevent or address
unlawful conduct or unsafe sexual practices, provided that the counseling or therapy does not seek to change
sexual orientation or gender identity.

Cosmetic Services.

We do not Cover cosmetic services, Prescription Drugs, or surgery, unless otherwise specified, except that cosmetic
surgery shall not include reconstructive surgery when such service is incidental to or follows surgery resulting from
trauma, infection or diseases of the involved part, and reconstructive surgery because of congenital disease or
anomaly of a covered Child which has resulted in a functional defect. We also Cover services in connection with
reconstructive surgery following a mastectomy, as provided elsewhere in this Certificate. Cosmetic surgery does
not include surgery determined to be Medically Necessary. If a claim for a procedure listed in 11 NYCRR 56 (e.g.,
certain plastic surgery and dermatology procedures) is submitted retrospectively and without medical information,
any denial will not be subject to the Utilization Review process in the Utilization Review and External Appeal sections
of this Certificate unless medical information is submitted.

Dental Services.

We do not Cover dental services except for care or treatment due to accidental injury to sound natural teeth within
12 months of the accident; dental care or treatment necessary due to congenital disease or anomaly; or dental care
or treatment specifically stated in the Outpatient and Professional Services and Pediatric Dental Care sections of
this Certificate.

Experimental or Investigational Treatment.

We do not Cover any health care service, procedure, treatment, device or Prescription Drug that is experimental or
investigational. However, we will Cover experimental or investigational treatments, including treatment for Your
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rare disease or patient costs for Your participation in a clinical trial as described in the Outpatient and Professional
Services section of this Certificate, when Our denial of services is overturned by an External Appeal Agent certified
by the State. However, for clinical trials, we will not Cover the costs of any investigational drugs or devices, non-
health services required for You to receive the treatment, the costs of managing the research, or costs that would
not be Covered under this Certificate for non-investigational treatments. See the Utilization Review and External
Appeal sections of this Certificate for a further explanation of Your Appeal rights.

Felony Participation.

We do not Cover any illness, treatment or medical condition due to Your participation in a felony, riot or
insurrection. This exclusion does not apply to Coverage for services involving injuries suffered by a victim of an act
of domestic violence or for services as a result of Your medical condition (including both physical and mental health
conditions).

Foot Care.

We do not Cover routine foot care in connection with corns, calluses, flat feet, fallen arches, weak feet, chronic foot
strain or symptomatic complaints of the feet. However, we will Cover foot care when You have a specific medical
condition or disease resulting in circulatory deficits or areas of decreased sensation in Your legs or feet.

Government Facility.

We do not Cover care or treatment provided in a Hospital that is owned or operated by any federal, state or other
governmental entity, except as otherwise required by law unless You are taken to the Hospital because it is close to
the place where You were injured or became ill and Emergency Services are provided to treat Your Emergency
Condition.

Medically Necessary.

In general, we will not Cover any health care service, procedure, treatment, test, device or Prescription Drug that We
determine is not Medically Necessary. If an External Appeal Agent certified by the State overturns Our denial,
however, we will Cover the service, procedure, treatment, test, device or Prescription Drug for which coverage has
been denied, to the extent that such service, procedure, treatment, test, device or Prescription Drugis otherwise
Covered under the terms of this Certificate.

Medicare or Other Governmental Program.

We do not Cover services if benefits are provided for such services under the federal Medicare program or other
governmental program (except Medicaid). When You are eligible for Medicare, we will reduce Our benefits by the
amount Medicare would have paid for the Covered Services. Except as otherwise required by law, this reduction is
made even if You fail to enroll in Medicare or You do not pay Your Medicare premium. Benefits for Covered
Services will not be reduced if We are required by federal law to pay first or if You are not eligible for premium-free
Medicare Part A.

Military Service.
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We do not Cover an illness, treatment or medical condition due to service in the Armed Forces or auxiliary units.
No-Fault Automobile Insurance.

We do not Cover any benefits to the extent provided for any loss or portion thereof for which mandatory
automobile no-fault benefits are recovered or recoverable. This exclusion applies even if You do not make a proper
or timely claim for the benefits available to You under a mandatory no-fault policy.

Services Not Listed.
We do not Cover services that are not listed in this Certificate as being Covered.
Services Provided by a Family Member.

We do not Cover services performed by a member of the covered person’s immediate family. “Immediate family”
shall mean a child, spouse, mother, father, sister or brother of You or Your Spouse.

Services Separately Billed by Hospital Employees.

We do not Cover services rendered and separately billed by employees of Hospitals, laboratories or other
institutions.

Services with No Charge.
We do not Cover services for which no charge is normally made.
Vision Services.

We do not Cover the examination or fitting of eyeglasses or contact lenses, except as specifically stated in the
Pediatric Vision Care section(s) of this Certificate.

War.
We do not Cover an illness, treatment or medical condition due to war, declared or undeclared.
Workers' Compensation.

We do not Cover services if benefits for such services are provided under any state or federal Workers'
Compensation, employers' liability or occupational disease law.

Fully Insured Disclaimer

The Hofstra University Student Health Insurance Plan is underwritten by Aetna Life Insurance Company. Aetna
Student Health®M is the brand name for products and services provided by Aetna Life Insurance Company and its
applicable affiliated companies (Aetna).

Sanctioned Countries

If coverage provided by this policy violates or will violate any economic or trade sanctions, the coverage is
immediately considered invalid. For example, Aetna companies cannot make payments for health care or other
claims or services if it violates a financial sanction regulation. This includes sanctions related to a blocked person or
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a country under sanction by the United States, unless permitted under a written Office of Foreign Asset Control
(OFAQ) license. For more information, visit http://www.treasury.gov/resource-center/sanctions/Pages/default.aspx.

Assistive Technology

Persons using assistive technology may not be able to fully access the following information. For assistance, please
call the number listed on your ID card at no cost.

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 complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. Aetna does not exclude people or treat them differently because of race,
color, national origin, age, disability, or sex.

Aetna:
* Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
* Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages
If you need these services, contact our Civil Rights Coordinator.

If you believe that Aetna has failed to provide these services or discriminated in another way on the basis of race,
color, national origin, age, disability, or sex, you can file a grievance with: Civil Rights Coordinator, PO Box 14462,
Lexington, KY 40512, 1-800-648-7817, TTY 711, Fax 859-425-3379, CRCoordinator@aetna.com. You can file a
grievance in person or by mail, fax, or email. If you need help filing a grievance, our Civil Rights Coordinator is
available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue, SW Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 800-
537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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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.
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Y711

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

Afbasian Pfe.r sher_bln‘\e pérkthimi falas pér ju, telefononi né numrin gé gjendet né kartén tuaj
té identitetit.

Ambharic 272 ATAFTT PANGS ATFITT: (0l P AR AT TC LLMN: :

Arabic S sl ity e 2ga gall a8l e Jlad¥) ela jl (il g 00 4 @lll clarall e J paall
Rbip hwjuponpus (Eqyndd wndddwp nphpyuunmpnit wvinwbiwne hudwp

Armenian quiiquhwpkp dkp pdoljuljut wuyyuwhnjugpnipyut pupnh Jpu ipgus

hEpujuinuwhunlwpng

Bantu-Kirundi

Kugira uronke serivisi z'indimi ata kiguzi, hamagara inomero iri ku karangamuntu
kawe

Bengali IS R STat SRRt (TS 200 SR ARGEeE (Meal T90E (Gee e T8
20¢meslg¢ vecfogieg veviqd aameomin§escntayp: q§§ces 20¢ ID
Burmese 5
nodedl 0pEfeom ¢§id0c530: ol o3k
Per accedir a serveis lingliistics sense cap cost per a vosté, telefoni al namero
Catalan 1 5 I
indicat a la seva targeta d'identificacio.
Aron maakses ang mga serbisyo sa lengguwahe nga wala kay bayran, tawagi ang
Cebuano :
numero nga anaa sa imong kard sa ID.
Cheisisi Para un haglol [ st}tblsron lengguahi ni dibatde para hagu, agang i numiru gi iyo-mu
kard aidentifikasion.
Cherokee GYo0d SOhAJA TOOLO ' NJ C Aledd JCEGWINJ AY, ORABWO’b B¢0Y J460.J

hSALQSM OPOT ID ThRecod CVI'T.

Chinese Traditional

WA e &R S IRES, ST R REEF LA 5 i & 5 R

Choctaw

Anumpa tosholi i toksvli ya peh pilla ho ish i payahinla kvt chi holisso kallo iskitini
holhtena takanli ma i payah

Chuukese

Ren omw kopwe angei aninisin eman chon awewei (ese kamé), kopwe kééri ewe
nampa mei mak won noum ena katen ID

Cushitic-Oromo

Tajaajiiloota afaanii gatii bilisaa ati argaachuuf,lakkoofsa fuula waraaqaa
eenyummaa (ID) kee irraa jiruun bilbili.

Dutch

Voor gratis taaldiensten, bel het nummer op uw ziekteverzekeringskaart.

French

Pour accéder gratuitement aux services linguistiques, veuillez composer le numéro
indiqué sur votre carte d'assurance santé.

French Creole

Pou ou jwenn sévis gratis nan lang ou, rele nimewo telefon ki sou kat idantifikasyon

(Haitian) asirans sante ou.

Um auf den fiir Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die
German

Nummer auf lhrer ID-Karte an.

MNa npooPaon oug vnnpeoieg yAwooag xwplc xpéworn, kakéote tov apBud oty
Greek I il

kdpta aohdAorc oac.
et AMHLR 518 URL Aclotl W [Qatl eitnt Al Aol HI2, ML AL 518 uR

ujarati

¥A sled? UR slA 52l
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No ka wala‘au ‘ana me ka lawelawe ‘Olelo e kahea aku i ka helu kelepona ma kau

Hawaiian - s S s uee :
kaleka ID. Kaki ‘ole ‘ia kéia kokua nei.
e =T TRt SPrara & 9TST [AT3HT T 3IUANT L & FoIT, 39T 1S3 s ) feu e
indi o .
O HieT |
Yuav kom tau kev pab txhais lus tsis muaj ngi them rau koj, hu tus naj npawb ntawm
Hmong il
o koj daim npav ID.
fakis Inweta enyemaka asusu na akwughi ugwo obula, kpeo nomba no na kaadi njirimara
= gi
Tapno maakses dagiti serbisio ti pagsasao nga awanan ti bayadna, awagan ti
Ilocano :
numero nga adda ayan ti ID kardmo.
. Untuk mengakses layanan bahasa tanpa dikenakan biaya, silakan hubungi nomor
Indonesian ; :
telepon di kartu asuransi Anda.
A Per accedere ai servizi linguistici senza alcun costo per lei, chiami il numero sulla
tessera identificativa.
Japanese EHOEEY—EXRIE, DA—FIZHHIBFESITEEECEEL,
mﬁm‘lm@uﬁnﬁ%m‘l@wﬂ@amﬁ&:mﬁmmwﬁ
Teasen cronmdE:mqronsmmdudsdisd,aB: PS8 EHanze BB angSHé (ID) s booa).
FE2 10 MH|AE 0|85 H 2™ ID 7IE0]| =5 & HS 2 To|dY
Korean
THAL.
Yo HBaxsa I n.yuu‘kosna mahola.m language services ngui nsaa wogui wo, sebel i nsinga i ye
ntilga i kat yong matibla
Kurdish (ID)cs> SU rma (5 a3 42 450 (5o 5ty ¢ 35 50 059985 (oo (e ) ) 5550 3 42 (a8 jises 34
o _ LA SIS
Lao (B2c22c90INIVWIFINVcTN. loumrcdinelnbourarctoesgun.
, HTTATCT HIVTITET UeehTRIATT HTST HaATTAd GIa FIUITHATS, 3TTeT 1D FHTSTadicr
Marathi . >
ShHThIaY il .
Nan bok jipan kon kajin ilo an ejjelok wonean Aan kwe, kwon kallok nomba eo ilo
Marshallese ]
kaat in ID eo am.
Micronesian- Pwehn alehdi sawas en lokaia kan ni sohte pweipwei, koahlih nempe nan amhw
Ponapean doaropwe en ID.
Mon-Khmer. 18]S S SINAUMNIRUSSSSIGUENUINSHS
Cambodian WBIUTISIUNISIMSIUSIRUENSISTTTUMENUS SIURITIN ALY
T’aa ni nizaad k’ehji bee nika a’doowot doo baah ilinigdd naaltsoos
Navajo bee atah niljjgo nanitinigii bee néého’ddlzinigii béésh bee hane'i
bika’'igii aajj’ holne’.
_— Wﬁﬁﬁammﬁ%:gm@@mﬁmémﬁaﬁmmm
epal

Nilotic-Dinka

Té koor yin ran de wégr de thokic ke cin wéu kar keek ténan yin. Ke yin cal ran ye kac
kuony né namba de abac t5 né ID kard du3n de tiit de nyin de panakim k3u.

Norwegian

For tilgang til kostnadsfri spraktjenester, ring nummeret pa ID-kortet ditt.
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Pennsylvanian-
Dutch

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

Persian Farsi

%ﬁw@dﬁﬁmﬁajﬁdjjcﬁ%éajmb‘d&e|JJJLMdb)QLALMK5thJL5|JJ

Polish

Aby uzyskac dostep do bezptatnych ustug jezykowych, nalezy zadzwonic pod numer
podany na karcie identyfikacyjnej.

Para aceder aos servigos linguisticos gratuitamente, ligue para o numero indicado

Portuguese " : B
no seu cartdo de identificacao.
32 BE s fai 3 T8 Uarst Aerer &t 293 996 S8, WU wet st a3
Punjabi .
33 Su9 35|
Romanian Pentru a accesa gratuit serviciile de limba, apelati numarul de pe cardul de membru.
e [nsa Toro 4To6bl HecnaaTHO NOAYHUTL MOMOLLL NepeBoAYMKa, MO3BOHUTE NO
B TenedoHy, NpuBeAeHHOMY Ha Ballenl MAeHTUDUKALMOHHOM KapTe.
Mot 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.

Para acceder a los servicios lingliisticos sin costo alguno, llame al numero que figura

Spoiish en su tarjeta de identificacion.

Sudanic Fulfulde H(.eeb.a a naasta nder ekkitol jaangirde woldeji walla yobugo, ewnu lamba je don
windi ha do derowol maada.

Swahili Kupata huduma za lugha bila malipo kwako, piga nambari iliyo kwenye kadi yako ya

kitambulisho.

Syriac-Assyrian

rHahin waha Ji wiive L amsio LA MiEs iiion itk L ods wane

e Qaal

Upang ma-access ang mga serbisyo sa wika nang walang bayad, tawagan ang

Tagalog .
Ll numero sa iyong ID card.
PR WSO DH PB0Y ST W0, D N6 D Gy P2 O
Telugu )
= wONets.
Thai wniuaasmsnamsusmsnessnslag sl Iﬂﬁ@li‘ﬂi‘ﬁlﬁﬂLﬂm‘ﬁkkﬂ@ﬂﬂéuuﬁﬂﬁﬂ?ﬁh@ﬁmE!ﬂ‘ﬂlﬂu
T Kapau ‘oku ke fiema’u ta’etotongi ‘a e ngaahi sévesi kotoa pé he ngaahi lea kotoa,
= telefoni ki he fika ‘oku ha atu ‘i ho’o ID kaati.
Turkish Dil hizmetlerine Ucretsiz olarak erismek igin kimlik kartinizdaki numarayi arayin.
Ukraini LLlo6 6e3KOLTOBH] OTPMMATK MOBHI NOCAYTM, 3343BOHITb 3@ HOMEPOM, BKa3aHWM Ha
alnian it b ’
BaLWin iaeHTMIKaNHIM KapTui.
Urdu JB 1 50 255 ¢ 38 ID S now —igl (=) =S ilw, s S wloas (sl
~ S
.. Pé st dung cac dich vu ngdn ngi¥ mién phi, vui long goi s6 dién thoai ghi trén thé ID
TR . % .g ! 4 Ng g P g BC = Al §
cua quy vi.
Yiddish 5uaRp 1D ¥R A7MK RN QYT BO10 ,PRIOK 119 M0 YD Y0 IRIOY RPN 1X
Yoruba Lati rayesi awon isé edé fun ¢ lofee, pe nomba té wa lori kaadi idanimo re.
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