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Special Missouri Notice

An enrollee whoisamemberof a group health plan with coverage for elective abortions has the right to exclude and
not pay for coverage forelective abortions if such coverage is contrary to his or her moral, ethical orreligious beliefs.

Your group contract holder has not purchased an optional rider for elective abortions pursuant to VAMS section
376.805.

Thisis a brief description of the Student Health Plan. The Planisavailablefor University of Missouri System students
and theireligibledependents. The Planisunderwritten by Aetna Life Insurance Company (Aetna). The exact provisions
governingthisinsurance, including definitions, are containedinthe Master Policyissuedtothe University of Missouri
System and may be viewed online at www.aetnastudenthealth.com. If any discrepancy exists between this Benefit
Summary and the Policy, the Master Policy will govern and control the payment of benefits.

Coverage Periods

Students: Coverage forall insured students enrolled for coverage in the Planis for the following Coverage Periods.
Coverage will becomeeffective 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 Period Coverage Start Date Coverage End Date Enroliment/Waiver Deadline
Annual 08/01/2016 07/31/2017 09/09/2016
TR os/01/2006 12/31/2006 09/09/2016
“spring/summer ot/01/2007 o200 02/10/2007
summer o6/01/2017 o7/31/2007 06/09/2017

Eligible Dependents: Coveragefordependents eligible underthe Planisforthe following Coverage Periods. Coverage
will become effectiveat 12:01 AM on the Coverage Start Date indicated belowand will terminate at11:59 PM on the
Coverage End Date indicated. Coverage forinsured dependents terminates in accordance with the Termination
Provisions described inthe Master Policy.

Coverage Period Coverage Start Date Coverage End Date Enrollment Deadline
Annual 08/01/2016 07/31/2017 09/09/2016
TR og/01/2006 12/31/2006 09/09/2016
“spring/summer /012007 o007 02/10/2007
“summer o6/01/2007 o300 06/09/2017
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Rates

The rates below include both premiums for the Plan underwritten by Aetna Life Insurance Company(Aetna) as well as
the Missouri University of Science & Technology administrative fee.

Premium Rates

Coverage Period Annual Fall Spring/Summer Summer
Student $1,503 $630 $873 $251
“Student&Spouse 3006 s1,20 sL746 502
“Student& Child(ren) 3006 s120 su,746 52
Student, Spouse & Child(ren) sas09 5180 2619 73

Student Coverage

Eligibility

Allinternational students, faculty, scholars and Optional Practical Training/Academic Training (OPT) participants holding
F or J visaswho are engaged full-timein international education or research activities outside theirhome country or

country of regular domicile as non-resident aliens and who have not been awarded permanent residency are eligible for
this coverage.

Distance learning students taking home study, correspondence ortelevision courses are not eligible to enroll in the Plan.
Ifitis discovered thatthis eligibility requirement has not been met, ouronly obligationisto refund premium, less any
claims paid.

Enroliment

All F-1 students and J-1visastudents will be automatically enrolled in the mandatory healthinsurance provided through
the University of Missouri. Foracademically enrolled students, charges for each insurance enrollment term will be
appliedtoyourstudentaccount. For students atthe Applied Language Institute, paymentis required at the beginning of
each insurance term.

J-1visastudents whose spouse and/or children are livingin the United States are required to carry health insurance for
theirdependents aswell.

If you are participatingas a research scholaror are on an OPT/AcademicTraining you will enroll by completing
enrollment formslocated in the Office of International and Cultural Affairs and providing a credit card numberfor

payment.

Medicare Notice

A person eligiblefor Medicare at the time of enroliment underthe Policyholder’s planis not eligible for medical expense
coverage and prescribed medicines expense coverage. If a covered person becomes eligible for Medicare afterhe or she
isenrolledinthe Policyholder’s plan, such Medicare eligibility will notresultin the termination of medical expense
coverage and prescribed medicines expense coverage underthe plan.

As used within this provision, persons are “eligible for Medicare” if they are entitled to benefits under Part A (receiving
free Part A) or enrolledin Part Bor Premium PartA.
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Dependent Coverage

Eligibility

Covered students may also enroll theirlawful spouse and/or dependent children up to the age of 26.
Enrollment

To enroll the dependent(s) of acovered student, please completethe Enrollment Form from the International and
Cultural Affairs Office or by visiting www.aetnastudenthealth.com/mst and clicking on the Enroll: Dependents of
International Students linkin the centeroron the right hand side of the Welcome page.

Please referto the Coverage Periods section of this document for coverage datesand deadlinedates. Dependent
enrollment applications will not be accepted afterthe enroliment deadline, unless thereis asignificant life change that
directly affects theirinsurance coverage. (An example of asignificant life change would be loss of health coverage under
anotherhealth plan).The completed Enroliment Form and premium must be sentto Aetna Student Health. Please
contact the Office of International and Cultural Affairs or customerservice at (877) 375-7905 to requestan Enrollment
Form.

Preferred Provider Network

AetnaStudent Health has arranged for you to access a Preferred Provider Network in yourlocal community. To
maximize your savings and reduce your out-of-pocket expenses, selecta Preferred Provider. Itistoyour advantage to
use a Preferred Provider because savings may be achieved from the Negotiated Charges these providers have agreed to
accept as paymentfortheirservices.

If a service or supply thata covered person needsis covered underthe Plan but notavailable from a Preferred Care
Provider, covered persons should contact Member Services forassistance at the toll-free number on the back of the ID
card. Inthissituation, Aetnamayissue apre-approval foracovered personto obtainthe service orsupplyfroma Non-
Preferred Care Provider. When apre-approval isissued by Aetna, covered medical expenses are reimbursed at the
Preferred Care network level of benefits.

Pre-certification Program

Your Planrequires pre-certification for certain inpatient stays. Pre-certification simply means calling Aetna Student
Health priorto treatmentto get approval for coverage underyour Plan for a medical procedure orservice. For preferred
care and designated care, the preferred care or designated care provideris responsible for obtaining pre-certification
Since pre-certificationis the preferred care or designated care provider’s responsibility, thereis no additional out-of-
pocket cost to you as a result of a designated care provider’s ora preferred care provider's failure to pre-certify services.
For non-preferred care, you are responsible for obtaining pre-certification which can be initiated by you, amember of
your family, a hospital staff member orthe attending physician. The pre-certification process can be initiated by calling
Aetnaat the telephone numberlisted onyourID card.

Aetnawill notretroactively reduce orterminate a previously approved service or supply unless:

e Such authorizationis based on amaterial misrepresentation oromission aboutthe treated or cause of the health
condition or

o The plan terminated before services are provided; or

e Coverage terminated before the services were provided.
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If you do not secure pre-certificationforthe below listed inpatient covered medical services and supplies obtainedfrom
a non-preferred provideryour covered medical expenses will be subject to a $500 perservice, treatment, procedure,
visit, orsupply benefit reduction.

Pre-certification for the following inpatient services or supplies is needed:

e Allinpatient maternity and newborn care, afterthe initial48 hours fora vaginal delivery or 96 hours fora cesarean
section;

e Inpatient Confinements (surgical and non-surgical); hospital, skilled nursing facility, rehabilitation facility, residential
treatmentfacility for mental disorders and substance abuse, hospice care;

e Inpatient mental disorders treatment;

e Inpatientsubstance abuse treatment.

Pre-certification DOES NOT guarantee the payment of benefits for your inpatient stays

Each claimis subject to medical policy review, in accordance with the exclusions and limitations contained in the
Certificate of Coverage. The Certificate of Coverage also includes information regarding your eligibility criteria,
notification guidelines, and benefit coverage.

Pre-certification of non-emergency admissions

Non-emergency admissions must be requested at least fifteen (15) days prior to the date they are scheduled to be
admitted.

Pre-certification of immediate post-stabilization or post-evaluation admission after receiving emergency
services

Emergency admissions must be requested within twenty-four (24) hours or as soon as reasonably possible after the
admission.

Aetnawill notify you of an emergency care claim authorization decision forimmediate post-evaluation or post-
stabilization services as soon as possible, but not laterthan 60 minutes of receivingarequest. If the authorizationis not
made within 30 minutes, such services will be deemed approved.

Pre-certification of urgent admissions
Urgent admissions must be requested before you are scheduled to be admitted.
Pre-certification of prenatal care and delivery

Prenatal care medical services must be requested as soon as possible afterthe attending physician confirms pregnancy.
Delivery medical services, which exceed the first 48 hours after delivery foraroutine delivery and 96 hours fora
cesarean delivery, must be requested within twenty-four (24) hours of the birth or as soon thereafteras possible.

Access to Obstetrical and Gynecological (Ob/Gyn) Care

You do notneed pre-certification from Aetnaor from any other person (including a Primary Care Provider) in orderto
obtain access or make an appointmentto receive obstetrical or gynecological care from a health care professionalin
Aetna’s Network who specializesin obstetrics or gynecology. The health care professional, however, may recommend
certain elective medical procedures that may require pre-certification. Preventive care services do not require pre-
certification.

Missouri University of Science & Technology 2016 -2017 Page5



Please see the “Pre-certification” provisioninthe Certificate of Coverageforalist of services underthe Planthatrequire
pre-certification. Pleasesee the Schedule of Benefits forany penalty or benefit reduction that may apply to your
coverage when pre-certification is not obtained forthe listed services or supplies when received from a non-preferred
care provider.

Missouri University of Science & Technology — Student Health Services (SHS)

The student healthinsurance planis designed to work with your campus student health center. Out-of-pocket costsare
generally loweratthe student health centerandthe locationisideal forstudentstoseek care.

The Missouri University of Science & Technology Student Health Services (SHS) is the University’s on campus health
facility. The SHSis committed to providing quality health care forall students. The SHS offers services such as medical
care and counseling services and otherwellness services andit's all in the Student Health Complex.

Here are some of the services offered:

e Shots (immunizations)
e Physicals

e Wellwomanexams

e CounselingServices

e Sickvisits

Call (573) 341-4284 to setup an appointment.

Description of Benefits

The Plan excludes coverage for certain services and contains limitations on the amounts it will pay. While this Plan
Design and Benefits Summary document willtell you about some of the important features of the Plan, otherfeatures
may be important to you and some may furtherlimit what the Plan will pay. To look at the full Plan description, whichis
contained inthe Master Policyissued to University of Missouri System, you may access it online at
www.aetnastudenthealth.com. If any discrepancy exists between this Benefit Summary and the Policy, the Master
Policy will govern and control the payment of benefits. All coverage is based on Recognized Charges unless otherwise
specified.

This Plan will pay benefitsin accordance with any applicable Missouri Insurance Law(s).

MetallicLevel: Gold, Tested at 80.40%

DEDUCTIBLE Preferred Care Non-Preferred Care
The policy yeardeductible is waived for preferred care covered Individual: Individual:
medical expenses thatapply to Preventive Care Expense benefits. $300 per Policy Year | $300 per Policy Year

In compliance with Missouri state mandate(s)the policy year
deductible is also waived for:

e |Immunizationsforchildren underfive years of age.

Pervisit or admission Deductibles do not apply towards satisfying the
Policy Year Deductible.

*Annual Deductible does not apply to these services
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COINSURANCE

Preferred Care

Non-Preferred Care

Coinsurance is both the percentage of covered medical expenses that
the plan pays, and the percentage of covered medical expenses that
you pay. The percentage thatthe plan paysis referred toas “plan
coinsurance” orthe “paymentpercentage,” and varies by the type of
expense. Pleaserefertothe Schedule of Benefits for specific
information on coinsurance amounts.

Covered Medical Expenses are payable at the
plan coinsurance percentage specified below,
after any applicable Deductible.

OUT-OF-POCKET MAXIMUMS

Once the Individual or Family Out-of-Pocket Limit has been satisfied,
Covered Medical Expenses will be payableat 100% forthe remainder
of the Policy Year.

The following expenses do not apply toward meetingthe plan’s

preferred and non-preferred care out-of-pocket limits:

e Non-covered medical expenses; and

e Expensesthatare not paid or pre-certification benefit reductions
or penalties becausearequired pre-certification for the service(s)
or supply was not obtained from Aetna.

Individual Out-of-
Pocket:

$6,350 per Policy
Year

Family Out-of-Pocket:

$12,700 perPolicy
Year

Individual Out-of-
Pocket:
N/A

Family Out-of-Pocket:
N/A

INPATIENT HOSPITALIZATION BENEFITS

Preferred Care

Non-Preferred Care

Room and Board Expense
The covered room and board expense does notinclude any charge in
excess of the daily room and board maximum.

Aftera $200 Copay
peradmission, 80%
of the Negotiated
Charge

50% of the
Recognized Charge
for a semi-private
room

Intensive Care
The covered room and board expense does notinclude any charge in
excess of the daily room and board maximum.

Aftera $200 Copay
peradmission, 80%
of the Negotiated
Charge

50% of the
Recognized Charge

Miscellaneous Hospital Expense
Includes but not limited to: operatingroom, laboratory tests/X rays,
oxygentent, drugs, medicines and dressings.

80% of the
Negotiated Charge

50% of the
Recognized Charge

Licensed Nurse Expense

Includes chargesincurred by a covered person whois confinedina
hospital asa resident bed patientand requires the services of a
registered nurse orlicensed practical nurse.

80% of the
Negotiated Charge

50% of the
Recognized Charge

Well Newborn Nursery Care

80% of the
Negotiated Charge

50% of the
Recognized Charge

Non-Surgical Physicians Expense

Includes hospital chargesincurred by a covered personwhois
confined asan inpatientin ahospital fora surgical procedure forthe
services of a physician whois notthe physician who may have
performed surgery onthe covered person.

80% of the
Negotiated Charge

50% of the
Recognized Charge

SURGICALEXPENSES

Preferred Care

Non-Preferred Care

Surgical Expense (Inpatient and Outpatient)

When injury or sickness requires two or more surgical procedures
which are performed through the same approach, and at the same
time or immediate succession, covered medical expenses only include
expensesincurredforthe most expensive procedure.

80% of the
Negotiated Charge

50% of the
Recognized Charge
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SURGICALEXPENSES (continued)

Preferred Care

Non-Preferred Care

AnesthesiaExpense (Inpatientand Outpatient)

If,in connection with such operation, the covered person requires the
services of ananesthetistwhois notemployed orretained by the
hospital inwhich the operationis performed, the expensesincurred
will be Covered Medical Expenses.

Includes anesthesiafor certain dental services listed under the
Anesthesiaand Hospital Charges for Dental Care section of the
Certificate of Coverage.

80% of the
Negotiated Charge

50% of the
Recognized Charge

Assistant Surgeon Expense (Inpatient and Outpatient)

80% of the
Negotiated Charge

50% of the
Recognized Charge

OUTPATIENT EXPENSES

Preferred Care

Non-Preferred Care

Physician or Specialist Office Visit Expense

Includes the charges made by the physician orspecialistif acovered
personrequiresthe services of a physician orspecialistinthe
physician’s or specialist’s office while not confined as an inpatientina
hospital.

Aftera $20 Copay
pervisit, 80% of the
Negotiated Charge

50% of the
Recognized Charge

Laboratory and X-ray Expense

80% of the
Negotiated Charge

50% of the
Recognized Charge

Hospital Outpatient Department Expense

80% of the
Negotiated Charge

50% of the
Recognized Charge

Therapy Expense

Covered medical expensesinclude chargesincurred by acovered

personforthe followingtypes of therapy provided on an outpatient

basis:

e Radiationtherapy;

e Inhalationtherapy;

e Chemotherapy, including anti-nausea drugs usedin conjunction
with the chemotherapy;

e Kidneydialysis;and

e Respiratorytherapy.

Important Note: Coverage fororally administered anti-cancer

medication willbe provided underthe same terms and conditions as

intravenously administered orinjected anti-cancer medication.

80% of the
Negotiated Charge

50% of the
Recognized Charge

Pre-Admission Testing Expense

Includes chargesincurred by a covered person for pre-admission
testing charges made by a hospital, surgery center, licensed
diagnosticlab facility, or physician, inits own behalf, to testaperson
while an outpatient before scheduled surgery.

80% of the
Negotiated Charge

50% of the
Recognized Charge

Ambulatory Surgical Expense

Covered medical expensesinclude expensesincurred by acovered
personforoutpatientsurgery performedinanambulatory surgical
center. Covered medical expenses mustbe incurred on the day of the
surgery or within 24 hours after the surgery.

80% of the
Negotiated Charge

50% of the
Recognized Charge

Walk-in Clinic Visit Expense

Aftera $20 Copay
pervisit, 80% of the
Negotiated Charge

50% of the
Recognized Charge
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OUTPATIENT EXPENSES (continued)

Preferred Care

Non-Preferred Care

Emergency Room Expense

Covered medical expensesincurred by acovered person forservices
receivedinthe emergency room of a hospital whilethe covered
personisnot a full-timeinpatient of the hospital. The treatment
received must be emergency care foran emergency medical
condition. Thereis no coverage forelective treatment, routine care
or care for a non-emergency sickness. Asto emergency care incurred
for the treatment of an emergency medical condition or psychiatric
condition, any expensesincurred for non-preferred care will be paid
at the same cost-sharinglevel asif they had beenincurred for
preferred care.

Important Notice:

A separate hospital emergency room visit benefit copay applies for
each visittoan emergency roomforemergency care. If a covered
personisadmittedtoa hospital as an inpatientimmediatelyfollowing
avisitto an emergency room, the emergency roomvisit benefit
deductible orcopayis waived.

Covered medical expenses that are applied to the emergency room
visitbenefitdeductible or copay cannot be applied toany other
benefitdeductible or copay underthe plan. Likewise, covered medical
expensesthatare applied to any of the plan’s other benefit
deductibles or copays cannot be applied to the emergency room visit
benefitdeductible or copay.

Separate benefit deductibles or copays may apply for certain services
renderedinthe emergency roomthatare notincludedinthe hospital
emergency roomvisit benefit. These benefit deductibles or copays
may be different from the hospital emergency room visit benefit
deductible orcopay, and will be based on the specificservice
rendered.

Similarly, services rendered inthe emergency roomthatare not
included inthe hospital emergency roomvisit benefit may be subject
to coinsurance rates that are different fromthe coinsurance rate
applicable tothe hospital emergency room visit benefit.

Important Note: Please note that Non-Preferred Care Providers do
not have a contract with Aetna; the provider may not accept payment
of your cost share (yourdeductible and coinsurance) as paymentin
full. Youmay receive abill forthe difference betweenthe amount
billed by the providerand the amount paid by this Plan. If the
providerbills youforanamountabove your cost share, you are not
responsible for payingthatamount. Please send Aetnathe bill atthe
address listed on the back of yourmemberID card and Aetna will
resolve any payment dispute with the provider overthatamount.
Make sure your memberIDnumberison the bill.

Aftera $100 Copay
pervisit (waivedif
admitted), 80% of
the Negotiated
Charge

Paid the same as the
Preferred Care level
of coverage.
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OUTPATIENT EXPENSES (continued)

Preferred Care

Non-Preferred Care

Durable Medical and Surgical Equipment Expense

Durable medical and surgical equipment would include:

Artificial arms and legs; including accessories;

o Arm, back, neck braces, legbraces;including attached shoes (but
not corrective shoes);

e Surgical supports;

o Scalp hair prostheses required as the result of hairloss due to
injury; sickness; or treatment of sickness; and

e Head halters.

80% of the
Negotiated Charge

50% of the
Recognized Charge

PREVENTIVE CARE EXPENSES

Preventive Careisservices provided forareason other thanto diagnose ortreat a suspected oridentified sickness or
injury and rendered in accordance with the guidelines provided by the following agencies:
e Evidence-baseditemsthathave in effectaratingof Aor B inthe current recommendations of the United States

Preventive Services Task Force uspreventiveservicestaskforce.org.

e Servicesasrecommendedinthe American Academy of Pediatrics/Bright Futures Guidelines for Children and

Adolescents http://brightfutures.aap.org/.

o Forfemales, screenings and counseling services as provided forin the comprehensive guidelines recommended by
the Health Resources and Services Administration http://www.hrsa.gov/index.html.

PREVENTIVE CARE EXPENSES

Preferred Care

Non-Preferred Care

Routine Physical Exam
Includes routine vision & hearing screenings given as part of the
routine physical exam.

100% of the
Negotiated Charge*

70% of the
Recognized Charge

Preventive Care Immunizations
Covered 100% for children upto 5 years of age. Deductible and
coinsurance appliesthereafter.

100% of the
Negotiated Charge*

70% of the
Recognized Charge

Well Woman Preventive Visits
Routine well woman preventive exam office visit, including Pap
smears.

100% of the
Negotiated Charge*

70% of the
Recognized Charge

Preventive Care Screening and Counseling Services for Sexually
Transmitted Infections

Includesthe counseling services to help acovered person preventor
reduce sexuallytransmitted infections.

100% of the
Negotiated Charge*

70% of the
Recognized Charge

Preventive Care Screening and Counseling Services for Obesity

and/or Healthy Diet

Screeningand counseling services toaidin weightreduction due to

obesity. Coverage includes:

e Preventive counselingvisits and/orrisk factorreduction
intervention;

e Nutritional counseling; and

e Healthydietcounselingvisits provided in connection with
Hyperlipidemia (high cholesterol) and other known risk factors for
cardiovascularand diet-related chronicdisease.

100% of the
Negotiated Charge*

70% of the
Recognized Charge

Preventive Care Screening and Counseling Services for Misuse of
Alcohol and/or Drugs

Screeningand counseling servicestoaid inthe prevention or
reduction of the use of an alcohol agent or controlled substance.
Coverage includes preventive counseling visits, risk factor reduction
intervention and astructured assessment.

100% of the
Negotiated Charge*

70% of the
Recognized Charge
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PREVENTIVE CARE EXPENSES (continued)

Preferred Care

Non-Preferred Care

Preventive Care Screening and Counseling Services for Use of
Tobacco Products
Screeningand counseling servicesto aid a covered personto stop the
use of tobacco products.
Coverageincludes:
e Preventivecounseling visits;
e Treatmentvisits;and
e (lassvisits; toaid a covered personto stop the use of tobacco
products.
Tobacco product means a substance containing tobacco or nicotine
including:
o (igarettes;
e (igars;
Smokingtobacco;
e Snuff;
e Smokelesstobacco;and
e Candy-like products that contain tobacco.

100% of the
Negotiated Charge*

70% of the
Recognized Charge

Preventive Care Screening and Counseling Services for Depression
Screening
Screeningortestto determine if depressionis present.

100% of the
Negotiated Charge*

70% of the
Recognized Charge

Preventive Care Routine Cancer Screenings

Covered expensesinclude butare notlimitedto: Pap smears;
Mammograms; Fecal occult blood tests; Digital rectal exams;
Prostate specificantigen (PSA) tests; Sigmoidoscopies; Double
contrast barium enemas (DCBE); Colonoscopies (removal of polyps
performed duringascreening procedure is a covered medical
expense); and Lungcancer screenings.

100% of the
Negotiated Charge*

70% of the
Recognized Charge

Preventive Care Screening and Counseling Services for GeneticRisk
for Breast and Ovarian Cancer

Covered medical expensesinclude the counseling and evaluation
servicesto help assess acovered person’srisk of breastand ovarian
cancer susceptibility.

100% of the
Negotiated Charge*

70% of the
Recognized Charge

Preventive Care Prenatal Care

Coverage for prenatal care underthis Preventive Care Expense
benefitis limited to pregnancy-related physician office visitsincluding
theinitial and subsequent history and physical exams of the pregnant
woman (maternal weight, blood pressure, fetal heart rate check, and
fundal height).

Refertothe Maternity Expense benefit for more information on
coverage for maternity expenses under the Policy, including other
prenatal care, delivery and postnatal care office visits.

100% of the
Negotiated Charge*

70% of the
Recognized Charge

Preventive Care Lactation Counseling Services

Lactation supportand lactation counseling services are covered
medical expenses when provided in eitheragroup or individual
setting.

100% of the
Negotiated Charge*

70% of the
Recognized Charge

Preventive Care Breast Pumps and Supplies

100% of the
Negotiated Charge*

70% of the
Recognized Charge
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PREVENTIVE CARE EXPENSES (continued)

Preferred Care

Non-Preferred Care

Preventive Care Female Contraceptive Counseling Services,
Preventive Care Female Contraceptive Generic, Brand Name,
Biosimilar Prescription Drugs and Devices provided, administered,
or removed, by a Physician during an Office Visit, Preventive Care
Female Voluntary Sterilization (Inpatient), Preventive Care Female
Voluntary Sterilization (Outpatient)

Includes counseling services on contraceptive methods provided by a
physician, obstetrician or gynecologist. Such counselingservices are
covered medical expenses when provided in eitheragroup or
individual setting.

Voluntary Sterilization

Includes charges billed separately by the providerforfemale
voluntary sterilization procedures & related services & supplies
including, but not limited to, tubal ligation and sterilization implants.

Covered medical expenses under this benefit would notinclude
chargesfor a voluntary sterilization procedure to the extent that the
procedure was not billed separately by the providerorbecause it was
not the primary purpose of a confinement.

Contraceptives can be paid eitherunderthis benefit orthe
prescribed medicines expense dependingon the type of expense and
how and where the expenseisincurred. Benefits are paid underthis
benefitforfemalecontraceptive prescription drugs and devices
(includingany related services and supplies)when they are provided,
administered, orremoved, by a physician during an office visit.

100% of the
Negotiated Charge*

70% of the
Recognized Charge

OTHER FAMILY PLANNING SERVICES EXPENSE

Preferred Care

Non-Preferred Care

Voluntary Sterilization for Males (Outpatient)

Covered medical expensesinclude charges for certain family planning
services, even though not provided to treata sickness orinjury as
follows.

Covered according to the type of benefit
incurred and the place where the service is
received.

AMBULANCE EXPENSE

Preferred Care

Non-Preferred Care

Ground, Air, Water and Non-Emergency Ambulance

Includes chargesincurred by a covered person forthe use of a
professionalambulanceinan emergency. Covered medical expenses
for the service are limited to charges forground transportation to the
nearest hospital equipped to rendertreatment forthe condition. Air
transportationis covered only when medically necessary.

80% of the
Negotiated Charge

80% of the
Recognized Charge

ADDITIONAL BENEFITS

Preferred Care

Non-Preferred Care

Allergy Testing and Treatment Expense
Includes chargesincurred by a covered person fordiagnostictesting
and treatment of allergies and immunology services.

Covered according to the type of benefit
incurred and the place where the service is
received.

Diagnostic Testing For Learning Disabilities Expense

Covered medical expensesinclude chargesincurred by a covered
personfordiagnostictestingfor:

e Attention deficitdisorder; or

e Attention deficit hyperactivedisorder.

Covered according to the type of benefit
incurred and the place where the service is
received.
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ADDITIONAL BENEFITS (continued)

Preferred Care

Non-Preferred Care

High Cost Procedures Expense

Includes chargesincurred by a covered person as a result of certain
high cost procedures provided on an outpatient basis. Covered
medical expenses for high cost proceduresinclude; butare not
limited to; charges forthe following procedures and services:

e Computerized Axial Tomography (C.A.T.) scans;

e MagneticResonance Imaging (MRI); and

e Positron Emission Tomography (PET) Scans.

80% of the
Negotiated Charge

50% of the
Recognized Charge

Urgent Care Expense from an Urgent Care Facility

Covered medical expensesinclude chargesincurred by acovered
personforan urgent care providerto evaluate and treatan urgent
condition.

80% of the
Negotiated Charge

50% of the
Recognized Charge

Dental Expense forImpacted Wisdom Teeth

Includes chargesincurred by a covered person forservices of a
dentistordental surgeon forremoval of one or more impacted
wisdomteeth. Not more than the Maximum Benefit will be paid.

Includes expenses forthe treatment of: the mouth; teeth; and jaws;
but onlythose forservices rendered and supplies needed forthe
following treatment of; orrelated to conditions; of the:

e mouth;jaws;jaw joints; or

e supportingtissues; (thisincludes: bones; muscles; and nerves).

80% of the Actual
Charge

80% of the Actual
Charge

Accidental Injury to Sound Natural Teeth Expense

Covered medical expensesinclude chargesincurred by a covered
personforservices of a dentist ordental surgeon asa resultof an
injury to sound natural teeth.

80% of the Actual
Charge

80% of the Actual
Charge

Non-Elective Second Surgical Opinion Expense

80% of the
Negotiated Charge

50% of the
Recognized Charge

Consultant Expense

Includes the chargesincurred by covered personin connection with
the services of a consultant. The services must be requested by the
attending physicianto confirm ordetermineadiagnosis.

Coverage may be extended toincludetreatment by the consultant.

Aftera $20 Copay
pervisit, 80% of the
Negotiated Charge

50% of the
Recognized Charge

Skilled Nursing Facility Expense

Aftera $200 Copay
peradmission, 80%
of the Negotiated
Charge

50% of the
Recognized Charge

Rehabilitation Facility Expense
Includes chargesincurred by a covered person for confinementasa
full time inpatientin arehabilitation facility.

Aftera $200 Copay
peradmission, 80%
of the Negotiated
Charge

50% of the
Recognized Charge
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ADDITIONAL BENEFITS (continued)

Preferred Care Non-Preferred Care

Home Health Care Expense
Covered medical expenses will notinclude:

e Servicesbya personwhoresidesinthe covered person'shome, or
isa member of the covered person'simmediate family

e Homemakerorhousekeeperservices;

e Maintenance therapy;

o Dialysistreatment;

e Purchase or rental of dialysis equipment;

e Foodor homedeliveredservices; or

e Custodial care.

80% of the 50% of the
Negotiated Charge Recognized Charge

TemporomandibularJoint Dysfunction Expense
Covered medical expensesinclude physician’s chargesincurred by a
covered person for TemporomandibularJoint (TMJ) Dysfunction.

Covered according to the type of benefit
incurred and the place where the service is
received.

Dermatological Expense

Includes physician’s chargesincurred by a covered person forthe
diagnosisand treatment of skin disorders. Unless specified above,
not covered underthis benefitare chargesincurredfor:

e Treatmentforacne; or

o Cosmetictreatmentand procedures.

Aftera $20 Copay 50% of the
pervisit, 80% of the | Recognized Charge
Negotiated Charge

Prosthetic Devices Expense. All Other Prosthetic Devices

Includes charges made forinternal and external prostheticdevices
and special appliances, as prescribed by a physicianforadevice or
appliance thatimprovesorrestores body part function thathas been
lost or damaged by sickness, injury or congenital defect. Covered
medical expenses alsoincludeinstruction andincidental supplies
needed to use a covered prostheticdevice.

The plan covers prosthesis a covered person needs that temporarily
or permanently replaces all or part of an body part lost or impaired as
aresultofsickness orinjury or congenital defects as describedin the
list of covered devices below foran:

e Internal body partor organ;or

e External body part.

Covered medical expenses alsoincludereplacement of a prosthetic

device as prescribed by a physician, if:

e Thereplacementisneeded because of achange inthe covered
person’s physical condition; or normal growth or wear and tear;
or

e ltislikelytocostlessto buya new onethan to repairthe existing
one;or

e Theexistingone cannotbe made serviceable.

The list of covered devicesincludes, butis notlimited to:

e Anartificialarm, leg, hip, knee oreye;

e Eyelens;

e An external breast prosthesis and the first bra made solely for use
with it after a mastectomy;

80% of the 50% of the
Negotiated Charge Recognized Charge

Missouri University of Science & Technology 2016 -2017

Page 14



ADDITIONAL BENEFITS (continued)

Preferred Care

Non-Preferred Care

Prosthetic Devices Expense. All Other Prosthetic Devices

(continued)

e Abreastimplantaftera mastectomy; Notime limit will be
imposed forthe receipt of related prostheticdevices following a
mastectomy;

e Ostomysupplies, urinary catheters and external urinary collection
devices;

e Speechgeneratingdevice;

e Orthopedicshoes; footorthotics; orotherdevicestosupportthe
feet[butonly whenrequired forthe treatment of, orto prevent
complications of, diabetes];

e A cardiac pacemakerand pacemaker defibrillators;

o Adurable brace thatiscustom made for and fitted for the
covered person;

e Wigs (thefirstone following cancertreatment, notto exceed one
percalendaryear)

80% of the

Negotiated Charge Recognized Charge

50% of the

Podiatric Expense

Includes chargesincurred by a covered person for podiatricservices;
provided on an outpatient basis followinganinjury. Unless specified
above, not covered underthis benefitare chargesincurred for
routine foot care, such as trimming of corns, calluses, and nails.

Covered according to the type of benefit

incurred and the

place where the service is
received.

HypodermicNeedles Expense
Includes expensesincurred by a covered person for hypodermic
needlesand syringes.

Covered according to the type of benefit

incurred and the

place where the service is
received.

Maternity Expense

Covered Medical Expenses forpregnancy, childbirth, and
complications of pregnancy are payable on the same basis asany
otherSickness. Inthe event of aninpatient confinement, such
benefits would be payable forinpatient care of the Covered Person,
and any newborn child, fora minimum of 48 hours after a vaginal
deliveryand fora minimum of 96 hours aftera cesarean delivery.
Any decision to shorten such minimum coverages shallbe made by
the attending Physician in consultation with the motherand donein
accordance with the rules and regulations promulgated by State
Mandate. Covered medical expenses may include home visits, parent
education, and assistance and trainingin breast or bottle-feeding.

Covered according to the type of benefit

incurred and the

place where the service is
received.

Non-Prescription Enteral Formula Expense

Includes chargesincurred by a covered person, for non-prescription
enteral formulas for which a physician hasissued awritten order, and
are forthe treatment of malabsorption caused by:

e Crohn’sDisease;

o Ulcerative colitis;

e Gastroesophageal reflux;

e Gastrointestinal motility;

e Chronicintestinal pseudo obstruction; and

e Inherited diseases of amino acids and organicacids.

Covered medical expenses forinherited diseases of amino acids; and
organicacids; will alsoincludefood products modified to be low
protein.

80% of the

Negotiated Charge Recognized Charge

50% of the
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ADDITIONAL BENEFITS (continued) Preferred Care Non-Preferred Care

Acupuncture in Lieu of AnesthesiaExpense 80% of the 50% of the
Includes chargesincurred by a covered person foracupuncture Negotiated Charge Recognized Charge
therapy whenacupuncture isusedinlieu of otheranesthesiafora
surgical or dental procedure covered under this Plan. The
acupuncture must be administered by a health care providerwhoisa
legally qualified physician; practicing within the scope of theirlicense.

Transfusion or Kidney Dialysis of Blood Expense 80% of the 50% of the
Includes chargesincurred by a covered person forthe transfusionor | Negotiated Charge Recognized Charge
kidney dialysis of blood, including the cost of: Whole blood; blood
components; and the administration of whole blood and blood

components.

Hospice Expense 80% of the 50% of the
Negotiated Charge Recognized Charge

Private Duty Nursing 80% of the 50% of the

Includes private duty nursing services provided by anR.N.or L.P.N.if | Negotiated Charge Recognized Charge
the covered person’s condition requires skilled nursing care and
visiting nursing care is notadequate.

Nutritional Supplements Covered according to the type of benefit
(Coverage is limited to: Covered persons to age 6) incurred and the place where the service is
Covered medical expenses include chargesincurred for nutritional received; not to exceed 50% of the cost of
supplements (formulas and low protein modified food products) as the formula or food products.

neededforthe treatment of phenylketonuria oran inherited disease
of amino and organic acids, branched-chain ketonuria, galactosemia
and homocystinuriaas administered underthe direction of a
physician.

The covered expenses must be incurred by a covered child underthe
age of 6.

For purposes of this benefit, “low protein modified food product”
means foods thatare specifically formulated to have lessthanone
gram of protein perservingand are intendedto be used underthe
direction of a physician for the dietary treatment of any inherited
metabolicdisease. Low protein modified food products do not
include foods that are naturally low in protein.

Osteoporosis (bone mass measurement) Covered according to the type of benefit
Covered medical expensesinclude the diagnosis, treatmentand incurred and the place where the service is
management of osteoporosis by a physician forindividuals with a received.

condition ormedical history that requires bone mass measurement.
The servicesinclude Food and Drug Administration approved
technologies, including bone mass measurement.

Diabetes Benefit Expense Covered according to the type of benefit
Includes chargesforservices, supplies, equipment, & training forthe incurred and the place where the service is
treatmentofinsulinand non-insulin dependent diabetes & elevated received.

blood glucose levels during pregnancy. Self-managementtraining
provided by a licensed health care provider certified in diabetes self-
managementtraining.
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ADDITIONAL BENEFITS (continued)

Preferred Care | Non-Preferred Care

Reconstructive Breast Surgery Expense

Covered medical expensesinclude reconstruction of the breaston
which a mastectomy was performed, includinganimplantand areolar
reconstruction. Alsoincludedissurgeryonahealthy breastto make
it symmetrical with the reconstructed breastand physical therapy to
treat complications of mastectomy, including lymphedema; and
breast prosthesis. Notime limitwill be imposed forreconstructive
surgery for breast reconstruction and the receipt of related prosthetic
devicesfollowing a mastectomy.

Covered according to the type of benefit
incurred and the place where the service is
received.

Autism Spectrum Disorder Expense

Includes chargesincurred forservices and supplies required forthe
diagnosis & treatment of autism spectrum disorderwhen ordered by
a physician or behavioral health provideras part of a treatment plan.

Covered according to the type of benefit
incurred and the place where the service is
received.

Applied Behavior Analysis (ABA) for the treatment of Autism
Spectrum Disorders

Covered according to the type of benefit
incurred and the place where the service is
received.

Basic Infertility Expense

Covered medical expensesinclude charges made by a physicianto
diagnose and to surgically treat the underlying medical cause of
infertility.

Covered according to the type of benefit
incurred and the place where the service is
received.

Clinical Trials Expense (Experimental or Investigational Treatment)
Includes charges made by a providerforexperimental or
investigational drugs, devices, treatments or procedures “underan
approvedclinical trial” only when a covered person has canceror a
terminalillness.

Covered according to the type of benefit
incurred and the place where the service is
received.

Clinical Trials Expense Routine Patient Costs Covered Percentage
Includes charges made by a providerfor "routine patient costs"
furnishedin connection with acovered person’s participationin an
"approved clinical trial” for canceror otherlife-threatening disease or
condition, asthose terms are defined in the federal PublicHealth
Service Act, Section 2709.

Covered according to the type of benefit
incurred and the place where the service is
received.

GenderReassignment (Sex Change) Treatment Expense
Includes charges made in connection with amedically necessary
genderreassignment surgery (sometimes called sexchange surgery)
as longthe covered studentortheircovered dependent has obtained
pre-certification from Aetna.
Covered medical expensesinclude:
e Chargesmade by a physicianfor:
o Performingthe surgical procedure; and
o Pre-operative and post-operative hospital and office visits.
e Chargesmade by a hospital forinpatientand outpatient services
(including outpatient surgery).
e Charges made by a Skilled Nursing Facility forinpatient services
and supplies.
e Charges made for the administration of anesthetics.

Covered according to the type of benefit
incurred and the place where the service is
received.
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ADDITIONAL BENEFITS (continued)

Preferred Care | Non-Preferred Care

GenderReassignment (Sex Change) Treatment Expense (continued)

e Chargesfor outpatientdiagnosticlaboratory and x-rays.

e Chargesfor bloodtransfusion and the cost of unreplaced blood
and blood products.

e Charges made by a behavioral health providerforgender
reassignment counseling.

No benefits will be paid for covered medical expenses underthis

benefitunlessthey have been pre-certified by Aetna. Refertothe

Pre-certification section for more information.

Covered according to the type of benefit
incurred and the place where the service is
received.

Lead Poisoning
Covered expensesinclude charge fortesting pregnant women for
lead poisoningandforall testingforlead poisoning.

Covered according to the type of benefit
incurred and the place where the service is
received.

Cancer Coverage-Second Opinion

Covered medical expenses include charges forasecond opinion
rendered by a specialistin that specificcancerdiagnosisareawhen
newly diagnosed.

Covered according to the type of benefit
incurred and the place where the service is
received.

Early Intervention Services

Early Intervention Services are covered even though they may notbe
inconnection with treatmentofaninjury ordisease. Theyare
coveredonlyfor:a dependent child from birth to 3 years of age, who
isidentified by the Part C early intervention system as eligible for
servicesunder Part C of the Individuals with Disabilities Education
Act, as amended. Acovered person must submit proof of such
identification.

These are services, provided as part of an active individualized family
service plan thatenhances functional ability without effecting care.
Theyinclude, butare not limited to, speech and language therapy,
occupational therapy, physical therapy and assistive technology
devices.

Covered according to the type of benefit
incurred and the place where the service is
received.

Chiropractic Treatment Expense

Includes charges made by a physician on an outpatient basis for
manipulative (adjustive) treatment or other physical treatment for
conditions caused by (orrelated to) biomechanical ornerve
conductiondisorders of the spine.

80% of the
Negotiated Charge

50% of the
Recognized Charge

Facility Expense benefits.

Cardiac Rehabilitation Benefits.

physician.

Pulmonary Rehabilitation Benefits

SHORT-TERM CARDIAC AND PULMONARY REHABILITATION THERAPY SERVICES EXPENSE
Inpatientrehabilitation benefits for the services listed will be paid as part of the Hospital Expense and Skilled Nursing

Cardiac rehabilitation benefits received at a hospital, skilled nursing facility, or physician’s office. This Plan will cover
chargesin accordance with a treatment plan as determined by a covered person’srisk levelwhen recommended by a

Pulmonary rehabilitation benefits are available as part of an inpatient hospital stay. Alimited course of outpatient
pulmonary rehabilitation is covered for the treatment of reversible pulmonary disease states.
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SHORT-TERM CARDIAC AND PULMONARY REHABILITATION THERAPY
SERVICES EXPENSE (continued)

Preferred Care

Non-Preferred Care

Cardiac Rehabilitation

80% of the
Negotiated Charge

50% of the
Recognized Charge

Pulmonary Rehabilitation

80% of the
Negotiated Charge

50% of the
Recognized Charge

SHORT-TERM REHABILITATION EXPENSE

e Detailsthe treatment, and specifies frequency and duration;

facility benefits.

e Providesforongoingreviewsandisrenewed onlyif continued therapyis appropriate; and

o Allowstherapy services, providedin acovered person’s home, if the covered personis homebound.
Inpatientrehabilitation benefits for the services listed will be paid as part of the inpatient hospitaland skilled nursing

Includes chargesforshort-term rehabilitation services, as described below, when prescribed by a physician. Short-
termrehabilitation services must follow a specifictreatment plan that:

Short-Term Rehabilitation Expense Outpatient Physical and
Occupational Rehabilitation and Habilitation Therapy Services
(combined)

80% of the
Negotiated Charge

50% of the
Recognized Charge

Speech and Hearing Disorders

Includes medically necessary care and treatment to identify, assess,
diagnose and consultaboutthe needfortreatmentandto evaluate
and monitorthe effectiveness of treatment whether by instrumental,
perceptional, or standard procedures as well as the provision of
treatment of communicative disorders asincludedin the definition of
Loss or Impairment of Speech or Hearing.

Covered according to the type of benefit
incurred and the place where the service is
received.

Biofeedback
Covered medical expensesinclude biofeedback when provided by an
eligible practitioner.

Covered according to the type of benefit
incurred and the place where the service is
received.

HEARING AIDS

Preferred Care

Non-Preferred Care

Hearing Aid Expenses

Covered medical expenses for hearing care includes charges for
prescribed hearingaids and hearing aid expenses.

Covered medical expenses for hearingaids will notinclude per 12
consecutive month period:

e Chargesfor morethanone hearingaid perear

80% of the
Negotiated Charge

50% of the
Recognized Charge

CochlearImplants

80% of the
Negotiated Charge

50% of the
Recognized Charge

TREATMENT OF MENTAL DISORDER EXPENSE

Preferred Care

Non-Preferred Care

Inpatient Mental Health Expense

Covered medical expensesinclude charges made by a hospital,
psychiatrichospital, residential treatment facility, physician or
behavioral health providerforthe treatment of mental disorders for
Inpatientroom and board at the semi-privateroomrate, and other
servicesand supplies related to a covered person’s condition that are
provided during acovered person’s stay in a hospital, psychiatric
hospital, orresidential treatment facility.

Aftera $200 Copay
peradmission, 80%
of the Negotiated
Charge

50% of the
Recognized Charge
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TREATMENT OF MENTAL DISORDER EXPENSE (continued)

Preferred Care

Non-Preferred Care

Outpatient Mental Health Expense

Aftera $20 Copay per
visit, 80% of the
Negotiated Charge

50% of the
Recognized Charge

Outpatient Mental Health Partial Hospitalization Expense

Aftera $200 Copay
peradmission, 80%
of the Negotiated
Charge

50% of the
Recognized Charge

ALCOHOLISM AND DRUG ADDICTION TREATMENT

Preferred Care

Non-Preferred Care

Inpatient Substance Abuse Treatment

Covered medical expensesinclude charges made by a hospital,
psychiatric hospital, residential treatment facility, physician or
behavioral health provider for the treatment of mental disorders for
Inpatientroom and board at the semi-privateroomrate, and other
services and supplies related to a covered person’s condition that are
provided duringacovered person’s stay in a hospital, psychiatric
hospital, or residential treatment facility.

Aftera $200 Copay
peradmission, 80%
of the Negotiated
Charge

50% of the
Recognized Charge

Outpatient Substance Abuse Treatment

Aftera $20 Copay per
visit, 80% of the
Negotiated Charge

50% of the
Recognized Charge

TRANSPLANT SERVICE EXPENSE

Preferred Care

Non-Preferred Care

Transplant Services Expense

Benefits may vary if an Institute of Excellence™ (IOE) facility or non-
IOE or non-preferred care providerisused. Throughthe IOE network,
the covered person will have accessto a provider network that
specializesin transplants. Inaddition, some expenses listed below
are payable only withinthe IOE network. The IOE facility must be
specifically approved and designated by Aetnato perform the
procedure the covered person requires. Each facility in the IOE
network has been selected to perform only certain types of
transplants, based on quality of care and successful clinical outcomes.

Covered according to the type of benefit
incurred and the place where the service is
received.

Transplant Travel and Lodging Expense
The plan will reimburse a covered person for some of the cost of their
travel and lodging expenses.

$10,000 benefit limit per transplant

Maximum Benefit for donor searches for bone marrow/ stem cell
transplants for a covered Transplant procedure

$30,000 per transplant

Maximum Benefit for Dose intensive chemotherapy/autologous
bone marrow transplants for stem cell transplants for breast cancer
treatment incurred while covered under any Aetna or Aetna-
affiliated plan

$100,000 per transplant

Human Leukocyte Antigen Testing for A, B and DR Antigens

Covered according to the type of benefit
incurred and the place where the service is
received.
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PEDIATRIC DENTAL SERVICES EXPENSE
(Coverage is limited to covered persons until the end of the month
in which the covered person turns 19.)

Preferred Care

Non-Preferred Care

Type A Expense (Pediatric Routine Dental Exam Expense)
1 visitevery 6months

100% of the
Negotiated Charge*

70% of the
Recognized Charge

Type B Expense (Pediatric Basic Dental Care Expense)

70% of the
Negotiated Charge*

50% of the
Recognized Charge

Type C Expense (Pediatric Major Dental Care Expense)

50% of the
Negotiated Charge*

50% of the
Recognized Charge

Pediatric Orthodontia Expense

Orthodontics

Medically necessary comprehensive treatment

e Replacementof retainer(limitone perlifetime).

50% of the
Negotiated Charge*

50% of the
Recognized Charge

PEDIATRIC ROUTINE VISION
(Coverage is limited to covered persons until the end of the month
in which the covered person turns 19.)

Preferred Care

Non-Preferred Care

Pediatric Routine Vision Exams (including refractions)
Includes charges made by a legally qualified ophthalmologist or
optometristforaroutine vision exam. The examwillinclude
refraction & glaucomatesting.

100% of the
Negotiated Charge*

70% of the
Recognized Charge

Pediatric Visit for the fitting of prescription contact lenses, Pediatric
Eyeglass Frames, Prescription Lenses or Prescription Contact Lenses
Includes charges forthe following vision care services and supplies:

e Officevisitstoanophthalmologist, optometrist or optician related
to the fitting of prescription contact lenses.

e Eyeglassframes, prescription lenses or prescription contactlenses
provided by a vision providerwhois a preferred care provider.

e Eyeglassframes, prescription lenses or prescription contactlenses
provided by a vision providerwho is a non-preferred care provider.

Coverage includes chargesincurred for:

e Non-conventional prescription contactlenses thatare requiredto
correct visual acuity to 20/40 or betterinthe bettereye and that
correction cannot be obtained with conventional lenses. Aphakic
prescription lenses prescribed after cataract surgery has been
performed.

As to coverage forprescription lensesin apolicy year, this benefit will

covereither prescription lenses for eyeglass frames or prescription

contact lenses, but not both.

100% of the
Negotiated Charge *

70% of the
Recognized Charge

E-VISITS AND TELEMEDICINE CONSULTATIONS

Important Note: The cost-share for E-Visit ortelemedicine services
will be no greaterthan a face-to-face visit with a providerin the same
setting.

Preferred Care

Non-Preferred Care

Specialist E-Visit or Telemedicine Consultation and Non-Specialist E-
Visit or Telemedicine Consultation

Covered expensesinclude charges made by a covered person’s
physician or PCP for a routine, non-emergency, medical consultation.

Aftera $20 Copay
pervisit, 80% of the
Negotiated Charge

50% of the
Recognized Charge
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E-VISITS AND TELEMEDICINE CONSULTATIONS (continued)

Preferred Care

Non-Preferred Care

Specialist E-Visit or Telemedicine Consultation and Non-Specialist E-
Visitor Telemedicine Consultation (continued)

A covered person may have to register with a web-based internet
service vendorin orderto make an E-visitappointment or participate
ina telemedicine consultation with his or her provider. Information
about E-Visit ortelemedicine providers may be found onlinein
DocFind or on www.aetna.com or by callingthe numberon hisor her
identification card.

Limitations:

Not covered underthis planare charges made for:

e Facsimile transmissions, unsecured electronic mail, ora
combination thereof;

e Siteoriginationfees.

Aftera $20 Copay
pervisit, 80% of the
Negotiated Charge

50% of the
Recognized Charge

PRESCRIBED MEDICINES EXPENSE

COVERED PERCENTAGE*

Preferred Care

Non-Preferred Care

Preventive Care Drugs and Supplements

recommendations of the United States Preventive Services Task Force.

Coverage will be subjectto any sex, age, medical condition, family history, and frequency guidelinesinthe

Risk Reducing Breast Cancer Prescription Drugs
For each 30-day supply filled ataretail pharmacy.

Refertothe Copay
and Deductible Waiver
Provision laterin this
Schedule of Benefits

100% of the
Recognized Charge

Other preventive care drugs and supplements
For each 30-day supply filled ataretail pharmacy.

100% per supply

100% of the
Recognized Charge

Tobacco Cessation Prescription Drugs and Over-the-Counter Drugs.
(fortwo 90-day treatment regimens only)

Refertothe Copay
and Deductible Waiver
Provision laterin this
Schedule of Benefits

100% of the
Recognized Charge

CONTRACEPTIVES

Preferred Care

Non-Preferred Care

For each 30-day supply filled at aretail pharmacy.

Refertothe Copay
and Deductible Waiver
Provision laterin this
Schedule of Benefits

100% of the
Recognized Charge

All OTHER PRESCRIPTION DRUGS

Preferred Care

Non-Preferred Care

For each 30-day supply filled ataretail pharmacy.

100% of the
Negotiated Charge

100% of the
Recognized Charge

*The prescription drug plan covered percentage is the percentage of prescription drug covered medical expenses that
the plan pays afterany applicable deductibles and copays have been met.
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Per Prescription Copay/Deductible

GENERIC PRESCRIPTION DRUGS Preferred Care Non-Preferred Care

For each 30-day supplyfilled ataretail pharmacy. $15 Copay persupply | $15 Deductible per
supply

PREFERRED BRAND-NAME PRESCRIPTION DRUGS Preferred Care Non-Preferred Care

For each 30-day supplyfilled at a retail pharmacy. S35 Copay persupply | S35 Deductible per
supply

NON-PREFERRED BRAND-NAME PRESCRIPTION DRUGS Preferred Care Non-Preferred Care

For each 30-day supplyfilled ataretail pharmacy. $50 Copay persupply | $50 Deductible per
supply

Orally Administered Anti-Cancer Prescription Drugs (including Payable on the same basis as covered cancer

Chemotherapy Drugs) chemotherapy medications that are

administered intravenously or by injection.

A covered person, acovered person’s designee oracovered person’s prescriber may seek an expedited medical
exception process to obtain coverage fornon-covered drugs in exigent circumstances. An “exigent circumstance”
existswhenacovered personis suffering from a health condition that may seriously jeopardize a covered person’s life,
health, orability to regain maximum function orwhen a covered personis undergoing a current course of treatment
usinga non-formulary drug.

The requestforan expedited review of an exigent circumstance may be submitted by contacting Aetna's Pre-
certification Department at 1-855-240-0535, faxingthe requestto 1-877-269-9916 or submittingthe requestinwriting
to:

CVSHealth

ATTN: Aetna PA

1300 E Campbell Road
Richardson, TX 75081.

Aetnawill make a coverage determination within 24 hours afterreceipt of the requestand will notify the covered
person, the covered person’s designee orthe covered person’s prescriber of Aetna’s decision.

Copay and Deductible Waiver

Waiver for Risk-Reducing Breast Cancer Prescription Drugs

The per prescription copay/deductible and policy year deductible will not apply to risk-reducing breast cancer generic,
prescription drugs when obtained ata preferred care pharmacy. This means that such risk-reducing breast cancer
genericprescription drugs will be paid at 100%.

Waiver for Prescription Drug Contraceptives

The per prescription copay/deductible and policy year deductible will not apply to:

e Female contraceptivesthatare:
o Oral prescriptiondrugs thatare generic prescription drugs.
o Injectable prescription drugs that are genericprescription drugs.

o Vaginal ring prescription drugs thatare genericprescription drugs, brand-name prescription drugs and
biosimilar prescription drugs.
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o Transdermal contraceptive patch prescription drugs thatare genericprescription drugs, brand-name
prescription drugs, and biosimilar prescription drugs.

e Female contraceptivedevices.
e FDA-approvedfemale:
o genericemergency contraceptives; and
o genericover-the-counter (OTC) emergency contraceptives.

when obtained ata preferred care pharmacy. This meansthat such contraceptive methods will be paid at 100%.
The per prescription copay/deductible and policy year deductible continue to apply:

¢ Whenthe contraceptive methods listed above are obtained at a non-preferred pharmacy.
e Tofemale contraceptivesthatare:
o Oral prescription drugs that are brand-name prescription drugs and biosimilar prescription drugs.
o Injectable prescription drugs thatare brand-name prescription drugs and biosimilar prescription drugs.
e Tofemale contraceptivedevicesthatare brand-name devices.
e To FDA-approvedfemale:
o brand-name and biosimilar emergency contraceptives; and
o brand-name over-the-counter (OTC) emergency contraceptives.
e To FDA-approved female brand-name over-the-counter (OTC) contraceptives.
e To FDA-approved male brand-name over-the-counter (OTC) contraceptives.
However, the perprescription copay/deductible and policy year deductible willnot apply to such contraceptive methods
if:
e A genericequivalent, biosimilar orgenericalternative, within the same therapeuticdrug classis not available; or
e Acoveredpersonisgranteda medical exception; or
e A physicianspecifies “Dispenseas Written” (DAW).

A covered person's prescriber may seek amedical exception by submittingarequestto Aetna's Pre-certification
Department. Any waivergranted as a result of a medical exception shall be based upon anindividual, case by case
medically necessary determination and coverage will notapply orextend to other covered persons.
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Exclusions

This Plan does not cover nor provide benefits for:

1.

10.

11.

12.

13.

Expense incurred fordental treatment, services and supplies exceptforthose resulting frominjury to sound
natural teeth or forextraction of impacted wisdom teeth and those as specially covered underthe Policy.

Expense incurred forservices normally provided without charge by the Policyholder's school health services;
infirmary or hospital; or by health care providers employed by the Policyholder.

Expenseincurredasa result of injury due to participationin ariot. "Participationinariot" meanstakingpartina
riotin any way; includingincitingthe riot or conspiringtoinciteit. It does not include actions takenin self -
defense; solongastheyare not taken against persons who are trying to restore law and order.

Expenseincurred as a result of an accident occurringin consequence of riding as a passengeror otherwise inany
vehicle ordevice foraerial navigation; except as a fare paying passengerin an aircraft operated by a scheduled
airline maintaining regular published schedules on aregularly established route.

Expenseincurred as aresult of an injury orsickness due to working for wage or profit or for which benefits are
payable underany Workers' Compensation or Occupational Disease Law.

Expenseincurred as a result of an injury sustained or sickness contracted whilein the service of the Armed Forces
of any country. Upon the covered person enteringthe Armed Forces of any country; the unearned pro rata
premium will be refunded to the Policyholder.

Expenseincurred fortreatment providedin agovernmental hospital unless there is alegal orregulatory obligation
to pay such charges inthe absence of insurance.

Expenseincurredforelective treatmentorelective surgery except as specifically covered underthe Policy and
provided whilethe Policyisin effect.

Expenseincurred forcosmeticsurgery; reconstructive surgery; orotherservices and supplies which improve; alter;
or enhance appearance; whether ornot for psychological oremotional reasons; except to the extent needed to:
Improve the function of a part of the body that: is nota tooth or structure that supports the teeth; andis
malformed: asa resultof a severe birth defect; including harelip; webbed fingers; or toes; or as direct result of:
disease; orsurgery performedtotreata disease orinjury. Repairaninjury (including reconstructive surgery for
prostheticdevice foracovered person who has undergone a mastectomy;) which occurs while the covered person
iscovered underthe Policy. Surgery must be performed:

e inthe policyyearofthe accident which causestheinjury;or

e inthe nextpolicyyear.

Expenseincurred forvoluntary orelective abortions unless to save the life of the mother.

Expenseincurred afterthe date insurance terminates foracovered person exceptas may be specifically provided
inthe Extension of Benefits provision.

Expenseincurred forinjury resulting from the plan or practice of collegiate orintercollegiate sportsincluding
collegiate orintercollegiate club sports and intramurals.

Expenseincurredforthe male orfemale reversal of voluntary sterilizations, including related follow-up care and
treatment of complications of such procedures.
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14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Expense incurred forwhich no member of the covered person'simmediate family has any legal obligation for
payment.

Expenseincurred forcustodial care.

Expense incurred forthe removal of an organ from a covered person forthe purpose of donating or sellingthe
organ to any person or organization except as specifically coveredin the Policy. This limitation does notapplytoa
donation by a covered personto a spouse; child; brother; sister; or parent.

Expenseincurredfor, orin connection with, drugs, devices, procedures, or treatments thatare, as determined by
Aetnato be, experimental orinvestigational except as specifically covered underthe Policy.

Expensesincurred forgastricbypass; and any restrictive procedures; for weight loss except screeningand
counseling services specifically covered underthe Policy.

Expensesincurred for breast reduction/mammoplasty.
Expensesincurred forgynecomastia (malebreasts).
Expensesincurred forany sinus surgery; except foracute purulentsinusitis.

Expenseincurred by acovered person; nota United States citizen; forservices performed within the covered
person’s home country;if the covered person’s home country has asocialized medicine program.

Expense incurred foracupuncture exceptas specifically covered under the Policy.

Expenseincurred foralternative; holistic medicine; and/ortherapy; including but not limited to; yoga and
hypnotherapy unless specifically covered under the Policy.

Expense forinjuries sustained as the result of a motorvehicle accident; to the extent that benefits are payable
underothervalid and collectibleinsurance; whether or not claimis made for such benefits. The Policy willonly
pay forthose losses; which are not payable underthe automobile medical paymentinsurance Policy.

Expenseincurred whenthe person orindividual is acting beyond the scope of his/her/its legal authority.

Expenseincurred for hearing exams, hearingaids; the fitting; or prescription of hearing aids except as specifically

covered underthe Policy. Not covered are:

e Anyhearingservice orsupplythatdoes not meet professionally accepted standards;

e Hearingexamsgivenduringastayin a hospital orotherfacility;

e Anytests, appliances, and devices forthe improvement of hearing, including aids, hearing aids and amplifiers,
or to enhance otherforms of communication to compensate for hearingloss or devices that simulate speech;
and

e Routine hearingexams, except for routine hearing screenings as specifically described under Preventive Care
Benefits.

Expense forcharges forfailure to keep a scheduled visit; or charges forcompletion of a claim form.

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

Expense forincidental surgeries; and standby charges of a physician.
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31.

32.

33.

34.

35.

36.

37.

38.

39.

Expense forservicesand suppliesfororrelated to gamete intrafallopian transfer; artificialinsemination; in-vitro
fertilization (except asrequired by the state law); orembryo transfer procedures; male elective sterilization; male
or female elective sterilization reversal; unless specifically covered in the Policy. Elective abortionis specifically
excluded fromthis policy.

Expense incurred for non-preferred care charges that are not recognized charges.

Expense fortreatment of covered students who specializein the mental health care field; and who receive
treatmentasa part of theirtraininginthat field.

Expense incurred forroutine physical exams, routine eye exams, routine dental exams, routine hearingexams and
other preventiveservices and supplies, except as specifically covered in the Policy.

Expenseincurred foratreatment;service; prescription drug, orsupply; which is not medically necessary; as
determined by Aetna; forthe diagnosis, care, ortreatment of the sickness orinjury involved, the restoration of
physiological functions, or covered preventive services. Thisincludes behavioral health services thatare not
primarily aimed attreatment of sickness, injury, restoration of physiological functions orthat do not have a
physiological ororganicbasis. Thisapplieseveniftheyare prescribed; recommended; or approved; by the
person’s attending physician, dentist, or vision provider.

Expensesincurred forvision-related services and supplies, except as specifically covered in the Policy. Inaddition,
the plan does not cover:

e Special suppliessuch as non-prescription sunglasses;

e Visionservice orsupply which does not meet professionally accepted standards;

e Special vision procedures, such as orthoptics orvision training;

e Eyeexamsduringa stay ina hospital or otherfacility for health care;

e Eyeglassesorduplicate orspare eyeglasses orlenses or frames;

e Replacementoflensesorframesthatare lostor stolen orbroken;

e Acuitytests;and

e Eyesurgeryforthe correction of vision, including radial keratotomy, LASIK and similar procedures;
e Servicestotreaterrors of refraction.

Nursingand home health aide services ortherapeuticsupport services provided outside of the home (such asin
conjunction with school, vacation, work or recreational activities).

Expenseincurredinrelationto genetics: Exceptas specifically coveredinthe Policy, the plan does not coverany
treatment, device, drug, service or supply to alterthe body’s genes, geneticmake-up, or the expression of the
body’s genes exceptforthe correction of congenital birth defects.

Expenseincurred fortherapies and tests: Any of the following treatments or procedures including but not limited
to:

e Aromatherapy;
e Bioenergetictherapy;
Carbon dioxide therapy;
e Chelationtherapy (exceptforheavy metal poisoning);
e Computer-aided tomography (CAT) scanning of the entire body;
e Educational therapy, exceptfortreatment of Autism Spectrum Disorders;
e Gastricirrigation;
e Hairanalysis;
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40.

41.

42.

43.

e Hyperbarictherapy, exceptforthe treatment of decompression orto promote healing of wounds;

e Hypnosis, and hypnotherapy, except when performed by a physician as a form of anesthesiain connection
with covered surgery;

e Massage therapy;

e Megavitamintherapy;
Primal therapy;

e Psychodrama;

e Purging;
e Recreational therapy;
e Rolfing;

e Sensoryorauditoryintegration therapy;

e Sleeptherapy;
Thermograms and thermography except for computer-aided tomography (CAT) scanning of the entire body
and full body CT scans that are covered underthe Diagnostic Complex Imaging benefit.

Expensesincurred fordental services and supplies thatare covered in whole orin part underany other part of this
plan.

Expensesincurred for orthodontictreatment except as specifically coveredin the Policy.

Expensesincurred forroutine dental exams and other preventive services and supplies, except as specifically
coveredinthe Policy.

Expense incurred forany non-emergency chargesincurred outside of the United States except for those services
that are covered underthis plan. Additionally, expensesincurred outside of the United States: 1) If a covered
person traveledto such location to obtain prescription drugs, orsupplies, evenif otherwise covered under the
Policy, or 2) such drugs or supplies are unavailable orillegal in the United States, or 3) the purchase of such
prescription drugs orsupplies outside the United Statesis consideredillegal.

Any exclusionabove will not apply to the extent that coverage of the chargesisrequired underany law thatappliesto
the coverage.

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

IMPORTANT NOTICES:

Sanctioned Countries:

If payment forany claim underthis Certificate violates or will violateany economicortrade sanctions, the claim will not
be paid. Your coverage will continue under this Certificate; howeveryou will be responsible for the entire claim. For
example, Aetnacompanies cannot make payments for health care or otherclaims or servicesif it violatesafinancial
sanctionregulation. Thisincludes sanctions related to a blocked person ora country undersanction by the United
States, unless permitted underawritten Office of Foreign Asset Control (OFAC) license.

For more information, visit http://www.treasury.gov/resource-center/sanctions/Pages/default.aspx.
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