
Aetna health insurance cards mailed June 13, use after July 1 

 
New health insurance identification cards were mailed to County employees and eligible 

retirees by Aetna on June 13. Many staff members reported receipt as early as June 18.  

 

Cards are issued to the employee and spouse, which can be used for a covered child or 

children at the healthcare provider’s office beginning July 1. For covered adult children up to age 26, 

employees should register at the Aetna website www.aetna.com by selecting “Login/Register” 

creating a user name and password and completing a security question. On July 1 and thereafter, an 

employee may return to the website to log in and request an additional identification card.  

 

If you do not receive a new Aetna identification card by June 25, please promptly call the 

Personnel Office at (302) 744-2310.   

 

The Summary of Benefits & Coverage are attached for the High Plan – Open Choice PPO 

100%/80% HRA $5,000/$10,000 (no employees/retirees selected the Low plan) and the Medicare 

Supplement - PPO$0 

 

Delaware Valley Health Trust (DVHT), which replaces Highmark as Kent County’s health 

insurance program administrator using the Aetna provider network effective July 1, 2018, has added 

Vision Benefits of America (VBA) to the suite of value added benefits offered to County employees 

and eligible retirees. The VBA Vision benefit & discount program www.vbaplans.com. (see the 

attached flyer below). The County’s VBA account number is 5519. 

 

The VBA Vision benefits complement an outstanding wellness program offered by DVHT to 

County employees and eligible retirees. And remember you don’t have to wait until the new plan year 

starts on July 1 to schedule or complete a qualifying wellness procedure or benefit. DVHT operates a 

90-day look back window and will offer the cash rewards for qualified wellness services completed 

in April, May, or June 2018. You will be able to submit a wellness claim immediately after July 1. A 

wellness benefits program flyer is located on the County website’s Employee Portal.  

 

If you have questions or concerns, please contact the Personnel Office for more information.   

 

 (Posted 06/21/18) 

http://www.aetna.com/
http://www.vbaplans.com/
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services 
DELAWARE VALLEY HEALTH TRUST: Open Choice® - Kent County 
Levy Court – PPO HRA $5,000/$10,000 with RX $10/$25/$75 

Coverage Period: 07/01/2018-06/30/2019 

Coverage for: EE Only; EE+ Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share 

the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only 

a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, www.HealthReformPlanSBC.com or by calling 1-

800-370-4526. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other

underlined terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary/ or call 1-800-370-4526 to request a copy.

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

Network: EE Only $5,000; EE+ Family $10,000. 
Out-of-Network: EE Only $5,000; EE+ Family 
$10,000. 

Generally, you must pay all of the costs from providers up to the deductible amount 
before this plan begins to pay. If you have other family members on the policy, each  
family member must meet their own individual deductible until the total amount of 
deductible expenses paid by all family members meets the overall family deductible. 
Health Reimbursement Arrangement (HRA) is available that works with your medical 
plan, as described in your employer's Summary Plan Description. 

Are there services covered 
before you meet your 
deductible? 

Yes. In-network Preventive care, routine eye 
exam, prescription drugs and services with 
copayments are covered before you meet your 
in-network deductible. 

This plan covers some items and services even if you haven't yet met the deductible 
amount. But a copayment or coinsurance may apply. For example, this plan covers 
certain preventive services without cost sharing and before you meet your deductible. 
See a list of covered preventive services at 
https://www.healthcare.gov/coverage/preventive-care-benefits/ 

Are there other deductibles 
for specific services? 

No. You don’t have to meet deductibles for specific services. 

What is the out-of-pocket 
limit for this plan? 

Network: EE Only $7,150; EE+ Family: 
$14,300. Out-of-Network: EE Only $10,000; 
EE+ Family: $20,000. 

The out–of–pocket limit is the most you could pay in a year for covered services. If you 
have other family members in this plan, they have to meet their own out–of–pocket 
limits until the overall family out–of–pocket limit has been met. 

What is not included in the 
out-of-pocket limit? 

Premiums, balance-billing charges, health care 
this plan doesn't cover & penalties for failure to 
obtain pre-authorization for services. 

Even though you pay these expenses, they don’t count toward the out–of–pocket limit. 

Will you pay less if you use a 
network provider? 

Yes. See www.aetna.com/docfind or call 1-800-
370-4526 for a list of Network  providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. You will pay the most if you use an out-of-network provider, and you might 
receive a bill from a provider for the difference between the provider's charge and what 
your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider 
before you get services. 

Do you need a referral to see 
a specialist? 

No. You can see the specialist you choose without a referral. 

Kent County pays full cost (100%) of Deductible through County funded HRA

Inform your health care provider that deductible paid by 
Kent County through HRA billed by Aetna 

(HIGH PLAN)

https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
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http://www.healthreformplansbc.com/
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

Common Medical 
Event 

Services You May Need 

What You Will Pay 

Limitations, Exceptions & Other Important 
Information 

Network Provider 
(You will pay the 

least) 

Out-of-Network 
Provider 

(You will pay the 
most) 

If you visit a health 
care provider’s 
office or clinic 

Primary care visit to treat an injury or illness $10 copay/visit 20% coinsurance None 

Specialist visit $20 copay/visit 20% coinsurance None 

Preventive care /screening /immunization No charge 20% coinsurance 

You may have to pay for services that aren’t 
preventive. Ask your provider if the services 
needed are preventive. Then check what your 
plan will pay for. 

If you have a test Diagnostic test (x-ray, blood work) No charge 20% coinsurance None 

Imaging (CT/PET scans, MRIs) No charge 20% coinsurance None 

If you need drugs 
to treat your 
illness or 
condition 

More information 
about prescription 
drug coverage is 
available at 
www.aetnapharmac
y.com/premierplus

Premier Plus 
Formulary 

Generic drugs 
Copay/prescription: 
$10 (retail), $20 
(mail order) 

Not covered 
Covers 34-90 day supply (retail), up to 90 day 
supply (mail order). Includes contraceptive drugs 
& devices obtainable from a pharmacy, oral & 
injectable fertility drugs. No charge for preferred 
generic FDA-approved women's contraceptives 
in-network. Deductible doesn't apply to 
preventive medications.  

Certain participating retail pharmacy providers 
may have agreed to make maintenance 
prescription drugs available at the same cost-
sharing and quantity limits as the mail service 
coverage. 

Preferred brand drugs 
Copay/prescription: 
$25 (retail), $50 
(mail order) 

Not covered 

Non-preferred brand drugs 
Copay/prescription: 
$75 (retail), $150 
(mail order) 

Not covered 

Specialty drugs 

Applicable cost as 
noted above for 
generic or brand 
drugs 

Not covered Certain drugs may require prior authorization. 

If you have 
outpatient surgery 

Facility fee (e.g., ambulatory surgery center) No charge 20% coinsurance None 

Physician/surgeon fees No charge 20% coinsurance None 

https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
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Common Medical 
Event 

Services You May Need 

What You Will Pay 

Limitations, Exceptions & Other Important 
Information 

Network Provider 
(You will pay the 

least) 

Out-of-Network 
Provider 

(You will pay the 
most) 

If you need 
immediate medical 
attention 

Emergency room care 
$150 copay/visit $150 copay/visit No coverage for non-emergency use. 

Emergency medical transportation No charge No charge No coverage for non-emergency transport. 

Urgent care $50 copay/visit 20% coinsurance No coverage for non-urgent use. 

If you have a 
hospital stay 

Facility fee (e.g., hospital room) No charge 20% coinsurance 
Penalty of $200 for failure to obtain pre-
authorization for out-of-network care. 

Physician/surgeon fees No charge 20% coinsurance None 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services 
Office & other 
outpatient services: 
$10 copay/visit 

Office & other 
outpatient services: 
20% coinsurance 

None 

Inpatient services No charge 20% coinsurance 
Penalty of $200 for failure to obtain pre-
authorization for out-of-network care. 

If you are pregnant 

Office visits No charge 20% coinsurance Cost sharing does not apply for preventive 
services. Maternity care may include tests and 
services described elsewhere in the SBC (i.e. 
ultrasound.) Penalty of $200 for failure to obtain 
pre-authorization for out-of-network care may 
apply. 

Childbirth/delivery professional services No charge 20% coinsurance 

Childbirth/delivery facility services No charge 20% coinsurance 

If you need help 
recovering or have 
other special 
health needs 

Home health care No charge 20% coinsurance 
Up to 100 visits per benefit period. Penalty of 
$200 for failure to obtain pre-authorization for 
out-of-network care. 

Rehabilitation services $20 copay/visit 20% coinsurance 
Up to 30 visits per plan year for physical and 
occupational therapy combined. 30 visits per plan 
year for speech therapy.  

Habilitation services Not covered Not covered Not covered. 

Skilled nursing care No charge 20% coinsurance 
120 days/calendar year. Penalty of $200 for 
failure to obtain pre-authorization for out-of-
network care. 

Durable medical equipment No charge 20% coinsurance 
Limited to 1 durable medical equipment for 
same/similar purpose. Excludes repairs for 
misuse/abuse. 
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Common Medical 
Event 

Services You May Need 

What You Will Pay 

Limitations, Exceptions & Other Important 
Information 

Network Provider 
(You will pay the 

least) 

Out-of-Network 
Provider 

(You will pay the 
most) 

Hospice services No charge 20% coinsurance 
Penalty of $200 for failure to obtain pre-
authorization for out-of-network care. 

If your child needs 
dental or eye care 

Children's eye exam No charge 20% coinsurance 
Once every 12 months, performed at time of 
physical by PCP 

Children's glasses Not covered Not covered Not covered. 

Children's dental check-up Not covered Not covered Not covered. 

Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

• Acupuncture

• Cosmetic surgery

• Dental care (Adult & Child)

• Glasses (Child)

• Hearing aids (Adult)

• Long-term care

• Routine foot care

• Weight loss programs - Except for required preventive
services.

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Bariatric surgery

• Chiropractic care - 30 visits/calendar year.

• Non-emergency care when traveling outside
the U.S.

• Infertility treatment - Limited to the diagnosis
& treatment of underlying medical condition.

• Routine eye care (Adult) - 1 routine eye exam/24 months,
includes contact lens fitting & evaluation.

• Private Duty Nursing – up to 240 hours per benefit period

Your Rights to Continue Coverage: 

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: 

• For more information on your rights to continue coverage, contact the plan at 1-800-370-4526.

• If your group health coverage is subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272)

or www.dol.gov/ebsa/healthreform.

NOTE: If your Healthcare Provider asks about the deductible, inform the physician/specialist/other provider that  Kent 
County fully pays cost of the $5,000/$10,000 deductible through an HRA.  Aetna will pay the applicable deductible to the 
healthcare provider and Kent County will reimburse Aetna (DVHT). 

https://www.healthcare.gov/sbc-glossary/#hospice-services
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#preauthorization
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• For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and Insurance

Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

• If your coverage is a church plan, church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should

contact their State insurance regulator regarding their possible rights to continuation coverage under State law.
Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about 

the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights: 
There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information 

about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, 

appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: 

• Aetna directly by calling the toll free number on your Medical ID Card, or by calling our general toll free number at 1-800-370-4526.

• If your group health coverage is subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA

(3272) or www.dol.gov/ebsa/healthreform.

• For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and Insurance

Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

• Additionally, a consumer assistance program can help you file your appeal. Contact information is at:

http://www.aetna.com/individuals-families-health-insurance/rights-resources/complaints-grievances-appeals/index.html.

Does this plan provide Minimum Essential Coverage?  Yes. 
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the 

requirement that you have health coverage for that month. 

Does this plan Meet Minimum Value Standard? Yes. 

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 

-------------------To see examples of how this plan might cover costs for a sample medical situation, see the next section.------------------- 
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Note: These numbers assume the patient does not participate in the plan's wellness program. If you participate in the plan's wellness program, you may be able to reduce 
your costs. For more information about the wellness program, please contact: 1-800-370-4526. 

About these Coverage Examples:  

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be 

different 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 excluded services under the plan. Use this information to compare the portion 

of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage. 

◼ The plan's overall deductible $5,000 

◼ Specialist Copayment $40 

◼ Hospital (facility) Coinsurance 10% 

◼ Other Coinsurance 10% 

This EXAMPLE event includes services like: 

Specialist office visits (prenatal care) 

Childbirth/Delivery Professional Services 

Childbirth/Delivery Facility Services  

Diagnostic tests (ultrasounds and blood work)  

Specialist visit (anesthesia) 

Total Example Cost $12,800  

 In this example, Peg would pay: 

Cost Sharing 

Deductibles $5,000  

Copayments $40  

Coinsurance $0  

What isn't covered 

Limits or exclusions $0  

The total Peg would pay is $5,040  

 

◼ The plan's overall deductible $5,000 

◼ Specialist Copayment $40 

◼ Hospital (facility) Coinsurance 10% 

◼ Other Coinsurance 10% 

This EXAMPLE event includes services like: 

Primary care physician office visits (including 

disease education) 

Diagnostic tests (blood work) 

Prescription drugs 

Durable medical equipment (glucose meter) 

Total Example Cost $7,400  

 In this example, Joe would pay: 

Cost Sharing 

Deductibles $5,000  

Copayments $40  

Coinsurance $0  

What isn't covered 

Limits or exclusions $0  

The total Joe would pay is $5,040  

◼ The plan's overall deductible $5,000 

◼ Specialist Copayment $250 

◼ Hospital (facility) Coinsurance 10% 

◼ Other Coinsurance 10% 

This EXAMPLE event includes services like: 

Emergency room care (including medical 

supplies) 

Diagnostic test (x-ray) 

Durable medical equipment (crutches) 

Rehabilitation services (physical therapy) 

Total Example Cost $1,900  

 In this example, Mia would pay: 

Cost Sharing 

Deductibles $0  

Copayments $290  

Coinsurance $0  

What isn't covered 

Limits or exclusions $0  

The total Mia would pay is $290  

Peg is Having a Baby 

(9 months of in-network pre-natal care and a 
hospital delivery) 

Managing Joe’s type 2 Diabetes 

(a year of routine in-network care of a well-
controlled condition)  

Mia’s Simple Fracture 

(in-network emergency room visit and follow up 
care) 

The plan would be responsible for the other costs of these EXAMPLE covered services. 

Paid by Kent County HRA Paid by Kent County HRA
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Assistive Technology 

Persons using assistive technology may not be able to fully access the following information. For assistance, please call 1-800-370-4526. 

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 discriminate, exclude or treat people differently based on their race, color, national origin, sex, age, 
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 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: 1-860-262-7705),

Email: 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). 

mailto:CRCoordinator@aetna.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services 
 DELAWARE VALLEY HEALTH TRUST: Open Choice® - Kent County 
Levy Court - PPO $0 with RX $10/$25/$75 

Coverage Period: 07/01/2018-06/30/2019 

Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share 

the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only 

a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, www.HealthReformPlanSBC.com or by calling 1-

800-370-4526. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other

underlined terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary/ or call 1-800-370-4526 to request a copy.

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: None. Out-of-Network: None 

Generally, you must pay all of the costs from providers up to the deductible amount 
before this plan begins to pay. If you have other family members on the plan, each 
family member must meet their own individual deductible until the total amount of 
deductible expenses paid by all family members meets the overall family deductible. 

Are there services covered 
before you meet your 
deductible? 

No deductible. 

This plan covers some items and services even if you haven't yet met the deductible 
amount. But a copayment or coinsurance may apply. For example, this plan covers 
certain preventive services without cost sharing and before you meet your deductible. 
See a list of covered preventive services at 
https://www.healthcare.gov/coverage/preventive-care-benefits/ 

Are there other deductibles 
for specific services? 

No. You don’t have to meet deductibles for specific services. 

What is the out-of-pocket 
limit for this plan? 

Network: Individual $6,350 / Family $12,700. 
Out-of-Network: Individual $6,350 / Family 
$12,700. 

The out–of–pocket limit is the most you could pay in a year for covered services. If you 
have other family members in this plan, they have to meet their own out–of–pocket 
limits until the overall family out–of–pocket limit has been met. 

What is not included in the 
out-of-pocket limit? 

Premiums, balance-billing charges, health care 
this plan doesn't cover & penalties for failure to 
obtain pre-authorization for services. 

Even though you pay these expenses, they don’t count toward the out–of–pocket limit. 

Will you pay less if you use a 
network provider? 

Yes. See www.aetna.com/docfind or call 1-800-
370-4526 for a list of Network  providers?

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. You will pay the most if you use an out-of-network provider, and you might 
receive a bill from a provider for the difference between the provider's charge and what 
your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider 
before you get services. 

Do you need a referral to see 
a specialist? 

No. You can see the specialist you choose without a referral. 

Medicare Supplement

Eligible Kent County Retirees & dependents age 65 or over
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

Common Medical 
Event 

Services You May Need 

What You Will Pay 

Limitations, Exceptions & Other Important 
Information 

Network Provider 
(You will pay the 

least) 

Out-of-Network 
Provider 

(You will pay the 
most) 

If you visit a health 
care provider’s 
office or clinic 

Primary care visit to treat an injury or illness No charge No charge None 

Specialist visit No charge No charge None 

Preventive care /screening /immunization No charge No charge None 

If you have a test 
Diagnostic test (x-ray, blood work) No charge No charge None 

Imaging (CT/PET scans, MRIs) No charge No charge None 

If you need drugs 
to treat your 
illness or 
condition 

More information 
about prescription 
drug coverage is 
available at 
www.aetnapharmac
y.com/premierplus

Premier Plus 
Formulary 

Generic drugs 

Copay/prescription, 
deductible doesn't 
apply: $10 (retail), 
$20 (retail 
maintenance & mail 
order) 

Not covered 

Covers 34-90 day supply (retail), up to 90 day 
supply (mail order). Deductible doesn't apply to 
preventive medications.  

Certain participating retail pharmacy providers 
may have agreed to make maintenance 
prescription drugs available at the same cost-
sharing and quantity limits as the mail service 
coverage. 

Preferred brand drugs 

Copay/prescription, 
deductible doesn't 
apply: $25 (retail), 
$50 (retail 
maintenance & mail 
order) 

Not covered 

Non-preferred brand drugs 

Copay/prescription, 
deductible doesn't 
apply: $75 (retail), 
$150 (retail 
maintenance & mail 
order) 

Not covered 

Specialty drugs 

Applicable cost as 
noted above for 
generic or brand 
drugs 

Not covered Precertification required for coverage. 

If you have 
outpatient surgery 

Facility fee (e.g., ambulatory surgery center) No charge No charge None 

Physician/surgeon fees No charge No charge None 
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Common Medical 
Event 

Services You May Need 

What You Will Pay 

Limitations, Exceptions & Other Important 
Information 

Network Provider 
(You will pay the 

least) 

Out-of-Network 
Provider 

(You will pay the 
most) 

If you need 
immediate medical 
attention 

Emergency room care 
No charge No charge No coverage for non-emergency use. 

Emergency medical transportation No charge No charge No coverage for non-emergency transport. 

Urgent care No charge No charge No coverage for non-urgent use. 

If you have a 
hospital stay 

Facility fee (e.g., hospital room) No charge No charge 
Penalty of $200 for failure to obtain pre-
authorization for out-of-network care. 

Physician/surgeon fees No charge No charge None 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services No charge No charge None 

Inpatient services No charge No charge 
Penalty of $200 for failure to obtain pre-
authorization for out-of-network care. 

If you are pregnant 

Office visits Not covered Not covered 

None Childbirth/delivery professional services Not covered Not covered 

Childbirth/delivery facility services Not covered Not covered 

If you need help 
recovering or have 
other special 
health needs 

Home health care No charge No charge 
Penalty of $200 for failure to obtain pre-
authorization for out-of-network care. 

Rehabilitation services No charge No charge Physical, Occupational & Speech Therapy, 
including outpatient hospital services. Habilitation services Not covered Not covered 

Skilled nursing care No charge No charge 
Up to 100 days per confinement. Penalty of $200 
for failure to obtain pre-authorization for out-of-
network care. 

Durable medical equipment No charge No charge 
Limited to 1 durable medical equipment for 
same/similar purpose. Excludes repairs for 
misuse/abuse. 

Hospice services No charge No charge 
Penalty of $200 for failure to obtain pre-
authorization for out-of-network care. 

If your child needs 
dental or eye care 

Children's eye exam Not covered Not covered Not covered 

Children's glasses Not covered Not covered Not covered. 

Children's dental check-up Not covered Not covered Not covered. 
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Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

• Acupuncture

• Cosmetic surgery

• Dental care (Adult & Child)

• Glasses (Child)

• Hearing aids

• Long-term care

• Routine foot care

• Weight loss programs - Except for required preventive
services.

• Infertility treatment

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Bariatric surgery

• Chiropractic care - 20 visits/calendar year.

• Private-duty nursing – up to 240 hours per
year

• Routine eye care (Adult) - 1 routine eye exam/24 months,
includes contact lens fitting & evaluation.

• Non-emergency care when traveling outside the U.S.

Your Rights to Continue Coverage: 

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: 

• For more information on your rights to continue coverage, contact the plan at 1-800-370-4526.

• If your group health coverage is subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272)

or www.dol.gov/ebsa/healthreform.

• For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and Insurance

Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

• If your coverage is a church plan, church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should

contact their State insurance regulator regarding their possible rights to continuation coverage under State law.
Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about 

the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights: 
There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information 

about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, 

appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: 

• Aetna directly by calling the toll free number on your Medical ID Card, or by calling our general toll free number at 1-800-370-4526.

• If your group health coverage is subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA

(3272) or www.dol.gov/ebsa/healthreform.

• For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and Insurance

Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.
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• Additionally, a consumer assistance program can help you file your appeal. Contact information is at:

http://www.aetna.com/individuals-families-health-insurance/rights-resources/complaints-grievances-appeals/index.html.

Does this plan provide Minimum Essential Coverage?  Yes. 
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the 

requirement that you have health coverage for that month. 

Does this plan Meet Minimum Value Standard? Yes. 

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 

-------------------To see examples of how this plan might cover costs for a sample medical situation, see the next section.------------------- 
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Note: These numbers assume the patient does not participate in the plan's wellness program. If you participate in the plan's wellness program, you may be able to reduce 
your costs. For more information about the wellness program, please contact: 1-800-370-4526. 

About these Coverage Examples:  

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be 

different 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 excluded services under the plan. Use this information to compare the portion 

of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage. 

◼ The plan's overall deductible $0 

◼ Specialist Copayment $0 

◼ Hospital (facility) Coinsurance 0% 

◼ Other Coinsurance 0% 

This EXAMPLE event includes services like: 

Specialist office visits (prenatal care) 

Childbirth/Delivery Professional Services 

Childbirth/Delivery Facility Services  

Diagnostic tests (ultrasounds and blood work)  

Specialist visit (anesthesia) 

Total Example Cost $12,800  

 In this example, Peg would pay: 

Cost Sharing 

Deductibles $0  

Copayments $0  

Coinsurance $0  

What isn't covered 

Limits or exclusions $0  

The total Peg would pay is $0  

 

◼ The plan's overall deductible $0 

◼ Specialist Copayment $0 

◼ Hospital (facility) Coinsurance 0% 

◼ Other Coinsurance 0% 

This EXAMPLE event includes services like: 

Primary care physician office visits (including 

disease education) 

Diagnostic tests (blood work) 

Prescription drugs 

Durable medical equipment (glucose meter) 

Total Example Cost $7,400  

 In this example, Joe would pay: 

Cost Sharing 

Deductibles $0  

Copayments $0  

Coinsurance $0  

What isn't covered 

Limits or exclusions $0  

The total Joe would pay is $0  

◼ The plan's overall deductible $0 

◼ Specialist Copayment $0 

◼ Hospital (facility) Coinsurance 0% 

◼ Other Coinsurance 0% 

This EXAMPLE event includes services like: 

Emergency room care (including medical 

supplies) 

Diagnostic test (x-ray) 

Durable medical equipment (crutches) 

Rehabilitation services (physical therapy) 

Total Example Cost $1,900  

 In this example, Mia would pay: 

Cost Sharing 

Deductibles $0  

Copayments $0  

Coinsurance $0  

What isn't covered 

Limits or exclusions $0  

The total Mia would pay is $0  

Peg is Having a Baby 

(9 months of in-network pre-natal care and a 
hospital delivery) 

Managing Joe’s type 2 Diabetes 

(a year of routine in-network care of a well-
controlled condition)  

Mia’s Simple Fracture 

(in-network emergency room visit and follow up 
care) 

The plan would be responsible for the other costs of these EXAMPLE covered services. 
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Assistive Technology 

Persons using assistive technology may not be able to fully access the following information. For assistance, please call 1-800-370-4526. 

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 discriminate, exclude or treat people differently based on their race, color, national origin, sex, age, 
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 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: 1-860-262-7705),

Email: 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). 

mailto:CRCoordinator@aetna.com
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Kent County Levy Court Option 1 
$0 Exam / $10 Materials Copay 

FREQUENCY OF SERVICE: Last Date of Service DEPENDENT AGE: 26 

Employee Spouse Children 
Vision Exam 12 Months 12 Months 12 Months 
Lenses 12 Months 12 Months 12 Months 
Frames 24 Months 24 Months 24 Months 
BENEFITS: Employee can select either: 

VBA Participating Provider 
Amount Covered/Benefit 

Non-Participating 
Provider 

Amount Reimbursed 
(Less Copayment)G (Zero Copayment) 

Vision Exam (Glasses or Contacts) 100% $40 
Clear Standard Lenses (Pair): 

Single Vision 100% $40 
Bifocal 100% $60 
Blended Bifocal 100% $60 
Trifocal 100% $80 
Progressives D Controlled CostE $80 
Lenticular 100% $120 
Polycarbonate C 100% N/A 
Scratch Coat-1 Yr 100% N/A 

Frame B 100% $50 
-OR-   
Elective Contacts (in lieu of eyeglass benefits)

Material Allowance $110 $110 
Fitting Fee 15% off UCRA N/A 

-OR-   
Medically Necessary ContactsF 100% $450 
-AND-   
Lasik Surgery (once every 8 years) N/A $200 
A Usual, Customary, and Reasonable. 
B Within the program’s $50 wholesale allowance (approximately $125 to $150 retail). 
C Available In-Network at no charge for children under age 19. 
D Progressive lenses typically retail from $150 to $400, depending on lens options. VBA’s controlled costs generally range from $45 

to $188. 
E Unless otherwise prohibited by law. 
F Medically Required Contacts may only be selected in lieu of all other material benefits listed herein. 
G A $0 copayment is applied to the vision exam and a $10 copayment is applied to the total cost of the lenses and/or frames ordered 

from a VBA Member Doctor only.  Copayments do not apply to the contact materials.  



 
 
 

Limitations 
VBA is designed to cover visual needs rather than cosmetic materials and consequently includes some limitations in order to control 

costs. The following options or services will generally result in additional charges to the patient or are not covered under the plan. 

 
 

 
 

A patient selecting any of the following items will be responsible for the additional charges, all of which are monitored and 
controlled by VBA. 

 
• Tinted Lenses 

• Photochromic/Polarized Lenses 

• Polycarbonate (covered under age 19) 

• Hi-index Lenses 

• Progressive (available starting at $45) 

• The coating of the lens or lenses (except 1 year scratch protection) 

• A frame that costs more than the plan allowance 

• Rimless Frames 

• Anti-Reflective/Backside UV/Optifog 
 
 

Additionally, costs for contact lenses/services in excess of the plan’s scheduled reimbursement allowances are the 
responsibility of the patient. 

 

 
 

The contract gives VBA the right to waive any of the plan limitations if, in the opinion of our optometric consultants, it is necessary 
for the patient’s welfare. VBA provides no benefit for professional services or materials connected with the following: 

 
• Orthoptics or vision training 

• Non-prescription lenses 

• Two pair of glasses in lieu of bifocals 

• Medical or surgical treatment of the eyes 

• Any eye examination, or corrective eyewear, required by an employer as a condition of employment 

• Services or materials provided as a result of any Worker’s Compensation Law or similar legislation 

• Glasses and contacts during the same eligibility period 
 
 

Lenses and frames furnished under this program which are lost or broken will not be replaced except at the normal intervals when 
services are otherwise available. 

 
 
 
 
 

400 Lydia Street, Suite 300 
Carnegie, PA 15106 
1-800-432-4966 
www.vbaplans.com 

NOT COVERED 

ADDITIONAL CHARGES 

http://www.vbaplans.com/


Everyday 
benefits made 
extraordinary.
VBA provides your clients 
with exceptional options 
for essential coverage.



At VBA Vision, that’s our job, too. We will work closely with you to understand your clients and their 

particular needs, then will help you put together a customized plan that is best for them. 

A strong heritage of experience. 

Founded in 1965, Vision Benefits of America (VBA) was one of the first preferred provider organizations (PPO) 

in the nation offering group vision coverage. VBA provided comprehensive vision coverage to corporations, 

municipalities, schools, health and welfare funds, hospitals, and health maintenance organizations in Pennsylvania. 

Today, VBA is more than just a local provider. We provide vision coverage across the nation, as well as in Puerto 

Rico, through an expansive network of providers. We are committed to offering cost-effective plans with ample 

coverage for your clients.  

Simplicity and support.  
VBA Vision is all about keeping things simple and streamlined. We do everything electronically, from enrollment 

to processing, and your clients can access their information anytime, 24/7. 

In addition, we take pride in being able to offer sound advice and helpful information. One of our exceptional 

customer care representatives would be happy to guide both you and your clients through any aspect of 

understanding and using their benefits. 

If English is not the primary language for any of your clients, VBA Vision uses LanguageLine® for convenient 

translation services.

Beyond foundational benefits. 
In addition to everyday benefits, VBA Vision partners with several other companies that provide services to 

better your clients’ overall health and wellness. They can receive discounts on LASIK procedures from TLC Laser 

Eye Centers or QualSight, as well as discounts on hearing aids through Beltone. 

It’s your job to provide the best  
possible coverage for your clients.

There are so many reasons to choose VBA Vision as your benefits partner.



Customized coverage. Plus so much more. 
VBA Vision provides the most comprehensive array of eye care coverage, all customizable to best meet your 

clients’ needs. The foundational components of our plans deliver everything that you’d expect. The benefit of 

add-ons and flexible payment options deliver on the “so much more.”

  Comprehensive Eye Exams 

Regular comprehensive eye examinations are vital to maintaining good vision health. VBA Vision plans 

cover a comprehensive eye exam including a glaucoma test. The frequency of service covered depends 

upon the specific plan. For your clients’ convenience, we currently partner with more than 16,000 providers 

nationwide, including doctors of optometry, ophthalmology, and retail locations.

 Frames & Lenses 

VBA Vision plans provide full coverage for clear lenses and a selection of quality frames. Knowing that 

frames often double as a statement of fashion, we do not put restrictions on the manufacturer or style that 

your clients can choose from. Instead, we work with you to determine an allowance based on the wholesale 

cost of the frames. The provider will balance bill your clients.  

 Elective Contact Lenses 

If contact lenses are prescribed for any medical reason, those lenses will be covered by VBA Vision. For 

those choosing contact lenses as an alternative to frames, an elected allowance will be applied to the cost of 

those contact lenses. We will work with you to determine the allowance amount that makes the most sense 

for your clients. 

 Optional Product Add-Ons 

VBA Vision offers a variety of add-ons to customize a plan for your clients. Those include:

 Flexible Pricing 

In addition to our comprehensive product offerings, VBA Vision also has several options for achieving cost 

efficiencies. We provide the flexibility to custom design a program that meets your clients’ needs.  

• Glasses and contacts in the same period

• Tinted lenses

• Photochromic lenses

• Polycarbonate lenses (covered if member is
under 19 years old)

• Hi-Index lenses

• Progressive lenses

• Coatings for lenses

• Frame options (designer frames, rimless
frames, etc.)

• Varying benefit frequencies

• Optional dependent coverage/Total Voluntary

• Varying co-payments

• Fully-insured or self-insured

• Member-only coverage

• Examination-only coverage



When it comes to blue light exposure, 
VBA Vision has your clients covered.
The Problem…

With the evolution of digital technology not only comes the increased benefits of convenience and entertainment, 
but unfortunately also the increased exposure to dangerous blue light. Most of today’s electronic devices use an LED 
backlight that emits extremely strong blue light waves. These waves could potentially have many harmful effects on the 
eyes and vision.  

The Solution…

Today, there are eyewear solutions designed to protect against the harmful effects of blue light rays. These blue light 
blocking lenses are specially designed to reflect the harmful blue light rays. Lenses have been developed for both indoor 
and outdoor use, protecting eyes from harm regardless of environment. 

In addition, most blue light blocking lenses offer the following benefits: 

• Reduce	reflection

• Resist	scratches

• Repel	moisture

• Prevent	smudges

The Brands…

Some of the most trusted brands are now offering solutions for blue light blocking technology lenses. Those include:

• Hoya	Recharge

• Essilor	Prevencia

• Private	label	options	from	most	labs

VBA Vision offers coverage options for blue blocking lenses. For information about available options, please contact one 
of our exceptional customer care representatives today at 1-800-432-4966 ext. 7, or email salessupport@vbaplans.com.

Information Source: http://www.bluelightexposed.com/

400 Lydia Street, Suite 300
Carnegie, PA  15106
1-800-432-4966
www.vbaplans.com



 

 

 
 

VISION BENEFITS OF AMERICA 
FRAMES PRICE STUDY 

 
       Wholesale   Total  Cumulative 
     Price Range Frames Frame Totals 
 
  Under $10.00  274  532 
$10.00 to 15.00  110  383 
  15.00 to 20.00  90  473 
  20.01 to 25.00  239  712 
  25.01 to 30.00  1,220  1,932 
  30.01 to 35.00  1,447  3,379 
  35.01 to 40.00  2,168  5,547 
  40.01 to 45.00  1,773  7,319 
  45.01 to 46.00  498  7,817 
  46.01 to 47.00  360  8,177 
  47.01 to 48.00  415  8,592 
  48.01 to 49.00  298  8,890 
  49.01 to 50.00  2,952  11,842 
  50.01 to 51.00  237  12,079 
  51.01 to 52.00  411  12,490 
  52.01 to 53.00  487  12,976 
  53.01 to 54.00  357  12,333 
  54.01 to 55.00  1,694  15,027 
  55.01 to 56.00  413  15,440 
  56.01 to 57.00  481  15,921 
  57.01 to 58.00  579  16,500 
  58.01 to 59.00  356  16,856 
  59.01 to 60.00  2,863  19,719 
  60.01 to 65.00  2,750  22,470 
  65.01 to 70.00  3,340  25,810 
  70.01 to 75.00  1,822  27,632 
  75.01 to 80.00  2,061  29,693 
  80.01 to  85.00  1,010  30,703 
  85.01 to 90.00  1,636  32,338 
  90.01 to 95.00  725  33,063 
  95.01 to 100.00  803  33,866 
  Over  100.00  2,307  36,173 
 
This frames price study performed for Vision Benefits of America, using wholesale prices as reported in 
Frame Facts Spring, 2016.  

 
 



Step 1 

Go to www.vbaplans.com, log in to your account then click on “Am I Eligible.” 

Step 2 

If you are eligible, click on “Find A Doctor” at the top of the page. From there you can 
fill in your zip code and find a doctor close to you.

Step 3 

Go to your appointment and let your doctor know that you have a VBA Vision plan. 
During your appointment, your doctor will give you an exam, order your materials,  
make sure your lenses are made correctly, and dispense your prescription.

Step 4 

Relax—we’ve got you covered! VBA Vision will pay your doctor for covered exams, 
lenses, and frames.

If your doctor is not within the VBA network, requesting reimbursement is simple.

To request reimbursement for services provided by an out-of-network provider, go to 
www.vbaplans.com, download and complete a reimbursement form, attach all receipts 
and mail or fax to the address below.

This sheet is for information only and does not guarantee benefits.

VBA Vision makes using your 
benefits simple and easy. 

400 Lydia Street
Carnegie, PA 15106
1-800-432-4966 
fax: 412-881-4898
www.vbaplans.com



 
 
 

Limitations 
VBA is designed to cover visual needs rather than cosmetic materials and consequently includes some limitations in order to control 

costs. The following options or services will generally result in additional charges to the patient or are not covered under the plan. 

 
 

 
 

A patient selecting any of the following items will be responsible for the additional charges, all of which are monitored and 
controlled by VBA. 

 
• Tinted Lenses 

• Photochromic/Polarized Lenses 

• Polycarbonate (covered under age 19) 

• Hi-index Lenses 

• Progressive (available starting at $45) 

• The coating of the lens or lenses (except 1 year scratch protection) 

• A frame that costs more than the plan allowance 

• Rimless Frames 

• Anti-Reflective/Backside UV/Optifog 
 
 

Additionally, costs for contact lenses/services in excess of the plan’s scheduled reimbursement allowances are the 
responsibility of the patient. 

 

 
 

The contract gives VBA the right to waive any of the plan limitations if, in the opinion of our optometric consultants, it is necessary 
for the patient’s welfare. VBA provides no benefit for professional services or materials connected with the following: 

 
• Orthoptics or vision training 

• Non-prescription lenses 

• Two pair of glasses in lieu of bifocals 

• Medical or surgical treatment of the eyes 

• Any eye examination, or corrective eyewear, required by an employer as a condition of employment 

• Services or materials provided as a result of any Worker’s Compensation Law or similar legislation 

• Glasses and contacts during the same eligibility period 
 
 

Lenses and frames furnished under this program which are lost or broken will not be replaced except at the normal intervals when 
services are otherwise available. 

 
 
 
 
 

400 Lydia Street, Suite 300 
Carnegie, PA 15106 
1-800-432-4966 
www.vbaplans.com 

NOT COVERED 

ADDITIONAL CHARGES 

http://www.vbaplans.com/


400 Lydia Street, Suite 300 
Carnegie, PA  15106
1-800-432-4966 
www.vbaplans.com

Elite

With VBA, your benefits extend 
beyond typical coverage.
VBA partners with several other companies that provide services to better your health and wellness. 

LASIK surgery reshapes the cornea of your eye, redirecting the light angle as it enters the eye to refocus correctly on your retina. With 

this surgery, your dependence on glasses and contact lenses diminishes significantly.

Along with your vision, VBA understands the importance of your auditory health. 

Receive a free consultation and 10% off a LASIK 
procedure from TLC Laser Eye Centers.

Receive a free hearing screening and 20% off all 
Beltone hearing aids, including free loss, stolen or 
damage protection.

Save 40-50% off LASIK procedures from QualSight, 
including flexible payment plans as low as $53/mth. 

TLC Laser Eye Centers offer the most advanced LASIK procedures including Bladeless and 
Custom LASIK. TLC has performed over two million procedures, and provides enhancement 
procedures free of charge if necessary. Learn more at www.TLCVision.com.

QualSight provides a managed Laser Vision Correction program through a national, credentialed 
network of the nation’s most experienced surgeons, who have collectively performed more than 
6.5 million procedures. QualSight has more than 900 locations nationwide, serving over 75 million 
members. Learn more at www.qualsight.com or call 877-437-6105.

For over 70 years, Beltone remains the most trusted brand for quality hearing products and care 
among adults aged 50 and older. We’re devoted to giving patients the best listening experience, 
at over 1500 locations nationwide. Learn more at www.Beltone.com.

To take advantage of any of these offers, contact an exceptional customer care representative today.

HEARING OFFERS

LASIK OFFERS
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