
 
  

    

   
     

   
    

   
 

 
 

   
    

   
   

   
  

   
   

  

     
  

   
 

    
      

  

 

Easy-to-read document helps you understand your  benefits  

You’ll receive a Summary of Benefits and Coverage (SBC) with your enrollment materials this year. 

As part of the health care reform law, the government established a new health plan information 
document called the Summary of Benefits and Coverage (SBC). The SBC will help you understand and 
compare different medical plan options. It provides an overview of each medical plan in a standard 
format and is written in easy-to-understand language. 

The Summary of Benefits and Coverage includes three parts: 
• Benefits and coverage information
• Coverage examples
• A link to a Uniform Glossary

  

 

 

   

Benefits and coverage information 
This section includes a chart that lists the main features of your medical plan option(s). It answers 
fundamental questions about the coverage levels of the plan options. It also provides specific 
information about coverage for different services, such as office visits, prescription drugs and 
emergency room services. 

Coverage examples 
The coverage examples on the last two pages of the document show how the plan might cover 
medical care for three specific scenarios – “Having a Baby”, “Managing Type 2 Diabetes”, and 
“Simple Fracture”. The examples show what the plan would pay and what the patient would pay 
based on a common set of assumptions. It is important to note that these are examples only. They 
should not be used to estimate your actual costs under the plan.   

Uniform Glossary 
The SBC explains how to access or request a glossary with definitions for common health insurance 
and medical terms, such as copayment and deductible. There may be differences between terms 
found in the Uniform Glossary and those in your health plan documents. In these instances, you 
should go by the terms in your health plan document. 

Call Member Services if you have questions about your plan 
Use the toll-free number on your medical ID card for any questions you may have. You can also e
mail your questions to Member Services. Just log in to your secure Aetna member website and click 
Contact Us. 

It’s important your mailing address on file is correct; click here for more information.


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 and its affiliates (Aetna). 

https://www.aetna.com/health-care-reform/summary-benefits-and-coverage-employer-faqs.html#help-us-get-documents-to-our-members-timely-and-accurately


TW VENTURES INC.

Supplemental Information Coverage for: Individual + Family | Plan Type: HMO

How is the overall deductible or 

out-of-pocket limit met?

Individual deductible and  

out-of-pocket limit 

payments apply to the 

family deductible and  

out-of-pocket limit.

The family deductible and family out-of-pocket limit are cumulative for all family 

members. The family deductible and out-of-pocket limit can be met by a combination 

of family members; however no single individual within the family will be subject to 

more than the individual deductible or out-of-pocket limit amount.

How your out-of-network care is reimbursed:

Your plan does not cover care you get outside of our network.  Generally, we  will  not  pay  anything  for that care. But your plan will pay for  

emergency services you receive from health care providers not in our network. Your cost sharing – deductibles, coinsurance, copayments – will  

be the same as if you got the care in-network. You are not responsible for paying anything else. If you get a bill for anything more, contact us. 

Other important information about your plan:

This plan does not cover all health care expenses and includes exclusions and limitations. Members should refer to their plan documents to determine which 

health care services are covered and to what extent.

Additional information regarding your plan is available in the Disclosure Document on www.aetna.com. 

Information includes:

● “Knowing what is covered” which describes how we review a request for coverage for a service or supply

● “Prescription drug benefit” which describes procedures we use to manage prescription drug benefits. These procedures include how to obtain a list of 
covered drugs and the exception policy for receiving coverage of a drug that is not on a closed formulary

Health benefits and health insurance plans are offered and/or underwritten by Aetna Health Inc., Aetna Health of California Inc., Aetna Health Insurance 

Company of New York, Aetna Health Insurance Company and/or Aetna Life Insurance Company (Aetna).  In Florida, by Aetna Health Inc. and/or Aetna 

Life Insurance Company. In Maryland, by Aetna Health Inc., 151 Farmington Avenue, Hartford, CT 06156. Each insurer has sole financial responsibility for 

its own products. While this material is believed to be accurate as of the production date, it is subject to change.

Health benefits and health insurance plans contain exclusions and limitations. Not all health services are covered.

See plan documents for a complete description of benefits, exclusions, limitations and conditions of coverage. Plan features and availability may vary by 
location and are subject to change. You may be responsible for the health care provider's full charges for any non-covered services, including circumstances 
where you have exceeded a benefit limit contained in the plan.  Providers are independent contractors and are not agents of Aetna. Provider participation 
may change without notice. We do not provide care or guarantee access to health services.

Questions: Call the toll free number on your ID card (1-888-982-3862 for prospective members), TDD 1-800-628-3323 (hearing impaired only), 

or visit us at www.HealthReformPlanSBC.com  

082600-050020-002055        
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TW VENTURES INC.

Coverage for: Individual + Family | Plan Type: HMOSupplemental Information

The following is a partial list of services and supplies that are generally not covered. However, your plan documents may contain exceptions to this list based 
on state mandates or the plan design or rider(s) purchased by you or your employer.
 
  
● All medical and hospital services not specifically covered in, or which are 

limited or excluded by your plan documents

● Donor egg retrieval

● Experimental and investigational procedures, except for coverage for 

medically necessary routine patient care costs for members 

participating in a cancer clinical trial with respect to the treatment of 

cancer or other life-threatening disease or condition

● Home births

● Immunizations for travel or work except where medically necessary or 

indicated

● Implantable drugs and certain injectable drugs including injectable 

infertility drugs

● Long-term rehabilitation therapy

● Non-medically necessary services or supplies

● Orthotics except diabetic orthotics

● Outpatient prescription drugs (except for treatment of diabetes), unless 

covered by a prescription plan rider and over-the-counter medications 

(except as provided in a hospital) and supplies

● Radial keratotomy or related procedures

● Reversal of sterilization

● Services for the treatment of sexual dysfunction or inadequacies, 

including therapy, supplies, counseling or prescription drugs

● Therapy or rehabilitation other than those listed as covered

 

Aetna receives rebates from drug manufacturers that may be taken into account in determining Aetna's Preferred Drug List. Rebates do not reduce the 

amount a member pays the pharmacy for covered prescriptions. Aetna Rx Home Delivery refers to Aetna Rx Home Delivery, LLC, a licensed pharmacy 

subsidiary of Aetna Inc., that operates through mail order. The charges that Aetna negotiates with Aetna Rx Home Delivery may be higher than the cost they 

pay for the drugs and the cost of the mail order pharmacy services they provide. For these purposes, the pharmacy's cost of purchasing drugs takes into 

account discounts, credits and other amounts that they may receive from wholesalers, manufacturers, suppliers and distributors.

In case of emergency, call 911 or your local emergency hotline, or go directly to an emergency care facility.

We consider your personal information to be private. We have policies and procedures in place to protect your personal information from unlawful use and 

disclosure. For a summary of our policy, go to www.aetna.com. You’ll find the Privacy Notices link at the bottom of the page. 

Plan features and availability may vary by location and group size.

© 2014 Aetna Inc.
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Questions: Call the toll free number on your ID card (1-888-982-3862 for prospective members), TDD 1-800-628-3323 (hearing impaired only), 

or visit us at www.HealthReformPlanSBC.com  
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Colorado Supplement to the Summary of Benefits and Coverage Form 

INSURANCE COMPANY NAME

Aetna Health Inc.

NAME OF PLAN

HMO Deductible

1. Type of Policy
Large Employer Group Policy

2. Type of Plan
Health maintenance organization (HMO)

3. Areas of Colorado Where  

Plan is Available

Plan is available only in the following areas: Adams, Arapahoe, Boulder, 
Broomfield, Denver, Douglas, El Paso, Elbert, Fremont, Jefferson, Larimer, Mesa, 

Pueblo, Teller, Weld.

SUPPLEMENTAL INFORMATION REGARDING BENEFITS

Important Note: The contents of this form are subject to the provisions of the policy, which contains all terms, covenants and conditions of 

coverage. It provides additional information meant to supplement the Summary of Benefits and Coverage you have received for this plan. 

This plan may exclude coverage for certain treatments, diagnoses, or services not specifically noted. Consult the actual policy to determine the 

exact terms and conditions of coverage.

082600-050020-002056  Page 1 of 3



Item Description

4. Annual Deductible Type EMBEDDED DEDUCTIBLE

INDIVIDUAL: The amount that each member of the family must meet prior to claims being 

paid.  Claims will not be paid for any other individual until their individual deductible or the 

family deductible has been met.

FAMILY: The maximum amount that the family will pay for the year.  The family deductible can 

be met by 2 or more individuals.

5. Out-of-Pocket Type EMBEDDED OUT-OF-POCKET

INDIVIDUAL: The amount that each member of the family must meet prior to claims being 

paid at 100%. Claims will not be paid at 100% for any other individual until their individual 

out-of-pocket or the family out-of-pocket has been met.

FAMILY: The maximum amount that the family will pay for the year. The family out-of-pocket 

can be met by 2 or more individuals.

6. What is included in the In-Network 

Out-of-Pocket Maximum?
Deductible, copayments, coinsurance

7. Is pediatric dental coverage included 

in this plan?
No, the plan does not include pediatric dental.

8. What cancer screenings are covered? Prostate Cancer Screening, Cervical Cancer Screening, Breast Cancer Screening, Colorectal 

Cancer Screening – age and frequency schedules may apply.

USING THE PLAN

Item IN-NETWORK OUT-OF-NETWORK

9. If the provider charges more for a 

covered service than the plan normally 

pays, does the enrollee have to pay the 

difference?

No Yes, refer to your certificate of coverage for 

details.

10. Does the plan have a binding

arbitration clause?

No

082600-050020-002056 Page 2 of 3



Questions: Call 1-888-982-3862, TDD 1-800-628-3323 (hearing impaired only) or visit www.Aetna.com.

If you are not satisfied with the resolution of your complaint or grievance, contact: Colorado Division of Insurance 

           Consumer Services, Life and Health Section

           1560 Broadway, Suite 850, Denver, CO 80202

           Call 303-894-7490 (in state, toll free: 800-930-3745)

           Email: dora_insurance@state.co.us

Colorado Network Access Plan Disclosure:
Aetna maintains and makes available to interested parties upon request a managed care network access plan on its business premises. The 

managed care network access plan demonstrates the managed care network contains an adequate number of accessible acute care 

hospitals, primary care providers, and specialists available to provide covered health care services. Among other things, the access plan 

describes Aetna's process for monitoring and assuring on an ongoing basis the sufficiency of the network to meet the health care needs of 

plan enrollees.

This document is available in other languages. Do you need this in another language? Call us.

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your language. For 

help, call us at the number listed on your ID card or 1-888-982-3862.

Si necesita asistencia lingüistica en español, llámenos al número que figura en su tarjeta de identificación (ID) médica.
Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer documentos y que le envíen algunos en español. Para obtener 

ayuda, llámenos al número que figura en su tarjeta de identificación o al 1-888-982-3862.

082600-050020-002056   Page 3 of 3
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MISSOURI SPECIAL NOTICE 

Applies To: 

 Residents of Missouri, and

 Members insured under a Missouri plan sponsor

WHAT YOU NEED TO KNOW 

1. An optional rider for elective abortion has not been purchased by the group

contract holder pursuant to VAMS section 376.805.

2. An enrollee who is a member of a group health plan with coverage for elective

abortions has the right to exclude and not pay for coverage for elective abortions if

such coverage is contrary to his or her moral, ethical or religious beliefs.

Members insured under a Missouri plan sponsor do not have coverage for elective 

abortions. 

WHAT TO DO IF YOU WANT TO EXCLUDE ELECTIVE ABORTION COVERAGE 

If your plan covers elective abortions and you want to exclude this benefit based on 

moral, ethical or religious beliefs, call Member Services at the following toll free 

number: 1-855-816-6856. You will need to exclude this benefit at the time of your annual 

enrollment period. 

061000-091620-691393 

Page 1 of 1 



  
 

 

 

 

 
 

 

 

 
NOTICE OF CERTAIN MANDATORY 
BENEFITS — Texas 
In compliance with State of Texas laws, we are pleased to provide you with the following notice about 
your health care coverage. 

If any person covered by this plan has questions concerning the below information, please contact us. Our 
phone number and mailing address are on your member ID card.

Need inpatient care for a 
mastectomy or lymph 
node dissection? 
Minimum inpatient stay: If due to treatment of breast 
cancer, any person covered by this plan has either a 
mastectomy or a lymph node dissection, this plan will 
provide coverage for inpatient care for a minimum of: 

(a) 48 hours following a mastectomy, and 

(b) 24 hours following a lymph node dissection. 

The minimum number of inpatient hours is not required 
if the covered person receiving the treatment and the 
attending physician determine that a shorter period of 
inpatient care is appropriate. 

Prohibitions: We may not (a) deny any covered person 
eligibility or continued eligibility or fail to renew this plan 
solely to avoid providing the minimum inpatient hours;  
(b) provide money payments or rebates to encourage 
any covered person to accept less than the minimum 
inpatient hours; (c) reduce or limit the amount paid to 
the attending physician, or otherwise penalize the 
physician, because the physician required a covered 
person to receive the minimum inpatient hours; or (d) 
provide financial or other incentives to the attending 
physician to encourage the physician to provide care 
that is less than the minimum hours. 

Do you have questions about 
your coverage and/or benefits 
for reconstructive surgery 
after mastectomy? 
Coverage and/or benefits are provided to each 
covered person for reconstructive surgery after 
mastectomy, including: 

(a) all stages of the reconstruction of the breast on
     which mastectomy has been performed; 

(b) surgery and reconstruction of the other breast to
     achieve a symmetrical appearance; and 

(c) prostheses and treatment of physical
     complications, including lymphedemas, at all stages
     of mastectomy. 

The coverage and/or benefits must be provided in a 
manner determined to be appropriate in consultation 
with the covered person and the attending physician. 

Prohibitions: We may not (a) offer the covered person 
a financial incentive to forego breast reconstruction or 
waive the coverage and/or benefits shown above; (b) 
condition, limit, or deny any covered person’s eligibility 
or continued eligibility to enroll in the plan or fail to 
renew this plan solely to avoid providing the coverage 
and/or benefits shown above; or (c) reduce or limit the 
amount paid to the physician or provider, nor otherwise 
penalize, or provide a financial incentive to induce the 
physician or provider to provide care to a covered 
person in a manner inconsistent with the coverage 
and/or benefits shown above. 
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Do you need an exam for 
detection of prostate cancer? 
Benefits are provided for each covered male for an 
annual medically recognized diagnostic examination for 
the detection of prostate cancer. Benefits include: 

(a) a physical examination for the detection of prostate
     cancer; and 

(b) a prostate-specific antigen test for each covered 
     male who is 

  

  

(1) at least 50 years of age; or

(2) at least 40 years of age with a family history of
    prostate cancer or other prostate cancer

      risk factor. 

Are you planning to have 
a baby? 
For each person covered for maternity/childbirth 
benefits, we will provide inpatient care for the mother 
and her newborn child in a health care facility for a 
minimum of: 

(a) 48 hours following an uncomplicated vaginal 
    delivery, and  

(b) 96 hours following an uncomplicated delivery by 
     cesarean section.  

This benefit does not require a covered female who is 
eligible for maternity/childbirth benefits to (a) give birth 
in a hospital or other health care facility or (b) remain in 
a hospital or other health care facility for the minimum 
number of hours following birth of the child. 

If a covered mother or her newborn child is discharged 
before the 48 or 96 hours has expired, we will provide 
coverage for post-delivery care. Post-delivery care 
includes parent education, assistance and training in 
breast-feeding and bottle-feeding and the performance 
of any necessary and appropriate clinical tests. Care 
will be provided by a physician, registered nurse or 
other appropriate licensed health care provider, and 
the mother will have the option of receiving the care 
at her home, the health care provider’s office or a 
health care facility. 

Since we provide in-home post-delivery care, we are not 
required to provide the minimum number of hours 
outlined above unless (a) the mother’s or child’s 
physician determines the inpatient care is medically 
necessary or (b) the mother requests the inpatient stay. 

Prohibitions: We may not (a) modify the terms of  
this coverage based on any covered person requesting 
less than the minimum coverage required; (b) offer  
the mother financial incentives or other compensation 
for waiver of the minimum number of hours required;  
(c) refuse to accept a physician’s recommendation for a 
specified period of inpatient care made in consultation 
with the mother if the period recommended by the 
physician does not exceed guidelines for prenatal care 
developed by nationally recognized professional 
associations of obstetricians and gynecologists or  
pediatricians; (d) reduce payments or reimbursements 
below the usual and customary rate; or (e) penalize a 
physician for recommending inpatient care for the 
mother and/or the newborn child. 

Did you know you have 
coverage for tests to detect 
colorectal cancer? 
Benefits are provided for each person enrolled in the 
plan who is 50 years of age or older and at normal risk 
for developing colon cancer. These benefits provide for 
expenses incurred in conducting a medically recognized 
screening examination for the detection of colorectal 
cancer. Benefits include the covered person’s choice of: 

(a) a fecal occult blood test performed annually and 
    a flexible sigmoidoscopy performed every five 
    years, or  

(b) a colonoscopy performed every 10 years. 

Did you know you have 
coverage for tests to detect 
the human papillomavirus 
(HPV), ovarian cancer and 
cervical cancer? 
Coverage is provided for each woman enrolled in the 
plan who is 18 years of age or older for expenses 
incurred for an annual medically recognized diagnostic 
examination for the early detection of ovarian and 
cervical cancer. Coverage required under this section 
includes a CA 125 blood test and, at a minimum, a 
conventional Pap smear screening or a screening using 
liquid-based cytology methods, as approved by the FDA, 
alone or in combination with a test approved by the FDA 
for the detection of the human papillomavirus. 
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Did you know your plan 
may cover acquired brain 
injury services? 
Your health benefit plan coverage for an acquired brain 
injury includes the following services when they are 
medically necessary: 

• Cognitive rehabilitation therapy
• Cognitive communication therapy
• Neurocognitive therapy and rehabilitation
• Neurobehavioral, neurophysiological,

neuropsychological and psychophysiological testing
and treatment

• Neurofeedback therapy and remediation
• Post-acute transition services and community

reintegration services, including outpatient day
treatment services or other post-acute-care treatment
services

• Reasonable expenses related to periodic reevaluation
of the care of an individual covered under the plan who
has incurred an acquired brain injury, has been
unresponsive to treatment, and becomes responsive to
treatment at a later date, at which time the cognitive
rehabilitation services would be a covered benefit.

The fact that an acquired brain injury does not result in 
hospitalization or acute-care treatment does not affect 
the right of the insured or the enrollee to receive the 
preceding treatments or services commensurate with 
their condition. 

Post-acute-care treatment or services may be obtained 
in any facility where those services may legally be 
provided, including acute or post-acute rehabilitation 
hospitals and assisted living facilities regulated under 
the Health and Safety Code. 

You may obtain additional information from the Texas 
Department of Insurance regarding your rights by 
contacting them. Their website is www.tdi.texas.gov. 
Their toll-free telephone number is 1-800-252-3439. 
Their address is 333 Guadalupe Street, Austin, TX 
78701. 

©2018 Aetna Inc.  
01.29.307.1-TX A  (4/18) 
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