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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:  
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Schedule of benefits 
 
This schedule of benefits lists the deductibles 

http://www.aetna.com/




 

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
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 Network benefit level 

http://www.aetna.com/
http://www.aetna.com/


 

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
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Preventive care immunizations 
Performed in a facility or 
at a physician’s office 

http://www.aetna.com/
http://www.aetna.com/


 

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
 
 6 

Obesity and/or healthy diet counseling maximums: 
Maximum visits per 12 
months 
 
(This maximum applies 
only to covered persons 
age 22 and older.) 

Unlimited visits Unlimited visits 

 

Misuse of alcohol and/or drugs maximums: 
Maximum visits per 12 
months 

5 visits* 5 visits* 

*Note: In figuring the maximum visits, each session of up to 60 minutes is equal to one visit. 

 

Use of tobacco products maximums: 
Maximum visits per 12 
months 

8 visits* 8 visits* 

*Note: In figuring the maximum visits, each session of up to 60 minutes is equal to one visit. 



 

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
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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 
recommendations of the United 
States Preventive Services Task 
Force; and 

• The comprehensive guidelines 
supported by the Health Resources 
and Services Administration. 

 
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; family history; and 
frequency guidelines as set forth in the 

http://www.aetna.com/
http://www.aetna.com/


 

*See 





http://www.aetna.com/
http://www.aetna.com/


    

*See How to read your schedule of benefits



    

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
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Maximum days per 
Calendar Year 

60 60 

 

 Network benefit level 

Eligible health 
services 

Designated- network 
coverage* 

Non-designated- network 
coverage* 

Emergency services and urgent care 

Emergency services 
Hospital emergency 
room 

$500 then the plan pays 100% (of the 
balance of the negotiated charge) per 
visit thereafter 
 
No deductible applies 

$500 then the plan pays 100% (of the 
balance of the negotiated charge) per 
visit thereafter 
 
No deductible applies 

 

Non-emergency care in 
a hospital emergency 
room 

Not covered Not covered 

 

Important Note: 
 As out-of-network providers do not have a contract with us the provider may not accept payment of 

your cost share, (deductible, copayment, and payment percentage), as payment in full. You may 
receive a bill for the difference between the amount billed by the provider and the amount paid by 
this plan. If the provider bills you for an amount above your cost share, you are not responsible for 



 

*See How to read your schedule of benefits at the beginni

 



 

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
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Mental health treatment - inpatient 
Inpatient mental health 
treatment 
 
Inpatient residential 
treatment facility 
 
Coverage is provided 
under the same terms, 
conditions as any other 
illness. 

$500 then the plan pays 90% (of the 
balance of the negotiated charge) per 
admission 

$500 then the plan pays 70% (of the 
balance of the negotiated charge) per 
admission 

 

Mental health treatment - outpatient 
Outpatient mental 
health treatment office 
visits to a physician or 
behavioral health 
provider includes 
telemedicine 
consultation 
 
Coverage is provided 
under the same terms, 
conditions as any other 
illness. 

$50 then the plan pays 100% (of the 
balance of the negotiated charge) per 



 

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
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*See How to read your schedule of benefits at the beginning of this schedule of benefits 
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 Network benefit level 

Eligible health 
services 

Designated- network 
coverage* 

Non-designated- network 
coverage* 

Treatment of infertility 

Basic infertility 
Basic infertility 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. 

 

 Network benefit level 

Eligible health 
services 

Designated- network 
coverage* 

Non-designated- network 
coverage* 

Specific therapies and tests 
Outpatient diagnostic testing 

Diagnostic complex imaging services 
 90% (of the negotiated charge) per visit 70% (of the negotiated charge) per visit 

 

Diagnostic lab work 
 100% (of the negotiated charge) per 

visit 
 
No deductible applies 

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

 

Diagnostic radiological services 
 100% (of the negotiated charge) per 

visit 
 
No deductible applies 

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

 

Chemotherapy 
 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. 

 

Outpatient infusion therapy 
 $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 

 



 

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
 
 6 

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 
Cardiac rehabilitation 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. 

Pulmonary rehabilitation 
Pulmonary rehabilitation 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. 

 



 

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
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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 
 $50 then the plan pays 100% (of the 

balance of the negotiated charge) per 
visit thereafter 
 



 

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
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 Network benefit level 





 

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
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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 



 

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
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Risk reducing breast cancer prescription drugs 

Risk reducing breast 
cancer prescription 
drugs filled at a 
pharmacy 

100% per prescription or refill 
 
No deductible applies 

Maximums: Coverage will be subject to any sex, age, medical condition, family history, and 
frequency guidelines in the recommendations of the United States Preventive 
Services Task Force. For details on the guidelines and the current list of covered 
preventive care drugs and supplements, contact Member Services by logging onto 
your Aetna Navigator® secure member website at www.aetna.com or calling the 
number on your ID card. 

 

Tobacco cessation prescription and over-the-counter drugs 
Tobacco cessation 
prescription drugs and 
OTC drugs filled at a 
pharmacy for each 90 
day supply 

$0 per prescription or refill

http://www.aetna.com/
http://www.aetna.com/


 

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
 
 



 

*See How to read your schedule of benefits at the beginning of this schedule of benefits 
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