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We make it easy for you to make informed health
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Dear Aetna Member:
You'll find your Summary of Coverage/Schedule of Benefits and your booklet on your secure member
website. These documents have the details of your health care benefits. You'll also learn about your

share of the costs and which services are covered.

Just log in to your secure member website on www.aetna.com. And select “Coverage & Benefits.”
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benefits office.
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Aetna
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Preferred Provider Organization (PPO)
Vision Plan

Schedule of Benefits

If this is an ERISA plan, you have certain rights under this plan. Please contact your
employer for additional information.

Prepared exclusively for:
Policyholder: President and Trustees of Bates College
Group policy number: GP-0869807-A
Schedule of Benefits: 1A
Group policy effective date: January 1, 2020
Plan effective date: January 1, 2020
Plan issue date: January 17, 2022
Plan revision effective date: January 1, 2022

Underwritten by Aetna Life Insurance Company in the state of Maine.
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Schedule of benefits

This schedule of benefits lists the eligible vision services and supplies, Benefit Period frequency limits,
maximums, if any, that apply to the services you get under this plan.

How to read your schedule of benefits

e You are responsible for full payment of any vision care services you receive that are not a covered benefit or
that exceed your Benefit Period frequency limit.

e This plan also has a maximum allowance for specific covered benefits. These are dollar amount maximums
for covered benefits.

How to contact us for help
We are here to answer your questions.
e Logonto your secure member website at www.aetna.com.
e Call Member Services at the toll-free number on your ID card.

Aetna Life Insurance Company’s group policy provides the coverage described in this schedule of benefits. This
schedule replaces any schedule of benefits previously in use. Keep it with your booklet-certificate.

Your financial responsibility and determination of benefits provisions

Your financial responsibility for the cost of services is based on your plan copayment or maximum benefit when
the service or supply is provided, not when payment is made. Determinations regarding when benefits are
covered are subject to the terms and conditions of the booklet-certificate.

Plan features
Eligible vision In-network coverage Out-of-network coverage
services

Vision examination

Routine eye exam $20 copayment $20 scheduled limit

Maximum benefit per 12 1 visit

consecutive month

period
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Standard plastic prescription lenses

Single Vision

$20 copayment

| $15 scheduled limit

Maximum benefit per 12
consecutive month

1 pair of lenses

period

Bifocal $20 copayment | $30 scheduled limit
Maximum benefit per 12 1 pair of lenses

consecutive month

period

Trifocal $20 copayment | $60 scheduled limit
Maximum benefit per 12 1 pair of lenses

consecutive month

period

Lenticular $20 copayment | $60 scheduled limit

Maximum benefit per 12
consecutive month
period

1 pair of lenses

Standard progressive

S85 copayment

$30 scheduled limit

Maximum benefit per 12
consecutive month
period

1 pair of lenses

Premium progressive

$85 copayment then the plan pays up a | $30 scheduled limit

$120 maximum allowance

Maximum benefit per
12 consecutive month
period

1 pair of lenses

Frames

$130 maximum allowance

| $65 scheduled limit

Maximum benefit per 24
consecutive month
period

1 frame
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Contact Lenses

Conventional contact
lenses

$130 maximum allowance

S90 scheduled limit

Maximum benefit per 12
consecutive month
period

1 order

Disposable contact
lenses

$130 maximum allowance

$104 scheduled limit

Maximum benefit per 12
consecutive month
period

1 order

Non-conventional
(medically necessary)
contact lenses

SO copayment

$200 scheduled limit

Maximum benefit per 12
consecutive month
period

1 order
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What Your Plan
Covers and How

BENEFIT PLAN

Prepared Exclusively For Benefits are Paid
President and Trustees of Bates College

Aetna Vision Preferred

Aetna Life Insurance Company
Booklet-Certificate

This Booklet-Certificate is part of the Group Insurance Policy
between Aetna Life Insurance Company and the
Policyholder
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Preferred Provider Organization (PPO)
Vision Plan

Booklet-Certificate

Prepared exclusively for:
Policyholder: President and Trustees of Bates College
Group policy number: GP-0869807-A
Booklet-certificate: 1
Group policy effective date: January 1, 2020
Plan effective date: January 1, 2020
Plan issue date: January 17, 2022
Plan revision effective date January 1, 2022

Notice to Buyer: This certificate provides vision benefits only

This coverage is not required to comply with certain federal market requirements for health insurance,
principally those contained in the Affordable Care Act. Be sure to check your policy carefully to make sure you
are aware of any exclusions or limitations regarding coverage of preexisting conditions or health benefits (such
as hospitalization, emergency services, maternity care, preventive care, prescription drugs, and mental health
and substance use disorder services). Your policy might also have lifetime and/or annual dollar limits on health
benefits. If this coverage expires or you lose eligibility for this coverage, you might have to wait until an open
enrollment period to get other health insurance coverage.
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Underwritten by Aetna Life Insurance Company in the state of Maine
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Welcome

Thank you for choosing Aetna.

This is your booklet-certificate. It is one of three documents that together describe the benefits covered by your
Aetna plan in network and out of network coverage.

This booklet-certificate will tell you about your covered benefits — what they are and how you get them. If you
become covered, this booklet-certificate becomes your certificate of coverage under the group policy, and it
replaces all certificates describing similar coverage that we sent to you before. The second document is the
schedule of benefits. It tells you how we share expenses for eligible vision services and tells you about limits —
like when your plan covers only a certain number of visits.

The third document is the group policy between Aetna Life Insurance Company (“Aetna”) and your
policyholder. Ask the policyholder if you have any questions about the group policy.

Sometimes, these documents have amendments, inserts or riders which we will send you. These change or add
to the documents they’re part of. When you receive these, they are considered part of your Aetna plan of
coverage.

Where to next? Try the Let’s get started! section. Let's get started! gives you a summary of how your plan works.
The more you understand, the more you can get out of your plan.

Welcome to your Aetna plan.
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Let’s get started!

Here are some basics. First things first — some notes on how we use words. Then we explain how your plan
works so you can get the most out of your coverage. But for all the details — and this is very important — you
need to read this entire booklet-certificate and the schedule of benefits. And if you need help or more
information, we tell you how to reach us.

Some notes on how we use words
e When we say “you” and “your”, we mean both you and any covered dependents.

e  When we say “us”, “we”, and “our”, we mean Aetna.
e Some words appear in bold type. We define them in the Glossary section.

Sometimes we use technical vision language that is familiar to vision providers.

What your plan does — providing covered benefits
Your plan provides covered benefits. These are eligible vision services. Your plan has an obligation to pay for
eligible vision services.

How your plan works — starting and stopping coverage
Your coverage under the plan has a start and an end. You start coverage after you complete the eligibility and
enrollment process. To learn more see the Who the plan covers section.

Your coverage typically ends when you leave your job. Family members can lose coverage for many reasons,
such as growing up and leaving home. To learn more see the When coverage ends section.

Ending coverage under the plan doesn’t necessarily mean you lose coverage with us. See the Special coverage
options after your plan coverage ends section.

How your plan works while you are covered in-network

Your in-network coverage helps you:
e Get and pay for a lot of — but not all — vision care services. These are eligible vision services.
e Pay less cost share when you use a network provider.

1. Eligible vision services
So what are eligible vision services? They are vision care services that meet these three requirements:
e They appear in the Eligible vision services under your plan section.
e They are not listed in the What your plan doesn’t cover — eligible vision service exclusions section.
e They are not beyond any limits in the schedule of benefits.

2. Providers
Our network of vision providers are there to give you the care you need. You can find network
providers and see important information about them most easily on our online vision provider
directory. Just log into your secure member website at www.aetna.com.

You have the freedom to choose a vision provider who is not in the vision network. Your plan often will
pay a bigger share for eligible vision services that you get through a network provider.
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For more information about the network and the role of your vision provider, see the Who provides the
care section.

You will not have to submit claims for treatment received from network vision providers. Your network
vision provider will take care of that for you. And we will directly pay the network vision provider for
what the plan owes.

Your in-network coverage means:
e You are responsible for any copayment shown in the schedule of benefits.
o The plan will pay for covered expenses, up to the maximum shown in the schedule of benefits.
You are responsible for any expenses over the maximum.

3. Paying for eligible vision services— sharing the expense
Generally your plan and you will share the expense of your eligible vision services when you meet the
general requirements for paying.

But sometimes your plan will pay the entire expense; and sometimes you will. For more information see
the What the plan pays and what you pay section, and see the schedule of benefits.

How your plan works while you are covered out-of-network
You have coverage when you want to get your care from providers who are not part of the Aetna network
under your plan. It’s called out-of-network coverage.

Your out-of-network coverage:

e Means you may have to pay for services at the time that they are provided. You may be required to pay
the full charges and submit a claim for reimbursement to us. You are responsible for completing and
submitting claim forms for reimbursement of eligible vision services that you paid directly to a provider.

e Means you will pay a higher cost share when you use an out-of-network provider.

You will find details on:
e Out-of-network providers and any exceptions in the Who provides the care section.
e Cost sharing in the What the plan pays and what you pay section, and your schedule of benefits.
e Claim information in the When you disagree - claim decisions and appeals procedures section.

How to contact us for help
We are here to answer your questions. You can contact us by:
e Logging onto your secure member website at www.aetna.com.
e Register for our secure Internet access to reliable vision information, tools and resources

Online tools will make it easier for you to make informed decisions about your vision care, view claims, research
care and treatment options, and access information.

You can also contact us by:
e (Calling Aetna Member Services at the toll-free number on your ID card
e  Writing us at Aetna Life Insurance Company, 151 Farmington Ave, Hartford, CT 06156
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Your member ID card

Your member ID card tells vision providers that you are covered by this plan. Show your ID card each time
you get vision care from a vision provider to help them bill us correctly and help us better process their
claims.

Remember, only you and your covered dependents can use your member ID card. If you misuse your card we
may end your coverage.

We will mail you your ID card. If you haven’t received it before you need eligible vision services, or if you’ve
lost it, you can print a temporary ID card. Just log into your secure member website at www.aetna.com.

Who the plan covers

You will find information in this section about:
e  Whois eligible
e When you can join the plan
e Who can be on your plan (who can be your dependent)
e Adding new dependents
e Special times you and your dependents can join the plan

Who is eligible

Your policyholder decides and tells us who is eligible for vision care coverage.

When you can join the plan
As an employee you can enroll yourself and your dependents:
e Atanytime
e Once each Calendar Year during the annual enrollment period
e At other special times during the year (see the Special times you and your dependents can join the plan
section below)

If you do not enroll yourself and your dependents when you first qualify for vision benefits, you may have to
wait until the next annual enrollment period to join.

The following replaces the provision with the same name appearing in the Who the plan covers section of your
booklet-certificate:

Who can be on your plan (who can be your dependent)
You can enroll the following family members:
e Your legal spouse
e Your domestic partner who meets any policyholder rules and requirements under state law
e Your dependent children — yours or your spouse’s or partner’s
- Dependent children must be:
o Under 26 years of age
- Dependent children include:
o Natural children
o Stepchildren
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Adopted children including any children placed with you for adoption

Foster children

Children you are responsible for under a qualified medical support order or court-order
Grandchildren in your legal custody

O O O O

Effective date of coverage
Your coverage will be in effect at 12:01 a.m. on the member effective date.

Important note: You may continue coverage for a disabled child past the age limit shown above.
See Continuation of coverage for other reasons in the Special coverage options after your plan
coverage ends section for more information.

You can’t have coverage as an employee and a dependent and you can’t be covered as a dependent of more
than one employee on the plan.

Adding new dependents
You can add the following new dependents any time during the year:

e Aspouse - If you marry, you can put your spouse on your plan.

We must receive your completed enrollment information not more than 31 days after the date of

your marriage.

Ask your policyholder when benefits for your spouse will begin:

o If we receive your completed enrollment information by the 15t of the month, coverage will be
effective no later than the first day of the following month.

o If we received your completed enrollment information between the 16™ and the last day of the
month, coverage will be effective no later than the first day of the second month.

e A domestic partner - If you enter a domestic partnership, you can enroll your domestic partner on your
plan. See Who can be on your plan (Who can be a dependent) section for more information.

We must receive your completed enrollment information not more than 31 days after the date you
file a Declaration of Domestic Partnership, or not later than 31 days after you provide
documentation required by your policyholder.

Ask your policyholder when benefits for your domestic partner will begin. It will be on the date your
Declaration of Domestic Partnership is filed or the first day of the month following the qualifying
event date.

¢ A newborn child or grandchild - Your newborn child or grandchild is covered on your vision plan for the
first 31 days after birth.

To keep your newborn covered, we must receive your completed enrollment information within 60
days of birth.

You must still enroll the child within 60 days of birth even when coverage does not require payment
of an additional premium contribution for the covered dependent.

If you miss this deadline, your newborn will not have vision benefits after the first 31 days.

e An adopted child - See Who can be on your plan (who can be a dependent) section for more information.
An adopted child is covered on your plan for the first 31 days after the adoption is complete or the date
the child is placed for adoption. “Placed for adoption” means the assumption and retention of a legal
obligation for total or partial support of a child in anticipation of adoption of the child.

To keep your adopted child covered, we must receive your completed enrollment information
within 60 days after the adoption or the date the child was placed for adoption.

If you miss this deadline, your adopted child will not have vision benefits after the first 31 days.
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e Afoster child — A foster child is covered on your plan for the first 31 days after obtaining legal
responsibility as a foster parent. A foster child is a child whose care, comfort, education and
upbringing is left to persons other than the natural parents.

- To keep your foster child covered, we must receive your completed enrollment information

within 60 days after the date the child is placed with you.
- If you miss this deadline, your foster child will not have vision benefits after the first 31 days.
e Astepchild - You may put a child of your spouse or domestic partner on your plan.

You must complete your enrollment information and send it to us within 31 days after the date of
your marriage or your declaration of domestic partnership with your stepchild’s parent.
Ask your policyholder when benefits for your stepchild will begin. It is the date of your marriage or
declaration of domestic partnership or the first day of the month following the qualifying event
date.

Inform us of any change
It is important that you notify us of any changes that might affect your benefit status. This will help us
effectively deliver your benefits. Please contact us as soon as possible with changes such as:

e Change of address or phone number

e Change in marital status

e Change of covered dependent status

e A covered dependent who enrolls in any other group vision plan.

Special times you and your dependents can join the plan
You can enroll in these situations when:
¢ You have added a dependent because of marriage, birth, adoption or foster care. See the Adding new
dependents section for more information.
* You become a citizen, national or lawfully present in the United States.
¢ You did not enroll in this plan before because:
- You were covered by another group vision plan, and now that other coverage has ended
- You had COBRA, and now that coverage has ended
e A court orders you cover a current spouse, domestic partner or a child on your vision plan.

We must receive your completed enrollment information from you within 31 days of the event or the date on
which you no longer have the other coverage mentioned above.

Effective date of coverage
Your coverage will be in effect on the first date of the month based on when we receive your completed
enrollment application.
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Eligible vision services under your plan

Eligible vision services include services provided by an ophthalmologist or optometrist.

You may get vision services and supplies from any vision providers in our network. Your out-of-pocket costs will
usually be lower when you use network providers. Some services and supplies may only be covered when
provided by a network provider. Refer to your schedule of benefits for more information.

You may use out-of-network vision providers of your choice for covered vision services and supplies under this
plan. Your costs will be higher when you use vision providers who are not in our network.

Eye exam
Eligible vision services include:
e Routine/comprehensive eye exam by an ophthalmologist or optometrist to diagnose or identify existing

conditions of the eye or vision. This includes:
— Case history
— General patient observation
— Clinical and diagnostic testing and evaluation, including dilation
- Refraction
- Color vision testing
- Stereopsis testing
- Case presentation

Vision care services and supplies
Eligible vision services and supplies include those prescribed for the first time and those required because of a
change in prescription. These include:
e Eyeglass frames, prescription lenses or prescription contact lenses that are identified by a vision
provider
e Non-conventional prescription contact lenses that are required to correct visual acuity to 20/40 or
better in the better eye and that correction cannot be obtained with conventional lenses or Aphakic
prescription lenses prescribed after cataract surgery has been performed

In any one 12 consecutive month period, this benefit will cover prescription lenses for eyeglass frames or
prescription contact lenses, but not both.
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What your plan doesn’t cover — eligible vision service exclusions

We already told you about the many vision care services and supplies that are eligible for coverage under your
plan in the Eligible vision services under your plan section. In that section, we also told you that some vision care
services and supplies have exceptions. For example, cosmetic surgery is never covered. This is an exception.

In this section we tell you about the exceptions that apply to your plan.

And just a reminder, you'll find benefit and coverage limitations in the schedule of benefits.

Exclusions

The following are not eligible vision services under your plan except as described in the Eligible vision services
under your plan section of this booklet-certificate, or by a rider or amendment included with this booklet-
certificate:

Cosmetic services and plastic surgery
e Any treatment, surgery (cosmetic or plastic), service or supply to alter, improve or enhance the
shape or appearance of the body, whether or not for psychological or emotional reasons

Court-ordered services and supplies
e Includes those court-ordered services and supplies, or those required as a condition of parole,
probation, release or as a result of any legal proceeding

Diabetic care
e Costs associated with securing frames, lenses, or any related vision supplies
e Orthoptics or vision training and any associated supplemental testing
e Surgical procedures, including laser or any other form of refractive surgery, and any pre- operative or
post-operative services
e Pathological treatment of any type for any condition
e Any eye examination required by an employer as a condition of employment
e Insulin or any medications or supplies of any type
e Services and supplies not included in this plan

Examinations
Any vision examinations needed:
e Because a third party requires the exam. Examples are, examinations to get or keep a job, or
examinations required under a labor agreement or other contract
e Because a law requires it
e To buyinsurance or to get or keep a license
e Totravel
e To gotoaschool, camp, or sporting event, or to join in a sport or other recreational activity

Laser in-situ keratomileusis (LASIK)
e Including related procedures designed to surgically correct refractive errors
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Orthoptics a technique of eye exercises designed to correct the visual axes of eyes not properly
coordinated for binocular vision

Other primary payer
e Payment for a portion of the charge that Medicare or another party is responsible for as the
primary payer

Personal care, comfort or convenience items
e Any service or supply primarily for your convenience and personal comfort or that of a third
party

Services provided by a family member
e Services provided by a spouse, domestic partner, parent, child, step-child, brother, sister, in-law
or any household member

Services, supplies and drugs received outside of the United States
e Non-emergency medical services, outpatient prescription drugs or supplies received outside of the
United States. They are not covered even if they are covered in the United States under this policy.

Treatment in a federal, state, or governmental entity
e Any care in a hospital or other facility owned or operated by any federal, state or other governmental
entity, except to the extent coverage is required by applicable laws

Vision care services and supplies

e Orthoptic or vision training

e Low vision exams, testing and aids, unless coverage is stated as covered in the Eligible vision services
under your plan section of your booklet-certificate

e Aniseikonic lenses

e Medical and surgical procedure treatments of the eye, eyes, or supporting structures

e Any eye or vision examination or any corrective eyewear required by an employer or the policyholder as
a condition of employment

o Safety glasses

e Services provided as a result of any workers’ compensation law, or similar legislation, or required by any
governmental agency or program whether federal, state or subdivisions thereof

e Plano (non-prescription) lenses, includes contact lenses

e Non-prescription sunglasses

e Two pair of glasses instead of bifocals

e Services provided after the date you’re no longer covered under the plan, except for vision materials
that:

- Were ordered before coverage ended
- Are delivered and eligible vision services are provided to you for the ordered materials within
31 days from the date of the order

e Services or materials provided by any other group benefit plan providing vision care

e Replacement of lost or broken lenses, frames, glasses or contact lenses (except in the next benefit
period when you can order new ones)
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Who provides the care

Just as the starting point for coverage under your plan is whether the services and supplies are eligible vision
services, the foundation for getting covered care is the network. This section tells you about network providers
and out-of-network providers.

Network providers

We have contracted with vision providers to provide eligible vision services and supplies to you. These vision
providers make up the network for your plan. For you to receive the network level of benefits you must use
network providers for eligible vision services.

You may select a network provider from the directory or by logging on to our website at www.aetna.com. You
can search our online directory for names and locations of vision providers.

You will not have to submit claims for treatment received from network providers. Your network provider will
take care of that for you. And we will directly pay the network provider for what the plan owes.

We will tell you what we have paid for eligible vision services and supplies. We will tell you if you owe any
amounts or if any services or supplies are not covered. You can receive this from us by e-mail or through the
mail.

Out-of-network providers

You also have access to out-of-network providers. This means you can receive eligible vision services from an
out-of-network provider. If you use an out-of-network provider to receive eligible vision services, you will pay
more.

You will have to submit claims for treatment received from out-of-network providers.

What the plan pays and what you pay

Who pays for your eligible vision services — this plan, both of us, or just you? That depends. This section gives
the general rule and explains these key terms:

e Your copayments

e Your out of network scheduled limit

e Your maximum allowance listed in your schedule of benefits.

We also remind you that sometimes you will be responsible for paying the entire bill - for example, if you get
care that is not an eligible vision service.

Special financial responsibility
You are responsible for the entire expense of cancelled or missed appointments.

Neither you nor we are responsible for:
e Charges for which you have no legal obligation to pay
e Charges that would not be made if you did not have coverage.
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Where your schedule of benefits fits in

How your copayment works
Your copayment is the amount you pay for eligible vision services. Your schedule of benefits shows you which
copayment you need to pay for specific eligible vision services.

How your out-of-network scheduled limit works
This means that the plan reimburses a benefit up to the scheduled limit.

How your maximum allowance works
The maximum allowance is the most your plan will pay for eligible vision services incurred by a covered person
per Benefit Period. You are responsible for any amounts above the maximum allowance.

Important note:
See the schedule of benefits for any copayments, maximum allowance, scheduled limits and visit limits that
may apply.

You might not have to pay a “surprise bill”
You try to stay in the network, knowing you’ll pay less out of pocket. Then you get a bill you didn’t expect. The
services were covered. But you went outside the network without even knowing it.

That can happen when your vision provider uses a lab that is not in the network. The vision provider may be in
the network. The plan may have approved the service. But you still get a bill. It’s because some of the services
you received were from a lab that is not in the network. You can tell the vision provider to use only network
services. But that’s not always possible. When you have no choice, you should only have to pay the same
amount as when you do stay in the network. Call Member Services to let them know about any surprise bills you
may receive.

It is not a surprise bill when you knowingly choose to go outside the network. In this case, you will have to pay it.
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When you disagree - claim decisions and appeals procedures

In the previous section, we explained how you and we share responsibility for paying for your eligible vision

services.

When a claim comes in, we review it, make a decision and tell you how you and we will split the expense. We

also explain what you can do if you think we got it wrong.

Claim procedures

You or your vision provider are required to send us a claim in writing. You can request a claim form from us. We
will review that claim for payment to the vision provider or to you as appropriate. You can request a claim form

from us and we will provide it within 15 days.

Notice

Requirement

Deadline

Submit a claim

e You should notify and

request a claim form from
us. We will provide the
form within 15 days

e The claim form will provide

instructions on how to
complete and where to
send the form

You must send us notice

and proof within 90 days.

If you are unable to

complete a claim form,

you may send us:

- Adescription of
services

- Bill of charges

Any vision documentation

you received from your

vision provider

Proof of claim °

When you have received a
service from an eligible vision
provider, you will be charged.

The information you receive
for that service is your proof
of loss.

A completed claim form
and any additional
information required by us

You must send us notice
and proof within 90 days

Benefit payment °

Written proof must be
provided for all benefits

If any portion of a claim is
contested by us, the
uncontested portion of the
claim will be paid promptly
after the receipt of proof
of loss

Benefits will be paid as
soon as the necessary
proof to support the
claim is received

If, through no fault of your own, you are not able to meet the deadline for filing a claim, your claim will still be
accepted if it is filed as soon as possible. Unless you are legally incapacitated, late claims will not be covered if
they are filed more than 2 years after the deadline.
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Communicating our claim decisions

The amount of time that we have to tell you about our decision on a claim is shown below.

Post-service claim
A post service claim is a claim that involves vision care services you have already received.

Type of notice Post-service claim
Initial decision by us 30 days
Extensions 15 days

If we request more 30 days
information

Time you have to send us | 45 days

additional information

Adverse benefit determinations

Sometimes we pay only some of your claim. And sometimes we deny payment entirely. Any time we deny even
part of the claim, that is an “adverse benefit determination” or “adverse decision”. It is also an “adverse benefit
determination” if we rescind your coverage entirely.

Rescission means you lose coverage going forward and going backward. If we paid claims for your past coverage,
we will want the money back.

If we make an adverse benefit determination, we will tell you in writing.

The difference between a complaint and an appeal

A complaint

You may not be happy about a provider or an operational issue, and you may want to complain. You can call or
write Member Services. Your complaint should include a description of the issue. You should include copies of
any records or documents that you think are important. We will review the information and provide you with a
written response within 30 calendar days of receiving the complaint. We will let you know if we need more
information to make a decision.

An appeal
You can ask us to review an adverse benefit determination. This is called an appeal. You can appeal to us
verbally or in writing.

Appeals of adverse benefit determinations

You can appeal our adverse benefit determination. We will assign your appeal to someone who was not
involved in making the original decision. You must file an appeal within 180 calendar days from the time you
receive the notice of an adverse benefit determination.
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You can appeal by sending a written appeal to the address on the notice of adverse benefit determination. Or
you can call Member Services. You need to include:

e Your name

e The policyholder’s name

e A copy of the adverse benefit determination

e Your reasons for making the appeal

e Any other information you would like us to consider

Another person may submit an appeal for you, including a vision provider. That person is called an authorized
representative. You need to tell us if you choose to have someone else appeal for you (even if it is your vision
provider). You should fill out an authorized representative form telling us that you are allowing someone to
appeal for you. You can get this form by contacting us. You can use an authorized representative at any level of
appeal.

You can appeal two times under this plan. If you appeal a second time you must present your appeal within 60
calendar days from the date you receive the notice of the first appeal decision.

Timeframes for deciding appeals

The chart below shows a timetable view of the type of notice and how much time we have to tell you about our

decision.

Type of notice Post-service appeal
Initial decision by us 30 days

Extensions 15 days

If we request more 30 days
information

Time you have to send us | 45 days

additional information

Exhaustion of appeals process
In most situations you must complete the one level of appeal with us before you can take these other actions:
e Contact the Maine Bureau of Insurance to request an investigation of a complaint or appeal.
e File a complaint or appeal with the Maine Bureau of Insurance.
e Appeal through an external review process.
e Pursue arbitration, litigation or other type of administrative proceeding.

Recordkeeping

We will keep the records of all complaints and appeals for at least 10 years.

Fees and expenses

We do not pay any fees or expenses incurred by you when you submit a complaint or appeal.
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When coverage ends

Coverage can end for a number of reasons. This section tells you how and why coverage ends. And when you

may still be able to continue coverage.

When will your coverage end?

Your coverage under this plan will end if:
e This plan is discontinued
e The group policy ends
e You voluntarily stop your coverage
e You are no longer eligible for coverage
e  Your employment ends
[ ]

e We end your coverage

You do not pay any required premium payment

e You become covered under another vision plan offered by your policyholder

When coverage may continue under the plan

Your coverage under this plan will continue if:

Your employment ends because of illness,
injury, sabbatical or other authorized leave as
agreed to by your policyholder and us.

If premium payments are made for you, you
may be able to continue coverage under the
plan as long as your policyholder and we agree
to do so and as described below:

e Your coverage may continue, until
stopped by your policyholder, but not
beyond 30 months from the start of
your absence.

Your employment ends because of a
temporary lay-off, temporary leave of
absence, sabbatical, or other authorized leave
as agreed to by your policyholder and us.

If premium payments are made for you, you
may be able to continue coverage under the
plan as long as your policyholder and we agree
to do so and as described below:
e Your coverage will not continue after
the month in which your absence
started.

Your employment ends because:
e Your job has been eliminated
e You have been placed on severance, or
e This plan allows former employees to
continue their coverage.

You may be able to continue coverage. See the
Special coverage options after your plan
coverage ends section.

Your employment ends because of a paid or
unpaid medical leave of absence

If premium payments are made for you, you
may be able to continue coverage under the
plan as long as your policyholder and we agree
to do so and as described below:

e Your coverage may continue until
stopped by your policyholder but not
beyond 30 months from the start of
the absence.
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Your employment ends because of a leave of If premium payments are made for you, you
absence that is not a medical leave of absence | may be able to continue coverage under the
plan as long as your policyholder and we agree
to do so and as described below:
e Your coverage will not continue after
the month in which your absence

started.
Your employment ends because of a military If premium payments are made for you, you
leave of absence. may be able to continue coverage under the

plan as long as your policyholder and we agree
to do so and as described below:

e Your coverage may continue until
stopped by your policyholder but not
beyond 18 months from the start of
the absence.

It is your policyholder's responsibility to let us know when your employment ends. The limits above may be
extended only if we and your policyholder agree in writing to extend them.

When will coverage end for any dependents?
Coverage for your dependent will end if:
e Your dependent is no longer eligible for coverage
e The group policy ends
e You do not make the required premium contribution toward the cost of dependents’ coverage
e Your coverage ends for any of the reasons listed above

In addition, coverage for your domestic partner or civil union partner will end on the earlier of:
e The date this plan no longer allows coverage for domestic partners or civil unions.
e The date the domestic partnership or civil union ends. For domestic partnerships, you should provide
the policyholder a completed and signed Declaration of Termination of Domestic Partnership.

What happens to your insured dependents if you die?
Coverage for dependents may continue for some time after your death. See the Special coverage options after
your plan coverage ends section for more information.

Why would we end you and your dependent’s coverage?

We will give you 31 days advance written notice before we end your coverage because you commit fraud or
intentionally misrepresent yourself when you applied for or obtained coverage. You can refer to the General
provisions — other things you should know section for more information on rescissions.

On the date your coverage ends, we will refund to your policyholder any prepayments for periods after the date
your coverage ended.
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Special coverage options after your plan coverage ends

This section explains options you may have after your coverage ends under this plan. Your individual situation
will determine what options you will have.

Consolidated Omnibus Budget Reconciliation Act (COBRA) Rights

What are your COBRA rights?
COBRA gives some people the right to keep their vision coverage for 18, 29 or 36 months after a “qualifying
event”. COBRA usually applies to policyholders of group sizes of 20 or more.

Here are the qualifying events that trigger COBRA continuation, who is eligible for continuation and how long
coverage can be continued.

Qualifying event causing Covered persons eligible Length of continued
loss of coverage for continued coverage coverage

(starts from the day you
lose current coverage)

Your active employment ends | You and your dependents 18 months
for reasons other than gross

misconduct

Your working hours are You and your dependents 18 months
reduced

You divorce or legally Your dependents 36 months

separate and are no longer
responsible for dependent

coverage

You become entitled to Your dependents 36 months
benefits under Medicare

Your covered dependent Your dependent children 36 months

children no longer qualify as
dependent under the plan

You die Your dependents 36 months

You are a retiree eligible for You and your dependents 18 months
retiree vision coverage and
your former policyholder files
for bankruptcy
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When do | receive COBRA information?

The chart below lists who is responsible for giving the notice, the type of notice they are required to give and

when.

Policyholder/Group vision plan notification requirements

Notice

Requirement

Deadline

General notice — policyholder
or Aetna

Notify you and your
dependents of COBRA rights.

Within 90 days after active
employee coverage begins

Notice of qualifying event —
policyholder

e Your active employment
ends for reasons other
than gross misconduct

e Your working hours are
reduced

e You become entitled to
benefits under Medicare

e Youdie

e You are a retiree eligible
for retiree vision
coverage and your former
policyholder files for
bankruptcy

Within 30 days of the
qualifying event or the loss of
coverage, whichever occurs
later

Election notice — policyholder
or Aetna

Notify you and your
dependents of COBRA rights
when there is a qualifying
event

Within 14 days after notice of
the qualifying event

Notice of unavailability of
COBRA - policyholder or
Aetna

Notify you and your
dependents if you are not
entitled to COBRA coverage.

Within 14 days after notice of
the qualifying event

Termination notice —
policyholder or Aetna

Notify you and your
dependents when COBRA
coverage ends before the end
of the maximum coverage
period

As soon as practical following
the decision that continuation
coverage will end
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You/your dependents notification requirements

Notice of qualifying event —
qualified beneficiary

Notify the policyholder if:

e You divorce or legally
separate and are no
longer responsible for
dependent coverage

e Your covered dependent
children no longer qualify
as a dependent under the
plan

Within 60 days of the
qualifying event or
the loss of coverage,
whichever occurs later

Disability notice

Notify the policyholder if:

e The Social Security
Administration
determines that you or a
covered dependent
qualify for disability status

Within 60 days of the decision
of disability by the Social
Security Administration, and
before the 18 month
coverage period ends

Notice of qualified
beneficiary’s status
change to non-disabled

Notify the policyholder if:

e The Social Security
Administration decides
that the beneficiary is no
longer disabled

Within 30 days of the Social
Security Administration’s
decision

Enrollment in COBRA

Notify the policyholder if:
e You are electing COBRA

60 days from the qualifying

event. You will lose your right

to elect, if you do not:

e Respond within the 60
days

e And send back your
application
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How can you extend the length of your COBRA coverage?
The chart below shows qualifying events after the start of COBRA (second qualifying events):

Qualifying event Person affected (qualifying | Total length of continued
beneficiary) coverage

Disabled within the first 60 You and your dependents 29 months (18 months plus

days of COBRA coverage (as an additional 11 months)

determined by the Social
Security Administration)

e Youdie You and your dependents Up to 36 months

e You divorce or legally
separate and are no
longer responsible for
dependent coverage

e You become entitled to
benefits under Medicare

e Your covered dependent
children no longer qualify
as dependent under the
plan

How do you enroll in COBRA?

You enroll by sending in an application and paying the premium. The policyholder has 30 days to send you a
COBRA election notice. It will tell you how to enroll and how much it will cost. You can take 60 days from the
qualifying event to decide if you want to enroll. You need to send your application and pay the premium. If this
is completed on time, you have enrolled in COBRA.

When is your first premium payment due?
Your first premium payment must be made within 45 days after the date of the COBRA election.

How much will COBRA coverage cost?

For most COBRA qualifying events you and your dependents will pay 102% of the total plan costs. This additional
2% is added to cover administrative fees. If you apply for COBRA because of a disability, the total due will be
150% of the plan costs.

Can you add a dependent to your COBRA coverage?
You may add a new dependent during a period of COBRA coverage. They can be added for the rest of the COBRA
coverage period if:

e They meet the definition of an eligible dependent.

e You notified the policyholder within 31 days of their eligibility.

e You pay the additional required premiums.
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When does COBRA coverage end?
COBRA coverage ends if:
e Coverage has continued for the maximum period.
e The plan ends. If the plan is replaced, you may be continued under the new plan.
e You and your dependents fail to make the necessary payments on time.
e You or a covered dependent become entitled to benefits under Medicare.
e You or your dependents are continuing coverage during the 19th to 29th months of a disability, and the
disability ends.

Continuation of coverage for other reasons
To request an extension of coverage, just call the toll-free Member Services number on your ID card.

How can you extend coverage for vision care services and supplies when coverage ends?
If your coverage ends while you are not totally disabled, your plan will cover vision services and supplies for
eyeglasses and contact lenses within 30 days after your coverage ends if:
e A complete vision exam was performed in the 30 days before your coverage ended, and the exam
included refraction.
e The exam resulted in contact or frame lenses being prescribed for the first time, or new contact or
frame lenses ordered due to a change in prescription.

How can you extend coverage for your disabled child beyond the plan age limits?
You have the right to extend coverage for your dependent child beyond the plan age limits. If your disabled
child:

e Is not able to be self-supporting because of mental or physical disability

e Depends mainly (more than 50% of income) on you for support

The right to coverage will continue only as long as a physician certifies that your child still is disabled.

We may ask you to send us proof of the disability within 90 days of the date coverage would have ended. Before
we extend coverage, we may ask that your child get a physical exam. We will pay for that exam.

We may ask you to send proof that your child is disabled after coverage is extended. We won’t ask for this proof
more than once a year. You must send it to us within 31 days of our request. If you don’t, we can terminate
coverage for your dependent child.

Reinstatement due to cognitive impairment or functional incapacity

You may tell us if you would like a representative appointed or changed for notifications. If we discontinue
coverage for failure to pay your premium, you or your representative, will receive the notification for
termination 10 days before the termination date. You or your representative may submit a request for
reinstatement within 90 days of the notice, showing that your failure to pay was due to cognitive impairment or
functional incapacity.

We may request medical documentation, at your expense, documenting the diminished capacity.
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General provisions — other things you should know

Administrative provisions

How you and we will interpret this booklet-certificate

We prepared this booklet-certificate according to ERISA, and according to other federal laws and state laws that
apply. You and we will interpret it according to these laws. Also, you are bound by our interpretation of this
booklet-certificate when we administer your coverage, so long as we use reasonable authority.

How we administer this plan
We apply policies and procedures we’ve developed to administer this plan.

Who's responsible to you
We are responsible to you for what our employees and other agents do.

We are not responsible for what is done by your vision providers. They are not our employees or agents.

Coverage and services

Your coverage can change

Your coverage is defined by the group policy. This document may have amendments or riders too. Under certain
circumstances, we or your policyholder or the law may change your plan. Only we may waive a requirement of
your plan. No other person — including your policyholder or vision provider — can do this.

If a service cannot be provided to you
Sometimes things happen that are outside of our control. These are things such as natural disasters, epidemics,
fire and riots.

We will try hard to get you access to the services you need even if these things happen. But if we can’t, we may
refund you or your policyholder any unearned premium.

Financial sanctions exclusions:

If coverage provided under this booklet-certificate violates or will violate any economic or trade sanctions, the
coverage will be invalid immediately. For example, we cannot pay for eligible vision services if it violates a
financial sanction regulation. This includes sanctions related to a person or a country under sanction by the
United States, unless it is allowed under a written license from the Office of Foreign Asset Control (OFAC). You
can find out more by visiting http://www.treasury.gov/resource-center/sanctions/Pages/default.aspx.

Legal action

You are encouraged to complete the appeal process before you take any legal action against us for any expense
or bill until you complete the appeal process. You cannot take any action until 60 days after we receive written
submission of claim.

No legal action can be brought to recover payment under any benefit after 3 years from the deadline for filing
claims.

Records of expenses

You should keep complete records of your expenses. They may be needed for a claim.
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Things that would be important to keep are:
¢ Names of physicians and vision providers who provide services
e Dates expenses are incurred
e Copies of all bills and receipts.

Honest mistakes and intentional deception

Honest mistakes

You or the policyholder may make an honest mistake when you share facts with us. When we learn of the
mistake, we may make a fair change in premium contribution or in your coverage. If we do, we will tell you what
the mistake was. We won’t make a change if the mistake happened more than 2 years before we learned of it.

Intentional deception
If we learn that you defrauded us or you intentionally misrepresented material facts, we can take actions that
can have serious effects on your coverage. These include:

e Loss of coverage, starting at some time in the past.

e Loss of coverage going forward.

e Denial of benefits.

e Recovery of amounts we already paid.

We also may report fraud to criminal authorities.

Rescission means you lose coverage both going forward and going backward. If we paid claims for your past
coverage, we will want the money back.

You have special rights if we rescind your coverage.
e We will give you 30 days advanced written notice of any rescission of coverage.
e You have the right to an Aetna appeal.
e You have the right to a third party review conducted by an independent review entity.

Some other money issues

Assignment of benefits

e You may assign your benefits directly to your vision provider. When you see a network provider they
will usually bill us directly. When you see an out-of-network provider, we may choose to pay you or to
pay the provider directly. Unless we have agreed to do so in writing and to the extent allowed by law,
we will not accept an assignment to an out-of-network provider under this group policy. This may
include:

o The benefits due

e The right to receive payments or

e Any claim you make for damages resulting from a breach, or alleged breach, of the terms of this group
policy.

To request assignment you must complete an assignment form. The assignment form is available from the
policyholder. The completed form must be sent to us for consent.
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Recovery of overpayments

We sometimes pay too much for eligible vision services or pay for something that this plan doesn’t cover. If we
do, we can require the person we paid — you or your vision provider — to return what we paid. If we don’t do
that we have the right to reduce any future benefit payments by the amount we paid by mistake.

Premium contribution

This plan requires the policyholder to make premium payments. If payments are made through a payroll
deduction with the policyholder, the policyholder will forward your payment to us. We will not pay benefits
under this booklet-certificate if premium payments are not made. Any benefit payment denial is subject to our
appeals procedure. See the When you disagree - claim decisions and appeals procedures section.

Payment of premiums

The first premium payment for this policy is due on or before your effective date of coverage. Your next
premium payment will be due the 15t of each month (“premium due date”). Each premium payment is to be
paid to us on or before the premium due date.

Your vision information

We will protect your vision information. We use and share it to help us process your claims and manage your
policy. You can get a free copy of our Notice of Privacy Practices. Just call Member Services at the toll-free
number on your ID card. When you accept coverage under this policy, you agree to let your vision providers
share your information with us. We will need information about your physical and mental condition and care.

Glossary

Aetna
Aetna Life Insurance Company, an affiliate, or a third-party vendor under contract with Aetna.

Calendar Year
A period of 12 months that begins on January 15t and ends on December 31,

Copay, copayments
The dollar or percentage amount you pay to an in-network provider for an eligible vision service.

Cosmetic
Services, drugs or supplies that are primarily intended to alter, improve or enhance your appearance.

Covered benefits
Eligible vision services that meet the requirements for coverage under the terms of this plan.

Directory

The list of network providers for your plan. The most up-to-date directory for your plan appears at
www.aetna.com under the DocFind® label. When searching DocFind®, you need to make sure that you are
searching for providers that participate in your specific plan. Network providers may only be considered for
certain Aetna plans. When searching for network vision providers, you need to make sure you are searching
under vision plan.
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Effective date of coverage
The date you and your dependent’s coverage begins under this booklet-certificate as noted in our records.

Eligible vision services

The vision care services and supplies listed in the Eligible vision services under your plan section and not listed or
limited in the What your plan doesn’t cover — eligible vision service exclusions section or in the schedule of
benefits.

Group policy
The group policy consists of several documents taken together. These documents are:
e The group application
The group policy
The booklet-certificate(s)
The schedule of benefits
Any amendments to the group policy, the booklet-certificate, and the schedule of benefits.

Maximum allowance
This is the most the plan will pay for an eligible vision service provided by an in-network provider.

Network provider
A provider listed in the directory for your plan or who we otherwise designate as part of the network for your
plan.

Out-of-network provider
A provider who is not a network provider who does not appear in the directory for your plan.

Physician
A skilled health care professional trained and licensed to practice medicine under the laws of the state where
they practice; specifically, doctors of medicine or osteopathy.

Policyholder

An employer or organization who agrees to remit the premiums for coverage under the group policy payable to
Aetna. The policyholder shall act only as an agent of Aetna members in the employer group, and shall not be
the agent of Aetna for any purpose.

Premium
The amount you or your policyholder are required to pay to Aetna for your coverage.

Prescription
A written order for the dispensing of prescription lenses or prescription contact lenses by an ophthalmologist or
optometrist.

AL HCOC-VisionAVP 01 29 ME
AL COCAmend-VisionAVP-CoatingAidSafety 01
AL COCAmendV_LimBenNotice 01



Scheduled limit

This is the most the plan will pay for an eligible vision service provided by an out-of-network provider.

Vision provider
Any individual legally licensed to provide vision services or supplies.
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Additional Information Provided by

President and Trustees of Bates College

The following information is provided to you in accordance with the Employee Retirement Income Security Act
of 1974 (ERISA). It is not a part of your booklet-certificate. Your Plan Administrator has determined that this
information together with the information contained in your booklet-certificate is the Summary Plan Description
required by ERISA.

In furnishing this information, Aetna is acting on behalf of your Plan Administrator who remains responsible for
complying with the ERISA reporting rules and regulations on a timely and accurate basis.

Name of Plan:
President and Trustees of Bates College

Employer Identification Number:
01-0211781

Plan Number:
526

Type of Plan:
Health and Welfare

Type of Administration:
Group Insurance Policy with:

Aetna Life Insurance Company
151 Farmington Avenue
Hartford, CT 06156

Plan Administrator:

President and Trustees of Bates College
215 College Street

Lewiston, ME 04240

Telephone Number: (207) 786-8271

Agent For Service of Legal Process:
President and Trustees of Bates College
215 College Street

Lewiston, ME 04240

Service of legal process may also be made upon the Plan Administrator

End of Plan Year:
December 31

Source of Contributions:
Employer and Employee



Procedure for Amending the Plan:
The Employer may amend the Plan from time to time by a written instrument signed by the person designated
by the Plan Administrator.

ERISA Rights
As a participant in the group insurance plan you are entitled to certain rights and protections under the
Employee Retirement Income Security Act of 1974. ERISA provides that all plan participants shall be entitled to:

Receive Information about Your Plan and Benefits

Examine, without charge, at the Plan Administrator’s office and at other specified locations, such as worksites
and union halls, all documents governing the Plan, including insurance contracts, collective bargaining
agreements, and a copy of the latest annual report (Form 5500 Series) that is filed by the Plan with the U.S.
Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security
Administration.

Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of the
Plan, including insurance contracts, collective bargaining agreements, and copies of the latest annual report
(Form 5500 Series), and an updated Summary Plan Description. The Administrator may make a reasonable
charge for the copies.

Receive a summary of the Plan’s annual financial report. The Plan Administrator is required by law to furnish
each participant with a copy of this summary annual report.

Receive a copy of the procedures used by the Plan for determining a qualified domestic relations order (QDRO)
or a qualified medical child support order (QMCSO).

Continue Group Health Plan Coverage

Continue health care coverage for yourself, your spouse, or your dependents if there is a loss of coverage under
the Plan as a result of a qualifying event. You or your dependents may have to pay for such coverage. Review
this summary plan description and the documents governing the Plan for the rules governing your COBRA
continuation coverage rights.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants, ERISA imposes duties upon the people who are responsible
for the operation of the employee benefit plan. The people who operate your Plan, called “fiduciaries” of the
Plan, have a duty to do so prudently and in your interest and that of other plan participants and beneficiaries.
No one, including your employer, your union, or any other person, may fire you or otherwise discriminate
against you in any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.

Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this
was done, to obtain documents relating to the decision without charge, and to appeal any denial, all within
certain time schedules.

Under ERISA there are steps you can take to enforce the above rights. For instance, if you request materials
from the Plan and do not receive them within 30 days you may file suit in a federal court. In such a case, the
court may require the Plan Administrator to provide the materials and pay up to $ 110 a day until you receive
the materials, unless the materials were not sent because of reasons beyond the control of the Administrator.



If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state or
federal court. In addition, if you disagree with the Plan’s decision or lack thereof concerning the status of a
domestic relations order or a medical child support order, you may file suit in a federal court.

If it should happen that plan fiduciaries misuse the Plan's money or if you are discriminated against for asserting
your rights, you may seek assistance from the U.S. Department of Labor or you may file suit in a federal court.
The court will decide who should pay court costs and legal fees. If you are successful, the court may order the
person you have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and
fees, for example, if it finds your claim is frivolous.

Assistance with Your Questions
If you have any questions about your Plan, you should contact the Plan Administrator.

If you have any questions about this statement or about your rights under ERISA, you should contact:

= the nearest office of the Employee Benefits Security Administration, U.S. Department of Labor, listed in your
telephone directory; or

= the Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S.
Department of Labor, 200 Constitution Avenue, N.W., Washington D.C. 20210.

You may also obtain certain publications about your rights and responsibilities under ERISA by calling the
publications hotline of the Employee Benefits Security Administration.



Confidentiality Notice

Aetna considers personal information to be confidential and has policies and procedures in place to protect it
against unlawful use and disclosure. By "personal information," we mean information that relates to a member's
physical or mental health or condition, the provision of health care to the member, or payment for the provision
of health care or disability or life benefits to the member. Personal information does not include publicly
available information or information that is available or reported in a summarized or aggregate fashion but does
not identify the member.

When necessary or appropriate for your care or treatment, the operation of our health, disability or life
insurance plans, or other related activities, we use personal information internally, share it with our affiliates,
and disclose it to health care providers (doctors, dentists, pharmacies, hospitals and other caregivers), payors
(health care provider organizations, employers who sponsor self-funded health plans or who share responsibility
for the payment of benefits, and others who may be financially responsible for payment for the services or
benefits you receive under your plan), other insurers, third party administrators, vendors, consultants,
government authorities, and their respective agents. These parties are required to keep personal information
confidential as provided by applicable law. In our health plans, participating network providers are also required
to give you access to your medical records within a reasonable amount of time after you make a request.

Some of the ways in which personal information is used include claim payment; utilization review and
management; medical necessity reviews; coordination of care and benefits; preventive health, early detection,
vocational rehabilitation and disease and case management; quality assessment and improvement activities;
auditing and anti-fraud activities; performance measurement and outcomes assessment; health, disability and
life claims analysis and reporting; health services, disability and life research; data and information systems
management; compliance with legal and regulatory requirements; formulary management; litigation
proceedings; transfer of policies or contracts to and from other insurers, HMOs and third party administrators;
underwriting activities; and due diligence activities in connection with the purchase or sale of some or all of our
business. We consider these activities key for the operation of our health, disability and life plans. To the extent
permitted by law, we use and disclose personal information as provided above without member consent.
However, we recognize that many members do not want to receive unsolicited marketing materials unrelated to
their health, disability and life benefits. We do not disclose personal information for these marketing purposes
unless the member consents. We also have policies addressing circumstances in which members are unable to
give consent.

To obtain a copy of our Notice of Privacy Practices, which describes in greater detail our practices concerning
use and disclosure of personal information, please call the toll-free Member Services number on your ID card or
visit our Internet site at www.aetna.com.




Continuation of Coverage During an Approved Leave of Absence Granted to Comply With Federal
Law

This continuation of coverage section applies only for the period of any approved family or medical leave
(approved FMLA leave) required by Family and Medical Leave Act of 1993 (FMLA). If your Employer grants you
an approved FMLA leave for a period in excess of the period required by FMLA, any continuation of coverage
during that excess period will be subject to prior written agreement between Aetna and your Employer.

If your Employer grants you an approved FMLA leave in accordance with FMLA, you may, during the continuance
of such approved FMLA leave, continue Health Expense Benefits for you and your eligible dependents.

At the time you request the leave, you must agree to make any contributions required by your Employer to
continue coverage. Your Employer must continue to make premium payments.

If Health Expense Benefits has reduction rules applicable by reason of age or retirement, Health Expense
Benefits will be subject to such rules while you are on FMLA leave.

Coverage will not be continued beyond the first to occur of:

= The date you are required to make any contribution and you fail to do so.

= The date your Employer determines your approved FMLA leave is terminated.

= The date the coverage involved discontinues as to your eligible class. However, coverage for health expenses
may be available to you under another plan sponsored by your Employer.

Any coverage being continued for a dependent will not be continued beyond the date it would otherwise
terminate.

If Health Expense Benefits terminate because your approved FMLA leave is deemed terminated by your
Employer, you may, on the date of such termination, be eligible for Continuation Under Federal Law on the
same terms as though your employment terminated, other than for gross misconduct, on such date. If the group
contract provides any other continuation of coverage (for example, upon termination of employment, death,
divorce or ceasing to be a defined dependent), you (or your eligible dependents) may be eligible for such
continuation on the date your Employer determines your approved FMLA leave is terminated or the date of the
event for which the continuation is available.

If you acquire a new dependent while your coverage is continued during an approved FMLA leave, the
dependent will be eligible for the continued coverage on the same terms as would be applicable if you were
actively at work, not on an approved FMLA leave.

If you return to work for your Employer following the date your Employer determines the approved FMLA leave
is terminated, your coverage under the group contract will be in force as though you had continued in active
employment rather than going on an approved FMLA leave provided you make request for such coverage within
31 days of the date your Employer determines the approved FMLA leave to be terminated. If you do not make
such request within 31 days, coverage will again be effective under the group contract only if and when Aetna
gives its written consent.

If any coverage being continued terminates because your Employer determines the approved FMLA leave is
terminated, any Conversion Privilege will be available on the same terms as though your employment had
terminated on the date your Employer determines the approved FMLA leave is terminated.



Aetna Life Insurance Company

Group Vision
Extraterritorial booklet-certificate amendment

Policyholder: President and Trustees of Bates College

Group policy number:  GP-0869807-A

Effective date: January 1, 2022

This amendment is part of your booklet-certificate that describes your vision coverage. It is effective on the date

shown above and it replaces any other vision extraterritorial booklet-certificate amendment you may have
received before.

Important note: The following applies only if you live in the State/Commonwealth of Illinois. The benefits
below will apply instead of those in your booklet-certificate unless the benefits in your booklet-certificate are
better.

Payment of Benefits

Benefits will be paid as soon as the necessary proof to support the claim is received. Written proof must be
provided for all benefits. For all health coverages, benefits will be paid within 30 days following receipt of written
proof to support the claim.

This amendment makes no other changes to the group policy, booklet-certificate or schedule of benefits.

%__

Dan Finke
President
Aetna Life Insurance Company
(A Stock Company)

Amendment: lllinois Vision ET
Issue Date: January 17, 2022
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Aetna Life Insurance Company

Group Vision
Extraterritorial booklet-certificate amendment

Policyholder: President and Trustees of Bates College

Group policy number:  GP-0869807-A

Effective date: January 1, 2022

This amendment is part of your booklet-certificate that describes your vision coverage. It is effective on the

date shown above and it replaces any other vision extraterritorial booklet-certificate amendment you may have
received before.

Important note: The following applies only if you live in the State/Commonwealth of Massachusetts.
The benefits below will apply instead of those in your booklet-certificate unless the benefits in your
booklet-certificate are better.

Physician Profiling

Physician profiling information is available from the Massachusetts Board of Registration in Medicine for
physicians licensed to practice in Massachusetts.

Interpreter and Translation Services

You may contact Member Services at the toll-free telephone number listed on your I.D. card to receive
information on interpreter and translation services related to administrative procedures. A TDD# for the
hearing impaired is also available.

French

Services d’interprétation et de traduction

Vous pouvez contacter les services aux membres au numéro de téléphone sans frais indiqué sur votre carte
d’identification pour recevoir de I'information sur les services d’interprétation et de traduction se rapportant
aux procédures administratives. Les professionnels du service a la clientéle Aetna ont acces a des services de
traduction par le biais des services linguistiques téléphoniques de AT&T. Un numéro de téléphone ATME est
aussi disponible pour les malentendants.

Greek
Yrnpeoieg Metappaceng

Mo va AaPete TAnpodopleg 06OV aPopol TV LINPECLOV LOG
UETAPPOCEWMG TYETIKO LE TNV O1AdIKAGIO SLOIKTTIKT], LTOPELTE VA
gpyocaacte og emodn pe Ty Yrinpeoia yio to MeAn otov apibuo
(xpwig drodia) mov Pploketal enav® oty eEokplwon cog
ToVTOTNTOG. Ot emayyeAHOTIKOL DTOAANAOL (TOL TUNUATOG TNG
AETVOL TO OO0 OLVOLGYOAELTAL UE TOVG TEAOLTES) UTOPOLY VO
XPNOLLOTOLOLY TNV HETAPPOCTIKT LANPESLA TNG eTapeloc AT&T.

AL CertAmend-ETVision 01 1 MA



Italian

Servizi di traduzione e di interpretariato

Per ottenere informazioni sui servizi di traduzione e interpretariato connessi a procedure amministrative, potete
rivolgervi al Servizio Membri chiamando il numero di linea verde indicato sulla vostra carta di ID. | professionisti
del servizio clientela della Aetha hanno accesso ai servizio di traduzione della linea linguistica della AT&T. E
anche disponibile un No TDD per i deboli di udito.

Portuguese

Servigos de Intérprete e de Tradugdo

Vocé podera entrar em contato com os Servigos dos Associados ao telefone livre de tarifa indicado no seu cartdo
de identificacdo para obter informacdes sobre servicos de intérprete e de traducdo com relagdo aos
procedimentos administrativos. Os profissionais dos servicos aos clientes tém acesso aos servicos de traducao
através da linha de idiomas da AT&T. Existe também uma linha TDD para quem tem dilficuldades com a audicao.

Russian

YeIO¥IE D0 YCTHOMY H OECEMeHHOMY Oep eB0IY

UrofH DOIYVIETE EHG OPMADEE ¢ OPeA0CTABMASM B YCAYVIAX YOTHOTO H OHCBEMEHHOIC OEpPEE0OIA, BH
MOXeTe 00paMAaTheX B OTHeN OSCAYVHEEAHNA TMSHOE OIPOTPAMME 00 SecONaTHOMY HOMepy TemedoHa,
VEA31HEEOMY Ha BameR umeHcEol Kaprouke. CoTpyaEREE Aeini oo o0CNVENEBAEHIK ENESHTOB HMEKT
OOCTYO K OepEEOOYSCEEM VCNYraME 00 A3HE0E0E AuEHE AT&T. Humeercs Takxe yoTpolHcTIBe CBASE ONA
nED ¢ gederTamu cayxa (IDD).

Spanish

Servicio de Intérprete y Traduccién

Usted puede ponerse en contacto con Servicios a Miembros, al nUmero de teléfono gratis que aparece en su
tarjeta de identificacidn para recibir informacidn sobre servicios de intérprete y traduccion relativo a los
procedimientos administrativos. Los profesionales de servicio a clientes de Aetna tienen acceso a los servicios
de traduccidn por medio de la linea de idiomas de AT&T. Ademds hay un nimero de TDD para las personas con
impedimento de audicién.

Haitian-Creole

Sevis intépret ak tradikte

Ou kapab pran kontak avek Sevis pou manm-yo si ou rele nimewo telefon gratis ki sou kat I.D.-ou-a
(idantifikasyon) pou ou jwenn ranséyman sou sévis intépret ak tradikté konsénan pwosedi administratif.
Pwofesyonneél nan sevis kliyan “Aetna” gen mwayden jwenn sevis tradiksyon nan “AT&T language line” (sevis
lang AT&T). Yon nimewo TDD disponnib tou pou moun ki pa tande byen.
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Lao

MUEUNIUUNULNENEaENUCCUW g

mugaUncafweundanaugsuaenth LoutecilnddnaudfivarioeiinTnusen
D8z U"EN2s NI Ii:fjQT,HET,JE]‘WUE\]EQSL'][']"UU ngofuN UDENTULINWIgIceas
AnaucUungnfinsodenfivnaucnefunaunandaunauifnau . weiingausen
eundanaugniauelEFncinun  (Aetna) FLU0A0ATUNILOENALMA9EA
muccdwnga i Loowaugnoelwagn (Language Line) 2990350 AT&T. g9
icilneenamy TDD Losmauiilidgss)odnt el un ufiondntioy .

Cambodian
srahAgIgRUAT IMAN
b -4
HRMNEANASAIINRYRINRA mursinie RABRIG Rrutssalslmassmnisys

o & o

K sujegrunama |l sunAylgrualiuman e ResERiGmAteams

W

[

A MM MR AYlauABEaIUM Acna BISEENNIMWIIRIATAYURIY
=] -+ -

~3 =]

o J o ' - o
mﬁ'itﬁ:wj%a'fdﬂﬁ]ﬁﬂ AT&T 4 FfJ2 TDD# ﬁjﬂﬁﬁﬁlm‘jﬁgh RESEAET 4

Chinese

e K BN

SRl LR EEI TS &R LB E i is e & 8 AR RE
& DMERERE BB AR 50y 152 R = IR A0 25 o Aetnalf =]
LM P IR A B FIAT&TEE S B4R (AT&T Language Line) HIEHEE
I35 o IRA —{E L AR T E RS F P 2L TDD 3RS o

Arabic

Al 5 Agddl) Aaa il Ciladd

g ddlay o jaall el ciilell o) o eliac¥l cilaad 5 iy Juail) ki
LY el eyl Adleid) AnUKl g dagdlll daa sl Giledd s Sleslas o Jgeaall
pob oo dea il Clead b pokiug Aetna 4S5 sal LN dada B il sils gad
(TDD) slawall VLA lea by Liadl claadl jigh s AT&T AS il ilalll las

An eligible dependent child includes:

=  Your biological children;

=  Your stepchildren;

=  Your legally adopted children;

=  Your foster children, including any children placed with you for adoption;

= Any children for whom you are responsible under court order;

=  Your grandchildren in your court-ordered custody; and

=  Any other child who lives with you in a parent-child relationship, or whose parent is your child and is
covered as a dependent under the plan.
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When You Receive a Qualified Child Support Order

A Qualified Medical Child Support Order (QMCSO) is a court order requiring a parent to provide health care
coverage to one or more children. A Qualified Domestic Relations Support Order (QDRSO) is a court order
requiring a parent to provide dependent’s life insurance coverage to one or more children. Your plan will
provide coverage for a child who is covered under a QMCSO or a QDRSO, if:

=  The child meets the plan’s definition of an eligible dependent; and
= You request coverage for the child in writing within 31 days of the court order.

If you fail to make an application to obtain coverage of a child, Aetna shall enroll such child upon application by
such child’s other parent, by the division of medical assistance or upon receipt of a national medical support
notice from the IVD agency.

Coverage for the dependent will become effective on the date of the court order. Any coverage limitations for a
pre-existing condition will not apply, as long as you submit a written request for coverage within the 31-day
period.

If you do not request coverage for the child within the 31-day period, you will need to wait until the next annual
enrollment period.

Under a QMCSO or QDRSO, if you are the non-custodial parent, the custodial parent may file claims for benefits.
Benefits for such claims will be paid to the custodial parent.

In no event will the covered amount for In-Network charges exceed more than 20% of the covered amount for
Out-of-Network charges.

Which Plan Pays First

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

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

e Aplan 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.

e 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.

e The first of the following rules that describes which plan pays its benefits before another plan is the rule
to use:

1. Medical Payments Coverage and PIP Coverage in Motor Vehicle Insurance Policies.

If a person is covered under a motor vehicle policy and incurs expenses or requires services as a
result of an accident with a motor vehicle:
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A. Personal Injury Protection (PIP) is the primary plan for the first $2,000 of expenses. After that,
plans will coordinate benefits in accordance with these coordination of benefits provisions.

PIP refers to the personal injury protection coverage included in a motor vehicle liability
insurance policy.

B. MedPay means medical coverage that can be purchased in connection with a motor vehicle
liability policy. MedPay will always be secondary to and in excess of any other plan or PIP.

2. 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.

3. 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:
i. The parents are married or living together whether or not married;

ii. A court decree awards joint custody without specifying that one party has the responsibility
to provide health care coverage or if the decree states that both parents are responsible for
health 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. If the parent with responsibility has no health coverage for
the dependent child’s health care expenses, but that parent’s spouse does, the plan of the
parent’s spouse is the primary plan.

e If the parents are separated or divorced or are not living together whether or not they have
ever been married and there is no court decree allocating responsibility for health coverage, 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 non-custodial parent.

For a dependent child covered under more than one plan of individuals who are not the parents of
the child, the order of benefits should be determined as outlined above as if the individuals were
the parents.

AL CertAmend-ETVision 01 5 MA



4. Active Employee or Retired or Laid off Employee. The plan that covers a person as an employee who is
neither laid off nor retired, or as a dependent of an active employee, is the primary plan. The plan
covering that same person as a retired or laid off employee or as a dependent of a retired or laid off
employee is the secondary plan. 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. This rule will not apply if the Non-Dependent
or Dependent rules above determine the order of benefits.

5. 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. This rule will not apply if the Non-Dependent or Dependent rules
above determine the order of benefits.

6. Longer or Shorter Length of Coverage. The plan that covered the person as an employee, member, or
subscriber longer is primary.

7. 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.]

Thirty-One Day Continuation
Coverage under this plan, which terminates in accordance with the prior terms of this section, will be continued
for 31 more days, subject to the following.:

= Termination is not due to discontinuance of the Group Contract, or failure to make any required
contributions.
= This plan's benefits will be reduced by any other benefits of like kind for which the person becomes eligible.
= [f this plan provides a medical expense benefits conversion privilege the following must be submitted to
Aetna within the 31 day period of continuation:
— Application for the personal policy; and
— The premium.

This applies unless the person elects any other available continuation.
Continuation of Coverage for Your Former Spouse
If your health expense benefit coverage for your dependent spouse would terminate because of divorce or of

separate support, you may continue any such coverage in force by continuing premium payments.

Coverage may be continued if the valid decree of dissolution of marriage states that you do not have to provide
medical or dental coverage for your former spouse.

Coverage will be continued beyond the first to occur of:
= The date you are no longer covered under this Plan.

= The date dependent coverage is discontinued under this Plan for your Eligible Class.
= The end of the period for which required contributions have been made.
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= The end of any period set forth in the valid decree of dissolution of marriage during which you are required
to provide medical or dental coverage for your former spouse.

= The date you or your former spouse remarries. In the event of remarriage of the group plan member, the
former spouse thereafter shall have the right, if so provided in said judgment, to continue to receive
benefits as are available to the member, by means of the addition of a rider to the family plan or issuance of
an individual plan.

Notice of cancellation of coverage of the divorced or separated spouse of a member shall be mailed to the
divorced or separated spouse at their last known address together with notice of the right to reinstate coverage
retroactively to the date of cancellation.

Continuation of Coverage: Employment Ceases

If your employment terminates due to involuntary lay-off, you may continue Health Expense Coverage (except
Dental Expense Coverage) for you and your dependents for 39 weeks. You must request that your coverage
continue within 31 days after it would cease due to involuntary lay-off.

Coverage will cease before the end of the 39 weeks on the first to occur of:

= The date you are eligible for coverage under another group plan.

= The date you fail to make any contribution needed.

= The date Health Expense Coverage discontinues for employees of your former employer.

= The end of a period equal to the length of time you were last insured.

Coverage for a dependent will cease earlier when the person:

= Ceases to be a defined dependent.
=  Becomes eligible for other coverage under the Group Policy.

Continuation of Coverage: Plant Closing

If your employment terminated due to a plant closing or partial closing, you may continue Health Expense
Coverage, except Dental Expense Coverage for you and your dependents for 90 days. You must request that
your coverage continue within 31 days after it would cease due to a plant closing or partial closing.

Coverage will cease before the end of the 90 days on the first of:

= The date you are eligible for coverage under another group plan.
= The date you fail to make any contribution needed.

Coverage for a dependent will cease earlier when the person:

=  Ceases to be a defined dependent.
=  Becomes eligible for other coverage under the Group Policy.

The following terms are defined by Massachusetts law:

= Plant closing.
= Partial closing.
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Continuation of Coverage for Your Dependents After Your Death
If you die while covered under any part of this plan, any Health Expense Coverage then in force for your
dependents will be continued if:

=  Your coverage is not then being continued after your employment has stopped due to involuntary lay-off.
=  Such coverage is requested within 31 days after your death.
=  Premium payments are made for the coverage.

Your spouse's coverage will cease when your spouse remarries. Any dependent’s coverage, including your
spouse's, will end when any one of the following happens:

= The end of the 39 week period right after the date the dependent's coverage would otherwise cease.
= The end of a period equal to the length of time you were last covered.

= Adependent ceases to be a defined dependent.

= Adependent becomes eligible for coverage under this plan or another group plan.

= Dependent coverage ceases under this plan.

= Any required contributions cease.

This amendment makes no other changes to the group policy, booklet-certificate, or schedule of benefits.

%__

Dan Finke
President
Aetna Life Insurance Company
(A Stock Company)

Amendment: Massachusetts Vision ET
Issue Date: January 17, 2022

AL CertAmend-ETVision 01 8 MA



BENEFIT PLAN Extraterritorial
Riders

Prepared Exclusively for
President and Trustees of Bates College

Missouri Aetna Vision Preferred
Extraterritorial Rider

Aetna Life Insurance Company

These Extraterritorial Riders are part of the Group Insurance
Policy between Aetna Life Insurance Company and the
Policyholder

vaetna’
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Aetna Life Insurance Company

Group Vision
Extraterritorial booklet-certificate amendment

Policyholder: President and Trustees of Bates College

Group policy number:  GP-0869807-A

Effective date: January 1, 2022

This amendment is part of your booklet-certificate that describes your vision coverage. It is effective on the

date shown above and it replaces any other vision extraterritorial booklet-certificate amendment you may have
received before.

Important note:
e This amendment will make no change that results in coverage that is not fully compliant with
Missouri law.
e The following applies only if you live in the State/Commonwealth of Missouri. The benefits
below will apply instead of those in your booklet-certificate unless the benefits in your
booklet-certificate are better.

Definitions

Adverse Benefit Determination (Decision): A denial; reduction; termination of; or failure to; provide or make
payment (in whole or in part) for a service, supply or benefit.

Such adverse benefit determination may be based on:
e Your eligibility for coverage.
e Coverage determinations, including plan limitations or exclusions.
e A decision that the service or supply is experimental or investigational.
e A decision that the service or supply is not medically necessary.
* A determination that the service or supply is cosmetic.

Grievance: An oral or written request to Aetna to reconsider an adverse benefit determination.

Authorized Representative: An individual who represents you in an internal complaint or grievance review
process who is any of the following:

e A person to whom you have given express, written consent to represent you in an internal complaint or
grievances process;
e A person authorized by law to provide substituted consent for you.

Complaint: Any oral or written expression of dissatisfaction about quality of care or the operation of the Plan.
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Expedited Grievance: An expedited Grievance which a medical condition for which the delay caused by a standard
Grievance review timeframe could:

e jeopardize your life or health, or
e jeopardize your prognosis or ability to gain maximum function.

If a Physician with knowledge of Your medical condition determines a Grievance to meet the definition of an
Expedited Grievance, the Grievance must be treated as an Expedited Grievance.

Final Adverse Benefit Determination: An adverse benefit determination that has been upheld by Aetna.
Full and Fair Review of Claim Determinations and Grievance

Aetna will provide you with any new or additional evidence considered and rationale, relied upon, or generated
by us in connection with the claim at issue. This will be provided to you in advance of the date on which the
notice of the final adverse benefit determination is required to be provided so that you may respond prior to
that date.

Prior to issuing a final adverse benefit determination based on a new or additional rationale, you must be
provided, free of charge, with the rationale; the rationale must be provided as soon as possible and sufficiently
in advance of the date on which notice of final adverse determination is required.

Claim Determinations

Notice of a claim benefit decision will be provided to you in accordance with the guidelines and timelines
provided below. If Aetna makes an adverse benefit determination, written notice will be provided to you and to
your provider.

Complaints

If you are dissatisfied with the service you receive from the Plan or want to complain about a network provider
you must call or write Member Services. The complaint must include a detailed description of the matter and
include copies of any records or documents that you think are relevant to the matter. Aetna will review the
information and provide you with a written response within 30 calendar days of the receipt of the complaint,
unless more information is needed and it cannot be obtained within this period. The notice of the decision will
tell you what you need to do to seek an additional review.

Grievance of Adverse Benefit Determinations

You may submit a grievance if Aetna gives notice of an adverse benefit determination. This Plan provides for
one or two levels of grievances.

You have 180 calendar days following the receipt of notice of an adverse benefit determination to request your
Level One Grievance. Your grievance must be submitted in writing and must include:

e Your name, date of birth and address.

*  Member ID number.

* The Policyholder’s name.

e A copy of Aetna’s notice of an adverse benefit determination.
e Your reasons for making the grievance.
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e Any other information you would like to have considered.

Send your written grievance to the address shown on the notice of adverse benefit determination, or you may
call in your grievance using the telephone number listed on the notice.

You may also choose to have another person (an authorized representative) make the grievance on your behalf.
You must provide written consent to Aetna.

Expedited Grievance

If Your Grievance requires a quicker decision or action by Us because of the urgency of Your medical condition,
then You, Your authorized representative, Your Primary Care Physician (PCP), or Your treating physician may
submit an Expedited Grievance by phone or fax by calling the Customer Service number on the back of Your
Member ID Card.

We will make a decision on Your Urgent Care Grievance as soon as possible, taking into account the medical
exigencies of the case, but not later than 72 hours after we receive Your Expedited Grievance. We will also send
You a written confirmation within three (3) working days after Our decision.

Level One Grievance
A review of a Level One Grievance of an adverse benefit determination shall be provided by Aetna personnel.
They shall not have been involved in making the adverse benefit determination.

Your grievance should include a description of the issue. You should include copies of any records or documents
that you think are important. We will let you know in writing within 10 working days that we received your
grievance. We will then review your grievance and provide you with a written response within 20 working days
of receiving the grievance. We will let you know if we need more information to make a decision and will
complete our investigation within 30 working days after we receive all the information we need.

We will make a determination on your grievance within the timeframes listed in the chart below. We will tell
you in writing about our decision and explain this decision in terms that are clear and specific. In addition, we
will inform you of your right to submit a second grievance.

Timeframes for deciding grievances

The amount of time that we have to tell you about our decision on a grievance depends on the type of claim.
The chart below shows a timetable view of the different types of claims and how much time we have to tell you
about our decision.

Type of Urgent Pre-service Post-service
notice care/emergency grievance grievance
care grievance

Grievance 36 hours 15 calendar days or | 20 working days*

determination | We will confirm 5 days after our or 5 days after

s at each level | our decision in investigation is our investigation

(us) writing within 3 complete is complete
working days of (whichever is (whichever is
the initial decision | earlier). earlier).
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Extensions | None None 30 calendar days

* If we cannot make a decision within the timeframe listed, we will send you a letter telling you why. We will
however make a decision within 30 calendar days thereafter.

Level Two Grievances

If Aetna upholds an adverse benefit determination at the first level of grievance, you or your authorized
representative has the right to file a Level Two Grievance. The grievance must be submitted within 60 calendar
days following the receipt of a decision of a Level One Grievance.

Review of a Level Two Grievance of an adverse benefit determination of a claim shall be provided by Aetna
personnel. They shall not have been involved in making the adverse benefit determination.

You may at any time contact the Missouri Department of Insurance at:

Missouri Department of Insurance,
Financial Institutions and Professional Registration
Consumer Services Section
P. 0. Box 690
Jefferson City, Missouri 65102-0690
Consumer Hotline: 800-726-7390
TDD: (573) 526-4536
You are encouraged to exhaust the applicable Level One and Level Two processes of the Grievance Procedure

before you:
o Establish any:
-litigation;

-arbitration; or
-administrative proceeding;

regarding an alleged breach of the policy terms by Aetna or any matter within the scope of the Grievance

Procedure.

This amendment makes no other changes to the group policy, booklet-certificate, or schedule of benefits.

%__

Dan Finke
President
Aetna Life Insurance Company
(A Stock Company)

Amendment: Missouri Vision ET
Issue Date: January 17, 2022

AL CertAmend-ET Vision 01 6 MO



Aetna Life Insurance Company

Group Vision
Extraterritorial booklet-certificate amendment

Policyholder: President and Trustees of Bates College

Group policy number:  GP-0869807-A

Effective date: January 1, 2022

This amendment is part of your booklet-certificate that describes your vision coverage. It is effective on the date

shown above and it replaces any other vision extraterritorial booklet-certificate amendment you may have
received before.

Important note: The following applies only if you live in the State/Commonwealth of Montana. The
benefits below will apply instead of those in your booklet-certificate unless the benefits in your
booklet-certificate are better.

Cost Sharing
Your coinsurance will be based on the recognized charge. If the health care provider you select charges more
than the recognized charge, you will be responsible for any expenses above the recognized charge.

This amendment makes no other changes to the group policy, booklet-certificate, or schedule of benefits.

%__

Dan Finke
President
Aetna Life Insurance Company
(A Stock Company)

Amendment: Montana Vision ET
Issue Date: January 17, 2022
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Aetna Life Insurance Company

Group Vision
Extraterritorial booklet-certificate amendment

Policyholder: President and Trustees of Bates College

Group policy number:  GP-0869807-A

Effective date: January 1, 2022

This amendment is part of your booklet-certificate that describes your vision coverage. It is effective on the date

shown above and it replaces any other vision extraterritorial booklet-certificate amendment you may have
received before.

Important note: The following applies only if you live in the State/Commonwealth of New York. The
benefits below will apply instead of those in your booklet-certificate unless the benefits in your
booklet-certificate are better.

Payment of Benefits

Benefits will be paid as soon as the necessary proof to support the claim is received, but not later than 45 days
after receipt of such proof. Written proof must be provided for all benefits.

This amendment makes no other changes to the group policy, booklet-certificate, or schedule of benefits.

%__

Dan Finke
President
Aetna Life Insurance Company
(A Stock Company)

Amendment: New York Vision ET
Issue Date: January 17, 2022
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Aetna Life Insurance Company

Group Vision
Extraterritorial booklet-certificate amendment

Policyholder: President and Trustees of Bates College

Group policy number:  GP-0869807-A

Effective date: January 1, 2022

This amendment is part of your booklet-certificate that describes your vision coverage. It is effective on the date

shown above and it replaces any other vision extraterritorial booklet-certificate amendment you may have
received before.

Important note: The following applies only if you live in the State/Commonwealth of Texas. The
benefits below will apply instead of those in your booklet-certificate unless the benefits in your
booklet-certificate are better.
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Have a complaint or need help?
If you have a problem with a claim or your premium, call your insurance company or
HMO first. If you can't work out the issue, the Texas Department of Insurance may be
able to help.

Even if you file a complaint with the Texas Department of Insurance, you should also file
a complaint or appeal through your insurance company or HMO. If you don't, you may
lose your right to appeal.

Aetna, Inc.

To get information or file a complaint with your insurance company or HMO:
Call: Aetna’s toll-free telephone number at 1-888-416-2277
Toll-free: 1-888-416-2277
Online: www.aetna.com
Email: aethamemberservices@aetna.com
Mail: Aetna, Inc., P.O. Box 14464, Lexington, KY 40512

The Texas Department of Insurance
To get help with an insurance question or file a complaint with the state:
Call with a question: 1-800-252-3439
File a complaint: www.tdi.texas.gov
Email: ConsumerProtection@tdi.texas.gov
Mail: MC 111-1A, P.O. Box 149091, Austin, TX 78714-9091



http://www.aetna.com/
http://epubdms.aetna.com/otcsdav/nodes/343740332/aetnamemberservices%40aetna.com
http://www.tdi.texas.gov/
http://epubdms.aetna.com/otcsdav/nodes/343740332/ConsumerProtection%40tdi.texas.gov

¢Tiene una queja o necesita ayuda?
Si tiene un problema con una reclamacion o con su prima de seguro, llame primero a su
compaiia de seguros o HMO. Si no puede resolver el problema, es posible que el
Departamento de Seguros de Texas (Texas Department of Insurance, por su nombre en
inglés) pueda ayudar.

Aun si usted presenta una queja ante el Departamento de Seguros de Texas, también
debe presentar una queja a través del proceso de quejas o de apelaciones de su
compaiia de seguros o HMO. Si no lo hace, podria perder su derecho para apelar.

Aetna, Inc.
Para obtener informacion o para presentar una queja ante su compaiia de seguros o
HMO:

Llame a: al numero de teléfono gratis de Aetna al 1-888-416-2277

Teléfono gratuito: 1-888-416-2277

En linea: www.aetna.com

Correo electréonico: aetnamemberservices@aetna.com

Direccion postal: Aetna, Inc., P.O. Box 14464, Lexington, KY 40512

El Departamento de Seguros de Texas
Para obtener ayuda con una pregunta relacionada con los seguros o para presentar una
gueja ante el estado:

Llame con sus preguntas al: 1-800-252-3439

Presente una queja en: www.tdi.texas.gov

Correo electrénico: ConsumerProtection@tdi.texas.gov

Direccién postal: MC 111-1A, P.O. Box 149091, Austin, TX 78714-9091



http://www.aetna.com/
http://epubdms.aetna.com/otcsdav/nodes/343740332/aetnamemberservices%40aetna.com
http://www.tdi.texas.gov/
http://epubdms.aetna.com/otcsdav/nodes/343740332/ConsumerProtection%40tdi.texas.gov

Texas Department of Insurance Notice
You have the right to an adequate network of preferred providers (also known as "network providers").

e If you believe that the network is inadequate, you may file a complaint with the Texas Department
of Insurance.

o If you relied on materially inaccurate directory information, you may be entitled to have an out-of-
network claim paid at the in-network percentage level of reimbursement and your out-of-pocket
expenses counted toward your in-network deductible and out-of-pocket maximum.

You have the right, in most cases, to obtain estimates in advance:

o from out-of-network providers of what they will charge for their services; and
o from your insurer of what it will pay for the services.

You may obtain a current directory of preferred providers at the following website: www.aetna.com or by calling
1-800-MY-Health (694-3258) for assistance in finding available preferred providers. If the directory is materially
inaccurate, you may be entitled to have an out-of-network claim paid at the in-network level of benefits.

If you are treated by a provider or hospital that is not a preferred provider, you may be billed for anything not
paid by the insurer.

If the amount you owe to an out-of-network hospital-based radiologist, anesthesiologist, pathologist,
emergency department physician, or neonatologist is greater than $1,000 (not including your copayment,
coinsurance, and deductible responsibilities) for services received in a network hospital, you may be entitled to
have the parties participate in a teleconference, and, if the result is not to your satisfaction, in a mandatory
mediation at no cost to you. You can learn more about mediation at the Texas Department of Insurance website:

www.tdi.texas.gov/consumer/cpmmediation.html.
Texas Department of Insurance Notice
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Coverage for Dependent Children
To be eligible, a dependent child must be:

= Unmarried and under age 25.
To be eligible, a dependent grandchild must be:

=  The unmarried child of your child; and

= Under age 25; and

=  Supported by you for Federal Income Tax purposes on the date of his or her initial application for coverage.
Coverage will not terminate solely due to the child’s loss of such Federal Income Tax dependency status; or

= Any age, if medically certified as disabled and dependent on the parent.

Your children can include the following:

=  Your biological children;

=  Your stepchildren;

= Your legally adopted children; including any child placed with you for adoption and any child for whom you
are a party in a suit in which the adoption of the child is sought;

= Your foster children;

= Any child for whom you or your covered spouse is under court order for medical support. This child is
covered immediately upon Aetna’s notification of such order;

= Any other child who lives with you in a parent-child relationship.

Coverage for a handicapped child may be continued past the age limits shown above. See Handicapped
Dependent Children for more information.

In no event will the covered amount for Out-Of-Network charges be less than 50% of the covered amount for In-
Network charges.

Continuing Coverage for Dependents After Your Death
If you should die while enrolled in this plan, your dependent’s coverage, if applicable will continue as long as:

=  You were covered at the time of your death;

=  Your coverage, at the time of your death, is not being continued after your employment has ended;
= Arequestis made for continued coverage within 60 days after your death; and

= Payment is made for the coverage.

Your dependent’s coverage will end when the first of the following occurs:
= The end of the 3 year period following your death;
= He or she becomes eligible for comparable benefits under this or any other group plan; or

= Any required contributions stop.

If your dependent’s coverage is being continued for your dependents, a child born after your death will also be
covered.

Important Note

Your dependent may be eligible to convert to a personal policy. Please see the section, Converting to an
Individual Medical Insurance Policy for more information.
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Continuation of Coverage for Your Dependents After Your Retirement

If coverage for your dependents would terminate because you retire while covered under any part of this plan,
any coverage then in force for your dependents may be continued. Continuation must be requested within 60
days after your retirement. Premium payments for the coverage must be continued.

Your dependent's coverage will not continue beyond the first to occur of:

= The end of a 3 year period starting on the date of your retirement.

= The date a dependent becomes eligible for coverage under any group plan providing health benefits.
= The date dependent coverage under this Plan is discontinued.

* The end of the period for which any required contributions have been made.

If any coverage being continued terminates, the person may apply for a personal policy in accordance with the
conversion privilege.

Continuing Health Care Benefits

You may continue coverage under the plan which terminates for you and your dependents, for any reason,
except involuntary termination of employment due to cause, but only if you have been covered under this plan
for at least 3 months in a row prior to such termination.

You must request the continuation in writing within 31 days of the later to occur of:
= the date coverage would otherwise cease; and
= the date your employer or group policy holder provides you with the notice of your right to continue

coverage.

Premium payments must be continued. The required contribution for continued coverage may not exceed 102%
of the group rate.

Continuation for a person may not terminate until the earliest of:

= 6 months after the date the election is made.

= The end of the period for which required contributions are made.

= The date the person is or could be covered by Medicare.

* The date the person is covered or is eligible for similar benefits under another medical expense plan.
* The date the person has similar benefits available pursuant to any state or federal law.

Coverage for a dependent will cease earlier when the person:

= ceases to be a defined dependent under this plan; or
= becomes eligible for other coverage under the group contract.

You and your dependents can elect this continuation in lieu of or following any other continuation offered under
this plan. If this continuation is elected, the conversion privilege will not be available.
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Handicapped Dependent Children
Health Expense Coverage for your fully handicapped dependent child may be continued past the maximum age
for a dependent child.

Your child is fully handicapped if:

= he or she is not able to earn his or her own living because of mental retardation or a physical handicap
which started prior to the date he or she reaches the maximum age for dependent children under your plan;
and

= he or she depends chiefly on you for support and maintenance.

Proof that your child is fully handicapped must be submitted to Aetna no later than 31 days after the date your
child reaches the maximum age under your plan.

Coverage will cease on the first to occur of:

= Cessation of the handicap.

=  Failure to give proof that the handicap continues.

= Failure to have any required exam.

= Termination of Dependent Coverage as to your child for any reason other than reaching the maximum age
under your plan.

Aetna will have the right to require proof of the continuation of the handicap. Aetna also has the right to
examine your child as often as needed while the handicap continues at its own expense. An exam will not be
required more often than once each year after 2 years from the date your child reached the maximum age
under your plan.

Continuation of Coverage During a Labor Dispute
This continuation of coverage provision only applies if this plan is subject to a collective bargaining agreement.

If your coverage under this plan would cease because you cease work due to a labor dispute, you can arrange to
continue your coverage during your absence from work if the Texas Insurance Code applies. Coverage may
continue for up to 6 months.

Continuation will cease when the first of these events occurs:

=  You fail to make the required payments to your collective bargaining unit representative.

=  Your representative fails to make the required premium payments to Aetna.

=  You go to work full time for any other employer.

= Any premium due date when less than 75% of the affected employees have elected to continue their
coverage.

= The 6 month continuation period ends.

The monthly premium required by Aetna for each person's coverage will be the applicable rate in effect on the

date you cease work. Aetna has the right to change premium rates under the terms of this Plan at any time
during this continuation of coverage.
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Reimbursement to Texas Department of Human Services

All health expenses payable on behalf of your dependent child will be paid to the Texas Department of Human
Services if, when you submit proof of loss, you notify Aetna in writing that the following applies and you request
such direct payment be made:

= the Texas Department of Human Services is paying benefits for your child under the financial and medical
assistance service program administered pursuant to the Human Resource Code; and you either

= have possession of or access to the child pursuant to a court order; or

= are not entitled to possession of or access to the child and are required by the court to pay child support.

This amendment makes no other changes to the group policy, booklet-certificate, or schedule of benefits.

%_4

Dan Finke
President
Aetna Life Insurance Company
(A Stock Company)

Amendment: Texas Vision ET
Issue Date: January 17, 2022
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Aetna Life Insurance Company
Hartford, Connecticut 06156

Amendment

Policyholder: President and Trustees of Bates College

Group Policy No.: GP-0869807-A

Rider: Texas Complaint and Appeals Health Rider

Issue Date: January 17, 2022

Effective Date: This Booklet-Certificate Amendment is effective on

January 1, 2022

The group policy specified above has been amended. The following summarizes the changes in the group policy,
and the Certificate of Insurance describing the policy terms is amended accordingly. This amendment is effective
on the date shown above.

The following Appeals Procedure, Exhaustion of Process and External Review provisions replace the same
provisions appearing in your Booklet-Certificate or any amendment or rider issued to you:

Appeals Procedure

Definitions

Adverse Benefit Determination (Decision): A determination by Aetna that the health care services provided or
proposed to be provided to the covered person are not medically necessary or appropriate, or are experimental
or investigational.

Such adverse benefit determination may be based on, among other things:

=  Your eligibility for coverage;

= Coverage determinations, including Plan limitations or exclusions;

= The results of any Utilization Review activities;

= A decision that the service or supply is experimental or investigational; or
= A decision that the service or supply is not Medically Necessary.

Appeal: An oral or written request to Aetna to reconsider an adverse benefit determination.

Claim Subject to Preauthorization: Any claim for medical care or treatment that requires approval before the
medical care or treatment is received.

Complaint: Any oral or written expression of dissatisfaction about quality of care or the operation of the Plan.
Concurrent Care Claim Extension: A request to extend a course of treatment that was previously approved.

Concurrent Care Claim Reduction or Termination: A decision to reduce or terminate a previously approved
course of treatment.

Experimental or Investigational: With regard to an adverse benefit determination, this means a service or

device for which there is early, developing scientific or clinical evidence demonstrating the potential efficacy of
the treatment, service, or device but that is not yet broadly accepted as the prevailing standard of care.
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Final Adverse Benefit Determination: An adverse benefit determination that has been upheld by Aetna at the
exhaustion of the appeals process.

Post-Service Claim: Any claim that is not a “Claim Subject to Preauthorization.”

Full and Fair Review of Claim Determinations and Appeals

As to medical and prescription drug claims and appeals only, Aetna will provide you with any new or additional
evidence considered and rationale, relied upon, or generated by us in connection with the claim at issue. This
will be provided to you in advance of the date on which the notice of the final adverse benefit determination is
required to be provided so that you may respond prior to that date.

Prior to issuing a final adverse benefit determination based on a new or additional rationale, you must be
provided, free of charge, with the rationale; the rationale must be provided as soon as possible and sufficiently
in advance of the date on which notice of final adverse benefit determination is required.

Claim Determinations

Notice of a claim benefit decision will be provided to you in accordance with the guidelines and timelines
provided below. If Aetna makes an adverse benefit determination, written notice will be provided to you, or in
the case of a concurrent care claim, to your provider.

Time Frames for Adverse Benefit Determination Notifications

If the claim is being denied for post-stabilization care requested by the treating physician or other health care
provider following Emergency Medical Care, (an "urgent claim"):

Aetna will notify the treating physician or other health care provider within one hour of notification of the
request.

If the patient is hospitalized at the time the claim is made (an "urgent claim"):

Aetna will make notification by telephone or electronic transmission of a claim decision as soon as possible but
not more than one working day after the claim is made. Written notification will be made within three working
days.

If more information is needed to make a decision in either of these two circumstances described, above, Aetna
will notify the claimant within 24 hours of receipt of the claim. The claimant has 48 hours after receiving such
notice to provide Aetna with the additional information. Aetna will notify the claimant within 48 hours of the
earlier of the receipt of the additional information or the end of the 48 hour period given the physician to
provide Aetna with the information.

If the claimant fails to follow plan procedures for filing a claim, Aetna will notify the claimant within 24 hours
following the failure to comply.

If the patient is not hospitalized at the time the claim is made:

Aetna will make notification of a claim decision within three working days, in writing, to the provider of record
and the patient.

In all other circumstances, other than as described in the sections, above or below:

Aetna will make written notification of an adverse benefit determination within the time appropriate to the
circumstances relating to the delivery of the services and to the patient’s condition.
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Contents of Notifications

If it is an adverse benefit determination Aetna will send notice of that determination accompanied by the

following:

(1) the principal reasons for the adverse benefit determination;

(2) the clinical basis for the adverse benefit determination;

(3) adescription of or the source of the criteria used as the guideline in making the adverse benefit
determination; and

(4) a description of the procedure for the appeal process, including notice of the covered person’s right to
appeal an adverse benefit determination to an independent External Review Organization and of the
procedures to obtain that review. If the covered person has a life-threatening condition, you the covered
person have the right to an immediate independent External Review. Aetna's appeal process in this
circumstance is not required.

Concurrent Care Claim Extensions, Reductions or Terminations

If a covered person is hospitalized at the time of a request for a Concurrent Care Claim Extension, Aetna will
make notification by telephone or electronic transmission of a claim decision of regarding concurrent care claim
extension as soon as possible but not more than one working day after the claim is made. Written notification
will be made within two working days.

If you file an appeal, coverage under the plan will continue for the previously approved course of treatment
until a final appeal decision is rendered. During this continuation period, you are responsible for any
copayments; coinsurance; and deductibles; that apply to the services; supplies; and treatment; that are
rendered in connection with the claim that is under appeal. If Aetna's initial claim decision is upheld in the final
appeal decision, you will be responsible for all charges incurred for services; supplies; and treatment; received
during this continuation period.

Post-service Claims

Aetna will make notification of a post-service claim decision as soon as possible but not later than 30 calendar
days after the post-service claim is made. Aetna may determine that due to matters beyond its control an
extension of this 30 calendar day claim determination period is required. Such an extension, of not longer than
15 additional calendar days, will be allowed if Aetna notifies the covered person within the first 30 calendar day
period. If this extension is needed because Aetna needs additional information to make a claim determination,
the notice of the extension shall specifically describe the required information. The patient will have 45 calendar
days, from the date of the notice, to provide Aetna with the required information.

Complaints

If you are dissatisfied with the service you receive from the Plan or want to complain about a provider you, or
the person you authorize to do so must write Aetna Customer Service. You must include a detailed description
of the matter and include copies of any records or documents that you think are relevant to the matter. Aetna
will review the information and provide you with a written response within 30 calendar days of the receipt of
the complaint, unless additional information is needed and it cannot be obtained within this period. The notice
of the decision will tell you what you need to do to seek an additional review.

Appeals of Adverse Benefit Determinations

You may submit an Appeal if Aetna gives notice of an adverse benefit determination. It will also provide an
option to request an external review of the adverse benefit determination. If you choose, another person (an
authorized representative) may make the appeal on your behalf by providing written consent to Aetna.
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Your appeal may be submitted orally or in writing and should include:

=  Your name;

®  Your employer’s name;

= A copy of Aetna’s notice of an adverse benefit determination;
= Your reasons for making the appeal; and

= Any other information you would like to have considered.

Send in your appeal to Member Services at the address shown on your ID Card, or call in your appeal to Member
Services using the toll-free telephone number listed on such notice.

Aetna will acknowledge receipt, in writing, of your appeal within 5 working days of receiving it.

You may be allowed to provide evidence or testimony during the appeal process in accordance with the
guidelines established by the Federal Department of Health and Human Services.

Group Health Claims
The review of an appeal of an adverse benefit determination shall be provided by an Aetna physician not
involved in making the adverse benefit determination.

Non-Expedited Appeals
(Applies for Claims Subject to Preauthorization and Post-Service Claims)

Claims Subject to Preauthorization
(May Include Concurrent Care Claim Reduction or Termination)

Aetna shall issue a decision within 30 calendar days of receipt of the request for an Appeal.

If an adverse benefit determination concerning specialty care is upheld upon appeal, the health care provider
has 10 working days in which to request, in writing, a specialty review. The adverse benefit determination will
be reviewed by a provider in the same or similar specialty as that which is the subject of the adverse benefit
determination and the review will be complete within 15 working days of its receipt of the request.

Post-Service Claims
Aetna shall issue a decision within 30 calendar days of receipt of the request for an appeal.

Expedited Appeals

(Applies for Claims for Post-Stabilization Care following an Emergency or for Claims When the Patient is
Hospitalized -- May Include Appeals Regarding Concurrent Care Claim Reductions or Terminations of Hospital
Stays)

Aetna shall issue a decision on the appeal of an adverse benefit determination for an Urgent Care Claim within
a timeframe consistent with the urgency of the condition, procedure or treatment, but in no eventin a
timeframe exceeding the earlier of 1 working day from the date all information necessary to complete the
Appeal has been received by Aetna. If Aetna has provided notice of the decision orally, written notice of the
decision will be provided within three calendar days of the oral notification.

If yours is an urgent claim, you may immediately appeal Aetna’s adverse benefit determination to an

independent External Review Organization. You are not required to first comply with Aetna’s appeals process.
Please see the section entitled “External Independent Review”, below.
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External Independent Review

If Aetna has denied a claim for benefits, you may request an external review of your claim if you or your provider
disagrees with Aetna’s decision. An external review is a review by an independent physician, selected by an
independent External Review Organization, who has expertise in the problem or question involved.

You may request a review by an independent External Review Organization assigned to the appeal by the Texas
Department of Insurance for any appeal related to an adverse benefit determination concerning a claim subject
to preauthorization involving a decision that the service, supply, or non-formulary drug is experimental or
investigational and/or is not medically necessary.

If your adverse benefit determination is for a life-threatening condition, you have the right to have your claim
immediately reviewed by an independent External Review Organization. You are not required to exhaust
Aetna’s internal appeals processes.

The claim denial letter you receive from Aetna will describe the process to follow if you wish to pursue an
external review, including a copy of the Request for External Review Form.

Aetna will contact the External Review Organization that will conduct the review of your claim. The External
Review Organization will select an independent physician with appropriate expertise to perform the review. In
making a decision, the external reviewer may consider any appropriate credible information that you send along
with the Request for External Review Form, and will follow Aetna’s contractual documents and plan criteria
governing the benefits.

Expedited Reviews
An expedited review is possible if either (a) or (b), below applies:

(a) You have an urgent claim, as described above. The External Review Organization will inform both you
and Aetna of the decision within four business days or fewer, (depending on the urgency of the medical
specifics of the case), from the date of receipt of the request for the expedited External Review of the
urgent claim. If the External Review Organization provides an oral notification, it must follow that oral
communication with a written notice of the decision within 48 hours of the oral notification.

(b) Your physician certifies (by telephone or on a separate Request for External Review Form) that a delay
in receiving the service would endanger your health. Such expedited reviews are decided within3to 5
calendar days after Aetna receives the request.

Aetna will abide by the decision of the External Review Organization.
Aetna is responsible for the cost of the external review.

For more information about the External Review process, call the toll-free Member Services telephone number
shown on your ID card.

Important Note:

If Aetna does not meet all of the appeal timeline requirements outlined above, you are considered to have
exhausted the appeal requirements and may proceed with an External Review.
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Exhaustion of Process
Unless otherwise noted above, you must exhaust the applicable processes of the Appeal Procedure before
taking further action.

You may not:

= contact the Texas Department of Insurance to request an investigation of a complaint or Appeal; or
= file a complaint or Appeal with the Texas Department of Insurance; or
= establish any:

litigation;
arbitration; or
administrative proceeding;

regarding an alleged breach of the policy terms by Aetna Life Insurance Company; or any matter within the
scope of the Appeals Procedure:

(1) before the 61st day after the date written proof of loss is filed as required under the policy; or
(2) after the third anniversary of the date on which written proof of loss is required under the policy to be
filed.

This amendment makes no other changes to the Group Policy or the Booklet-Certificate.

%__

Dan Finke
President
Aetna Life Insurance Company
(A Stock Company)

Rider: Appeals
Issue Date: January 17, 2022
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Assistive Technology

Persons using assistive technology may not be able to fully access the following information. For assistance,
please call 1-888-982-3862.

Smartphone or Tablet

To view documents from your smartphone or tablet, the free WinZip app is required. It may be available from
your App Store.

Non-Discrimination

Aetna complies with applicable Federal civil rights laws and does not unlawfully discriminate, exclude or treat
people differently based on their race, color, national origin, sex, age, or disability.

We provide free aids/services to people with disabilities and to people who need language assistance.

If you need a qualified interpreter, written information in other formats, translation or other services, call 1-888-
982-3862.

If you believe we have failed to provide these services or otherwise discriminated based on a protected class
noted above, you can also file a grievance with the Civil Rights Coordinator by contacting:

Civil Rights Coordinator,

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA 93779),
1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 860-262-7705), CRCoordinator@aetna.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at: U.S. Department of
Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
or at 1-800-368-1019, 800-537-7697 (TDD).

Aetna is the brand name used for products and services provided by one or more of the Aetna group of subsidiary

companies, including Aetna Life Insurance Company, Coventry Health Care plans and their affiliates (Aetna).


http://epubdms.aetna.com/otcsdav/nodes/343740332/CRCoordinator%40aetna.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Language Assistance

TTY: 711

To access language services at no cost to you, call 1-888-982-3862.

Para acceder a los servicios de idiomas sin costo, llame al 1-888-982-3862. (Spanish)
IMERREEER. 5EE 1-888-982-3862, (Chinese)

Afin d'accéder aux services langagiers sans frais, composez le 1-888-982-3862. (French)

Para ma-access ang mga serbisyo sa wika nang wala kayong babayaran, tumawag sa 1-888-982-3862.
(Tagalog)

T'aa ni nizaad k'ehji bee nikd a'doowot doo baah ilinigdd kojj’ '16|'1EJ|1—888—982—3862 (Navajo)

Um auf fur Sie kostenlose Sprachdienstleistungen zuzugreifen, rufen Sie 1-888-982-3862 an. (German)
Pér shérbime pérkthimi falas pér ju, telefononi 1-888-982-3862. (Albanian)
PR7E A1APTT PANEL ATITTHE (1 1-888-982-3862 LLM+X:: (Amharic)

(Arabic) .1-888-982-3862 ai il e Juai¥) ela Hl) (AdlSH (ol ¢ 50 4y galll ool e () guaall

Utddun (Ekquljut swnwjnipniuibphg oqgunybint hwdwnp quuquhwpkp 1-888-982-3862
htnwinuwhwdwnpny: (Armenian)

Kugira uronke serivisi z’'indimi atakiguzi, hamagara 1-888-982-3862 (Bantu)

SR IAP[EIC ST FHAET A T A3 THIABENR( T F9: 1-888-982-3862 | (Bengali)

Ngadto maakses ang mga serbisyo sa pinulongan alang libre, tawagan sa 1-888-982-3862. (Bisayan-
Visayan)

sobmesiyd meskpec vemed omoreomolacond &

a8, phiedafoh (Burmese)

Per accedir a serveis lingtistics sense cap cost per voste, telefoni al 1-888-982-3862. (Catalan)
Para un hago' i setbision lengguahi ni dibatde para hagu, agang 1-888-982-3862. (Chamorro)

GYood SOhAOJ PGOLE°/A L ATo0d AGEGWJIA HY, QPHADWGED 1-888-982-3862.
(Cherokee)

Anumpa tohsholi | toksvli ya peh pilla ho ish | paya hinla, | paya 1-888-982-3862. (Choctaw)
Tajaajiiloota afaanii garuu bilisaa ati argaachuuf,bilbili 1-888-982-3862. (Cushite-Oromo)
Voor gratis toegang tot taaldiensten, bell 1-888-982-3862. (Dutch)

Pou jwenn sévis lang gratis, rele 1-888-982-3862. (French Creole-Haitian)



o VOl ETILKOLVWVNOETE XWPIC XPEWON LE TO KEVTPO UTOOTNPLENG TTEAATWY OTh YAWOOoO 0,
tAsdwvnote otov aplBud 1-888-982-3862. (Greek)

dHR 518 %ldell WY dlell dNLefl Aaidlefl usly Ui, sld $20 1-888-982-3862. (Gujarati)

No ka wala‘au ‘ana me ka lawelawe ‘Olelo e kahea aku i kéia helu kelepona 1-888-982-3862. Kaki ‘ole
‘ia kéia kokua nei. (Hawaiian)

31T ATT SToIT HIAT PIHAT b HTST FATHT T START A B 1T, 1-888-982-3862 T dhlel i | (Hindi)
Xav tau kev pab txhais lus tsis muaj ngi them rau koj, hu 1-888-982-3862. (Hmong)
lji nwetadhere na oru gasj asusu n'efu, kpoo 1-888-982-3862. (Ibo)

Tapno maaksesyo dagiti serbisio maipapan iti pagsasao nga awan ti bayadanyo, tawagan ti 1-888-982-
3862. (llocano)

Untuk mengakses layanan bahasa tanpa dikenakan biaya, hubungi 1-888-982-3862. (Indonesian)

Per accedere ai servizi linguistici, senza alcun costo per lei, chiami il numero 1-888-982-3862 (Italian)

cnosfmpegiaffmonicienmord d:oof oneSoo ooB58: myrom o osdupdFimBioniel o 1-888-982-3862

enogf. (Karen)

L2 H MEBIAZE 01256t H 1-888-982-3862 2 2 H 5ol =4I Al 2. (Korean)

M dyi wudu-du ka ko do bé dyi maun ni Pidyi ni, nii, da ndba nia ke: 1-888-982-3862. (Kru-Bassa)
(Kurdish) .1-888-982-3862 (so_le 5 a2 s (5300 53 ¢ 51 32 (159355 (5o T 5 3580w 33 o3 i€l ygansed 33

CWBC2I{QNIVVANIVWITNOBVCIVNIONNVMI, oltmacy 1-888-982-3862. (Laotian)

HIUTTATET TPTRATATI HTST HAT WY HIUTATHTST, 1-888-982-3862 G il &I, (Marathi)

Nan etal nan jikin jiban ikijen Kajin ilo an ejelok onen nan kwe, kirlok 1-888-982-3862. (Marshallese)

Pwehn alehdi sawas en lokaia kan ni sohte pweipwei, koahlih 1-888-982-3862. (Micronesian-
Pohnpeian)

Z0yUsgsuuSuinmAgEmMMRIUSSSSSUlognUUnNsHSS
HNIOISIUN S SI0IMSIUIE 1-888-982-3862 (Mon-Khmer, Cambodian)

STT:3[efeh HTST HaT WY IR 1-888-982-3862HT SelThlsT IRIEI | (Nepali)



Té koor yin wégr de thokic ke cin wéu kor keek ténan yin. Ke cal kac ye kac kuony ne nomba 1-888-982-
3862. (Nilotic-Dinka)

For tilgang til kostnadsfri spraktjenester, ring 1-888-982-3862. (Norwegian)
Um Schprooch Services zu griege mitaus Koscht, ruff 1-888-982-3862. (Pennsylvania Dutch)

(Persian-Farsi) .2 & 0si1-888-982-3862 s jladi L ¢80l Jsh 4n ) Cladd 4y syl 51
Aby uzyskac¢ dostep do bezptatnych ustug jezykowych prosze zadzwono¢ 1-888-982-3862 (Polish)

Para acessar os servi¢os de idiomas sem custo para vocé, ligue para 1-888-982-3862. (Portuguese)
3J3 B st SR HI TS ITH A< T @93 II6 B, 1-888-982-3862 ‘3 @& A1 (Punjabi)

Pentru a accesa gratuit serviciile de limb3, apelati 1-888-982-3862. (Romanian)

[Ona Toro 4to6bI HECNNAaTHO NOJTYYUTb NOMOLLb NEPeBOAYMKa, NO3BOHUTE Mo TesnedoHy 1-888-982-
3862. (Russian)

Mo le mauaina o auaunaga tau gagana e aunoa ma se totogi, vala’au le 1-888-982-3862. (Samoan)
Za besplatne prevodilacke usluge pozovite 1-888-982-3862. (Serbo-Croatian)
Heeba a nasta jangirde djey wolde wola chede bo apelou lamba 1-888-982-3862. (Sudanic-Fulfulde)
Kupata huduma za lugha bila malipo kwako, piga 1-888-982-3862. (Swabhili)
ot ¢ e N iy B el Ao e oo

(Syriac-Assyrian) 1-888-982-3862
Boc0 77y Do edchore e90cEOBoL, 1-888-982-3862 £ ¢S Soo. (Telugu)

mnviudaaniadnfianistinimiednunieinglifianldane TUsning 1-888-982-3862 (Thai)

Kapau ‘oku ke fiema’u ta’etotongi ‘a e ngaahi sévesi kotoa pé he ngaahi lea kotoa, telefoni ki he 1-888-
982-3862. (Tongan)

Ren omw kopwe angei aninisin eman chon awewei (ese kamo), kopwe kori 1-888-982-3862. (Trukese)
Sizin icin Ucretsiz dil hizmetlerine erisebilmek igin, 1-888-982-3862 numarayi arayin. (Turkish)

o6 oTpumaTh 6e3KOLWTOBHUI AOCTYN A0 MOBHUX NOCAYT, 3343BOHITb 32 HOMmepom 1-888-982-3862.
(Ukrainian)

(Urdu) -0:8 <l .1-888-982-3862 ¢ i S i S Juals ciledd adlaia s ) Caaidly
N&u quy vi mudn s dung mién phi cac dich vu ngdn ngit, hdy goi t&i s6 1-888-982-3862. (Vietnamese)
(Yiddish) .1-888-982-3862 1917 ,7°K 1¥ 1" TP PR JWANDTRI TRIDW 10N 8

Lati wonu awon ise ede I'ofe fun o, pe 1-888-982-3862. (Yoruba)






