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Designated network and Non-designated network coverage under the 
Aetna Select Medical Plan 

 
Schedule of Benefits 

 

Prepared exclusively for: 
Employer Austin Independent School District  
Contract number: MSA-737540 
 Schedule of Benefits 4C 
Plan effective date:  January 1, 2018 
Plan issue date: January 16, 2019 
Plan revision effective date: January 1, 2019 

 
These benefits are not insured with Aetna but will be paid from the Employer's funds.  
Aetna will provide certain administrative services under the Aetna medical benefits 
plan. 
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Schedule of benefits 
 
This schedule of benefits lists the deductibles and copayments/payment percentage, if any, that apply to the 
services you receive under this plan. You should review this schedule to become familiar with your deductibles 
and copayments/payment percentage and any limits that apply to the services. 
 

How to read your schedule of benefits 
- When we say: 

- “Designated network coverage”, we mean you get care from network providers at the lowest cost 
share. 

- “Non-

http://www.aetna.com/
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 Network benefit level 
Eligible health 
services 

Designated-network 
coverage* 

Non-designated 
network coverage* 

Preventive care and wellness 

http://www.aetna.com/
http://www.aetna.com/
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Preventive care immunizations 
Performed in a facility or 
at a physician’s office 

100% per visit 
 
No deductible applies 

100% (of the negotiated charge) per 
visit 
 
No deductible applies 

 Subject to any age limits provided for in 
the comprehensive guidelines 
supported by Advisory Committee on 
Immunization Practices of the Centers 
for Disease Control and Prevention. 
 
For details, contact your physician or 
Member Services by logging onto your 
Aetna Navigator® secure member 
website at www.aetna.com or calling 
the number on your ID card. 

Subject to any age limits provided for in 
the comprehensive guidelines 
supported by Advisory Committee on 
Immunization Practices of the Centers 
for Disease Control and Prevention. 
 
For details, contact your physician or 
Member Services by logging onto your 
Aetna Navigator® secure member 
website at www.aetna.com or calling 
the number on your ID card. 

 

http://www.aetna.com/
http://www.aetna.com/
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Routine cancer screenings 
(applies whether performed by a physician’s, PCP, specialist office or facility) 
Routine cancer 
screenings 

100% per visit 
 
No deductible applies 

100% (of the negotiated charge) per 
visit 
 
No deductible applies 

Maximums Subject to any age; family history; and 
frequency guidelines as set forth in the 
most current: 
• Evidence-based items that have in 

effect a rating of A or B in the current 

http://www.aetna.com/
http://www.aetna.com/
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Comprehensive lactation support and counseling services 
Lactation counseling 
services – facility or 
office visits 

100% per visit 
 
No deductible applies 

100% (of the negotiated charge) per 
visit 
 
No deductible applies 

Lactation counseling 
services maximum visits 
per Calendar Year either 
in a group or individual 
setting 

6 visits* 6 visits* 
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Female voluntary sterilization 
Inpatient 100% per admission 

 
No deductible applies 

100% (of the negotiated charge) per 
admission 
 
No deductible applies 

Outpatient 100% per visit 
 
No 
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hours per day and at 
least 6 hours per week 
of clinical treatment) 
 

Substance related disorders treatment - inpatient 
Inpatient substance 
abuse detoxification 
during a hospital 
confinement 
 
Inpatient substance 
abuse rehabilitation 
during a hospital 
confinement 
 
Inpatient residential 
treatment facility during 
a hospital confinement 
 
Coverage is provided 
under the same terms, 
conditions as any other 



 

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
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Other outpatient 
substance abuse 
services (includes skilled 
behavioral health 
services in the home) 
 
Partial hospitalization 
treatment (at least 4 
hours, but less than 24 
hours per day of clinical 
treatment) 
 
Intensive Outpatient 
Program (at least 2 
hours per day and at 
least 6 hours per week 
of clinical treatment) 

$50 then the plan pays 100% (of the 
balance of the negotiated charge) per 
visit thereafter 
 
No deductible applies 

$60 then the plan pays 100% (of the 
balance of the negotiated charge) per 
visit thereafter 
 
No deductible applies 
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Outpatient radiation therapy 
 Covered according to the type of 

benefit and the place where the 
service is received. 

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

 

Short-term cardiac and pulmonary rehabilitation services 
Cardiac rehabilitation 
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Habilitation therapy services 
Outpatient physical and occupational therapies 
 $50 then the plan pays 100% (of the 

balance of the negotiated charge) per 
visit thereafter 
 
No deductible applies 

$60 then the plan pays 100% (of the 
balance of the negotiated charge) per 
visit thereafter 
 
No deductible applies 

Outpatient speech therapy 
 $
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Eligible health 
services* 

 

Outpatient prescription drugs 
Prescription drugs 100% (of the recognized charge) prescription or refill 

 
No deductible applies 

 

Family planning services - female contraceptives 
Female contraceptives 
that are generic 
prescription drugs: 
 
 Oral drugs 
 
 Injectable drugs 
 
 Vaginal rings 
 
 Transdermal 

contraceptive 
patches 

100% per prescription or refill 
 
No deductible applies 

Female contraceptives 
that are brand-name 
prescription drugs: 
 
 Oral drugs 
 
 Injectable drugs 
 
 Vaginal rings 
 
 Transdermal 

contraceptive 
patches 

100% per prescription or refill 
 
No deductible applies 

Female contraceptive 
generic devices and 
brand-name devices 

100% per prescription or refill 
 
No deductible applies 

 

Preventive care drugs and supplements 
Preventive care drugs 
and supplements filled 
at a pharmacy 

100% per prescription or refill 
 
No deductible applies 
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Risk reducing breast cancer prescription drugs 
Risk reducing breast 
cancer prescription 
drugs 

http://www.aetna.com/
http://www.aetna.com/
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General coverage provisions 
 
 

This section provides detailed explanations about the: 
 Deductible 
 Maximum out-of-pocket limits 

 
that are listed in the first part of this schedule of benefits. 
 

Deductible provisions   
 
The deductible may not apply to certain eligible health services. You must pay any applicable 
copayments/payment percentage for eligible health services to which the deductible does not apply. 

 
 

Individual  
This is the amount you owe for in-network eligible health services each 
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applicable under this plan. They may apply to each stay or they may apply on a per day basis up to a per 
admission maximum amount. 

The per admission copayment 




