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Blanket Student Accident and 
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a contract between 

 

Aetna Life Insurance Company 
(A Stock Company herein called Aetna) 

 

and 

 

University of Virginia 
(Policyholder) 

 

 

Policy Number: GP- 869746 
 

Date of issue: February 21, 2019 
 

To take effect: August 15, 2018 

 

Policy delivered in: Virginia 

 

 

This Policy will be construed in line with the law of the jurisdiction in which it is delivered. 

 

This Policy takes effect at 12:01 A.M. standard time at the Policyholder's address on August 15, 2018. The Policy 

Year starts on August 15, 2018 and ends at 11:59 P.M. on August 14, 2019. 

 

Based on timely premium payments by the Policyholder, Aetna agrees with the Policyholder, to pay benefits in 

line with the Policy terms. 

 

The duties and the rights of all persons will be based solely on Policy terms. This Policy is non-participating. 
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STUDENT ACCIDENT AND SICKNESS INSURANCE 

 

SECTION 1 - DEFINITIONS 

 

The following words and phrases when used in this Policy shall have, unless the context clearly indicates 

otherwise, the meaning given to them below: 

 

Accident: an occurrence which (a) is unforeseen; (b) is not due to or contributed to by sickness or disease of any 

kind; and (c) causes injury. 

 

Actual Charge: the charge made for a covered service by the provider who furnishes it. 

 

Coinsurance: Coinsurance is both the percentage of covered expenses that the plan pays, and the percentage of 

covered expenses that the covered person pays. The percentage that the plan pays is called “plan coinsurance” 

or the “payment percentage,” and varies by the type of expense. Please refer to the Schedule of Dental Expense 

Benefits for specific information on coinsurance amounts. 

 

Copay, Copayments: The specific dollar amount or percentage required to be paid by the covered person or on 

behalf of the covered person. The plan includes various copays; and these copay amounts or percentages; are 

specified in the Schedule of Dental Expense Benefits. 

 

Covered Expenses: Medical, dental, vision or hearing services and supplies shown as covered under this booklet-

certificate. 

 

Covered dependent: a covered student’s dependent who is insured under this Policy. 

 

Covered person: a covered student and any covered dependent while coverage under this Policy is in effect. 

 

Covered student: a student of the Policyholder who is insured under this Policy. 

 

Deductible: The part of covered dental expenses that must be paid by the covered person before the plan starts 

to pay benefits. Additional information regarding deductibles and deductible amounts can be found in the 

Schedule of Dental Expense Benefits. 

 

Dental Emergency: Any dental condition that: 

 

• occurs unexpectedly; 

• requires immediate diagnosis and treatment in order to stabilize the condition; and 

• is characterized by symptoms such as severe pain and bleeding. 

 

Dental provider: This is any dentist; group; organization; dental facility; or other institution; or person. 

 

Dentist: a legally qualified dentist. Also; a physician who is licensed to do the dental work he or she performs. 

 

Dependent: (a) the covered student’s spouse residing with the covered student; or (b) the person identified as a 

domestic partner in the "Declaration of Domestic Partnership" which is completed and signed by the covered 

student; and (c) the covered student’s unmarried child under the age of 26 years. 

 

The term “child” includes: a covered student’s biological child; step-child; adopted child; and a child for whom a 

petition for adoption is pending. 

 

The term dependent does not include a person who is: (a) an eligible student; or (b) a member of the armed 

forces. 
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No person may be covered both as a covered student and dependent; and no person may be covered as a 

dependent of more than one covered student. This does not apply to a former spouse; whose coverage is being 

continued under the "Continuation of Coverage For Your Former Spouse" provision of this Policy. 

 

Please refer to the Effective Date of Coverage and the Late Enrollment sections for information on how to report 

new dependents. 

Hospital: a facility which meets all of these tests: 

 

• it provides in-patient services for the care and treatment of injured and sick people; and 

• it provides room and board services and nursing services 24 hours a day; and 

• it has established facilities for diagnosis and major surgery; and 

• it is run as a hospital under the laws of the jurisdiction which it is located. 

 

Hospital does not include a place run mainly: (a) for alcoholics or drug addicts; (b) as a convalescent home; or c 

as a nursing or rest home. The term “hospital” includes an alcohol and drug addiction treatment facility during 

any period in which it provides effective treatment of alcohol and drug addiction to the covered person. 

 

Injury: bodily injury caused by an accident. This includes related conditions and recurrent symptoms of such 

injury. 

 

Jaw Joint Disorder: This is: 

 

• a Temporomandibular Joint (TMJ) dysfunction or any similar disorder of the jaw joint; or 

• a Myofacial Pain Dysfunction (MPD); or 

• any similar disorder in the relationship between the jaw joint and the related muscles and nerves. 

 

Lifetime Maximum: This is the most the plan will pay for covered expenses incurred by any one covered 

person during their lifetime. 

 

Medically Necessary, Medical Necessity: Health care; or dental services and supplies; or prescription drugs 

that a physician; other health care provider or dental provider; exercising prudent clinical judgment; would 

provide to a patient for the purpose of preventing, evaluating, diagnosing or treating an illness; injury; disease; or 

its symptoms; and that provision of the service; supply; or prescription drug is: 

 

(a) in accordance with generally accepted standards of medical; or dental practice; 

(b) clinically appropriate; in terms of type; frequency; extent; site; and duration; and considered effective for the 

patient’s illness; injury; or disease; and 

(c) not primarily for the convenience of the patient, physician; other health care; or dental provider; and 

(d) and not more costly than an alternative service or sequence of services at least as likely to produce equivalent 

therapeutic or diagnostic results; as to the diagnosis or treatment of that patient’s illness; injury; or disease. 

 

For these purposes “generally accepted standards of medical or dental practice” means: 

 

standards that are based on credible scientific evidence published in peer-reviewed literature generally 

recognized by the relevant medical or dental community, or otherwise consistent with physician or dental 

specialty society recommendations and the views of physicians or dentists practicing in relevant clinical 

areas and any other relevant factors. 

 

Negotiated Charge: This is the maximum charge that a network provider has agreed to make as to any service 

or supply for the purpose of the benefits under this plan. 
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Network Provider: A health care provider or dental provider who has contracted to furnish services or supplies 

for a negotiated charge; but only if the provider is, with Aetna's consent, included in the directory as a network 

provider for: 

 

• The service or supply involved; and 

• The class of employees to which the covered person belongs. 

 

Network Service(s) or Supply(ies): Health care service or supply that is furnished by a network provider. 

 

Out-of-Network Service(s) and Supply(ies): Health care service or supply that is furnished by an out-of 

network provider. 

 

Out-of-Network Provider: A health care provider or dental provider who has not contracted with Aetna to 

furnish services or supplies at a negotiated charge.  

 

Physician:  a legally qualified physician, health professional, provider or other recognized entity or person 

licensed or otherwise authorized to provide health care services. Also, to the extent required by law, a practitioner 

who performs a service for which coverage is provided when it is performed by a physician. 

 

Plan Administrator: means Chickering Claims Administrators Inc. 

 

Policy Year: the period of time from anniversary date to anniversary date; except in the first year; when it is the 

period of time from the effective date to the first anniversary date. 

 

Reasonable Charge: Only that part of a charge which is reasonable is covered. The reasonable charge for a 

service or supply is the lowest of: 

 

• The provider's usual charge for furnishing it; and 

• The charge Aetna determines to be appropriate; based on factors such as the cost of providing the same or a 

similar service or supply and the manner in which charges for the service or supply are made; and 

• The charge Aetna determines to be the prevailing charge level made for it in the geographic area where it is 

furnished. 

 

In some circumstances; Aetna may have an agreement; either directly or indirectly through a third party; with a 

provider which sets the rate that Aetna will pay for a service or supply. In these instances; in spite of the 

methodology described above; the reasonable charge is the rate established in such agreement. 

 

In determining the reasonable charge for a service or supply that is: 

 

• Unusual; or 

• Not often provided in the area; or 

• Provided by only a small number of providers in the area. 

 

Aetna may take into account factors, such as: 

 

• The complexity; 

• The degree of skill needed; 

• The type of specialty of the provider; 

• The range of services or supplies provided by a facility; and 

• The prevailing charge in other areas. 

 

Room and Board: charges made by an institution for board and room and other necessary services and supplies. 

They must be regularly made at a daily or weekly rate. 
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Service Area: This is the geographic area; as determined by Aetna; in which network providers for this plan are 

located. 

 

Sickness: disease or illness including related conditions and recurrent symptoms of the sickness. All injuries or 

sickness due to the same or related causes are considered one injury or sickness. 

 

Specialist Dentist: Any dentist who; by virtue of advanced training is board eligible or certified by a Specialty 

Board as being qualified to practice in a special field of dentistry. 

 

130,140,150,160,200,220,230,240,250,255,260,300,410,420,430,440,450,510,530,550,560,670,680,700,710,720,

740, 

760,765,770,780,790,808,1400,1405,1410,1620,1625,1630, 1661,1665,1675,1680,1686,1687,1688,1690,1690-

1NJ,1721,1722,1730,1785,1791,1805,1811,1812,1816,1817,1846,1860,1865, 1925,1930,1935, 1975, 3050, 3055,  
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STUDENT ACCIDENT AND SICKNESS INSURANCE 

 

SECTION 2 - ELIGIBILITY, EFFECTIVE DATE OF INDIVIDUAL COVERAGE 
 

Eligible Persons 
 

Students 
 

All classes of students are eligible except students in any class which is not listed in the Schedule of Benefits. A 

student is eligible only for the coverages shown in the Schedule of Benefits which applies to his or her class. 
 

Students must actively attend classes for at least the first 31 days after the date when coverage becomes effective. 

Home study; correspondence; Internet classes and television (TV) courses; do not fulfill the eligibility 

requirements that the student actively attend classes. If Aetna discovers that this eligibility requirement has not 

been met; its only obligation is to refund premium; less any claims paid. 
 

Dependents: dependents of a covered student who meet the definition of a dependent under this Policy and are 

listed under the Schedule of Benefits. 
 

Effective Date of Insurance 

The coverage of each person who applies for coverage hereunder on or before the Effective Date hereof shall take 

effect on the Effective Date of this Policy. 
 

Coverage for each person applying for coverage hereunder after the Effective Date shall take effect on the date he 

or she either submits a completed application or fails to submit a waiver form and pays the premium for the 

insurance. 
 

Dependent insurance of a covered student becomes effective on the date the covered student becomes effective; 

or the date of the dependent's enrollment; whichever is later. Otherwise the insurance becomes effective on the 

date the covered student acquires a dependent. 
 

A newborn child shall be insured for injury; sickness; premature birth; and medically diagnosed congenital 

defects; and birth abnormalities from the moment of birth; for an initial period of thirty-one days. To continue the 

insurance beyond this initial 31 day period; the covered student must notify Aetna; or its agent; of the birth; and 

pay any additional premium required for the child’s insurance within the 31 day period. 
 

Coverage is provided for a child legally placed for adoption with a covered student from the moment of 

placement; for an initial period of thirty-one days; provided the child lives in the household of the covered 

student and is dependent upon the covered student for support. Notification of placement of such child and 

payment of any additional premium; if necessary; is required within 31 days from placement. To continue the 

insurance beyond this initial 31 day period; the covered student must notify Aetna or its agent of the placement 

of such child; and pay any additional premium required for the child’s insurance within the 31 day period. 
 

Late Enrollment 

If an application and premium payment for insurance are made more than 30 days following the date the Eligible 

Person or Dependent become eligible; then his or her insurance will become effective only if and when Aetna 

gives its written consent or, if such enrollment occurs during a late enrollment period established by the Plan 

Sponsor; or, if such enrollment occurs due to the loss of prior comparable coverage; for any reason. 
 

An eligible dependent will not be considered a late enrollee if the covered student is required to provide coverage 

for his eligible dependent as a result of a court order; and written request for such coverage is made within 31 

days of the court order. Such coverage will become effective on the date of the court order. If request for coverage 

is not made within 31 days of the court order; the dependent's coverage will be subject to all of the terms of this 

Policy. 
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An eligible student may not enroll for coverage under this Policy if he is not enrolled in the health service plan 

provided by the Policyholder. Once an eligible student makes a coverage selection under this Policy, he or she 

may not change his or her election. 

 

The Policyholder agrees to submit to Aetna within 20 days after the effective date of each covered person’s 

insurance: (1) the name of each person who applied for coverage hereunder; (2) the effective date of insurance; 

and (3) the premium paid as to each such covered person. The insurance of those covered persons whose names 

and premiums were received more than 20 days after the date the insurance would have become effective will 

take effect on the date such name and premium is received by Aetna or an agent of Aetna except as may otherwise 

be provided above. 

 

Change In Amounts 

Covered Student 

Status Change - If; at any time; the covered student's status changes so as to warrant an amount of coverage 

other than that for which the covered student is then covered; the amount of his or her coverage will be changed 

as follows: 

 

A reduction will be effective: 

 

On the date of the earnings or status change. 

 

An increase will be effective on the date of the status change. 

 

Schedule or Benefit Level Change - If, at any time; any schedule or the level of any benefit is changed so as to 

warrant an amount of coverage other than that for which the covered student is then covered; the amount of 

coverage will be changed to the new amount. 

 

All Changes - A retroactive change in a covered student's status will not result in a retroactive change in 

coverage. Any change in coverage will be effective on the date the change in status is made. 

 

Covered Dependent 

Status, Schedule, or Benefit Level Change - If; for any reason and at any time; a dependent's status; any 

schedule; or the level of any benefit for a dependent is changed so as to warrant an amount of coverage for a 

dependent other than that then in force; the amount of a dependent's coverage will be changed to the new 

amount. 

 

Continuously Insured Provision 

“Continuously insured” means a person who was insured under prior Student Health Insurance policies issued to 

the school; and is now insured under this Policy. Persons who have remained continuously insured will be 

covered for conditions first manifesting themselves while continuously insured; except for expenses payable 

under prior policies in the absence of this Policy. Previously insured dependents and students must re-enroll for 

coverage in order to avoid a break in coverage for conditions which existed in prior Policy Years. 
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STUDENT ACCIDENT AND SICKNESS INSURANCE 

 

SECTION 3 - TERMINATION OF COVERAGE, EXTENSION OF BENEFITS 

 

TERMINATION OF STUDENT COVERAGE 

 

Insurance for a covered student will end on the first of these to occur: 

 

(a) the date this Policy terminates; 

(b) the last day for which any required premium has been paid; 

(c) the date on which the covered student withdraws from the school because of entering the armed forces of 

any country.  Premiums will be refunded on a pro-rata basis when application is made within 90 days from 

withdrawal; 

(d) the date the covered student is no longer in an eligible class. 

 

Premiums will be refunded on a pro-rata basis when application is made within 90 days from withdrawal. 

 

If withdrawal from school is for other than entering the armed forces, no premium refund will be made.  Students 

will be covered for the Policy term for which they are enrolled and for which premium has been paid. 

 

TERMINATION OF DEPENDENT COVERAGE 

 

Insurance for a covered student’s dependent will end when insurance for the covered student ends.  Before 

then; coverage will end: 

 

(a) For a child, on the first premium due date following the first to occur of: 

 

(1) the date the child is no longer chiefly dependent upon the student for support and maintenance; 

(2) the date of the child’s marriage; and 

(3) the child’s 26th birthday 

 

(b) The date the covered student fails to pay any required premium. 
 

(c) For the spouse; the date the marriage ends in divorce or annulment. 
 

(d) The date dependent coverage is deleted from this Policy. 
 

(e) The date the dependent ceases to be in an eligible class. 

 

Termination will not prejudice any claim for a charge that is incurred prior to the date coverage ends. 

 

INCAPACITATED DEPENDENT CHILDREN 

 

Insurance may be continued for incapacitated dependent children who reach the age at which insurance would 

otherwise cease.  The dependent child must be chiefly dependent for support upon the covered student and be 

incapable of self-sustaining employment because of mental or physical handicap. 

 

Due proof of the child's incapacity and dependency must be furnished to Aetna by the covered student within 31 

days after the date insurance would otherwise cease.  Such proof will not be required more often than once each 

year after 2 years from the date the child reached the age at which insurance would have ceased if the child were 

not incapacitated.  The premium due for the child's insurance will be the same as for a child who is not so 

incapacitated.  Such child will be considered a covered dependent; so long as the covered student submits proof 

to Aetna each year; that the child remains physically or mentally unable to earn his own living.  The premium due 

for the child's insurance will be the same as for a child who is not so incapacitated. 
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The child's insurance under this provision will end on the earlier of: 

 

(a) the date specified under the provision entitled Termination of Dependent Coverage; or 

(b) the date the child is no longer incapacitated and dependent on the covered student for support. 

 

EXTENSION OF BENEFITS 

If a covered person is confined to a hospital or under treatment for a covered condition on the date his or her 

Basic Sickness Expense; Supplemental Sickness Expense coverage terminates; charges incurred during the 

continuation of that hospital confinement or for that treatment of the covered condition shall also be included in 

the term “Expense”; but only while they are incurred during the 31 day period following such termination of 

insurance. 

 

2035,2040,2045,2050 
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STUDENT ACCIDENT AND SICKNESS INSURANCE 

 

SECTION 4 - GENERAL PROVISIONS 

 

ENTIRE CONTRACT CHANGES.  The entire contract is made up of:  (i) this Policy; including the 

Policyholder’s application; and (ii) the individual applications; if any; of covered persons.  Statements made by 

the Policyholder; or a covered person; shall be deemed to be representations and not warranties.  No such 

statement may be used in any contest of this insurance; unless the statements:  (1) are contained in writing and 

signed by the applicant; and (2) a copy has been given to such person; or to his or her beneficiary.  Further; no 

statement by a covered person; except a fraudulent statement; will be used in defense to a claim for loss incurred 

after the coverage under which claim is made has been in effect for 2 years.  This Policy may be changed at any 

time by written agreement between Aetna and the Policyholder.  The consent of any student or other person is not 

needed.  All agreements made by Aetna are signed by one of its executive officers.  No other person can change 

or waive any of the Policy terms or make any agreement binding Aetna.  The Policyholder will not have to give 

written approval of a change in the Policy if:  (1) The Policyholder has asked for the change and Aetna has agreed 

to it; or (2) the change is needed so that the Policy will conform to any law; regulation; or ruling of a jurisdiction; 

that affects a person covered under this Policy or the federal government. 

 

PREMIUMS.  Aetna sets the premiums that apply to the coverage provided under this Policy.  Those premiums 

are shown in a notice given to the Policyholder with or prior to delivery of this Policy.  Aetna has the right to 

adjust the premium rate on each anniversary date of this Policy; or when the terms of this Policy are changed.  

The Policyholder will be given notice of such premium adjustment at least 60 days before the date it is to take 

effect unless the change in Policy terms is to take effect before the 60 days. 

 

PAYMENT OF PREMIUMS.  The Policyholder will pay premiums in advance.  They may be paid at Aetna's 

Home Office; or to its authorized agent.  A premium is due to be paid on the first day of each Policy month.  The 

Policyholder may change the number of premium payments as of a premium due date.  This needs Aetna's written 

consent. 

 

RENEWAL OF POLICY.  With Aetna’s consent; this Policy may be renewed for like periods by payment of the 

renewal premium at the premium rate in effect at that time.  This renewal premium must be paid within the grace 

period.  Aetna also has the right to refuse to renew this Policy. 

 

GRACE PERIOD.  The premium due date will be negotiated by Aetna and the Policyholder.  The grace period 

of 31 days will be granted for the payment of each premium falling due after the first premium.  During that 

period; this Policy shall continue in force.  The Policyholder shall be liable to Aetna for the payment of the 

premium for the period this Policy continues in force. 

 

NOTICE OF CLAIM.  Written notice of claim must be given to Aetna within 30 days after the occurrence or 

commencement of any loss covered by this Policy; or as soon thereafter as is reasonably possible.  Notice given 

by or on behalf of the claimant or the beneficiary to Aetna at its Home Office in Hartford, Connecticut or to its 

authorized agent; with information sufficient to identify the covered person, shall be deemed notice to Aetna. 

 

CLAIM FORMS.  Upon receipt of a written notice of claim; Aetna or its authorized agent will give the claimant 

such forms as are usually given for filing proofs of loss.  If such forms are not given within 15 days after the 

receipt of such notice; the claimant can fulfill the terms of this Policy as to proof of loss by giving written proof 

of:  (i) the occurrence of the loss; and (ii) the nature of the loss; and (iii) the extent of the loss. 
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REINSTATEMENT.  If any renewal premium is not paid within the time granted the Policyholder for payment; 

a subsequent acceptance of premium by Aetna or by any agent duly authorized by Aetna to accept such premium; 

without requiring in connection therewith an application for reinstatement; shall reinstate the Policy.  Provided; 

however; that if Aetna or such agent requires an application for reinstatement and issues a conditional receipt for 

the premium tendered; the Policy will be reinstated upon approval of such application by Aetna or; lacking such 

approval; upon the forty-fifth day following the date of such conditional receipt unless Aetna has previously 

notified the Policyholder in writing of its disapproval of such application.  The reinstated Policy shall cover only 

loss resulting from such accidental injury as may be sustained after the date of reinstatement and loss due to such 

sickness as may begin more than 10 days after such date.  In all other respects; the Policyholder and Aetna shall 

have the same rights thereunder as they had under the Policy immediately before the due date of the defaulted 

premium; subject to any provisions endorsed hereon or attached hereto in connection with the reinstatement.  Any 

premium accepted in connection with the reinstatement shall be applied to a period for which premium has not 

been previously paid; but not to any period for more than 60 days prior to the date of reinstatement. 

 

PROOFS OF LOSS.  Written proof of loss must be given to Aetna at Aetna's Home Office within 90 days after 

the date of such loss. Failure to give such proof within the time required shall not invalidate nor reduce any claim 

if it was not reasonably possible to give proof within such time. However, proof must be given as soon as 

reasonably possible and in no event; except in the absence of legal capacity; later than 1 year after the deadline.  

Otherwise, late claims will not be covered. 

 

TIME OF PAYMENT OF CLAIMS.  Benefits payable under this Policy will be paid as they accrue and as soon 

as due written proof of such loss has been received by Aetna or its authorized agent. 

 

PAYMENT OF CLAIMS.  All benefits will be paid to the covered student.  All or a portion of the benefits; if 

any; provided by this Policy may be paid directly to the hospital or person upon whose charges the claim is based 

or to the person who made payment on behalf of the covered student.  The covered person must make a written 

request to Aetna before Aetna can do this.  Aetna must receive the request no later than the time for filing proof of 

loss.  If the covered student dies; Aetna will pay any accrued benefits at the time of death to the beneficiary or; if 

no beneficiary is designated and surviving the covered student, then as follows: 

 

(a) the covered student's parents or legal guardian; if a minor; 

 

(b) otherwise to the covered student's estate. 

 

RECOVERY OF OVERPAYMENT.  If a benefit payment is made by Aetna; to or on behalf of any covered 

person; which exceeds the benefit amount such covered person is entitled to receive in accordance with the 

terms of the contract; Aetna has the right: 

 

to require the return of the overpayment on request; 

to reduce by the amount of the overpayment, any future benefit payment made to or on behalf of that covered 

person or another person in his or her family. 

 

Such right does not affect any other right of recovery Aetna may have with respect to such overpayment. 

 

PHYSICAL EXAMINATION.  At Aetna's expense; Aetna has the right to have a physician examine a covered 

person when and so often as Aetna deems reasonably necessary; while there is a claim pending under this Policy. 

 

LEGAL ACTIONS.  No one may sue Aetna for payment of claim:  (i) less than 60 days after due proof of claim 

is furnished; or (ii) more than 3 years after the date proof of claim is required by this Policy. 

 

RECORDS MAINTAINED.  The Policyholder shall maintain records of each person covered.  The records shall 

show all data that is needed to administer this Policy. 
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EXAMINATION AND AUDIT.  Aetna shall be allowed to examine and audit the Policyholder's books and 

records which pertain to this Policy at reasonable times.  Aetna must also be allowed to do this within 3 years 

after the later of:  (i) the date this Policy terminates; or (ii) until final settlement of all claims hereunder. 

 

POLICYHOLDER ERROR.  Clerical errors will not affect coverage in any way. 

 

NOT IN LIEU OF WORKERS COMPENSATION.  This Policy is not a Worker's Compensation Policy.  It 

does not provide Worker's Compensation benefits. 

 

DISCONTINUANCE OF POLICY - The Policyholder may terminate this Policy as to any or all coverage of all 

or any class of students.  Aetna must be given written notice.  The notice must state when such termination shall 

occur.  It must be a date after the notice.  It shall not be effective during a period for which a premium has been 

paid to Aetna as to the coverage. 

 

Aetna has the right to terminate this Policy as to all or any class of students of a Policyholder at any time after the 

end of the grace period if the premium for student coverage has not been paid.  Written notice of the termination 

date must be given by Aetna.  This right is subject to the terms of any laws or regulations. 

 

Aetna may also terminate this Policy in its entirety or as to any or all coverage of all or any class of students by 

giving the Policyholder advance written notice of when it will terminate.  The date shall not be earlier than 31 

days after the date of the notice unless it is agreed to by the Policyholder and Aetna. 

 

If: 

 

this Policy terminates as to any of the students of a Policyholder; and 

 

premiums have not been paid for the period this Policy was in force for those students; 

 

then the Policyholder shall be liable to Aetna for the unpaid premiums. 

 

DISCOUNT ARRANGEMENTS 

From time to time, Aetna may offer, provide, or arrange for discount arrangements or special rates from certain 

service providers such as pharmacies, optometrists, dentists, alternative medicine, wellness and healthy living 

providers to the Covered Person.  Some of these arrangements may be made available through third parties who 

may make payments to Aetna in exchange for making these services available.   

 

The third party service providers are independent contractors and are solely responsible to the Covered Person for 

the provision of any such goods and/or services.  Aetna reserves the right to modify or discontinue such 

arrangements at any time.  These discount arrangements are not insurance.  There are no benefits payable to the 

Covered Person nor does Aetna compensate providers for services they may render. 

 

INCENTIVES 

In order to encourage the Covered Person to access certain medical services when deemed appropriate by the 

Covered Person in consultation with his or her physician or other service provider, Aetna may, from time to time, 

offer to waive or reduce a Covered Person’s copayment, coinsurance, and/or a deductible otherwise required 

under the Plan or offer coupons or other financial incentives.   

 

Aetna has the right to determine the amount and duration of any waiver, reduction, coupon, or financial incentive 

and to limit the Covered Person to whom these arrangements are available. 

 

2060,2065,2070,2075,2090,2092,2093 
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STUDENT ACCIDENT AND SICKNESS INSURANCE 

 

SECTION 5 - COVERAGE 

 

PPO DENTAL EXPENSE BENEFITS 

 

The Preferred Provider Organization (PPO) Dental Expense benefit covers a limited range of dental services and 

supplies. The covered person may visit the dental provider of their choice when they need dental care.  

 

The covered person can choose a dental provider who is in the dental network. The covered person’s out of 

pocket expense may be less if they choose a network provider. 

 

The covered person has the freedom to choose a dental provider who is not in the dental network. The covered 

person’s out of pocket expense may be more if they choose an out-of-network provider. All services are 

available in and out of network. 

 

The Dental Care Schedule shows how the plan’s level of coverage is different for network services and supplies; 

and out-of-network services and supplies.  

 

The covered person has a choice each time they need dental care. 

 

Using Network Providers 

 

• The plan’s higher level of coverage will be received when care is provided by a network provider.  

• The plan begins to pay benefits after the deductible has been satisfied. 

• The covered person shares the cost of covered services and supplies by paying a portion of certain expenses 

(coinsurance). Network providers have agreed to provide covered services and supplies at a negotiated 

charge. The coinsurance is based on the negotiated charge. In no event will the covered person have to pay 

any amounts above the negotiated charge for a covered service or supply. 

• It is not necessary to submit dental claims for treatment received from network providers. The Network 

provider will take care of claim submission. Aetna will directly pay the network provider less any cost 

sharing required by the covered person. The covered person will be responsible for any applicable 

deductibles, coinsurance and copayments. 

• The covered person will receive notification of what the plan has paid toward their covered expenses. It will 

indicate any amounts the covered person owes towards their deductible; copayment; coinsurance or other 

non-covered expenses they have incurred. The covered person may elect to receive this notification by e-mail, 

or through the mail. They may call or e-mail Member Services if they have questions regarding their statement.  

 

Availability of Providers 

 

Aetna cannot guarantee the availability or continued participation of a particular provider. Either Aetna or any 

network provider may terminate the provider contract or limit the number of patients accepted in a practice. 

 

Using Out-of-Network Providers 

 

A covered person can obtain dental care from dental providers who are not in the network. The plan covers out-

of-network services and supplies, but the covered person’s expenses will generally be higher.  

 

Out-of-network providers have not agreed to accept the negotiated charge and may balance bill the covered 

person for charges over the amount Aetna pays under the plan. Deductibles and coinsurance are usually higher 

when out-of network providers are utilized. Except for emergency services, Aetna will only pay up to the 

recognized charge. 
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The covered person must satisfy a deductible before the plan begins to pay benefits. 

 

The covered person shares the cost of covered services and supplies by paying a portion of certain expenses 

(coinsurance). The benefit payable for charges made by an out-of-network provider is an amount equal to the 

amount which results from applying the out-of-network payment percentage to the negotiated charge that would 

have applied for the service or supply if it had been provided by a network provider. Any charge excess of the 

negotiated charge will not be a covered expense under this plan. 

 

If an out-of-network provider charges more than the recognized charge, the covered person will be responsible 

for any expenses incurred above the recognized charge. That excess amount does not apply toward the covered 

person’s coinsurance limit. The recognized charge is the maximum amount Aetna will pay for a covered 

expense from an out-of-network provider.  

 

The covered person must file a claim to receive reimbursement from the plan.  

 

The Dental Care Schedule includes details about any deductibles; copays; coinsurance; and maximums that 

apply. 

 

PLAN FEATURES 

  

 Policy Year Deductible 

Individual $50 

Family None 

 

  

The Policy Year deductible applies to all covered expenses except Type A Expenses. 

 

In-Network Policy Year Deductible Carryover: Does Not Apply. 

 

In-Network Out-of-Network Policy Year Family Deductible Limit: Does Not Apply. 

 

Covered expenses that are subject to the deductible include Dental expenses provided under Aetna Dental plan. 

 

PLAN COINSURANCE   

 

The percentage the plan will pay varies by the type of expense. 

 

Type A Expenses 
 

100%  

Type B Expenses 

 

80%  

Type C Expenses 

 

60%  

For certain covered expenses, the amount the covered person is required to pay is limited. In addition to the plan 

coinsurance limit, which applies separately to the covered student and each covered dependent, there is also a 

family limit. 

 

Plan coinsurance limits for in-network and out-of-network covered expenses apply separately. Certain in-

network covered expenses accumulate toward the in-network care plan coinsurance limits; and certain out-of-

network covered expenses accumulate toward the out-of-network plan coinsurance limits. In-network and out-

of-network covered expenses cannot be combined, and applied toward one limit. 
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Certain covered expenses do not apply toward the Individual Plan Coinsurance Limit and the Family Plan 

Coinsurance Limit. These include: 

 

• Expenses applied toward a deductible or copay amount. 

• Expenses above the recognized charge. 

 

Policy Year Maximum Benefit 

 

Policy Year Maximum: $750 

 

The most the plan will pay for covered expenses incurred by any one covered person in a Policy Year is called 

the Policy Year Maximum Benefit.  

 

The Policy Year maximum benefit applies to in-network and out-of-network covered dental expenses 

combined. However, when a covered person's covered expenses totaling $750 have been applied to their 

maximum the plan will no longer pay benefits for any further out-of-network dental expenses that are incurred 

by the covered person or their covered dependents. 

 

The policy year maximum benefit does not apply to in-network covered expenses. However, a policy year 

maximum benefit applies to out-of-network covered expenses.  
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STUDENT ACCIDENT AND SICKNESS INSURANCE 

 

SECTION 5 - COVERAGE (Continued) 

 

PPO DENTAL EXPENSE BENEFITS (Continued) 

 

PPO DENTAL CARE SCHEDULE 

 

PPO Dental Expense Benefits 

 

PPO Dental Expense Benefits is merely a name of the benefits in this section. The plan does not pay a benefit for 

all dental care expenses incurred by a covered person. 

 

Dental services and supplies must meet the following rules to be covered by the plan: 

 

• The services and supplies must be medically necessary. 

• The services and supplies must be covered by the plan. 

• The covered person must be covered by the plan when they incur the expense. 

 

Covered expenses include charges made by a dentist for the services and supplies that are listed in the Schedule 

of PPO Dental Expense Benefits.  

 

Schedule of PPO Dental Expense Benefits.  

 

The Dental Care Schedule is a list of dental expenses that are covered by the plan. There are several categories of 

covered expenses : 

 

• Diagnostic 

• Restorative 

• Oral surgery 

 

These covered services and supplies are grouped as Type A; Type B or Type C. 

 

Coverage is also provided for a dental emergency. Services provided for a dental emergency will be covered at 

the network level of benefits even if services and supplies are not provided by a network provider. 

 

The copays; deductible; coinsurance and maximums that apply to each type of dental care are shown in the 

Dental Care Schedule. 

 

A covered person may receive services and supplies from network and out-of-network providers. Services and 

supplies given by a network provider are covered at the network level of benefits shown in the Dental Care 

Schedule. Services and supplies given by an out-of-network provider are covered at the out-of-network level of 

benefits shown in the Dental Care Schedule. 
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PPO DENTAL CARE SCHEDULE 

 

Type A Expenses: Diagnostic and Preventive Care 

 

VISITS AND X-RAYS 

Office visit during regular office hours; for oral examination (limited to 2 visits every year) 

Prophylaxis (cleaning) (limited to 2 treatments per year) 

 Adult 

 Child 

Topical application of fluoride; (limited to 1 course of treatment per year and to children under age 16) 

Sealants; per tooth; (limited to 1 application every 3 years for permanent bicuspids and molars only; and to 

children under age 16) 

Bitewing X-rays; (limited to 1 set per year) 

Entire denture series consisting of at least 14 films; including bitewings if necessary; or panoramic film limited to 

1 set every 3 years) 

 

Type B Expenses: Basic Restorative Care 
 

VISITS AND X-RAYS 
Professional visit after hours (payment will be made on the basis of services rendered or visit; whichever is 

greater) 

Emergency palliative treatment; per visit 

 

X-RAY AND PATHOLOGY 
Periapical x-rays (single films up to 13) 

Intra-oral; occlusal view; maxillary or mandibular 

Upper or lower jaw; extra-oral 

Biopsy and histopathologic examination of oral tissue 

 

ORAL SURGERY 
Extractions 

Exposed root or erupted tooth 

Surgical removal of erupted tooth 

Impacted Teeth 

 Removal of tooth (soft tissue) 

Odontogenic Cysts and Neoplasms 

 Incision and drainage of abscess 

 Removal of odontogenic cyst or tumor 

Other Surgical Procedures 

 Alveoplasty; in conjunction with extractions - per quadrant 

 Alveoplasty; not in conjunction with extraction - per quadrant 

 Sialolithotomy: removal of salivary calculus 

 Closure of salivary fistula 

 Excision of hyperplastic tissue 

 Removal of exostosis 

 Transplantation of tooth or tooth bud 

 Closure of oral fistula of maxillary sinus 

 Sequestrectomy 

 Crown exposure to aid eruption 

 Removal of foreign body from soft tissue 

 Frenectomy 

 Suture of soft tissue injury 
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PERIODONTICS 
Occlusal adjustment (other than with an appliance or by restoration) 

Root planning and scaling; per quadrant (limited to 4 separate quadrants every 2 years) 

Root planning and scaling – 1 to 3 teeth per quadrant (limited to once per site every 2 years) 

Gingivectomy; per quadrant (limited to 1 per quadrant every 3 years) 

Gingivectomy; 1 to 3 teeth per quadrant; limited to 1 per site every 3 years 

Gingival flap procedure - per quadrant (limited to 1 per quadrant every 3 years) 

Gingival flap procedure – 1 to 3 teeth per quadrant (limited to 1 per site every 3 years) 

Periodontal maintenance procedures following active therapy (limited to 2 per year) 

Localized delivery of chemotherapeutic agents 

 

ENDODONTICS 
Pulp cap 

Pulpotomy 

Apexification/recalcification 

Apicoectomy 

Root canal therapy including necessary X-rays 

 Anterior 

 Bicuspid 

 

RESTORATIVE DENTISTRY Excludes inlays; crowns (other than prefabricated stainless steel or resin) and 

bridges. (Multiple restorations in 1 surface will be considered as a single restoration.)Amalgam restorationsResin-

based composite restorations (other than for molars) 

Pins 

Pin retention—per tooth; in addition to amalgam or resin restoration 

Crowns (when tooth cannot be restored with a filling material) 

Prefabricated stainless steel 

Prefabricated resin crown (excluding temporary crowns) 

Recementation 

 Inlay 

 Crown 

 Bridge 

 

Type C Expenses: Major Restorative Care 
 

ORAL SURGERY 

Impacted Teeth 

 Removal of tooth (partially bony) 

 Removal of tooth (completely bony) 

 

PERIODONTICS 

Osseous surgery (including flap and closure); 1 to 3 teeth per quadrant; limited to 1 per quadrant; every 3 years 

Osseous surgery (including flap and closure); per quadrant; limited to 1 per site; every 3 years 

Soft tissue graft procedures 

 

ENDODONTICS 

Root canal therapy including necessary X-rays 

 Molar 
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RESTORATIVE Inlays; onlays; labial veneers and crowns are covered only as treatment for decay or acute 

traumatic injury and only when teeth cannot be restored with a filling material or when the tooth is an abutment 

to a fixed bridge (limited to 1 per tooth every 8years- see Replacement Rule) 

Inlays/Onlays-Metallic or Porcelain/Ceramic 

 Inlay; 1 or more surfaces 

 Onlay; 2 or more surfaces 

Inlays/Onlays-Resin-based composite 

 Inlay; 1 or more surfaces 

 Onlay; 2 or more surfaces 

Labial Veneers 

 Laminate-chairside 

 Resin laminate – laboratory 

 Porcelain laminate – laboratory 

Crowns 

Resin 

 Resin with noble metal 

 Resin with base metal 

Porcelain 

 Porcelain with noble metal 

 Porcelain with base metal 

Base metal (full cast) 

Noble metal (full cast) 

Metallic (3/4 cast) 

Post and core 

 

PROSTHODONTICS- First installation of dentures and bridges is covered only if needed to replace teeth 

extracted while coverage was in force and which were not abutments to a denture or bridge less than 8years old. 

(See Tooth Missing But Not Replaced Rule.) Replacement of existing bridges or dentures is limited to 1 every 8 

years. (See Replacement Rule.) 

Bridge Abutments (See Inlays and Crowns) 

Pontics 

 Base metal (full cast) 

 Noble metal (full cast) 

 Base metal (full cast) 

 Porcelain with noble metal 

 Porcelain with base metal 

 Resin with noble metal 

 Resin with base metal 

Removable Bridge (unilateral) 

One piece casting; chrome cobalt alloy clasp attachment (all types) per unit; including pontics. 

Dentures and Partials (Fees for dentures and partial dentures include relines; rebases; and adjustments; within 6 

months after installation.  

Fees for relines and rebases include adjustments within 6 months after installation. Specialized techniques and 

characterizations are not eligible.) 

 Complete upper denture 

 Complete lower denture 

 Partial upper or lower; resin base (including any conventional clasps; rests and teeth) 

 Partial upper or lower; cast metal base with resin saddles (including any conventional clasps; rests and teeth) 

Stress breakers 

Interim partial denture (stayplate); anterior only 
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Office reline 

 Laboratory reline 

 Special tissue conditioning; per denture 

 Rebase; per denture 

 Adjustment to denture more than 6 months after installation 

Full and partial denture repairs 

Broken dentures; no teeth involved 

Repair cast framework 

Replacing missing or broken teeth; each tooth 

Adding teeth to existing partial denture 

 Each tooth 

 Each clasp 

Repairs: crowns and bridges 

Occlusal guard (for bruxism only); limited to 1 every 3 years 

 

SPACE MAINTAINERS Only when needed to preserve space resulting from premature loss of deciduous teeth. 

(Includes all adjustments within 6 months after installation.) 

Fixed (unilateral or bilateral) 

Removable (unilateral or bilateral) 

Removable inhibiting appliance to correct thumbsucking 

Fixed or cemented inhibiting appliance to correct thumbsucking 

 

GENERAL ANESTHESIA AND INTRAVENOUS SEDATION (only when provided in conjunction with a 

covered surgical procedure) 

 

1415,1420,1425,1430,1435,1440,1445,1450,1455,1460,1465,1470,3065,3070,3075,3080,3085,3090,3095,3100,3

105,3110,3115, 3120 
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STUDENT ACCIDENT AND SICKNESS INSURANCE 
 

SECTION 5 - COVERAGE (Continued) 
 

PPO DENTAL EXPENSE BENEFITS 

 

EXCLUSIONS THAT APPLY TO THE DENTAL PLAN 
 

Not every dental care service or supply is covered by the plan, even if prescribed; recommended; or approved by 

the covered person’s physician; or dentist. The plan covers only those services and supplies that are included in 

the Dental Care Schedule. Charges made for the following are not covered. In addition, some services are 

specifically limited or excluded. This section describes expenses that are not covered; or are subject to special 

limitations. 
 

These dental exclusions are in addition to the exclusions listed under the medical coverage. 
 

Apicoectomy (dental root resection); root canal treatment. 
 

Cosmetic services and supplies including plastic surgery; reconstructive surgery; cosmetic surgery; 

personalization or characterization of dentures or other services and supplies which improve, alter or enhance 

appearance; augmentation and vestibuloplasty; and other substances to protect; clean; whiten; bleach; or alter the 

appearance of teeth; whether or not for psychological or emotional reasons; except to the extent coverage is 

specifically provided in the Dental Care Schedule. 
 

Crown; inlays and onlays; and veneers unless: 
 

• It is treatment for decay or traumatic injury and teeth cannot be restored with a filling material; or  

• The tooth is an abutment to a covered partial denture or fixed bridge. 
 

Dental implants; false teeth; prosthetic restoration of dental implants; plates; dentures; braces; mouth guards; and 

other devices to protect, replace or reposition teeth and removal of implants. 
 

Services and supplies provided for the covered person’s personal comfort or convenience, or the convenience of 

any other person, including a provider. 
 

Services and supplies provided in connection with treatment or care that is not covered under the plan. 
 

Space maintainers; except when needed to preserve space resulting from the premature loss of deciduous teeth.  
 

Dental services and supplies that are covered in whole or in part: 

 

• under any other part of this plan; or 

• under any other plan of group benefits provided by the policyholder. 
 

Dentures; crowns; inlays; onlays; bridges; or other appliances or services used for the purpose of splinting; to alter 

vertical dimension; to restore occlusion; or correcting attrition; abrasion; or erosion.  
 

First installation of a denture or fixed bridge, and any inlay and crown that serves as an abutment to replace 

congenitally missing teeth; or to replace teeth; all of which were lost while the covered person was not covered.  
 

Any instruction for diet; plaque control; and oral hygiene. 
 

General anesthesia and intravenous sedation; unless specifically covered and only when done in connection with 

another medically necessary covered service or supply. 
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PPO DENTAL EXPENSE BENEFITS 

 

EXCLUSIONS THAT APPLY TO THE DENTAL PLAN 

 

Except as covered in the Dental Care Schedule section, non-surgical surgical treatment of any jaw joint disorder. 

and treatments to alter bite; or the alignment or operation of the jaw; including temporomandibular joint disorder 

(TMJ) treatment, orthognathic surgery, and treatment of malocclusion or devices to alter bite or alignment. 

 

Orthodontic treatment, except as covered in the Dental Care Schedule. 

 

Pontics; crowns; cast or processed restorations; made with high noble metals (gold or titanium). 

 

Prescribed drugs; pre-medication; or analgesia. 

 

Replacement of a device or appliance that is lost, missing or stolen, and for the replacement of appliances that 

have been damaged due to abuse, misuse or neglect and for an extra set of dentures.  

 

Removal of soft bony impactions. 

 

Surgical removal of impacted wisdom teeth when only for orthodontic reasons. 

 

Topical application of fluoride.  

 

Treatment by other than a dentist. However, the plan will cover some services provided by a licensed dental 

hygienist under the supervision and guidance of a dentist. These are: 

 

• Scaling of teeth; and 

• Cleaning of teeth. 

 

Treatment of alveolectomy. 

 

Treatment of periodontal disease. 
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STUDENT ACCIDENT AND SICKNESS INSURANCE 

 

SECTION 5 - COVERAGE (Continued) 

 
PPO DENTAL EXPENSE BENEFITS 

 

RULES AND LIMITS THAT APPLY TO THE DENTAL PLAN 

 

Several rules apply to the dental plan. Following these rules will help the covered person to use the plan to their 

advantage by avoiding expenses that are not covered by the plan.  

 

Replacement Rule 

 

Crowns, inlays and onlays and veneers, complete dentures, removable partial dentures, fixed partial dentures 

(bridges) and other prosthetic services are subject to the plan’s replacement rule. That means certain replacements 

of, or additions to, existing dentures or bridges are covered only when the covered person provides proof to 

Aetna that:  

 

• While covered by the plan, the covered person had a tooth (or teeth) extracted after the existing denture 

or bridge was installed. As a result, the covered person needed to replace or add teeth to their denture or 

bridge.  

• The present crown, inlay and onlay, veneer, complete denture, removable partial denture, fixed partial 

denture (bridge), or other prosthetic service was installed at least 8years before its replacement and cannot 

be made serviceable.  

• the covered person had a tooth (or teeth) extracted while they were covered by the plan. The covered 

person’s present denture is an immediate temporary one that replaces that tooth (or teeth). A permanent 

denture is needed, and the temporary denture cannot be used as a permanent denture. Replacement must 

occur within 12 months from the date that the temporary denture was installed. 
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STUDENT ACCIDENT AND SICKNESS INSURANCE 

 

SECTION 5 - COVERAGE (Continued) 

 

PPO DENTAL EXPENSE BENEFITS 

 

RULES AND LIMITS THAT APPLY TO THE DENTAL PLAN (continued) 

 

Tooth Missing but Not Replaced Rule 

 

The first installation of complete dentures, removable partial dentures, fixed partial dentures (bridges), and other 

prosthetic services will be covered if: 

 

• The dentures, bridges or other prosthetic services are needed to replace one or more natural teeth that 

were removed while the covered person is covered by the plan; and 

• The tooth that was removed was not an abutment to a removable or fixed partial denture installed during 

the prior 8 years. The extraction of a third molar does not qualify. Any such appliance or fixed bridge 

must include the replacement of an extracted tooth or teeth. 

 

Alternate Treatment Rule  

 

Sometimes there are several ways to treat a dental problem, all of which provide acceptable results. When 

alternate services or supplies can be used, the plan’s coverage will be limited to the cost of the least expensive 

service or supply that is: 

 

• Customarily used nationwide for treatment, and 

• Deemed by the dental profession to be appropriate for treatment of the condition in question. The service 

or supply must meet broadly accepted standards of dental practice, taking into account the covered 

person’s current oral condition. 

 

The covered person should review the differences in the cost of alternate treatment with their dental provider. 

The covered person and their dental provider can still choose the more costly treatment method. The covered 

person is responsible for any charges in excess of what the plan will cover. 

 

Coverage for Dental Work Begun Before The Covered Person is Covered by the Plan 

 

The plan does not cover dental work that began before the covered person was covered by the plan. This means 

that the following dental work is not covered: 

 

• An appliance, or modification of an appliance, if an impression for it was made before the covered 

person was covered by the plan; 

• A crown, bridge, or cast or processed restoration, if a tooth was prepared for it before the covered person 

was covered by the plan; or 

• Root canal therapy, if the pulp chamber for it was opened before the covered person was covered by the 

plan. 
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STUDENT ACCIDENT AND SICKNESS INSURANCE 
 

SECTION 5 - COVERAGE (Continued) 
 

PPO DENTAL EXPENSE BENEFITS 
 

RULES AND LIMITS THAT APPLY TO THE DENTAL PLAN (continued) 
 

Coverage for Dental Work Completed After Termination of Coverage 
 

Dental coverage may end while the covered person is in the middle of treatment. The plan does not cover dental 

services that are given after the coverage terminates. There is an exception. The plan will cover the following 

services if they are ordered while the covered person was covered by the plan, and installed within 30 days after 

the coverage ends.  
 

Inlays; 
 

Onlays; 
 

Crowns; 
 

Removable bridges; 
 

Cast or processed restorations; 
 

Dentures; 
 

Fixed partial dentures (bridges); and 
 

Root canals. 
 

"Ordered" means: 
 

• For a denture: the impressions from which the denture will be made were taken.  

• For a root canal: the pulp chamber was opened.  

• For any other item: the teeth which will serve as retainers or supports, or the teeth which are being 

restored:  
 

 Must have been fully prepared to receive the item; and 

 Impressions have been taken from which the item will be prepared. 
 

Late Entrant Rule 
 

The plan does not cover services and supplies given to a person age 5 or more if that person did not enroll in the 

plan: 
 

• During the first 31 days the person is eligible for this coverage, or  

• During any period of open enrollment agreed to by the Policyholder and Aetna. 
 

This exclusion does not apply to charges incurred: 
 

• After the covered person has been covered by the plan for 12 months, or 

• As a result of injuries sustained while covered by the plan, or 

• For services listed as Visits and X-rays, Visits and Exams, and X-ray and Pathology in the Dental Care 

Schedule. 

1530,1535,1540,1545,1550,3180,3185,3190,3195,3200 
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STUDENT ACCIDENT AND SICKNESS INSURANCE 

 

SECTION 6 - EXCLUSIONS AND LIMITATIONS 

 

COORDINATION OF BENEFITS 

 

Benefits Subject To This Provision:  This Coordination of Benefits (COB) provision applies to This Plan when a 

covered student or the covered dependent has medical and/or dental coverage under more than one Plan.  

“Plan” and “This Plan” are defined herein. 

 

The Order of Benefit Determination Rules below determines which plan will pay as the primary plan.  The 

primary plan pays first; without regard to the possibility that another plan may cover some expenses.  A secondary 

plan pays after the primary plan; and may reduce the benefits it pays; so that payments from all group plans do not 

exceed 100% of the total allowable expense. 

 

Definitions.  When used in this provision; the following words and phrases have the meaning explained herein. 

 

Allowable Expense means a health care service or expense; including deductibles; coinsurance; and 

copayments; that is covered; at least in part; by any of the Plans covering the person.  When a Plan provides 

benefits in the form of services (for example an HMO); the reasonable cash value of each service will be 

considered an allowable expense; and a benefit paid.  An expense or service that is not covered by any of the 

Plans; is not an allowable expense.  The following are examples of expenses and services that are not allowable 

expenses: 

 

1. If a covered person is confined in a private hospital room; the difference between the cost of a semi-private 

room in the hospital; and the private room (unless the patient’s stay in the private hospital room is medically 

necessary in terms of generally accepted medical practice; or one of the Plans routinely provides coverage of 

hospital private rooms); is not an allowable expense. 

 

2. If a covered person is covered by 2 or more Plans that compute their benefit payments on the basis of 

reasonable and customary charges; any amount in excess of the highest of the reasonable and customary 

charges for a specific benefit is not an allowable expense. 

 

3. If a covered person is covered by 2 or more Plans that provide benefits or services on the basis of negotiated 

charges; an amount in excess of the highest of the negotiated charges is not an allowable expense; unless the 

secondary plan’s provider’s contract prohibits any billing in excess of the provider’s agreed upon rates. 

 

4. If a covered person is covered by one Plan that calculates its benefits or services on the basis of reasonable 

and customary charges; and another Plan that provides its benefits or services on the basis of negotiated 

charges; the primary Plan’s payment arrangements shall be the allowable expense for all the Plans. 

 

5. The amount a benefit is reduced by the primary Plan because a covered person does not comply with the 

Plan provisions.  Examples of these provisions are:  second surgical opinions; precertification of admissions; 

and preferred provider arrangements. 

 

When a plan provides benefits in the form of services; the reasonable cash value of each service rendered shall be 

deemed an allowable expense and a benefit paid. 

 

Claim Determination Period means the Calendar Year. 

 

Closed Panel Plan.  A plan that provides health benefits to covered persons; primarily in the form of services 

through a panel of providers that have contracted with or are employed by the plan; and that limits or excludes 

benefits for services provided by other providers; except in cases of emergency or referral by a panel member. 
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Custodial Parent.  A parent awarded custody by a court decree.  In the absence of a court decree; the child shall 

not be denied coverage if he or she does not reside with the custodial parent. 

 

Plan.  Any Plan providing benefits or services by reason of medical or dental care or treatment; which benefits or 

services are provided by one of the following: 

 

A. Group; blanket; or franchise health insurance policies issued by insurers; including health care service 

contractors; 

B. Other prepaid coverage under service plan contracts; or under group or individual practice; 

C. Uninsured arrangements of group; or group-type coverage; 

D. Labor-management trusted plans; labor organization plans; employer organization plans; or employee 

benefit organization plans; 

E. Medical benefits coverage in a group; group-type; and individual automobile “no-fault” and traditional 

automobile “fault” type contracts; 

F. Medicare; or other governmental benefits; 

G. Other group-type contracts.  Group type contracts are those which are not available to the general public; 

and can be obtained and maintained only because of membership in; or connection with; a particular 

organization or group. 

 

If the contract includes both medical and dental coverage; those coverages will be considered separate plans.  

The Medical/Pharmacy coverage will be coordinated with other Medical/Pharmacy plans.  In turn; the dental 

coverage will be coordinated with other dental plans. 

 

This Plan is any part of the policy that provides benefits for health care expenses. 

 

Primary Plan/Secondary Plan.  The order of benefit determination rules state whether This Plan is a Primary 

Plan or Secondary Plan as to another Plan covering the person. 

 

When This Plan is a Primary Plan; its benefits are determined before those of the other Plan; and without 

considering the other Plan’s benefits. 

 

When This Plan is a Secondary Plan; its benefits are determined after those of the other Plan; and may be reduced 

because of the other Plan’s benefits. 

 

When there are more than two Plans covering the person; This Plan may be a Primary Plan as to one or more 

other Plans; and may be a Secondary Plan as to a different Plan or Plans. 

 

Order Of Benefit Determination. 

 

When two or more plans pay benefits; the rules for determining the order of payment are as follows: 

 

A. The primary plan pays or provides its benefits as if the secondary plan or plans did not exist. 

 

B. A plan that does not contain a coordination of benefits provision; that is consistent with this provision; is 

always primary.  There is one exception: coverage that is obtained by virtue of membership in a group 

that is designed to supplement a part of a basic package of benefits; may provide that the supplementary 

coverage shall be excess to any other parts of the plan provided by the contract holder.  Examples of these 

types of situations are major medical coverages that are superimposed over base plan hospital and 

surgical benefits; and insurance type coverages that are written in connection with a closed panel plan to 

provide out-of-network benefits. 

 

C. A plan may consider the benefits paid or provided by another plan in determining its benefits; only when 

it is secondary to that other plan. 
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D. The first of the following rules that describes which plan pays its benefits before another plan is the rule 

to use: 

 

(1) Non-Dependent or Dependent.  The plan that covers the person other than as a dependent; for 

example; as an employee; member; subscriber; or retiree is primary; and the plan that covers the 

person as a dependent is secondary.  However; if the person is a Medicare beneficiary and; as a result 

of federal law; Medicare is secondary to the plan covering the person as a dependent; and primary to 

the plan covering the person as other than a dependent(e.g. a retired employee); then the order of 

benefits between the two plans is reversed so that the plan covering the person as an employee; 

member; subscriber; or retiree is secondary; and the other plan is primary. 

 

(2) Child Covered Under More Than One Plan.  The order of benefits when a child is covered by 

more than one plan is: 

 

(a) The primary plan is the plan of the parent whose birthday is earlier in the year; if: 

 

• The parents are married; 

• The parents are not separated (whether or not they ever have been married); or 

• A court decree awards joint custody without specifying that one party has the responsibility to 

provide health care coverage. 

 

If both parents have the same birthday; the plan that covered either of the parents longer is 

primary. 

 

(b) If the specific terms of a court decree state that one of the parents is responsible for the child’s 

health care expenses or health care coverage; and the plan of that parent has actual knowledge of 

those terms; that plan is primary.  This rule applies to claim determination periods; or plan years; 

commencing after the plan is given notice of the court decree. 

 

(c) If the parents are not married; or are separated (whether or not they ever have been married) or 

are divorced; the order of benefits is: 

 

• The plan of the custodial parent; 

• The plan of the spouse of the custodial parent; 

• The plan of the noncustodial parent; and then 

• The plan of the spouse of the noncustodial parent. 

 

(3) Continuation Coverage.  If a person whose coverage is provided under a right of continuation 

provided by federal or state law also is covered under another plan; the plan covering the person as an 

employee; member; subscriber; or retiree (or as that person’s dependent) is primary; and the 

continuation coverage is secondary.  If the other plan does not have this rule; and if; as a result; the 

plans do not agree on the order of benefits; this rule is ignored. 

 

(4) Longer or Shorter Length of Coverage.  The plan that covered the person as an employee; member; 

or subscriber longer is primary. 

 

(5) If the preceding rules do not determine the primary plan; the allowable expenses shall be shared 

equally between the plans meeting the definition of plan under this provision.  In addition; this plan 

will not pay more than it would have paid had it been primary. 
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Effect On Benefits Of This Plan. 

 

A. When this plan is secondary; it may reduce its benefits so that the total benefits paid or provided by all 

plans during a claim determination period are not more than 100 percent of total allowable expenses.  The 

difference between the benefit payments that this plan would have paid had it been the primary plan; and 

the benefit payments that it actually paid or provided; shall be recorded as a benefit reserve for the 

covered person; and used by this plan to pay any allowable expenses; not otherwise paid during the claim 

determination period.  As each claim is submitted; this plan will: 

 

(1) Determine its obligation to pay or provide benefits under its contract; 

 

(2) Determine whether a benefit reserve has been recorded for the covered person; and 

 

(3) Determine whether there are any unpaid allowable expenses during that claims determination period. 

 

B. If a covered person is enrolled in two or more closed panel plans and if; for any reason; including the 

provision of service by a non-panel provider; benefits are not payable by one closed panel plan; COB 

shall not apply between that plan and other closed panel plans. 

 

Multiple Coverage Under This Plan. 

 

If a person is covered under this Plan both as a covered student and a covered dependent; or as a dependent of 2 

covered students; the following will also apply: 

 

• The person’s coverage in each capacity under this Plan will be set up as a separate “Plan”. 

• The order in which various plans will pay benefits will apply to the “Plans” set up above and to all other plans. 

• This provision will not apply more than once to figure the total benefits payable to the person for each claim 

under this Plan. 

 

Right To Receive And Release Needed Information. 

 

Certain facts about health care coverage and services are needed to apply these COB rules; and to determine 

benefits under this plan and other plans.  Aetna has the right to release or obtain any information and make or 

recover any payments it considers necessary in order to administer this provision. 

 

Facility of Payment. 

 

Any payment made under another Plan may include an amount which should have been paid under This Plan.  If 

so; Aetna may pay that amount to the organization; which made that payment.  That amount will then be treated 

as though it were a benefit paid under This Plan.  Aetna will not have to pay that amount again.  The term 

“payment made” means reasonable cash value of the benefits provided in the form of services. 

 

Right of Recovery. 

 

If the amount of the payments made by Aetna is more than it should have paid under this COB provision; it may 

recover the excess from one or more of the persons it has paid or for whom it has paid; or any other person or 

organization that may be responsible for the benefits or services provided for the covered person.  The “amount 

of the payments made” includes the reasonable cash value of any benefits provided in the form of services. 
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Other Plan 

This means any other plan of health expense coverage under: 

 

• Group insurance. 

• Any other type of coverage for persons in a group.  This includes plans that are insured and those that are not. 

• No-fault auto insurance required by law and provided on other than a group basis.  Only the level of benefits 

required by the law will be counted. 
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