
                     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: 2/14/14 
State: Indiana 
 
1. Updating the “Referral Required for Students” section on page 8 to add the following: 
 

 Physical Therapy Services for 24 calendar days from date of initial evaluation.  
After this 24 day period a referral is required. 

 
2. Updating the “Room and Board Expense” benefit in the “Summary of Benefits Chart” 

on page 10 to remove the following: 
 
Benefits are limited to Non-Preferred Inpatient Hospital maximum of $900 per day. 
 

3. Updating the “Intensive Care Room and Board Expense” benefit in the “Summary of 
Benefits Chart on page 10 to remove the following: 

 
Benefits are limited to Non-Preferred Inpatient Hospital maximum of $900 per day. 
 

4. Updating the “Miscellaneous Hospital Expense” benefit in the “Summary of Benefits 
Chart on page 11 to remove the following: 
 
Benefits are limited to Non-Preferred Inpatient Hospital maximum of $900 per day. 
 

5. Updating the “Ambulatory Surgical Expense” benefit in the “Summary of Benefits 
Chart on page 12 to remove the following: 
 
Benefits are limited to Non-Preferred: $900 max per surgical procedure. 
 

6. Updating the “Hospital Outpatient Department Expense” benefit in the “Summary of 
Benefits Chart on page 12 to remove the following: 
 
Benefits are limited to Non-Preferred: $600 per condition per policy year. 
 

7. Restating the “Walk-In Clinic Visit Expense” benefit in the “Summary of Benefits 
Chart on page 12 as follows: 
 
Walk-In Clinic Visit Expense 
 
Covered Medical Expenses include services rendered in a walk-in clinic. 
 



Preferred Care: 80% of the Negotiated Charge  
Non-Preferred Care: 60% of the Recognized charge.  
 
Benefits are limited to Non Preferred: a max of 16 visits per policy year. 
 

8. Updating the “Urgent Care Expense” benefit in the “Summary of Benefits Chart on 
page 12 to remove the following: 
 
Benefits are limited to Non-Preferred: $600 per condition per policy year. 
 

9. Restating the “Physician’s Office Visit Expense” benefit in the “Summary of Benefits 
Chart on page 13 as follows: 
 
Physician’s Office Visit Expense 
 
Covered Medical Expenses are payable as follows: 
Preferred Care: 80% of the Negotiated Charge 
Non-Preferred Care: 60% of the Recognized charge. 
 
Benefits are limited to Non Preferred: 1 visit per day to a max of 16 visits per policy 
year. 
 
This benefit includes visits to specialists. 
 

10. Updating the “Laboratory and X-Ray Expense” benefit in the “Summary of Benefits 
Chart on page 13 to remove the following: 

 
Benefits are limited to Non-Preferred $600 max per condition per policy year. 
 

11. Restating the “Therapy Expense” benefit in the “Summary of Benefits Chart” on 
pages 13-14 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, 
 Inhalation Therapy,  
 Cardiac Rehabilitation, 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. 



 
Covered Medical Expenses are payable as follows: 
Preferred Care:  80% of the Negotiated Charge. 
Non-Preferred Care: 60% of the Recognized Charge.  
 
Benefits are limited to a Non Preferred maximum of 16 visits per policy year for 
Chiropractic Care. 
 
Covered Medical Expenses  for oral and intravenous chemotherapy, including anti-
nausea drugs used in conjunction with the chemotherapy, radiation therapy, tests and 
procedures, physiotherapy (for rehabilitation only after a surgery), and expenses 
incurred at a radiological facility.  Covered Medical Expenses also include expenses 
for the administration of chemotherapy and visits by a health care professional to 
administer the chemotherapy.  Such expenses are payable as follows: 
 
Preferred Care: 80% of the Negotiated Charge 
Non-Preferred Care: 60% of the Recognized Charge 

 
12. Restating the “Durable Medical and Surgical Equipment Expense” benefit in the 

“Summary of Benefits Chart” on pages 14-15 as follows: 
 

Durable Medical and Surgical Equipment Expense 
 
Covered Medical Expenses are payable as follows: 
 
Preferred Care: 80% of the Negotiated Charge. 
Non-Preferred Care: 60% of the Recognized Charge.  
 
Breast Feeding Durable Medical Equipment 
Coverage includes the rental or purchase of breast feeding durable medical 
equipment for the purpose of lactation support (pumping and storage of breast milk) 
as follows. 
 
Preferred Care: 100% of the Negotiated Charge. 
Non-Preferred Care: 60% of the Recognized Charge.  
 
Breast Pump 
Covered expenses include the following: 
 The rental of a hospital-grade electric pump for a newborn child when the 

newborn child is confined in a hospital. 
 The purchase of: 

• An electric breast pump (non-hospital grade), if requested within 60 days from 
the date of the birth of the child.  A purchase will be covered once every five 
years following the date of the birth; or 

• A manual breast pump, if requested within 6-12 months from the date of the 
birth of the child.  A purchase will be covered once every five years following 
the date of the birth. 



 If an electric breast pump was purchased within the previous one period, the 
purchase of an electric or manual breast pump will not be covered until a five year 
period has elapsed from the last purchase of an electric pump.   

 
Breast Pump Supplies 
Coverage is limited to only one purchase per pregnancy in any year where a covered 
female would not qualify for the purchase of a new pump. 
 
Coverage for the purchase of breast pump equipment is limited to one item of 
equipment, for the same or similar purpose, and the accessories and supplies needed 
to operate the item.  The covered person is responsible for the entire cost of any 
additional pieces of the same or similar equipment that he or she purchases or rents 
for personal convenience or mobility. 
 
Aetna reserves the right to limit the payment of charges up to the most cost efficient 
and least restrictive level of service or item which can be safely and effectively 
provided.  The decision to rent or purchase is at the discretion of Aetna. 
 
Limitations: 
Unless specified above, not covered under this benefit are charges incurred for: 
Services which are covered to any extent under any other part of this Plan. 
 

13. Restating the “Consultant Expense” benefit in the “Summary of Benefits Chart on 
page 19 as follows: 
 
Consultant Expense 
 
Covered Medical Expenses include the expenses for the services of a consultant. 
The services must be requested by the attending physician for the purpose of 
confirming or determining a diagnosis. 
 
Covered Medical Expenses are covered as follows:  
Preferred Care:  80% of the Negotiated Charge.   
Non-Preferred Care: 60% of the Recognized Charge. 
   
Benefits are limited to Non-Preferred: a max of 16 visits per policy year 
 

14. Restating the “Treatment of Mental and Nervous Disorders - Outpatient Expense” 
benefit in the “Summary of Benefits Chart on page 19 as follows: 

 
Treatment of Mental and Nervous Disorders 
 
Outpatient Expense 
 
Covered Medical Expenses for outpatient treatment of a mental health condition are 
payable as follows: 
Preferred Care: 80% of the Negotiated Charge. 
Non-Preferred Care: 60% of the Recognized Charge.  



 
Benefits are limited to max of 1 visit per day up to a 16 day maximum.  
 
Charges for marriage and family therapies are not Covered Medical Expenses. 


