’a‘Etna Summary of Dental Benefits and Coverage Disclosure Matrix (SDBC)

Part I: GENERAL INFORMATION

Insurer Name: Aetna Life Insurance Company Plan Name: Aetna Dental® PPO

Policy Type: PPO
Effective Date: 01/01/2023-12/31/2023

Insurer Phone #: 1-877-238-6200
Insurer Website: www.aetha.com

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS
AND WHAT YOU WILL PAY FORCOVERED SERVICES. THIS IS A SUMMARY ONLY AND DOES
NOT INCLUDE THE PREMIUM COSTS OF THIS DENTAL BENEFITS PACKAGE. PLEASE
CONSULT YOUR EVIDENCE OF COVERAGE AND DENTAL CONTRACT FOR A DETAILED
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS. FOR MORE INFORMATION ABOUT
YOUR COVERAGE, VISIT THE INSURER WEBSITE AT www.aetna.com OR CALL 1-877-238-6200.

THIS MATRIX IS NOT A GUARANTEE OF EXPENSES OR PAYMENT.

Part ll: DEDUCTIBLES

Deductible |In-Network Out-of-Network

Dental $50 per individual up to $150 per family | $50 per individual up to $150 per family
combined with Out-of-Network combined with In-Network

Orthodontia | None None

e The deductible applies to the following services: Basic, Major & Preventive & Diagnostic.
¢ A deductible is the amount you are required to pay for covered dental services each policy
year before the insurer begins to pay for the cost of covered dental treatment.

¢ In-network services are dental care services provided by dentists or other licensed dental
care providers that contract with your insurer for alternative rate of payment for dental

services.

¢ Out-of-network services are dental care services provided by dentists or other licensed dental
care providers that have notcontracted with your insurer for alternative rates of payment.
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Part lll: MAXIMUMS POLICY WILL PAY

Maximums

In-Network

Out-of-Network

Annual Maximum

$1,000 per individual combined
with Out-of-Network

$1,000 per individual combined with In-
Network

Lifetime or Annual
Maximum for
Orthodontia

$1,000 per individual combined
with Out-of-Network

$1,000 per individual combined with In-
Network

¢ Annual maximum is the maximum dollar amount your policy will pay toward the cost of dental care
within a specific period of time, usually a consecutive 12-month or calendar year period. Not all
services accrue to the annual maximum.

¢ Lifetime maximum means the maximum dollar amount your policy providing dental benefits
will pay for the life of the enrollee. Lifetime maximums usually apply to specific services, such
as orthodontic treatment.

Part IV: WAITING PERIODS

Waiting Periods: A waiting period is the amount of time that must pass before you are eligible to
receive benefits or services for all or certain dental treatments. Does not apply.

Part V: WHAT YOU WILL PAY

All copayments and coinsurance costs shown in this chart apply after your deductible has
been met, if a deductible applies. The Common Dental Procedures fit into one of the following
applicable categories: Preventive & Diagnostic, Basic or Major. The Benefit Limitations and
Exclusions column includes common limitations and exclusions only. For a full list, see the
full disclosure document referenced in the Benefit Limitations and Exclusions column.

Common Dental Catedo In-Network Out-of- Benefit Limitations and

Procedures gory Network Exclusions
Two routine & two problem-
focused exams per year.

Preventive &

Oral Exam Diagnostic 20% 20% For more information about
dental limitations & exceptions,
see your policy documents.

Bitewing X-ray Preventive & 20% 20% One set per year

Diagnostic '
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Common Dental Catedo In-Network Out-of- Benefit Limitations and
Procedures gory Network Exclusions
, Preventive & o o
Cleaning Diagnostic 20% 20% Two per year.
40% for 40% for
Filling Basic anterior resin | anterior resin
composite composite
Extraction, Erupted
Tooth or Exposed | Basic 40% 40%
Root
o (o)
Root Canal Major S07% for 507 for
molar molar
Scalmg and Root Basic 40% 40% Fom_Jr separate quadrants per 2
Planing rolling years.
. . Replacement of existing crown
o o
Ceramic Crown Major 50% 50% limited to once every 8 years.
Removable Partial . o o Replacement of existing denture
Denture Major 50% 50% limited to once every 8 years.
Extraction, Erupted
Tooth with Bone Basic 40% 40%
Removal
Limited to dependent children &
Orthodontia Orthodontia |50% 50% treatment must start prior to age

20.

Part VI: COVERAGE EXAMPLES

THESE EXAMPLES DO NOT REPRESENT A COST ESTIMATOR OR GUARANTEE OF
PAYMENT. The examples provided represent commonly used services in the categories of
Diagnostic and Preventive, Basic and Major Services for illustrative purposes and to compare this
product to other dental products you may be considering. Your actual costs will likely be different from
those shown in the chart below depending on the actual care you receive, the prices your providers
charge and many other factors. Focus on the cost sharing amounts (deductibles, copayments and

coinsurance) and the summary of excluded services under the plan.
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Dana Has a Dental
Appointment with a New
Dentist

Sam Needs a Tooth Filled

Maria Needs a Crown

New patient exam, x-rays (FMX)

and cleaning

Resin-based composite - one
surface, posterior

Crown - porcelain/ceramic

substrate

Dana's Visit

Dana's Cost

Sam's Visit

Sam's Cost

Maria's Visit

Maria's Cost

Total Cost of
Care

In-network:
$400

Out-of-network:
$550

Total Cost of
Care

In-network:
$150

Out-of-network:
$200

Total Cost of
Care

In-network:
$1,300

Out-of-network:
$1,750

Deductible In-network: Deductible In-network: Deductible In-network:
$50 $50 $50
Out-of-network: Out-of-network: Out-of-network:
$50 $50 $50

Annual In-network: Annual In-network: Annual In-network:

Maximum (Plan | $1,000 Maximum (Plan | $1,000 Maximum (Plan | $1,000

Will Pay) Will Pay) Will Pay)

Out-of-network:
$1,000

Out-of-network:
$1,000

Out-of-network:
$1,000

Patient Cost
(copayment or
coinsurance)

In-network:
20%

Out-of-network:
20%

Patient Cost
(copayment or
coinsurance)

In-network:
40%

Out-of-network:
40%

Patient Cost
(copayment or
coinsurance)

In-network:
50%

Out-of-network:
50%
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Dana's Visit Dana's Cost | Sam's Visit Sam's Cost | Maria's Visit Maria's Cost
In this In-network: In this In-network: In this In-network:
example,Dana | $120 example,Sam | $90 example,Maria | $675
would pay would would
(includes Out-of- pay Out-of- pay Out-of-
copays/ network: (includes network: (includes network:
coinsurance $150 copays/ $110 copays/ $900
and coinsurance coinsurance
deductible, if and deductible, and deductible,
applicable): if applicable): if applicable):
Summary of Annual Summary of Annual Summary of Annual
what is not maximum what is not maximum what is not maximum
covered or applies. Oral | covered or applies. covered or applies.
subject to a Exam: Two subject to a subject to a Replacement
limitation: routine exams | limitation: limitation: once every 8
per year. X- years.
rays (FMX):
One set per 3
rolling years.
Cleaning: Two
per year.
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Assistive Technology
Persons using assistive technology may not be able to fully access the following information. For assistance, please call 866-393-
0002.

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 California and Federal civil rights laws and does not discriminate, exclude or treat people differently
based on their race, color, national origin, ancestry, religion, sex, marital status, age, gender, gender identity, sexual orientation or
disability.

Aetna provides 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 the number on your ID card.
If you believe we have failed to provide these services or otherwise discriminated based on race, color, national origin, ancestry,

religion, sex, marital status, age, gender, gender identity, sexual orientation or disability, you can also file a grievance with the Civil
Rights Coordinator by contacting:

Civil Rights Coordinator, Non-HMO, Civil Rights Coordinator, HMO,

P.O. Box 14462, Lexington, KY 40512, P.O. Box 24030, Fresno, CA 93779,
1-800-648-7817, TTY: 711, Fax: 859-425-3379, 1-800-648-7817, TTY: 711, Fax: 860-262-7705
CRCoordinator@aetna.com CRCoordinator@aetna.com

You can also file a complaint with the California Department of Insurance at www.insurance.ca.gov, or at: Consumer Services
Division, 300 Spring Street South Tower, Los Angeles CA 90013, or at 1-800-927-HELP (4357), TDD: 1-800-482-4TDD (4833).

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights if there is a
concern of discrimination based on the federal protected classes which include race, color, national origin, age, disability, or sex.
You can 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).
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TTY: 711

Language Assistance:

For language assistance in your language call 1-877-238-6200 at no cost.

Albanian -

Ambharic -

Arabic -

Armenian -

Bahasa Indonesia -

Bantu-Kirundi -

Bengali-Bangala -
Bisayan-Visayan -
Burmese -
Catalan -
Chamorro -

Cherokee -
Chinese -

Choctaw -
Cushite -

Dutch -

French -
French Creole -

German -
an.

Greek -

Guijarati -

Pér asistencé né gjuhén shqipe telefononi falas né 1-877-238-6200.

A7 AH 0 A7IC5 (1 1-877-238-6200 12 L@

1-877-238-6200 (Sl 48 51 e Juaii) ela I o(A pall 4alll) Asac il

Ltqyh gniguptpwué wowljgnipjub (huytpt) quugh 1-877-238-6200 wnwig guny:
Untuk bantuan dalam bahasa Indonesia, silakan hubungi 1-877-238-6200 tanpa dikenakan biaya.

Niba urondera uwugufasha mu Kirundi, twakure kuri iyi nomero 1-877-238-6200 ku busa

JNLETY ST ARSI Grof2 A(ATETC 1-877-238-6200-9¢ Fel F1

Alang sa pag-abag sa pinulongan sa (Binisayang Sinugboanon) tawag sa 1-877-238-6200 nga walay bayad.
egop§od0spendol ([g§eromamenm:)gé omameoomisacpapBaopes  1-877-238-620 el aBC

Per rebre assisténcia en (catala), truqui al nUmero gratuit 1-877-238-6200.

Para ayuda gi fino' (Chamoru), agang 1-877-238-6200 sin gastu.
000Y 0 SOhAcOJ JhoOSLDY OLT (GWY) ObWEiS 1-877-238-6200 6T L ATo0oA JEGLJI hPRO.

MBS RPN GESIRE, A 1-877-238-6200, HEFEME.

(Chahta) anumpa ya apela a chi | paya hinla 1-877-238-6200.
Gargaarsa afaan Oromiffa hitkuu argachuuf lakkokkofsa bilbilaa 1-877-238-6200 irratti bilisaan bilbilaa.
Bel voor tolk- en vertaaldiensten in het Nederlands gratis naar 1-877-238-6200.

Pour une assistance linguistique en frangais appeler le 1-877-238-6200 sans frais.
Pou jwenn asistans nan lang Kreyol Ayisyen, rele nimewo 1-877-238-6200 gratis.

Bendtigen Sie Hilfe oder Informationen in deutscher Sprache? Rufen Sie uns kostenlos unter der Nummer 1-877-238-6200

INo yAwoown Bonbeto ota EAAvikd kadéote to 1-877-238-6200 ympic ypémon.

ASYAAALHE HUMIHE HSIAL HIZ 51 UBL WA 4212 1-877-238-6200 Uz 514 531



Hawaiian - No ke kokua ma ka ‘6lelo Hawai‘i, e kahea aku i ka helu kelepona 1-877-238-6200. Kaki ‘ole ‘ia k&ia kokua nei.

Hindi - BT H #ITT WEMAAT & WMV, 4.g77.938.6200 T AR Hlel F

Hmong - Yog xav tau kev pab txhais lus Hmoob hu dawb tau rau 1-877-238-6200.

Ibo - Maka enyemaka asusu na Igbo kpoo 1-877-238-6200 na akwughi ugwo o bula

llocano - Para iti tulong ti pagsasao iti pagsasao tawagan ti 1-877-238-6200 nga awan ti bayadanyo.

Italian - Per ricevere assistenza linguistica in italiano, puo chiamare gratuitamente 1-877-238-6200.

Japanese - AAETIENE CHEEDAL. 1-877-238-6200 £ THERITHEF (1,

Karen - corodfuenesionchodBmdl off ds 877-238-6200 corooBS8:ofandogSonSgind

Korean - SHROE A0 XS 20 HOAH BE SIS QI 1-877-238-6200 H 2 Fots| FHAIL.
Kru-Bassa - Be'm’ké gbo-kpa-kpa dyé pidyi dé Basad-wuduuh weg, da 1-877-238-6200

Kurdish - CASS (s s ) ) 3A 4 1-877-238-62000 jladi L oyl L 4 laial y gl 0

Laotian - fanautegnauasuzosifie lunuswasnans, neaualnna-877-238-620010ed@enaty.
Marathi - FIOTATAT SELRTATATT ATHT HAT IO FLATETST, 1-877-238-6200 I Tl T,

Marshallese - Nan bok jipaii ilo Kajin Majol, kallok 1-877-238-6200 ilo ejjelok wonan.

Micronesian-

Pohnpeyan - Ohng palien sawas en soun kawewe ni omw lokaia Ponape koahl 1-877-238-6200 ni sohte isais.
Mon-Khmer, FUBNURSWMANT Maneul AgugIRNe s IMSnNe 1-877-238-6200 HINWRARABLI

Cambodian

Navajo - T'aa shi shizaad k'ehji bee shikd a'doowol ninizingo Diné k'ehji koji' t'aa jiik'e hdlne' 1-877-238-6200
Nepali - (AT AT AFY[AF ATIT TZTAAT T3e0T ATt 1-877-238-6200 AT i T4 |

Nilotic-Dinka - Tén kuoony & thok & Thuanjén cal 1-877-238-6200 kecin aydc.

Norwegian - For sprakassistanse pa norsk, ring 1-877-238-6200 kostnadsfritt.

Panjabi - Urreft =fg gt rarfesT st 1-877-238-6200 ‘3 HES 1 J4|

Pennsylvania Dutch - Fer Helfe in Deitsch, ruf: 1-877-238-6200 aa. Es Aaruf koschtet nix.

Persian - Bl 80l (gl Aty i s () s 1-877-238-6200 8 Jadi L o 8 (L s il gl
Polish - Aby uzyska¢ pomoc w jezyku polskim, zadzwon bezptatnie pod numer 1-877-238-6200.

Portuguese - Para obter assisténcia linguistica em portugués ligue para o 1-877-238-6200 gratuitamente.



Romanian -
Russian -
Samoan -
Serbo-Croatian -
Spanish -
Sudanic-Fulfude -
Swahili -
Syriac -
Tagalog -
Telugu -

Thai -

Tongan -
Trukese -

Turkish -
Ukrainian -
Urdu -
Vietnamese -
Yiddish -
Yoruba -

Pentru asistenta lingvistica in romaneste telefonati la numarul gratuit 1-877-238-6200

YroObl MOTYYUTH MOMOILb PYCCKOS3BIYHOTO IEPEBOAYNKA, TO3BOHUTE 10 OecriatHoMy HoMmepy 1-877-238-6200.

Mo fesoasoani tau gagana | le Gagana Samoa vala'au le 1-877-238-6200 e aunoa ma se totogi.

Za jezi¢nu pomo¢ na hrvatskom jeziku pozovite besplatan broj 1-877-238-6200.

Para obtener asistencia lingiiistica en espafiol, llame sin cargo al 1-877-238-6200.

Fii yo on hebu balal e ko yowitii e haala Pular noddee e oo humero doo 1-877-238-6200. Njodi woo fawaaki on.
Ukihitaji usaidizi katika lugha ya Kiswahili piga simu kwa 1-877-238-6200 bila malipo.

Ma 2o Mo N padice odw ol « @oiy o da o vl 20 1-877-238-62000 R~ -

Para sa tulong sa wika na nasa Tagalog, tawagan ang 1-877-238-6200 nang walang bayad.

RS D™AH0 ETEE doows® PSS 0% 08™ 1-877-238-6200 % $70F 3Tabod’. ($7wo)
dvfuanuhawmdaneaiuais iy s ing Tns 1-877-238-6200 Wi'lifiA1dae

Kapau ‘oku fiema'u ha tokoni ‘i he lea faka-Tonga telefoni 1-877-238-6200 ‘o ‘ikai ha 6tongi.

Ren aninnisin chiaku ren (Kapasen Chuuk) kopwe kékkééri 1-877-238-6200 nge esapw kamé ngonuk.

(Dil) cagris1 dil yardim i¢in. Higbir ticret 6demeden 1-877-238-6200.

[Io6 oTpumaTH AOTIOMOTY MepeKIIaiada YKpaiHChbKOT MOBH, 3aTeedoHyiTe 32 6€3KoImTOBHUM HOMepoM 1-877-238-6200.
Sl 1-877-238-6200 ¢ = =S S desla Sl ailte e ol Crail

Bé’dudc hd trd ngdn ngu bang (ngén ngu), hay goi mién phi'déh sé™ 1-877-238-6200.

J7NY¥DX |ID "D 1-877-238-62000D1N W'T'N |'N 7' DY XD

Fun iranlowo nipa e¢dé (Yorubd) pe 1-877-238-6200 1ai san owo kankan rara.



