
a 
               Plan Update 

The following changes have been made to your plan: 
 
Issue Date: 1/23/13 
State: Indiana 
 
1.  Updating the “Summary of Benefits Chart – Option 1000 Plan and Option 500 Plan” 
to remove the following since there is no dependent coverage available on either plan: 
 
Well Baby Care Expense:  Benefits include charges for routine preventive and primary 
care services, rendered to a covered dependent child on an outpatient basis.  
 
Routine preventive and primary care services are services rendered to a covered 
dependent child, from the date of birth through the attainment of two (2) years of age. 
Services include: initial hospital check-ups, other hospital visits, physical examinations, 
including routine hearing and vision examinations, medical history, developmental 
assessments, and materials for the administration of appropriate and necessary 
immunizations and laboratory tests, when given in accordance with the prevailing clinical 
standards of the American Academy of Pediatrics.  
 
Newborn examination coverage will include for the detection of the following disorders: 
Phenylketonuria, Hypothyroidism, Hemoglobinopathies, including sickle cell anemia, 
Galactosemia, Maple Syrup urine disease, Homocystinuria, Inborn errors of metabolism 
that result in mental retardation and that are designated by the state department, cogenital 
adrenal hyperplasia, biotinidase deficiency, Disorders detected by tandem mass 
spectrometry or other technologies with the same or greater detection capabilities as 
tanden mass spectrometry, if the state department determines that the technology is 
available for use by a designated laboratory.  
 
Newborn testing will also include testing for human immunodeficiency virus (HIV) or 
antibody or antigen to HIV. Payment to a hospital for this testing must be in an amount 
equal to the hospital’s actual cost of performing the test. Newborn coverage will also 
include a physiologic hearing screening examination at the earliest feasible time for the 
detection of hearing impairments.  
 
Covered Medical Expenses are payable as follows:  
Preferred Care: 100% of the Negotiated Charge. Benefits are payable for scheduled visits 
in accordance with the prevailing clinical standards of the American Academy of 
Pediatrics.  
Non-Preferred Care: 60% of the Recognized Charge. Benefits are payable for scheduled 
visits in accordance with the prevailing clinical standards of the American Academy of 
Pediatrics. 
 



2.  Restating the first paragraph under “Subrogation/Reimbursement Right of Recovery 
Provision” on page 50 as follows: 
 
Immediately upon paying or providing any benefit under this Plan, Aetna shall be 
subrogated to all rights of recovery a Covered Person has against any party potentially 
responsible for making any payment to a Covered Person, due to a Covered Person’s 
injuries or illness, to the full extent of benefits provided, or to be provided by Aetna. In 
addition, if a Covered Person receives any payment from any potentially responsible 
party, as a result of an injury or illness, Aetna has the right to recover from, and be 
reimbursed by the Covered Person for all amounts this Plan has paid, and will pay as a 
result of that injury or illness, up to and including the full amount the Covered Person 
receives, from all potentially responsible parties. A “Covered Person” includes for the 
purposes of this provision, anyone on whose behalf this Plan pays or provides any 
benefit. 
 
3.  Restating the “Extension of Benefits” section on page 51 as follows: 
 
EXTENSION OF BENEFITS 
If a Covered Person is confined to a hospital on the date his/her insurance terminates, 
expenses incurred after the termination date and during the continuance of that hospital 
confinement, shall be payable in accordance with the Policy, but only while they are 
incurred during the 90 day period or the duration of confinement, whichever occurs first, 
following such termination of insurance. 
 
4.  Updating the “Exclusions” section to remove the following: 
 
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. 

 
 
Issue Date: 11/9/12 
State: Indiana 
 
1.  Restating the “Pre-existing Conditions/Continuously Insured Provisions” section as 
follows: 
 
PRE-EXISTING CONDITIONS/CONTINUOUSLY INSURED PROVISIONS  
 
Pre-Existing Condition Any injury, sickness, or condition that was diagnosed or 
treated, or would have caused a prudent person to seek diagnosis or treatment (including 
prescriptions), within six months prior to the covered person’s effective date of 
insurance. 
 
Limitation  



Expenses incurred by a Covered Person as a result of a pre-existing condition will not be 
considered Covered Medical Expenses unless no charges are incurred, or treatment 
rendered, for the condition for a period of six months under the Policy, or, the Covered 
Person has been covered under the Policy for twelve consecutive months, whichever 
occurs first. This pre-existing limitation does not apply to Covered Persons under age 19, 
Health Center Services, Pregnancy or to conditions resulting from abuse. 
  
 
Special Rules As To A Pre-existing Condition You have been continuously insured if 
you (i) had “creditable health insurance coverage” (such as COBRA, HMO, another 
group or individual policy, Medicare or Medicaid) prior to enrolling in this plan, and (ii) 
the creditable coverage ended within 63 days of the date you enrolled under this plan. If 
both of these tests are met, then the Pre-Existing exclusion will not apply. 
 
 


