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UNITED STATES DISTRICT COURT 

MIDDLE DISTRICT OF FLORIDA 

TAMPA DIVISION 

 

Case No.: ______________ 

 

                                                                                   

SCOTT LAKE, 

on behalf of himself and 

all others similarly situated, 

 

  Plaintiff, 

 

v. 

 

AETNA LIFE INSURANCE 

COMPANY; and THE SCHOOL 

BOARD OF PINELLAS COUNTY, 

 

  Defendants. 

 

 

 

 

 

 

 

DEFENDANT AETNA LIFE INSURANCE COMPANY’S 

NOTICE OF REMOVAL    

 

PLEASE TAKE NOTICE that Defendant Aetna Life Insurance Company 

(“Aetna”) hereby removes this case from the Circuit Court of the Sixth Judicial Circuit in 

and for Pinellas County, Florida, to the United States District Court for the Middle District 

of Florida, Tampa Division.   

In support of this Notice of Removal, Aetna states the following: 

I. NATURE OF THE REMOVED CASE 

1. Plaintiff Scott Lake (“Lake”) filed this civil action against Aetna and the 

School Board of Pinellas County (the “School Board”) (collectively, “Defendants”) on 

October 30, 2020, in the Circuit Court of the Sixth Judicial Circuit in and for Pinellas 

County, Florida, Case No. 20-005171-CI (the “State Court Action”).   
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2. Plaintiff asserts claims in the State Court Action on behalf of himself and a 

nationwide class of alleged similarly situated individuals.  See generally Class Action 

Complaint, Lake v. Aetna Life Ins. Co. et al., No. 20-005171-CI (Fla. Cir. Ct. Oct. 30, 2020) 

(attached hereto as Exhibit A) (“Compl.”).  He alleges that his wife is “an Aetna 

policyholder with self-funded insurance plan through her employer, the School Board and 

[he] is covered as a defendant under that policy.”  Compl. ¶ 8.  He further alleges 

Defendants wrongfully denied coverage under the plan for a treatment called Proton Beam 

Radiation Therapy (“PBRT”).  Id. ¶ 9.  He alleges the treatment was wrongfully denied as 

an “experimental or investigational” cancer treatment under Aetna’s generally applicable 

policy, referred to as the “PBRT Clinical Policy Bulletin.”  Id.  ¶¶ 35–38.   

3. Plaintiff purports to represent a nationwide class and two subclasses.1  The 

Complaint defines the “Nationwide Class” as: 

All participants or beneficiaries in non-ERISA plans 

underwritten or administered by Aetna Life Insurance 

Company, who, citing the application of the PBRT Clinical 

Policy Bulletin, were denied health insurance coverage for 

Proton Beam Radiation Therapy to treat their cancer, on 

grounds that included the assertion that it was “experimental 

or investigational” or not “medically necessary.”  The 

Nationwide Class includes both persons whose post-service 

claims for reimbursement were denied and persons whose 

pre-service requests for authorization were denied. 

 

Id. ¶ 68. 

4. The “Florida Subclass” is defined as: 

All participants or beneficiaries in non-ERISA Plans 

underwritten or administered by Aetna Life Insurance 

 
1 Aetna relies upon Plaintiff’s allegations regarding the nature of the putative classes solely for purposes of 

asserting jurisdiction under CAFA.   
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Company under Florida law who, citing the application of 

the PBRT Clinical Policy Bulletin, were denied health 

insurance coverage for Proton Beam Radiation Therapy to 

treat their cancer, on grounds that included the assertion that 

it was “experimental or investigational” or not “medically 

necessary.”  The Florida Subclass includes both persons 

whose post-service claims for reimbursement were denied 

and persons whose pre-service requests for authorization 

were denied. 

 

Id. ¶ 69. 

5. Finally, the “Pinellas County Subclass” is defined as: 

All participants or beneficiaries in non-ERISA plans 

underwritten or administered by Aetna Life Insurance 

Company for the School Board of Pinellas County, who 

citing the application of the PBRT Clinical Policy Bulletin, 

were denied health insurance coverage for Proton Beam 

Radiation Therapy by the School Board to treat their cancer, 

on grounds that included the assertion that it was 

“experimental or investigational” or not “medically 

necessary.”  The Pinellas County Subclass includes both 

persons whose post-service claims for reimbursement were 

denied and persons whose pre-service requests for 

authorization were denied. 

 

Id. ¶ 70.   

6. The Complaint asserts unjust enrichment claims against Aetna on behalf of 

the putative Nationwide Class (Count I) and the putative Florida Subclass (Count III) and 

a claim for declaratory and injunctive relief under Fla. Stat. § 86.011 on behalf of the 

putative Florida Subclass (Count IV).  The Complaint also asserts a claim against the 

School Board for breach of the implied covenant of good faith and fair dealing on behalf 

of the putative Pinellas County Subclass (Count II). 
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II. THIS COURT HAS ORIGINAL JURISDICTION UNDER CAFA. 

7. This Court has original jurisdiction over the State Court Action under the 

Class Action Fairness Act of 2005 (“CAFA”), 28 U.S.C. § 1332(d), and its removal is 

permitted under 28 U.S.C. §§ 1441(a) and 1453.  The State Court Action is a “class action” 

as defined in CAFA because it was filed under Florida Rule of Civil Procedure 1.220, 

which is a “rule of judicial procedure authorizing an action to be brought by 1 or more 

representative persons as a class action.”  28 U.S.C. § 1332(d)(1)(B).   

8. “CAFA permits the removal of class actions to federal court where the 

putative class action includes 100 or more members, at least one plaintiff is diverse from 

one defendant, and the aggregate amount in controversy exceeds $5 million.”  Anderson v. 

Wilco Life Ins. Co., 943 F.3d 917, 924 (11th Cir. 2019) (citing 28 U.S.C. §§ 1332(d), 1453).  

“Unlike in ordinary cases, there is no presumption against removal in CAFA cases.”  

Anderson, 943 F.3d at 925 (emphasis added).  CAFA’s “‘provisions should be read 

broadly, with a strong preference that interstate class actions should be heard in a federal 

court if properly removed by any defendant.’”2  Dart Cherokee Basin Operating Co., LLC 

v. Owens, 574 U.S. 81, 89 (2014) (quoting S. Rep. No. 109-14, p. 43 (2005)) (emphasis 

added).  “While a court may decide that some of a plaintiff’s claims lack merit in the 

context of a motion to dismiss, such considerations are inappropriate as part of a 

jurisdictional analysis.”  McDaniel v. Fifth Third Bank, 568 F. App’x 729, 731 (11th Cir. 

2014) (holding that district court erred when it refused to consider the amount of damages 

 
2 This presumption in favor of exercising federal jurisdiction differs from the approach in non-CAFA cases, 

where courts “are encouraged to resolve all doubts about jurisdiction in favor of remand to state court.”  

Garcia v. Wal-Mart Stores E., L.P., No. 6:14-cv-255-Orl-36TBS, 2014 WL 1333208, at *3 (M.D. Fla. Apr. 

3, 2014). 
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flowing from plaintiff’s fraud claims based on its determination that those claims failed as 

a matter of law). 

A. Minimal diversity of citizenship is satisfied. 

9. This is a controversy between citizens of different states, which satisfies the 

minimal diversity requirement of CAFA.  28 U.S.C. § 1332(d)(2)(A). 

10. The Court may look to a notice of removal and any documents attached 

thereto for purposes of determining diversity in a removed action.  Pretka v. Kolter City 

Plaza II, Inc., 608 F.3d 744, 752 (11th Cir. 2010); see also Roe v. Michelin N. Am., Inc., 

613 F.3d 1058 (11th Cir. 2010). 

11. The Complaint alleges that the putative class representative is a citizen of a 

state different from one of the defendants.  Plaintiff alleges that he “is a citizen of Florida 

who resides in Pinellas County, Florida.”  Compl. ¶ 7.  Plaintiff further alleges that 

“Defendant Aetna is a Connecticut corporation with its principal place of business in 

Hartford, Connecticut.”  Id. ¶ 9.     

12. Aetna is a citizen of Connecticut because it is incorporated and maintains 

its principal place of business in that state.  Because Plaintiff alleges he is a citizen of 

Florida, the minimal diversity required under CAFA exists between at least one proposed 

class member and one defendant.  28 U.S.C. § 1332(d)(2). 

B. The amount-in-controversy requirement is satisfied. 

13. This case satisfies CAFA’s amount-in-controversy requirement because the 

aggregated potential value of the putative class members’ claims exceeds $5 million, 

exclusive of interest and costs.  28 U.S.C. §§ 1332(d)(2), (6). 
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14. “The amount in controversy is not proof of the amount the plaintiff will 

recover.  Rather, it is an estimate of the amount that will be put at issue in the course of the 

litigation.”  Pretka, 608 F.3d at 751 (quotation omitted).  It is well established in the 

Eleventh Circuit that the amount-in-controversy requirement is satisfied when “it is facially 

apparent from the complaint that the amount in controversy exceeds the jurisdictional 

requirement.’”  Id. at 754 (quoting Williams v. Best Buy Co., Inc., 269 F.3d 1316, 1319 

(11th Cir. 2010)).3  In addition to relying on the factual allegations in the Complaint, a 

removing defendant may rely on “reasonable deductions, reasonable inferences, or other 

reasonable extrapolations” of the relief requested by the plaintiff in alleging that the 

requirement is satisfied.  Id.  “Just as [the court] generally accept[s] the plaintiff’s good-

faith allegations of the amount in controversy to establish diversity jurisdiction, ‘when a 

defendant seeks federal-court adjudication, the defendant’s amount-in-controversy 

allegation should be accepted when not contested by the plaintiff or questioned by the 

court.’”  Roppo v. Travelers Commercial Ins. Co., 869 F.3d 568, 579 (7th Cir. 2017) 

(quoting Dart Cherokee, 574 U.S. at 82) (footnote omitted).  In considering these 

allegations, the court must “aggregate the claims of individual class members and consider 

the monetary value that would flow to the entire class if [injunctive or] declaratory relief 

were granted.”  Anderson, 943 F.3d at 925 (quoting S. Fla. Wellness, Inc. v. Allstate Ins. 

Co., 745 F.3d 1312, 1316 (11th Cir. 2014)).  “Once the proponent of CAFA jurisdiction 

 
3 See also Roppo v. Travelers Commercial Ins. Co., 869 F.3d 568, 579 (7th Cir. 2017) (stating that amount 

can be calculated by reference to, inter alia, “the complaint’s allegations” and “the plaintiff’s informal 

estimates” (quotation omitted)); In re Whole Foods Mkt., Inc., Greek Yogurt Mktg. & Sales Practices Litig., 

No. A-14-MC-2588-SS, 2015 WL 5737692, at *5 (W.D. Tex. Sept. 30, 2015) (discussing “long lines of 

precedent in both the Eighth and Eleventh Circuits permitting removing defendants to rely on the state court 

complaints alone to establish the jurisdictional minimums, without resort to extrinsic evidence”). 
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has explained plausibly how more than $5 million is at stake, federal jurisdiction attaches 

unless it is legally impossible for the plaintiff to recover that much.”  McLaughlin on Class 

Actions § 12:6 (16th ed.) (emphasis added).   

15. Plaintiff purports to represent a nationwide class of individuals covered by 

non-ERISA Aetna plans who were denied coverage for PBRT based on the PBRT Clinical 

Policy Bulletin.  Compl. ¶ 68.  Plaintiff alleges that he “personally paid over $78,000 for 

[PBRT] treatment out-of-pocket.”  Id. ¶ 66.  He also alleges that “PBRT has become so 

widespread that at a minimum, requests numbering in the hundreds, if not thousands, must 

have been submitted to and denied by Aetna for coverage of this therapy.”  Id. ¶ 75.  He 

seeks a damages award on behalf of a nationwide class.  Id. ¶ 94.  He also seeks declaratory 

relief, injunctive relief, and attorneys’ fees.  Id. at 28 (Prayer for Relief ¶¶ B, H).  His 

request for equitable relief includes “disgorgement and surcharges.”  Id. (Prayer for Relief 

¶ B).  He also seeks an order directing Aetna “to reprocess” claims “without application of 

the PBRT Clinical Policy Bulletin” as well as an order directing Aetna “to create a common 

fund out of which it will make payment, with interest, of any unpaid benefits” to Plaintiff 

and putative class members.  Id. (Prayer for Relief ¶¶ D, F).  In essence, Plaintiff requests 

full coverage and/or reimbursement for PBRT on behalf of himself and any non-ERISA 

Aetna insured, nationwide, who was previously denied coverage for the treatment. 

16. It is apparent from the face of the Complaint that the aggregate value of the 

relief requested exceeds $5 million.  If one infers that the purported class members are each 

seeking similar amounts as Plaintiff pleaded (i.e., approximately $78,000), and that the 

putative class consists of “hundreds, if not thousands” of members as pleaded, it is 
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reasonable to extrapolate that the relief requested exceeds the $5 million threshold amount 

for CAFA jurisdiction.  Pretka, 608 F.3d at 754 (stating that the jurisdictional threshold is 

satisfied based on “reasonable deductions, reasonable inferences, or other reasonable 

extrapolations” of the relief requested by the plaintiff); see also Todorovich v. Accrediting 

Bureau of Health Educ. Schs., Inc., No. 17-20744-CIV, 2017 WL 7726729, at *2 (S.D. 

Fla. Apr. 25, 2017) (finding jurisdictional threshold satisfied where plaintiff acknowledged 

her individual claim totaled $21,975.44 and sought to represent a class of at least 400 

people, thus establishing an amount in controversy of more than $8 million). 

17. Thus, the aggregate amount in controversy exceeds the jurisdictional 

threshold, and the amount-in-controversy requirement of CAFA has been satisfied.4  

C. Venue is proper in this district and division and the other statutory 

requirements for removal have been satisfied. 

18. Venue is proper in the United States District Court for the Middle District 

of Florida, Tampa Division under 28 U.S.C. § 1441(a) because the Circuit Court for the 

Sixth Judicial Circuit in and for Pinellas County, Florida is within that federal district and 

division.  The Middle District of Florida, Tampa Division, encompasses Pinellas County, 

Florida, where the State Court Action was filed.  28 U.S.C. § 89(b). 

 
4 In addition, the exception to CAFA jurisdiction for class actions against state actors does not apply because 

not all defendants are state actors.  28 U.S.C. § 1332(d)(5)(A); see also Woods v. Standard Ins. Co., 771 F.3d 

1257, 1263 (10th Cir. 2014) (concluding that there is “no doubt Congress intended the state action provision 

to preclude CAFA jurisdiction only when all of the primary defendants are states, state officials, or state 

entities”); Frazier v. Pioneer Ams. LLC, 455 F.3d 542, 546 (5th Cir. 2006) (rejecting view that remand is 

proper where one primary defendant is indisputably a state entity and concluding that the plain language of 

“§ 1332(d)(5)(A) is clear—all primary defendants must be states” for the provision to apply).  It is beyond 

dispute that the School Board is a state entity and Aetna is a private entity.  Separately, the exemption for 

classes of “less than 100,” 28 U.S.C. § 1332(d)(5)(B), does not apply because Plaintiff alleges a nationwide 

class consisting of “hundreds, if not thousands” of class members, (Compl. ¶ 75). 
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19. This Notice of Removal was timely filed under 28 U.S.C. §§ 1446(b) and 

1453(b) because Aetna was served with the summons and a copy of the Complaint on 

November 18, 2020 and is filing this Notice of Removal within thirty (30) days of service. 

20. A copy of this Notice of Removal is being filed with the Clerk of the Circuit 

Court of the Sixth Judicial Circuit in and for Pinellas County, Florida, as provided by law.  

Aetna will provide written notice of the filing of this Notice of Removal to Plaintiff, as 

required by 28 U.S.C. § 1446(d), by service on counsel.  A completed Civil Cover Sheet 

accompanies this Notice of Removal.  

21. Copies of all process, pleadings, orders and other papers of every kind 

served upon Defendants or on file in the State Court Action are attached hereto as: Exhibit 

A (the Complaint); and Exhibit B (all other filings), as required by 28 U.S.C. § 1446(a). 

⁂ 

 

WHEREFORE, Aetna respectfully requests that (1) the State Court Action be 

removed to this Court, (2) this Court exercise its subject matter jurisdiction over this action, 

and (3) the Court grant such other and further relief as it deems just and proper. 

Dated:  December 17, 2020    Respectfully submitted, 

       /s/ Ardith Bronson   

Ardith Bronson, Esq. 

ardith.bronson@dlapiper.com 

Florida Bar Number 423025 

Trial Counsel  

 

Maia Sevilla-Sharon 

maia.sevillasharon@dlapiper.com 

Florida Bar Number 123929 

DLA Piper LLP (US) 

200 S. Biscayne Blvd., Suite 2500 

Miami, FL 33131 
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Telephone: (305) 423-8562 

Facsimile: (305) 503-9583 

 

Brian Benjet  

(pro hac vice forthcoming) 

brian.benjet@dlapiper.com 

Evan North  

(pro hac vice forthcoming) 

evan.north@dlapiper.com 

DLA Piper LLP (US) 

1650 Market St., Suite 4900 

Philadelphia, PA 19103 

Telephone: (215) 656-3311 

Facsimile: (215) 606-2044 

 

Attorneys for Defendant Aetna Life 

Insurance Company 
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CERTIFICATE OF SERVICE 

 

 I hereby certify that on the 17th day of December 2020, I electronically filed the 

foregoing document via CM/ECF, which caused a true and correct copy to be served 

electronically upon all entitled parties. 

 

/s/ Ardith Bronson  

Ardith Bronson, Esq. 
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Filing # 115932816 E-Filed 10/30/2020 05:06:28PM

IN THE CIRCUITCOURT OF THE

SIXTH JUDICIAL CIRCUIT IN AND

FOR PINELLAS COUNTY, FLORIDA

CIVIL DIVISION

Case No.

SCOTT LAKE,
on behalf of himself and

all others similarly situated,

Plaintiff,

V.

AETNA LIFE INSURANCECOMPANY; and

THE SCHOOL BOARD OF PINELLAS

COUNTY,

Defendants.

1

CLASS ACTION COMPLAINT

Plaintiff Scott Lake ("Plaintiff'), individually and on behalf of all others

similarlysituated, brings this Class Action ComplaintagainstDefendantsAetna Life

Insurance Company ("Aetna") and The School Board of Pinellas County (the "School

Board"), pursuant to Rule 1.220 of the Florida Rules of Civil Procedure, and alleges

as follows:

INTRODUCTION

11 This is a class action on behalf of beneficiaries of non-ERISA plans

administeredby Aetna who were denied Proton Beam RadiationTherapy ("PBRT')

because of Defendants' uniform application of Aetna's unlawful medical policy to

u "

deny as experimentalor investigational such treatment for cancer, despite PBRT

***ELECTRONICALLYFILED 10/30/2020 05:06:25 PM: KEN BURKE, CLERK OF THE CIRCUIT COURT, PINELLAS COUNTY***

Case Number:20-005171-CI
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beingrecognized for decadesby the medicalcommunity as an established, medically

appropriate treatment for cancer.

2) Instead of acting solely in the interests of the participants and

beneficiaries of its health insurance plans, upon information and belief, Aetna and

the School Board denied coverage for PBRT to treat cancer because, on average,

PBRT is more expensive than traditional Intensity Modulated Radiotherapy

("IMRT') or other treatments.

3) In denying coverage, Aetna and the School Board follow Aetna's

Clinical Policy Bulletin No. 270 ("Proton Beam, Neutron Beam, and Carbon Ion

m

Radiotherapy ), which was initiallycreated in 1998 and reviewed most recently on

July 29, 2019, (the "PBRT Clinical Policy Bulletin"). While Aetna's PBRT Clinical

u "

Policy Bulletin considers PBRT medically necessary for persons 21 years old or

younger for all types of cancer, it mandates the denial of coverage for PBRT as

u "

experimentalor investigational to treat most cancers on patients over 21 years old.

4) By promulgating and applying its PBRT Clinical Policy Bulletin,

Aetna has sacrificed the interests of insureds like Mr. Lake and Class members to

artificially decrease the number and value of claims it is required to pay from its

own assets, specifically with respect to self-funded plans with stop-loss provisions

requiringAetna to coverbenefits above a certain thresholdand withrespect to fully-

insured plans requiringAetna to pay for all benefits from its own assets.

5) Aetna also profits through the increased interest generated by the

School Board funded account when the more expensive PBRT treatment is denied.

2

12I9700
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6) By applying Aetna's PBRT Clinical Policy Bulletin, the School Board

has sacrificed the interests of insureds like Mr. Lake and Class members to

artificially decrease the number and value of claims it is required to pay from its

assets.

THE PARTIES

7) Plaintiff Scott Lake is a citizen of Florida who resides in Pinellas

County, Florida, and is otherwise sui juris.

8) Mr. Lake's wife, Amy Jo Lake, is an Aetna policyholder with a self-

funded insurance plan through her employer, the School Board and Mr. Lake is

covered as a dependentunder that policy and therefore is a party to the contract or

third-party beneficiary of the contract.

9) DefendantAetna is a Connecticut corporationwith its principal place

ofbusiness in Hartford, Connecticut.Aetna is a globalhealth care benefitscompany,

which, along with its wholly owned and controlled subsidiaries, offers, insures,

underwrites, and administers health benefits plans, including Plaintiffs health

benefits plan, as detailed herein. Aetna offers, insures, underwrites, and

administers such health benefits plans for consumers nationwide, includingwithin

Pinellas County.

10) Defendant the School Board is an agency of a political subdivision

organized under the laws of the State of Florida and has its principal place of

business in Pinellas County, Florida.

3

12I9700
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JURISDICTIONAND VENUE

11) This Court has subject matterjurisdiction pursuant to Florida Statute

§§ 26.012 and 86.011. The amount in controversy exceeds $30,000.00 exclusive of

interest, costs, and attorney's fees.

12) This Court has personaljurisdiction overAetna pursuantto § Fla. Stat.

48.193(1) because Aetna has operated, conducted, engaged in, and carried on a

business in Florida and has an office in Florida.

13) This Court has personal jurisdiction over the School Board because it

is an agency of a political subdivisionofthe State of Florida whose principal place of

operation is in Pinellas County, Florida.

14) Venue is proper in this Court pursuant to Fla. Stat. §§ 47.011 and

47.021 because the cause of action accrued in Pinellas County and Aetna and the

School Board reside in different counties, and as such, venue may be brought in any

county in which any Defendant resides. Venue is proper because the School Board

resides in Pinellas County as its principalplace ofbusiness is in the same county.

FACTUALALLEGATIONS

A. Aetna Issues and Administers non-ERISA Plans in Florida.

15) Aetna underwritesand administers health benefitplans in Florida that

are exempt from ERISA, including individual commercial plans, commercial

Exchange plans, Medicare Advantage plans, Medicaid plans, governmentalplans,

church plans, and voluntary plans ("non-ERISA plans"). In particular, Aetna

interprets and applies non-ERISA plans' terms, makes coverage and benefit

4
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decisions under the non-ERISAplans, and provides paymentunder the non-ERISA

plans to and their providers.

16) Aetna administers either self-funded plans or fully insured plans.

With respect to fully insured plans, Aetna both, administers the plan by making all

benefit determinations,and pays the benefits out of its own assets.

17) When processingbenefits for a self-funded plan, Aetna makes certain

benefit determinations and authorizes benefit checks to be issued out of bank

accounts that Aetna controls. Periodically, Aetna will notify the sponsors of the

self-funded plans of the need to replenish their accounts so that benefits can be

paid. The underlying plan sponsor or employer through which the insurance is

provided is ultimatelyresponsible for reimbursingAetna for the benefit payments.

18) Aetna's self-funded plans often include stop-loss provisions, which

require Aetna to cover and fund benefits above a certain threshold from its own

assets.

19) There are no differences in the manner in which Aetna approves or

denies PBRT across all non-ERISA plans: Aetna relies upon the PBRT Clinical

Policy Bulletin to approve or deny PBRT across all non-ERISAplans.

B. The School Board of Pinellas County's Contract with Aetna.

20) The School Board contracted with Aetna to establish a self-funded

employee benefit plan. Upon information and belief, Aetna uses the same standard

contract for all self-funded plans with employers. Pursuant to the contract, the

School Board funds an Aetna accountfor the purpose of paying out claim benefits to

5
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the insured.

21) Under the School Board and Aetna's standard Agreement

("Agreement"),Aetna determines whether a claim for benefits is consistent with

terms of the plan, processesand adjudicates each claim, and makes determinations

of the amounts due and payable pursuant to the plan.

22) Aetna then prepares, issues, and signs checks from the Aetna account

fundedby the School Board for paying the claims.

23) The Agreement provides that Aetna may keep any interest generated

from the account (after paying bank fees) up to the LIBOR rate plus two percent.

Therefore, it is in Aetna's interest to deny claims for the more expensive PBRT

treatment and thus keep more funds in the account and increase its own profits

through the interest generatedby the account.

24) Under the Agreement, when a participant's claim for benefits is

u "

denied, Aetna is the decisionmaker and appropriate named fiduciary for the first

two levels of appeal. For these two levels of appeal, Aetna has the discretionary

authority for the determinationand evaluation of facts and evidence presented in

support of the claims and appeals, and to construe the terms of the plan.

25) Under the Agreement, if Aetna upholds a denial, Aetna has the sole

authorityto determine if the appeal is eligible for an ExternalReview Organization

("ERO"). If the appeal is not eligible for ERO or the ERO upholds the denial, then

the memberhas a right to appeal the decision to the School Board.

26) The School Boardholds ultimate discretionaryauthorityover the final

6
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appeal decision concerning a claim denial.

C. Proton Beam Radiation Therapy.

27) PBRT is a procedure that uses protons to deliver a curative radiation

dose to a tumor, while reducingradiation doses to healthy tissuesand organs, which

results in fewer complicationsand side effects than traditionalIMRT.

28) With PBRT, protons deposit their energy over a very small area called

the "Bragg peak." The Bragg peak can be used to target high doses of protonbeams

to a tumor, while doing less damage to normal tissues in front of and behind the

tumor. The concentration of proton beams enables patients to tolerate higher total

doses of radiotherapy comparedwith photons, which are used for traditional IMRT.

29) There is overwhelming evidence that PBRT is safe and effective and is

a generallyaccepted standard of medical practice for the treatment of cancer within

the medicalcommunity.

30) PBRT has been well-accepted for over 30 years. The Food and Drug

Administration("FDA") approvedPBRT in 1988withthe following specific statement

of indications for intended use: "The IProton Therapy Systeml is a medical device

designed to produce and deliver proton beam for the treatment of patients with

"

localized tumors and other conditions susceptible to treatment by radiation.

31) The National Association for Proton Therapy, the Alliance for Proton

Therapy and other nationally recognized medical organizations, and numerous

meticulous peer-reviewed studies have validated the safety and effectiveness of

PBRT.

7
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32) Additionally, many respected cancer facilities and providers, including

Baptist Hospital'sMiami Cancer Institute,MD Anderson Cancer Center, University

of Florida, Harvard Medical General Hospital, Loma Linda

University Medical Center University of Maryland, NorthwesternUniversity, Mayo

Clinic, Emory University, Case WesternReserve University, WashingtonUniversity

in St. Louis, University of Washington, New York Proton Center, and the Texas

Center for Proton Therapy, recommend and use PBRT on a regular basis.

33) Other insurers, includingMedicare, cover PBRT as a safe and effective

"

treatment for cancer, that is not "experimental.

D. Aetna's PBRT Clinical Policy Bulletin.

34) Aetna drafted and implemented the PBRT Clinical Policy Bulletin,

which was most recently reviewed on July 29, 2019, based on outdated medical

evidence and ignoring accepted medical peer-reviewed evidence that it is safe and

effective for the treatment of cancer.

35) The PBRT Clinical Policy provides that:

Aetna considers proton beam radiotherapy not medically necessary

for individuals with localized prostate cancer because it has not been

proven to be more effective than other radiotherapy modalities for this

indication.1

36) Aetna also considers PBRT "experimental and investigational for all

.,. u

other indications, including cancers in adults (over age 21) . . . because its

effectiveness for these indicationshas not been established.
"

1 The PBRT ClinicalPolicy is available at

299/0270.html.
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u "

37) On the other hand, Aetna considers PBRT medically necessary to

treat all "Imlalignancies in children(21 years of age and younger)," as well as certain

listed types of tumors.

38) Aetna's PBRT Clinical Policy Bulletin does not consider PBRT

"experimental and investigational"when treating teenagers or children (21 years of

age and younger) and approves PBRT for these patients.

39) This distinction is completely arbitrary as there are no medical studies

that support a conclusion that PBRT would be a proven, safe, and effective

treatment for the same cancer in one age group, but not the other.

40) As part of their prior authorization review and adjudication of

members' claims, Aetna and the School Board employ the PBRT Clinical Policy

Bulletin to deny claims for coverage ofPBRT as "experimental or investigational"or

u

not medically necessary"without ever engaging in any reasonable review of clinical

records prior to renderingthe determinationof coverage.

41) There are no material differences in Defendants' use of the PBRT

Clinical Policy Bulletin to deny PBRT.2 Further, there is no material differences in

Aetna's use of the PBRT Clinical Policy Bulletin for all non-ERISA plans. All

patients are deniedtreatmentbased solelyon the basis ofPBRTbeing"experimental

" u

or investigational or not medically necessary" and Defendantsnever consider the

type of cancer or any individual circumstances of the patient.

42) In other words, Aetna and the School Board cite the PBRT Clinical

2 Other than for patients under 21 years of age and for particular types of tumors.
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Policy Bulletin to categorically deny prior authorization requests and claims for

reimbursement for PBRT for most patients and most cancers on the grounds that

PBRT is not medically necessary or experimental without regard to the

recommendationand assessment of the patients' own oncologistor medical records

and without regard to PBRT's widespread acceptance and medical literature and

other overwhelming evidence showing that PBRT is safe and effective.

INDIVIDUALALLEGATIONS

A. Plaintiff'sPlano

43) Plaintiff is a party or a third-party beneficiary of his wife's contract

with the School Board to obtain health insurance benefits.

44) Plaintiff is a beneficiary of an Open Access Aetna Select HRA Plan

prepared for the School Board (the "Plan").

45) The School Board is the Plan Sponsor.

46) The Summary Plan Description is a plan document governing

Plaintiffs insurancethat details the terms and conditions of the Plan.

47) Under the Summary Plan Description, "medical necessity is a

requirement for La beneficiaryl to receive a covered benefit under this plan.
"

u

48) The Summary Plan Descriptiondefines Medically necessary" as:

Health care services that a provider exercising prudent clinical

judgment, would provide to a patient for the purpose of preventing,

evaluating, diagnosing, or treating an illness, injury, disease or its

symptoms, and that are:
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. In accordance with generally accepted standards of medical

practice

. Clinically appropriate, in terms of type, frequency, extent, site

and duration, and considered effective for the patient's illness,

injury or disease

. Not primarily for the convenience of the patient, physician, or

other health care provider

o Not more costly than an alternative service or sequence of

services at least as likely to produce equivalent therapeutic or

diagnostic results as to the diagnosis or treatment of that

patient's illness, injury or disease.

Generally accepted standards of medical practice means:

. Standards that are based on credible scientific evidence

published in peer-reviewed medical literature generally

recognizedby the relevant medicalcommunity.

. Consistent with the standards set forth in policy issues

involving clinicaljudgment.

49) In addition, the Summary Plan Descriptionincludes a list of"General

"

exclusions, which are deemed to be services that are not covered under the Plan.

u

One such exclusion is for Ielxperimental or investigational drugs, devices,

treatments or procedures unless otherwise covered under clinical trial therapies

(experimental or investigationaD or covered under clinical trials (routine patient

costs).
"

50)
u "

Experimental or Investigational is defined as:

A drug, device, procedure, or treatment that is found to be

experimentalor investigationalbecause:

o There is not enough outcome data available from controlled

clinical trials published in the peer-reviewed literature to

validate its safety and effectiveness for the illness or injury
involved

. The needed approval by the FDA has not been given for

marketing
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. A national medical or dental society or regulatory agency has

stated in writing that it is experimental or investigational or

suitable mainly for research purposes

It is the subject of a Phase I, Phase II or the experimental or

research arm of a Phase III clinical trial. These terms have the

meanings given by regulations and other official actions and

publications of the FDA and Departmentof Health and Human

Services

Written protocols or a written consent form used by a facility

provider state that it is experimentalor investigational.

51) Radiationtherapy is a procedure, and therefore, is not subject to FDA

regulation.

52) The accelerators and other equipment used to generate and deliver

PBRT are regulated by the FDA. On February 22, 1988, the FDA approved the

Proton Therapy System, and designated it as a Class II Device for radiological

treatment. This classificationwas codified at 21 C.F.R. § 892.5050 and describes

the Proton Therapy System as a "device that produces by acceleration high energy

charged particles (e.g., electronsand protons) intendedforuse in radiation therapy.
"

Thus, at least as of February 22, 1988, PBRT no longer fit within the E/I Exclusion

to the Employer Plan.

53) PBRT has long been recognized as an established, medically

appropriate treatment for the treatment of cancer, includingprostate cancer.

B. Aetna's Denial of Coverage to Plaintiff.

54) Mr. Lake was diagnosedwith prostate cancer in May 2019. Mr. Lake's

radiation oncologist at the University of Florida Health Proton Institute ("UF

Health"), Dr. Romaine Nichols, recommendedthat Mr. Lake undergo PBRT as the
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most effective treatment option for him because, among other things, the likelihood

of achieving a better outcome was greaterwith PBRT.

55) On August 29, 2019, Aetna denied Mr. Lake's request for pre-

u

authorization of PBRT because Itlhe plan does not cover experimental or

investigationalservices exceptundercertain conditions. Please see the reference to

experimental or investigational services listed in the Exclusions section of the

benefitplan document.
"

56) To reach that decision, Aetna stated: "We reviewed information

received about your condition and circumstances. We used the Clinical Policy

Bulletin (CPB): Proton Beam and Neutron Beam Radiotherapy. Based on CPB

criteria and the information we have, we are denying coverage for proton beam

radiotherapy.Medical studies do not prove that this procedure is better than and as

safe as other radiation treatment for prostate cancer. The American Society for

RadiationOncology CASTRO, 2013) stated that there is no clear evidence that proton

beam therapy for prostate cancer offers any clinical advantage over other forms of

definitive radiation therapy.
"

57) UF Healthsubmittedtwo internal appeals on Mr. Lake's behalf, asking

that Aetna reconsider its decision to deny coverage or payment for PBRT. Dr.

Nichols explained that "tilt is especially important to minimize toxicity for a patient

such as Mr. Lake who shouldhave an excellentchance of cure and survival. Serious

toxicity from treatment would impact his quality of life as well as his health care

costs in the future." Dr. Nichols concludedthat "Ialftercarefulreview ofthe patient's
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history and medical records, proton therapy was deemed to be medically

appropriate, therapeutically optimal, and medically necessary treatment.
"

58) Mr. Lake's first appeal included 91 pages ofwritten materials and was

denied in a little over a week.

59) Aetna received the second appeal on September 30, 2019, and upheld

its decision to deny coverage the next day, on October 1, 2019.

60) Notably, in denying coverage, Aetna failed to discuss or even

acknowledge the information provided by Dr. Nichols supporting PBRT, including

the many studies verifying its safety and efficacy. Thus, Aetna provided Mr. Lake

with no basis for its negative coverage determinationaside from its reliance-tothe

exclusion of all contrary evidence-onAetna'snevidence-on PBRT Clinical Policy Bulletin.

61) Mr. Lake then formally requested an external review of Aetna's

decision to deny his request for PBRT to treat his prostate cancer.

62) On November 4, 2019, Mr. Lake received a letter fromAetna indicating

that the "independent" review organization, AllMed Healthcare Management,

agreed with Aetna's decision to deny coverage for PBRT to treat Mr. Lake's prostate

cancer.

C. The School Board's Denial of Coverage to Plaintiff.

63) Though not obligated to do so, Mr. Lake made a final appeal to the

School Board, who has "ultimate responsibility for the final review of claims under

IPlaintiffsl health benefits plan.
"

64) On November 5, 2019, Mr. Lake submitted a detailed letter to the
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School Board seeking to appeal Aetna's decision. Mr. Lake submitted substantial

evidence to the School Boardthat PBRT for prostate cancer is neither experimental

nor investigationaland that PBRT for prostate cancer is at least as effective as other

established technology. Mr. Lake submitted several peer-reviewed articles, other

insurance policies regardingPBRT, and Medicare's PBRT policy.

65) On November 19, 2019, the School Board upheld Aetna and Allmed's

previous denial decisions for PBRT services. The School Board reasoned that the

PBRT serviceswere not covered under Aetna's Clinical Policy Bulletin because the

"

procedures are "experimental and investigational. The School Board did not give

any other reasonfor denial. The School failedto address or refuteany ofthe evidence

provided by Mr. Lake.

D. PlaintiffPursued the PBRT Treatment.

66) Following the denials, Mr. Lake decided to follow the recommendation

of his radiation oncologist and received PBRT to treat his prostate cancer, with

success. Mr. Lake personallypaid over $78,000 for the treatment out-of-pocket. The

PBRT was unreimbursed, though some ancillary charges for medical consultations

and other services were reimbursedby Aetna.

CLASS ALLEGATIONS

67) Plaintiffbrings this class action and seeks to certify and maintain it as

a class action under Florida Rules of Civil Procedure 1.220(a), and 1.220(b)(1), or

1.220(b)(2),or 1.220*)(3).

68) Plaintiffbringsclaims on his ownbehalfand on behalfof a "Nationwide
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Class," defined as:

All participants or beneficiaries in non-ERISA plans underwritten or

administered by Aetna Life Insurance Company, who, citing the

application of the PBRT Clinical Policy Bulletin, were denied health

insurance coverage for Proton Beam RadiationTherapy to treat their

cancer, on grounds that included the assertion that it was

u " u "

experimental or investigational or not medically necessary. The

Nationwide Class includes both persons whose post-serviceclaims for

reimbursement were denied and persons whose pre-service requests
for authorizationwere denied.

69) Plaintiffalso brings claims on his ownbehalfand on behalfof a "Florida

Subclass," defined as:

All participants or beneficiaries in non-ERISA Plans underwritten or

administered by Aetna Life Insurance Company under Florida law

who, citing the application of the PBRT Clinical Policy Bulletin, were

denied health insurance coverage for Proton Beam RadiationTherapy
to treat their cancer, on grounds that included the assertion that it

u " u "

was experimental or investigational or not medically necessary.

The Florida Subclass includes both persons whose post-service claims

for reimbursement were denied and persons whose pre-service

requests for authorizationwere denied.

70) Plaintiff also brings claims on his own behalf and on behalf of a

"Pinellas County Subclass,"3defined as:

All participants or beneficiaries in non-ERISA plans underwritten or

administeredby Aetna Life Insurance Company for the School Board

of Pinellas County, who citing the application of the PBRT Clinical

Policy Bulletin, were denied health insurance coverage for Proton

Beam RadiationTherapyby the School Board to treat their cancer, on

grounds that included the assertion that it was "experimental or

investigational" or not "medically necessary." The Pinellas County
Subclass includes both persons whose post-service claims for

reimbursement were denied and persons whose pre-service requests
for authorizationwere denied.

3 The Nationwide Class,the Florida Subclass, and the Pinellas County Subclassare referredto collectivelyasycollectively the
"

Class.
"
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71) Excluded from the Class are: (a) Defendants, including any entity or

division in which Defendants have a controlling interest, as well as their agents,

representatives, officers, directors, employees, trustees, and other entities related

to, or affiliated with Defendants, *) Class Counsel, and (c) the Judge to whom this

case is assigned and any members of the Judge's staff or immediate family.

72) The definition of "experimental or investigational" services or

treatment in Aetna's health insurance policies at all relevant times has been

substantially similar to the definition in Plaintiffs Plan, and is interpreted by Aetna

as having the same meaning as, comparableexclusions included in the Aetna plans

applicable across all plans and to all Class members.

73) The definition of"medically necessary" services or treatment in Aetna's

health insurance policies at all relevanttimes has been substantially similar to the

definition in Plaintiffs Plan, and is interpreted by Aetna as having the same

meaning as, comparableexclusions included in the Aetna plans applicable across all

plans and to all Class members.

A. Numerosity

74) The members of each Class are so numerous that joinder of all members

is impractical.

75) While the precise number of members in the Classes is known only to

Aetna, Aetna has issued policies providing coverage under tens of thousands of

health insurance plans, and PBRT has become so widespread that at a minimum,

requests numbering in the hundreds, if not thousands, must have been submitted to
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and deniedby Aetna for coverage of this therapy.

76) The Classes are ascertainable because their members can be readily

identified using Aetna's claims data. PBRT therapy is describedwith a discrete set

of procedurecodes under the Current Procedural Terminology("CPT") promulgated

by the American Medical Association. Accordingly, Class members can be readily

and objectively ascertainedthroughthe use of records maintainedby Aetna.

77) Finally, Class members are dispersed geographicallythroughout the

United States, such that joinder of all members is impracticable.

78) Plaintiff anticipates providing appropriate notice to the Classes, once

certified, in compliancewith Fla. R. Civ. P. 1.220(d),to be approvedby the Court after

class certification, or pursuant to court order.

B. Predominance of Common Issues

79) This action satisfies the requirements of Fla. R. Civ. P. 1.220(a)(2) and

1.220(b)(3)because questionsoflaw and fact that have commonanswerspredominate

over questions affecting only individual Class members. These include, without

limitation:

a. Whether PBRT therapy is an "experimental or investigational"service

or treatment;

b. Whether the PBRT Clinical Policy Bulletin is based on outdated

medical evidence;

c. Whether Aetna categorically applied the PBRT Clinical Policy Bulletin

to deny coverage to Class members;
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d. Whether the School Board categorically applied the PBRT Clinical

Policy Bulletin to deny coverage to Class members;

e. Whether Class members' claim denials were based in whole or in part

on the Aetna PBRT Clinical Policy Bulletin;

f. Whether Aetna acted in good faith in creating, developing, revising,

and applying the PBRT Clinal Policy Bulletin to deny coverage to Class

members;

g. Whether Aetna unjustly benefitedfrom its uniform application of the

PBRT Clinical Policy Bulletin; and

h. Whether Class members are entitled to the relief sought if Plaintiff

establishes liability.

C. Typicality.

80) Plaintiffs claims are typical of the claims ofeach of the Class members

as all Class members were and are similarlyaffected and theirclaims arise from the

same wrongful conduct ofAetna and the School Board. Plaintiffis a beneficiary of a

non-ERISAPlan administeredby Aetna, he submitted a claim for coverage of PBRT

for treatment of his cancer, and, like other Class members, Aetna and the School

Board denied his claim based on the PBRT Clinical Policy Bulletin and an

incomplete research database that both Defendants reference with respect to all

requests for coverage of PBRT for treatment of cancer.

D. Adequacy of Representation.

81) Plaintiffwill fairly and adequatelyprotect the interests ofthe Classes.
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Plaintiffs interests do not conflict with the interests of the members the Classes.

Further, Plaintiff has retained counsel who are competent and experienced in

complex class action litigation,and Plaintiff and his counsel intend to prosecute this

action vigorously on behalf of the Class members and have the financialresources

to do so. Neither Plaintiffnor his counsel has any interest adverse to those of the

Class members.

E. Superiority.

82) Certification is appropriateunder Fla. R. Civ. P. 1.220*)(1)because the

prosecutionofseparate actions by Plaintiff or individual Class members would create

a risk of inconsistent or varying adjudications that could establish incompatible

standardsof conduct for Aetna and the School Board or adjudications with respect to

individual Class members that, as a practical matter, would be dispositive of the

interests of the other members not parties to the individual adjudications or would

substantially impair or impede their ability to protect their interests.

83) Certification is appropriate under Fla. R. Civ. P. 1.220*)(2)because by

u

applying a uniform policy treating PBRT as experimental," "investigational," "not

u "

medically necessary," or unproven, Aetna and the School Board have acted and

refused to act on grounds that apply generally to the Class, thereby requiring the

Court s imposition of uniform relief to ensure compatible standards of conduct

towards Class members, and making final injunctive relief or corresponding

declaratory relief appropriate respecting the proposed Class as a whole.
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84) Certification is appropriate under Fla. R. Civ. P. 1.220*)(3) because a

class action is superior to other available methods for the fair and efficient

adjudicationof this controversy. Questions of law and fact common to the Class

members predominateover any questions affecting only individual members.

85) A class action is superior to other available methods for the fair and

efficient adjudication of this controversy because joinder of all Class members is

impracticable. Further, because the damages suffered by Class members are small

relative to the expense and burden of individual litigation,it would be impossible for

the members of the Class to redress individually the harm done to them, such that

most or all Class members would have no rational economic interest in individually

controllingthe prosecutionof specific actions, and the burden imposed on the judicial

system by individual litigation by even a small fraction of the Class would be

enormous, making class adjudicationthe superioralternative.

86) The conduct of this action as a class action presents far fewer

management difficulties, far better conserves judicial resources and the parties'

resources,and far more effectivelyprotectsyeffectively the rights of each sub-Class memberthan

would piecemeal litigation. Compared to the expense, burdens, inconsistencies,

economic infeasibility,and inefficienciesofindividualized litigation,the challengesof

managing this action as a class action are substantially outweighedby the benefits

to the legitimate interests of the parties, the court, and the public of class treatment

in this court, making class adjudicationsuperiorto other alternatives.
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87) Plaintiff is not aware of any obstacles likely to be encountered in the

management of this action that would preclude its maintenance as a class action.

Rule 1.220 provides the Court with authority and flexibility to maximize the

efficiencies and benefitsof the class mechanismand reduce management challenges.

The Court may, on Plaintiffs motion or on its own determination, utilize the

provisions of Rule 1.220(d)(4) to certify any particular claims, issues, or common

questions of fact or law for class-wide adjudication or divide the Class into further

subclasses.

COUNTI

UNJUST ENRICHMENT

Against Defendant Aetna on Behalf of the Nationwide Class

88) Plaintiffincorporatesby reference paragraphs 1 through 87 as if fully

stated herein.

89) Plaintiffbrings this claim individuallyand on behalfof the Nationwide

Class under the commonlaw of unjust enrichmentas there are no true conflicts Cease-

dispositive differences) among various states' laws of unjust enrichment.

90) Aetna wrongfully deniedapproval or reimbursement for PBRT, thereby

unjustly saving the cost of more expensive, but more effective PBRT treatment in

their fully insuredplans, where Aetna pays for the benefits out of their own pockets,

and in self-funded plans with stop-loss provisions requiringAetna to cover benefits

above a certain threshold.

91) Further,Aetna unjustlybenefitsfrom the increased interest generated

by the plan account when it denies the PBRT treatment and pays less or no funds
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from the account.

92) It is inequitable forAetna to retain these benefits.Aetna will be unjustly

enriched if it is allowed to retain the aforementioned benefits, and each Nationwide

Class member is entitled to recoverthe amountby which Aetnawas unjustly enriched

at his or her expense.

93) The amount of Aetna's unjust enrichment should be disgorged, in an

amount to be proven at trial.

94) Plaintiff, on behalfofhimself and the NationwideClass members, seeks

an award againstAetna in the amountby whichAetna has been unjustly enriched at

Plaintiffs and the Nationwide Class members' expense, and such other relief as this

Court deems just and proper.

COUNT II

BREACH OF IMPLIED COVENANT OF GOOD FAITH AND FAIR DEALING

Against Defendant the School Board on Behalfofthe Pinellas County

Subclass

95) Plaintiffincorporatesby reference paragraphs 1 through 87 as if fully

stated herein.

96) Plaintiff brings this claim individually and on behalf of all Pinellas

County Subclass members.

97) A covenant of good faith and fair dealing is implied in every contract

and imposes upon eachparty a duty of good faith and fair dealingin its performance.

Commonlaw calls for substantial compliance with the spirit, not just the letter, of a

contract in its performance.
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98) Where an agreement affords one party the power to make a

discretionary decision without defined standards, the duty to act in good faith limits

that party's ability to act capriciously to contravene the reasonable contractual

expectationsof the other party.

99) Plaintiffcontracted for insurance as a party or third-party beneficiary

to his wife's insurance agreement with the School Board. See the "Aetna Select

Medical Plan" attached hereto as Exhibit A.4

100) Plaintiffand Subclass members' Plan allows the School Board, as the

Plan Sponsor, to have ultimate authorityoverfinal appeal decisionsto claim denials.

101) The School Board has extensiveand ultimate discretionto determine

u "

whether a treatment is "medicallynecessary"or experimentaland investigational.

102) The School Board has an obligationto exercise the discretionafforded

to it in good faith, and not capriciouslyor in bad faith. Plaintiffdoes not seek to vary

the express terms of the Plan, but only to ensure that the School Board exercises its

discretionin good faith.

103) The School Boardbreached the implied covenant ofgood faith and fair

dealing in bad faith and in contravention of the parties'reasonable expectations by,

among other things,

a) Exercising its discretion to deny Plaintiffs treatment relying

exclusivelyon Aetna's PBRT Clinical Policy Bulletin and Aetna's prior

4
The Select Medical Plan is one of the two documents forming the contract for insurance. The

other document, the "Schedule of Benefits" is in Aetna's possession and Plaintiffwill seek its

productionin discovery.
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denials;

b) Failing to review the medical records, medical literature, and

other materials that Plaintiffs doctors submitted with his appeals of

denial;

CI Exercising its discretion to determine that Plaintiff and the

Subclass members'PBRT treatment was not medically necessary and

was experimental or investigational despite overwhelming medical

evidence to the contrary; and

d) Exercising its discretion to deny Plaintiffs PBRT treatment to

increase its own profits and avoid paying for a higher-cost treatment.

104) As a direct, proximate, and legal result of the aforementionedbreach of

the covenant of good faith and fair dealing, Plaintiffand the Subclass have suffered

damages.

COUNT III

UNJUSTENRICHMENT

Against Defendant Aetna on Behalf ofthe Florida Subclass

105) Plaintiffincorporates by reference paragraphs 1 through 87 as if fully

stated herein.

106) Plaintiff brings this claim individually and on behalf of all Florida

Subclass members.

107) Aetna wrongfully denied approvalor reimbursement for PBRT, thereby

unjustly saving the cost of more expensive, but more effective PBRT treatment in

their fully insuredplans, where Aetna pays for the benefits out of their own pockets,
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and in self-funded plans with stop-loss provisions requiringAetna to cover benefits

above a certain threshold.

108) Further, Aetna unjustly benefits from the increased interest generated

by the plan account when it denies the PBRT treatment and pays less or no funds

from the account

109) It is inequitable forAetna to retain these benefits.Aetna will be unjustly

enriched if it is allowed to retain the aforementioned benefits, and each Florida

Subclass member is entitled to recover the amount by which Aetna was unjustly

enriched at his or her expense.

110) The amount of Aetna's unjust enrichment should be disgorged, in an

amount to be proven at trial.

111) Plaintiff, on behalf of himselfand the Florida Subclass members, seeks

an award againstAetna in the amountby whichAetna has been unjustly enriched at

Plaintiffs and the Subclass members' expense, and such other relief as this Court

deems just and proper.

COUNT IV

DECLARATORYAND INJUNCTIVE RELIEF

Against Defendant Aetna on Behalf ofthe Florida Subclass

(Florida Statute Section 86.011)

112) Plaintiffincorporates by reference paragraphs 1 through 87 as if fully

stated herein.

113) Plaintiff brings this claim individually and on behalf of the Florida

Subclass.
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114) As an administrator in either self-funded or fully insured plans,Aetna

makes benefit determinationsas to whether services provided to its members are

medically necessary, experimental or investigational, and covered under the

respective plans.

115) An actual, immediate controversy exists among the parties regarding

whether coverage for PBRT for the treatment of cancer is afforded under the Plan

and other non-ERISAplans administeredby Aetna.

116) Plaintiffand Florida Subclass members and Aetna are in disputeas to

the parties' respective rights, obligations, and duties pursuant to the terms and

conditions of the Plan and other non-ERISA plans administeredby Aetna, and the

creation, development, and application of the PBRT Clinical Policy Bulletin to

categorically deny coverage for PBRT to treat cancer.

117) A good faith dispute exists as to the issues set out in paragraph 79 of

this Complaint.

118) Plaintiffand Florida Subclass members have a substantial interest at

stake in the resolution of this controversy, namely, obtaining the reprocessing of

their claims without application of the PBRT Clinical Policy Bulletin, as well as any

other applicable supplemental relief.

PRAYER FOR RELIEF

WHEREFORE, Plaintiff demands judgment in his favor and against

DefendantsAetna and the School Board as follows:

A. Certifying the Class, as set forth in this Complaint, and appointing
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Plaintiffas Class Representative and undersigned counsel as Class Counsel;

B. Declaring that Aetna violated the terms of Plaintiffs Plan, and the

similar non-ERISA Plans of the other members of the Nationwide Class and the

Florida Subclass, and awarding appropriate equitable and supplemental relief

includingdisgorgement and surcharges;

C. Declaring that the School Board violated Plaintiffs Plan, and the

plans ofthe other members of the Pinellas County Subclass, awarding appropriate

equitable and supplemental reliefincludingdisgorgement and surcharges;

D. Ordering Aetna to reprocess Plaintiffs,NationwideClass, and Florida

Subclass members' claims without applicationof the PBRT Clinical Policy Bulletin;

E. Ordering the School Boardto reprocess Plaintiffs and Pinellas County

Subclass members' claims without applicationof the PBRT Clinical Policy Bulletin;

F. Ordering Aetna to create a common fund out of which it will make

payment, with interest, of any unpaid benefits to Plaintiff, Nationwide Class, and

Florida Subclass members;

G. Ordering the School Board to create a common fund out of which it

will make payment, with interest, of any unpaid benefits to Plaintiffand Pinellas

County Subclass members;

H. Awarding Plaintiff disbursements and expenses of this action,

includingreasonable attorneys'fees, in amounts to be determinedby the Court; and

I. Grantingsuch other and further relief as is just and proper.

28

12I9700

Case 8:20-cv-03010-VMC-TGW   Document 1-1   Filed 12/17/20   Page 29 of 122 PageID 40



DEMAND FOR JURY TRIAL

Plaintiffdemands a jury trial on all issues so triable.

DATED: October 30,2020.

Respectfully submitted,

KOZYAK TROPIN& THROCKMORTON,
LLP

Counselfor Plaintiffs and Classes

2525 Ponce de Leon, 9th Floor

Coral Gables, Florida 33134

Telephone: (305) 372-1800

By: /s/ Maria D. Garcia

Harley S. Tropin
Florida Bar No. 241253

Email: hst@kttlaw.com

Maria D. Garcia

Florida Bar No. 58635

Email: mgarcia@kttlaw.com
Robert Neary
Florida Bar No. 81712

Email: rn@kttlaw.com

Frank A. Florio

Florida Bar No. 1010461

Email: fflorio@kttlaw.com

Counsel for Plaintiffand the Putatiue Class

-and-

COLSON HICKS EIDSON

255 Alhambra Circle, Penthouse

Coral Gables, Florida 33134

Telephone: (305) 476-7400
E-mail: eservice@colson.com

isl StephanieA. Case.y

Stephanie A. Casey, Esq.
Florida Bar No. 97483

scasey@colson.com
Trial Counsel
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BENEFIT PLAN What Your Plan

Covers and How
Prepared Exclusively for

The School Board of PinellasCounty Benefits are Paid

Open AccessAetna Select HRA Plan

Also known as: Consumer Directed Health Plan

(CDHP + HRA)
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aetna®

Aetna Select Medical Plan

Summary Plan Description

Prepared exclusively for:

Employer: The School Board of PinellasCounty

Contract number: MSA-109718

Booklet 3

Plan effective date: January 1, 2019

Plan issue date: April 19, 2019

Third Party AdministrativeServices provided by Aetna Life Insurance Company
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VVelcome

Thank you for choosingAetna.

This is your booklet. It is one of two documentsthat together describe the benefits covered by your Employer's
self-fundedhealth benefit plan for in-networkcoverage.

This booklet will tell you about your covered benefits
- what they are and how you get them. It takes the place

of all booklets describing similar coverage that were previouslysent to you. The second document is the

scheduleof benefits. It tells you howwe share expenses for eligible health services and tells you about limits -

like when your plan covers only a certain number of visits.

Each of these documentsmay have amendmentsattached to them. Theychange or add to the documents

they're part of.

Where to next? Flip through the table of contents or try the Let's get started! section right after it. The Let's get

staned! section gives you a thumbnail sketch of how your plan works. The more you understand,the more you

can get out of your plan.

Welcome to your Employer'sself-funded health benefit plan for in-networkcoverage.
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Let's get started!

Here are some basics. First things first - some notes on how we use words. Then we explain howyour plan
works so you can get the most out of your coverage. But for all the details - and this is very important

-

you

need to read this entire booklet and the scheduleof benefits.And if you need help or more information,we tell

you how to reach us.

Some notes on how we use words
" "

e When we say you and your ,
we mean both you and any covered dependents.

e When we say "us", "we", and "our", we mean Aetna when we are describing administrativeservices

providedby Aetna as Third Party Administrator.

o Some words appear in bold type. We define them in the GLOSSARY section.

Sometimeswe use technical medical language that is familiar to medical providers.

What your plan does - covered benefits

Your plan provides covered benefits.These are eligible health servicesfor which your plan has the obligation to

pay.

This plan provides in-network coverage for medical, vision and pharmacybenefits.

What your plan doesn't do - exclusions

Your plan does not pay for benefits that are not covered under the terms of the plan. These are Exclusions and

are described more in greater detail later in the document.

Many health care services and supplies are eligible for coverage under your plan in the Eligiblehealth services

underyour plan section. However, some of those health care services and supplies have exclusions. For

example, physiciancare is an eligible health service, but physician care for cosmetic surgery is never covered.

This is an example of an exclusion.

The What yourplan doesn't cover - some e/igib/ehea/th serWce exc/usions section of this document also provides
additional information.

The Plan does not cover any payments that are prohibitedby the Federal Office of Foreign Asset Control.

How your plan works- starting and stopping coverage
Your coverage under the plan has a start and an end. You start coverage after you completethe eligibility and

enrollment process. To learn more see the Whothe plan covers section.

Your coverage typically ends when you leave your job. Family members can lose coverage for many reasons,

such as growingup and leaving home. To learn more see the When coverage ends section.

Ending coverage under the plan doesn't necessarily mean you lose coverage with us. See the Special coverage

options after yourplancoverageends section.
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How your plan works while you are covered in-network

Your in-network coverage:

e Helpsyougetand payfora Iotof-butnotall-health care services. These are called eligible health

services.

. Generally will pay only when you get care from providers in our network of doctors, hospitals,and other

providers.
e You will pay less cost share when you use a network provider.

1. Eligible health services

Doctor and hospital services are the foundationfor many other services. You'Il probablyfind the

preventive care, emergencyservices and urgent condition coverage especiallyimportant. But the plan

won't always cover the services you want. Sometimes it doesn't cover health care services your doctor

will want you to have.

So what are eligible health services?They are health care services that meet these three requirements:
o They are listed in the Eligible health services underyourplan section.

e They are not carved out in the What yourplandoesn'tcover- someeligible health service exclusions

section. (We refer to this section as the "exclusions" section.)
o They are not beyond any limits in the scheduleof benefits.

2. Providers

Aetna's networkof doctors, hospitals and other health care providers are there to give you the care you

need. You can find network providers and see importantinformation aboutthem most easily on our

online provider directory. Just log into yourAetna Navigator
%
secure member website at

www.aetna.com.

You may choose a primary care physician (we call that doctor your PCP) to oversee your care. Your PCP

will provide your routine care, and send you to other providers when you need specialized care. You

don't have to access care through your PCP. You may go directly to network specialistsand providers
for eligible health services.Your plan often will pay a bigger share for eligible health services that you

get through your PCP, so choose a PCP as soon as you can.

For more information about the networkand the role of your PCP, see the Who providesthe care

section.

3. Service area

Your plan generallypays for eligible health services only within a specific geographicarea, called a

service area. There are some exceptions,such as for emergency servicesand urgent care. See the Who

providesthe caresection.

4. Paying for eligible health services-the general requirements
There are several general requirements for the plan to pay any part of the expense for an eligible health

service.They are:

o The eligible health serviceis medicallynecessary, and

o You get your care from:

- Your PCP, or

- Another network provider after you get a referral from your PCP, and

I You or your provider precertifiesthe eligible health servicewhen required.

You will find details on medical necessity, referral and precertificationrequirements in the Medical
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necessity, referral and precertificationrequirementsnprecertification section. You will find the requirement to use a

network provider and any exceptions in the Who provides the care section.

5. Disagreements
We know that people sometimes see things differently.

The plan tells you how we will work through our differences.And if we still disagree, an independent
"

group of experts called an "external review organization or ERO for short, will make the final decision

for us.

For more information see the When you disagree - claim decisions and appeals proceduressection.

How to contact us for help
We are here to answer your questions.You can contact us by logging onto your Aetna Navigator® secure

member website at www.aetna.com.

Register for Aetna Navigator
%

, our secure internet access to reliable health information,tools and resources.

Aetna Navigator
% online tools will make it easier for you to make informed decisionsabout your health care,

view claims, research care and treatment options, and access information on health and wellness.

You can also contact us by:

Calling Aetna Member Services at the toll-freenumber on your ID card

e Writing us at Aetna Life InsuranceCompany, 151 Farmington Ave, Hartford, CT 06156

Your member ID card

Your member ID card tells doctors, hospitals,and other providers that you are covered by this plan. Show

your ID card each time you get health care from a provider to help them bill us correctlyand help us better

process their claims.

Remember, only you and your covered dependents can use your member ID card. If you misuse your card we

may end your coverage.

We will mail you your ID card. If you haven't received it before you need eligible health services,or if you've
lost it, you can print a temporary ID card. Just log into yourAetna Navigator

%
secure member website at

www.aetna.com.

In additionto a memberID card, you will also receive a separate HRA card.

An HRA is an accountfunded by Pinellas County Schools. You can use these funds to pay for eligible healthcare

expenses foryou and your eligible dependentscurrently enrolled in the plan. Expenses may include deductibles,

copays and coinsurance amounts, howeverdental and visionexpenses are excluded. This card can only be used

with the CDHP + HRA plan.

HRA Administeredby PayFIIx

Individual $500

FamN Sl,000

These amounts are prorated if enrolledon or after January 1 st.
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Who the plan covers

You will find information in this section about:

. Who is eligible
e When you can join the plan
e Who can be on your plan (who can be your dependent)
. Addingnew dependents
e Special times you and your dependents can join the plan

Who is eligible
You are eligiblefor benefits if you are:

. A full-time, regular employee who works at least 30 hours per week.

. A job-sharingemployee, or

. A part-time, regular employee in two or more authorized positions
who works at least 30 hours per week.

Your insurance coverage is effectivethe first day ofthe month following

60 days of employment in an eligible status.

When you can join the plan
As an employee you can enroll yourself you and your dependents if you live or work in the servicearea:

. At the end ofany waiting period your Employer requires

. Once each CalendarYearduring the annual enrollmentperiod
, At otherspecialtimes during the Year (see the Specialtimes you and yourdependentscanjoin the plan

section below)

If you do not enroll yourself when you first qualifyfor health benefits,you may have to wait until the next

annual enrollment period to join.

Who can be on your plan (who can be your dependent)

Dependent Coverage and Eligibility

You may elect coverage (when available) for your eligible dependents, including:
. Your legal spouse as defined by the state of Florida.

. Your children, including biological children,stepchildren, legallyadopted children,and children for whom

you have legal guardianship as shown by court documentsnaming you as permanentlegal guardian.

Medical Coveragefor Children

Your eligible children can be covered under a PCS medical, dental, and/or vision plan through the end of the

calendar year in which they reach age 26, regardless of marital, financial,or student status. A covered child's

spouse is not eligible for coverage.

Please note, as allowed by Florida law, you may cover a grandchild from birth to age 18 months provided your
childwas covered underyour PCS medical plan when your grandchild was born.

. Handicapped Dependents.There is no age limitation for an unmarried handicappeddependent child provided
the followingrequirements are met:

- The dependent must be chiefly dependent upon the employee for support and maintenance, and be

incapable of self-support due to mental or physical incapacity,either of which commenced prior to

reaching a limiting age.
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- The dependent had continuouscoverage under a Pinellas County Schools group health insurance plan.
- The employee must submit proof of the handicappeddependent's conditionand eligibility to the Risk

Management and Insurance Department and the appropriate health plan(s) within 31 days after the end

of the year in which the dependentreaches a limiting age.

Adding new dependents

Enrolling a Newborn Child*

You may submit an enrollmentapplication for your newborn child prior to the birth of the child or within 31

days after birth to Pinellas County Schools, Risk Management and Insurance Department.
Do not call Aetna.

Should you submit an enrollmentapplication to Pinellas County Schools between 31and 60 days after your

newborn child's birth, your medical plan may requirethat any additional prepayment fees (premium) be

remitted for the period beginning at the date of birth through the date of enrollment. When these

requirements are met, the effectivedate of coverage is the date of birth. If you do not meet these requirements,

you may enroll your child during the next Annual Enrollmentperiod forthe next plan year.

An adopted child*

To enroll your adopted child covered, your Employermust receive your completed enrollmentinformation

within 31 days after the adoption or placement in the home for adoption. If you miss this deadline,your

adopted child will not have health benefits after the first 31 days.

*Coveragewill begin the first of the month followingthe date of the birth or placementin the home and

employer receives the completed documentation.

Special timesyou and your dependents can join the plan

You can enroll or add dependentswithin 31 days of a HIPAA qualifying life event and other events designated by
the employer. Life events may include but are not limited to: marriage, birth of a child, divorce, loss or gain of

employer group or state sponsored coverage.

Effective date of coverage

Your coverage begins on the date your employer tells us. This will be the effectivedate on the enrollment

information sent to us to enroll you and your eligible dependents in the plan.

Claims will not be paid under any health benefits for expenses incurred in connection with any hospital stay that

began before the date you or your dependents became covered.
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Medical necessity requirements

The starting point for coveredbenefits under your plan is whether the services and supplies are eligible health

services.Seethe Eligiblehealth services underyour plan and exc/usions sections plus the scheduleof benefits.

Your plan pays for its share of the expense for eligible health servicesonly if the general requirements are met.

They are:

o The eligible health serviceis medicallynecessary.

This section addressesthe medical necessity requirements.

Medically necessary; medical necessity
As we said in the Let's getstartedl section, medical necessity is a requirement for you to receive a covered

benefit under this plan.

The medical necessity requirements are stated in the G/ossory section,where we define "medically necessary,

medical necessity".That is where we also explain what our medical directors or their physiciandesignees
consider when determining if an eligible health service is medically necessary.

Certain prescription drugs are covered under the medical plan when they are given to you by your doctor or

health care facility and not obtained at a pharmacy.The followingprecertificationinformation applies to these

prescription drugs:

For certain drugs, your prescriberor your pharmacistneeds to get approval from us before we will agree to

cover the drug for you. Sometimesthe requirement for getting approval in advance helps guide appropriate use

of certain drugs and makes sure there is a medically necessary need for the drug. For the most up-to-date

information,call the toll-freeMemberServices numberon your member ID card or log on to your Aetna

Navigator
%
secure member website at www.aetna.com.

There is another type of precertificationfor prescription drugs, and that is step therapy. Step therapy is a type

of precertificationwhere we require you to first try certain drugs to treat your medical conditionbefore we will

cover another drug for that condition.

You can obtain the most up-to-date information about steptherapyprescription drugs by callingthe toll-free

MemberServices numberon your member ID card or by logging on to your Aetna Navigator
%
secure member

website at www.aetna.com._Yourdoctor can find additional details aboutthe step therapy prescription drugs in

our clinical policy bulletins.

Sometimesyou or your prescribermay seek a medical exception to get health care services for drugs not

covered or for which health care services are denied through precertificationand/or steptherapy. You or your

prescribercan contact us and will need to provide us with the required clinical documentation. Any waiver

granted as a result of a medical exception shall be based upon an individual, case by case determination, and

will not apply or extend to other covered persons.
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Eligible health services under your plan

The information in this section is the first step to understandingyour plan's eligible health services.

Your plan covers many kinds of health care services and supplies,such as physician care and hospital stays. But

sometimes those services are not covered at all or are covered only up to a limit.

For example,
. Physician care generallyis covered but physician care for cosmetic surgery is never covered. This is an

exclusion.

I Home health care is generallycovered but it is a covered benefit only up to a set number of visits a year.

This is a limitation.

You can find out about these exclusionsin the exc/usions section, and about the limitationsin the scheduleof

benefits.

We've grouped the health care services below to make it easier for you to find what you're looking for.

Preventive care and wellness

This section describes the eligible health services and supplies available underyour plan when you are well.

Important notes:

1. You will see references to the followingrecommendations and guidelines in this section:

. AdvisoryCommitteeon Immunization Practices ofthe Centersfor Disease Control and

Prevention

United States Preventive Services Task Force

. Health Resources and Services Administration

e American Academy of Pediatrics/BrightFutures/Health Resources and Services

Administration guidelinesfor children and adolescents

These recommendations and guidelines may be updated periodically.When these are updated,

they will be applied to this plan. The updates will be effectiveon the first day of the Calendar Year,

one year after the updated recommendationor guideline is issued.

2. Diagnostictesting will not be covered underthe preventive care benefit. For those tests, you will

pay the cost sharingspecific to eligible health servicesfor diagnostic testing.

3. Gender-specific preventive care benefits includeeligible health servicesdescribed below

regardlessofthe sex you were assigned at birth, your gender identity, or your recorded gender.

4. To learn what frequency and age limits apply to routine physical exams and routine cancer

screenings, contact your physician or contact Member Services by logging on to your Aetna

Navigator
®
secure member website at www.aetna.com or at the toll-free number on your ID

card. This information can also be found at the www.HealthCare.govwebsite.
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Routine physicalexams

Eligible health services include office visitsto your physician, PCP or other health professionalfor routine

physical exams. This includes routinevision and hearing screenings given as part of the exam. A routineexam is

a medical exam given by a physician for a reason other than to diagnose or treat a suspected or identified illness

or injury, and also includes:

. Evidence-baseditems that have in effect a rating of A or B in the current recommendations of the

United States Preventive Services Task Force.

e Services as recommended in the American Academy of Pediatrics/BrightFutures/Health Resources and

Services Administration guidelines for children and adolescents.

. Screenings and counseling services as providedfor in the comprehensiveguidelines recommended by
the Health Resources and Services Administration.These services may include but are not limited to:

Screeningand counseling services on topics such as:

o Interpersonaland domestic violence

o Sexually transmitted diseases

o Human Immune Deficiency Virus (HIV) infections

Screeningfor gestational diabetes for women

High risk Human Papillomavirus(HPV) DNA testing for women 30 and older

o Radiological services, lab and other tests given in connectionwith the exam.

o For covered newborns, an initial hospital checkup.

Preventive care immunizations

Eligible health services include immunizations for infectiousdiseases recommended by the Advisory Committee

on Immunization Practicesof the Centersfor Disease Control and Prevention.

Your plan does not cover immunizationsthat are not consideredpreventive care, such as those required due to

your employment or travel.

Well woman preventive visits

Eligible health services include your routine:

e Well woman preventive exam office visit to your physician, PCP, obstetrician (OB), gynecologist(GYN)
or OB/GYN. This includes pap smears and routine chlamydia screening tests. Your plan covers the exams

recommended by the Health Resources and Services Administration.A routinewell woman preventive
exam is a medical exam given for a reason other than to diagnose or treat a suspected or identified

illnessor injury.
e Preventive care breast cancer (BRCA) gene blood testing by a physician and lab.

e Preventive breastcancer genetic counseling provided by a genetic counselorto interpret the test results

and evaluate treatment.

Preventive screeningand counseling services

Eligible health services include screening and counseling by your health professionalfor some conditions. These

are obesity, misuse of alcohol and/or drugs, use of tobacco products, sexually transmitted infectioncounseling

and genetic risk counseling for breast and ovarian cancer. Your plan will cover the services you get in an

individual or group setting. Here is more detail aboutthose benefits.

Obesity and/or healthy diet counseling

Eligible health services include the followingscreening and counseling services to aid in weight

reduction due to obesity:
- Preventive counseling visits and/or risk factor reduction intervention

- Nutritionalcounseling
- Healthy diet counseling visits provided in connectionwith Hyperlipidemia (high cholesterol)and

other known risk factors for cardiovascularand diet-related chronic disease
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Misuse of alcohol and/ordrugs

Eligible health services include the followingscreening and counseling services to help preventor

reduce the use of an alcohol agent or controlled substance:

- Preventive counseling visits

Risk factor reduction intervention

A structuredassessment

. Use of tobacco products

Eligible health services include the followingscreening and counseling services to help you to stop the

use of tobacco products:
- Preventive counseling visits

Treatment visits

- Class visits;
- Tobacco cessation prescription and over-the-counter drugs

o Eligible health services include FDA- approved prescription drugs and over-the-counter (OTC)

drugs to help stop the use of tobacco products,when prescribed by a prescriberand the

prescription is submitted to the pharmacistfor processing.

Tobacco product means a substance containingtobacco or nicotine such as:

- Cigarettes
- Cigars
- Smokingtobacco

Snuff

Smokelesstobacco

- Candy-likeproducts that contain tobacco

Sexually transmitted infectioncounseling

Eligible health services include the counseling servicesto help you prevent or reduce sexually

transmitted infections.

e Genetic risk counseling for breast and ovarian cancer

Eligible health services include counseling and evaluation services to help you assess whether or not

you are at increased risk for breast and ovarian cancer.

Routine cancer screenings
Eligible health services include the followingroutine cancer screenings:

e Mammograms

e Prostate specific antigen (PSA) tests

e Digital rectal exams

e Fecal occult blood tests

. Sigmoidoscopies
o Double contrastbarium enemas (DCBE)
e Colonoscopieswhich includes removal of polyps performed during a screening procedure, and a

pathologyexam on any removed polyps
e Lung cancer screenings

These benefits will be subjectto any age, family historyand frequency guidelines that are:

. Evidence-baseditems or services that have in effect a rating of A or B in the recommendations of the

United States Preventive Services Task Force

e Evidence-informeditems or services provided in the comprehensiveguidelines supported by the Health

Resources and Services Administration
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If you need a routinegynecologicalexam performed as part of a cancer screening, you may go directly to a

network provider who is an OB, GYN or OB/GYN.

Prenatal care

Eligible health services include your routine prenatal physical exams as Preventive Care, which is the initial and

subsequenthistoryand physical exam such as:

e Maternal weight
o Blood pressure

e Fetal heart rate check

o Fundal height

You can get this care at your physician's,PCP's, OB's, GYN's, or OB/GYN's office.

Important note:

You should reviewthe benefit under Eligiblehealth services underyourplan- Maternityandrelated

newborn care and the exc/usions sections of this booklet for more information on coverage for

pregnancy expenses under this plan.

ComprehensiveIactation support and counseling services

Eligible health services include comprehensiveIactationsupport (assistanceand training in breast feeding)and

counseling services during pregnancy or at any time followingdelivery for breast feeding. Your plan will cover

this when you get it in an individual or group setting. Your plan will cover this counseling only when you get it

from a certified Iactationsupport provider.

Breast feeding durable medical equipment
Eligible health services include renting or buying durable medical equipmentyou need to pump and store

breast milk as follows:

Breast pump

Eligible health services include:

e Renting a hospital grade electricpump while your newborn child is confined in a hospital.
e The buying of:

An electric breastpump (non-hospitalgrade). Your plan will cover this cost once every three years,

or

A manual breast pump. Your plan will cover this cost once per pregnancy.

If an electric breast pump was purchased within the previous three year period, the purchase of another electric

breast pump will not be covered until a three year period has elapsed since the last purchase.

Breast pump supplies and accessories

Eligible health services include breast pump supplies and accessories.These are limited to only one purchase

per pregnancy in any yearwhere a covered female would not qualifyfor the purchase of a new pump.

Coveragefor the purchase of breastpump equipment is limited to one item of equipment, for the same or

similar purpose, and the accessoriesand supplies needed to operate the item. You are responsiblefor the entire

cost of any additional pieces ofthe same or similar equipmentyou purchase or rent for personal convenience or

mobility.
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Family planning services - female contraceptives
Eligible health services include family planning services such as:

Counselingservices

Eligible health services include counseling services provided by a physician, PCP, OB, GYN, or OB/GYN on

contraceptive methods.These will be covered when you get them in either a group or individual setting.

Devices

Eligible health services include contraceptive devices (includingany related services or supplies)when they
are provided by, administeredor removed by a physician during an office visit.

Voluntarysterilization

Eligible health services include charges billed separatelyby the provider for female voluntary sterilization

procedures and related services and supplies.This also could include tubal Iigation and sterilizationimplants.

Important note:

See the followingsections for more information:

, Family planning services - other

, Maternityand relatednewborn care

I Outpatientprescription drugs
. Treatmentofbasicinfertility

Physicians and other health professionals

Physician services

Eligible health services include services by your physicianto treat an illness or injury. You can get those

services:

At the physician's office

. In your home

. In a hospital
e From any other inpatient or outpatient facility

Other services and supplies that your physician may provide:
e Allergy testing and allergy injections
o Radiological supplies,services, and tests

Physician surgical services

Eligible health services include the services of:

. The surgeon who performs your surgery
e Your surgeon who you visit before and after the surgery

o Another surgeon who you go to for a second opinion before the surgery

Important note:

Some surgeriescan be done safely in a physician's office. For those surgeries, your plan will pay only
for physician services and not for a separate fee for facilities.
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Alternatives to physician office visits

Walk-in clinic

Eligible health services include health care services provided in walk-in clinics for:

e Unscheduled, non-medical emergencyillnesses and injuries
. The administrationof immunizations administeredwithin the scope of the clinic's license
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Hospital and other facilitycare

Hospital care

Eligible health services include inpatient and outpatient hospital care.

The types of hospital care services that are eligible for coverage include:

o Room and board charges up to the hospital'ssemi-private room rate. Your plan will cover the extra

expense of a private room when appropriate because of your medical condition.

. Servicesof physiciansemployed by the hospital.

. Operating and recovery rooms.

e Intensive or special care units of a hospital.
. Administration of blood and blood derivatives, but not the expense of the blood or blood product.
o Radiationtherapy.
e Cognitive rehabilitation.

. Speech therapy, physical therapy and occupational therapy.

. Oxygen and oxygen therapy.
o Radiological services, laboratorytesting and diagnostic services.

o Medications.

e Intravenous (IV) preparations.

o Discharge planning.
. Servicesand supplies provided by the outpatient department of a hospital.

Alternatives to hospital stays

Outpatientsurgery and physician surgical services

Eligible health services include services providedand supplies used in connectionwith outpatientsurgery

performed in a surgery center or a hospital'soutpatient department.

Important note:

Some surgeriescan be done safely in a physician's office. For those surgeries, your plan will pay only

for physicianor PCP services and not for a separate fee for facilities.

Home health care

Eligible health services include home health care provided by a home health careagency in the home, but only

when all of the followingcriteria are met:

e You are homebound.

e Your physicianorders them.

. The services take the place of your needing to stay in a hospital or a skilled nursing facility, or

needing to receive the same services outside your home.

. The services are a part of a home health care plan.
e The services are skilled nursing services,home health aide services or medical social services, or are

short-term speech, physical or occupational therapy.
. If you are discharged from a hospital or skilled nursing facility after a stay, the intermittent

requirement may be waived to allow coverage for continuous skilled nursing services.See the

scheduleof benefits for more information on the intermittent requirement.
I Home health aide services are provided under the supervisionof a registered nurse.

o Medical social services are provided by or supervised by a physician or social worker.
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Short-termphysical, speech and occupational therapy provided in the home are subject to the conditionsand

limitationsimposed on therapy provided outside the home. See the Short-termrehabilitationservicesand

Hab#itation therapyservices sections and the scheduleof benefits.

Home health care services do not includecustodialcare.

Hospice care

Eligible health services include inpatient and outpatient hospicecarewhen given as part of a hospicecare

program.

The types of hospice care services that are eligible for coverage include:

Room and board

. Services and supplies furnished to you on an inpatient or outpatient basis

. Services by a hospicecareagency or hospicecare provided in a hospital
e Bereavement counseling
e Respite care

Hospice care services providedby the providers below may be covered, even if the providers are not an

employeeof the hospicecare agency responsiblefor your care:

e A physician for consultationor case management

o A physical or occupational therapist
A home health careagency for:

Physical and occupational therapy

Medical supplies

Outpatientprescription drugs

Psychological counseling

Dietarycounseling

Skilled nursing facility
Eligible health services include inpatient skilled nursing facility care.

The types of skilled nursing facility care services that are eligible for coverage include:

' Room and board, up to the semi-private room rate

Services and supplies that are providedduring your stay in a skilled nursing facility

Emergency services and urgent care

Eligible health services include services and supplies for the treatment of an emergency medical condition or an

urgent condition.

As always, you can get emergencycare from networkproviders. However,you can also get emergencycare

from out-of-network providers.

Your coverage for emergency services and urgent care from out-of-network providers ends when Aetna

and the attending physician determinethat you are medically able to travel or to be transported to a

network provider if you need more care.

As it applies to in-networkcoverage, you are covered for follow-up care only when your physician or PCP

provides or coordinates it.
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In case of a medical emergency
When you experiencean emergency medical condition,you should go to the nearest emergencyroom. You can

also dial 911 or your local emergencyresponse service for medical and ambulance assistance. If possible,call

your physicianor PCP but only if a delay will not harm your health.

Non-emergencycondition

If you go to an emergencyroom for what is not an emergency medical condition,the plan may not cover your

expenses. See the schedule of benefits and the exc/usion-Emergencyservicesand urgent care sections for

specific plan details.

In case of an urgent condition

Urgent conditionwithin the service area

If you need care for an urgent condition while within the service area, you should first seek care through your,

physician. If your physician is not reasonablyavailableto provide services, you may access urgent care from an

urgent care facility within the service area.

Urgent conditionoutside the service area

You are covered for urgent care obtained from a facility outside of the service area if you are temporarily absent

from the servicearea and getting the health care service cannot be delayed until you return to the servicearea.

Non-urgent care

If you go to an urgentcare facility for what is not an urgent condition,the plan may not cover your expenses.

See the exception-Emergencyservicesand urgentcare sections and the scheduleof benefits for specific plan
details.
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Specificconditions

Autism spectrum disorder
Autism spectrum disorder is defined in the most recent edition of the Diagnosticand StatisticalManual of

Mental Disorders (DSM) of the American PsychiatricAssociation.

Eligible health services include the services and supplies provided by a physician or behavioral health provider
for the diagnosisand treatment of autism spectrum disorder.We will only cover this treatment if a physician or

behavioral health provider orders it as part of a treatment plan.

We will cover early intensive behavioral interventionssuch as applied behavioranalysis. Applied behavior

analysis is an educational service that is the process of applying interventions:

o That systematically change behavior,and

o That is responsiblefor observableimprovements in behavior.

Important note:

Applied behavioranalysis requiresprecertificationby Aetna. The networkprovider is responsible
for obtaining precertification.

Birthing center

Eligible health services include prenatal and postpartumcare and obstetricalservices from your provider.After

your child is born, eligible health services include:

o 48 hours of care in a birthingcenter after a vaginal delivery
o 96 hours of care in a birthingcenter after a cesarean delivery

A birthingcenter is a facility specificallylicensed as a freestanding birthingcenter by applicable state and federal

laws to provide prenatal care, delivery and immediate postpartumcare.

Diabetic equipment,supplies and education

Eligible health services include:

. Services and supplies

Foot care to minimize the risk of infection

Alcohol swabs

- Glucagonemergencykits

Equipment
- External insulin pumps

- Blood glucose monitors without special features, unless required due to blindness

e Training
- Self-managementtrainingprovided by a health care provider certified in diabetes self-management

training

This coverage is for the treatment of insulin (type I) and non-insulin dependent (type Il) diabetes and the

treatment of elevated blood glucose levels during pregnancy.

Family planning services - other

Eligible health services include certain familyplanning services providedby your physician such as:

e Voluntarysterilization for males
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Maternityand related newborn care

Eligible health services include prenatal and postpartumcare and obstetricalservices. Afteryour child is born,

eligible health services include:

o 48 hours of inpatient care in a hospital after a vaginal delivery
o 96 hours of inpatient care in a hospital after a cesarean delivery
. A shorter stay, if the attending physician, with the consent of the mother, dischargesthe mother or

newborn earlier

Coverage also includes the services and supplies needed for circumcisionby a provider.

Mental health treatment

Eligible health services include the treatment of mental disorders provided by a hospital, psychiatric hospital,

residentialtreatmentfacility, physician or behavioral health provider as follows:

Inpatientroom and board at the semi-private room rate, and other services and supplies related to

your conditionthat are provided during your stay in a hospital, psychiatric hospital,or residential

treatmentfacility

Outpatienttreatment received while not confined as an inpatient in a hospital,psychiatric hospital or

residentialtreatmentfacility, including:
- Office visits to a physician or behavioral health provider such as a psychiatrist, psychologist, social

worker, or licensed professional counselor(includestelemedicineconsultation)
- Individual, group and familytherapies for the treatment of mental health

- Other outpatient mental health treatment such as:

- Partial hospitalization treatmentprovided in a facility or program for mental health treatment

providedunder the direction of a physician
- Intensiveoutpatientprogram provided in a facilityor program for mental health treatment

providedunder the direction of a physician
- Skilled behavioral health services provided in the home, but only when all the followingcriteria

are met:

o You are homebound

o Your physician orders them

o The services take the place of a stay in a hospital or a residentialtreatmentfacility,or

you are unable to receive the same services outside your home

o The skilled behavioral health care is appropriate for the active treatment of a condition,

illness or disease to avoid placing you at risk for serious complications
- Electro-convulsive therapy (ECT)
- Mental health injectables
- Transcranial magneticstimulation (TMS)
- Psychological testing
- Neuropsychological testing

23 hour observation

Substance related disorders treatment

Eligible health services include the treatment of substance abuseprovided by a hospital, psychiatric hospital,
residentialtreatmentfacility,physician or behavioral health provider as follows:

Inpatientroom and board at the semi-private room rate, and other services and supplies that are

providedduring your stay in a hospital, psychiatric hospital or residentialtreatmentfacility.Treatment

of substance abuse in a general medical hospital is only covered if you are admitted to the hospital's

separate substance abuse section or unit, unlessyou are admitted for the treatment of medical

complications of substance abuse.
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As used here, "medical complications" include, but are not limited to, electrolyteimbalances,

malnutrition, cirrhosis of the liver, delirium tremens and hepatitis.

Outpatienttreatment received while not confined as an inpatient in a hospital,psychiatric hospital or

residentialtreatmentfacility, including:
- Office visits to a physician or behavioral health provider such as a psychiatrist, psychologist, social

worker, advanced practice registered nurse, or licensed professional counselor(includes
telemedicine consultation)

- Individual, group and familytherapies for the treatment of substance abuse

- Other outpatient substance abuse treatment such as:

o Outpatientdetoxification

o Partial hospitalization treatmentprovided in a facility or program for treatment of

substance abuse provided under the direction of a physician
o Intensiveoutpatientprogram provided in a facilityor program for treatment of

substance abuse provided under the direction of a physician
o Ambulatory detoxificationwhich are outpatient services that monitor withdrawal from

alcohol or other substance abuse, including administrationof medications

o Skilled behavioral health services provided in the home, but only when all of the

followingcriteria are met:

You are homebound

' Your physician orders them

The services take the place of a stay in a hospital or a residential

treatmentfacility, or you are unable to receive the same services

outside your home

The skilled behavioral health care is appropriate for the active

treatment of a condition, illnessor disease to avoid placing you at risk

for serious complications

Treatment of withdrawal symptoms

Substance use disorder injectables

23 hour observation

Obesitysurgery
Eligible health services include obesitysurgery, which is also known as "weight loss surgery." Obesity surgery is

a type of procedure performedon peoplewho are morbidly obese, for the purpose of losing weight.

Obesity is typically diagnosed based on your body mass index (BMI).To determine whether you qualifyfor

obesitysurgery, your doctorwill consider your BMI and any other condition or conditionsyou may have. In

general, obesitysurgery will not be approved for any member with a BMI less than 35.

Your doctor will request approval in advance of your obesity surgery. The plan will cover chargesmade by a

network provider for the followingoutpatient weight management services:

An initial medical historyand physical exam

Diagnostictests given or ordered during the first exam

e Outpatientprescription drug benefits includedunderthe Outpatientprescriptiondrugs section

Health care services include one obesity surgical procedure. However, eligible health services also include a

multi-stage procedure when planned and approved by the plan. Your health care services include adjustments
after an approved lap band procedure. This includesapproved adjustments in an office or outpatient setting.

You may go to any of our network facilitiesthat perform obesity surgeries.
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Oral and maxillofacial treatment (mouth, jaws and teeth)
Eligible health services include the followingoral and maxillofacial treatment (mouth, jaws and teeth) provided

by a physician, a dentist and hospital:
. Non-surgicaltreatment of infectionsor diseases.

Surgery needed to:

- Treat a fracture,dislocation, or wound.

- Cut out teeth partly or completely impacted in the bone of the jaw; teeth that will not erupt through

the gum; other teeth that cannot be removed without cutting into bone; the roots of a tooth

without removingthe entire tooth; cysts, tumors, or other diseased tissues.

- Cut into gums and tissues of the mouth. This is only covered when not done in connectionwith the

removal, replacementor repair ofteeth.
- Alter the jaw, jaw joints, or bite relationships by a cutting procedure when appliance therapy alone

cannot result in functional improvement.
. Hospital services and supplies received for a stay required becauseof your condition.

e Dental work, surgeryand orthodontictreatmentneeded to remove, repair, restore or reposition:
- Natural teeth damaged, lost, or removed. Your teeth must be free from decay or in good repair, and

are firmly attached to your jaw bone at the time of your injury.
- Other body tissues of the mouth fractured or cut due to injury.

e Crowns, dentures, bridges, or in-mouth appliances only for:

- The first denture or fixed bridgework to replace lost teeth.

- The first crown needed to repair each damaged tooth.

- An in-mouth appliance used in the first course of orthodontictreatmentafter an injury.

Reconstructivesurgery and supplies
Eligible health services include all stages of reconstructivesurgery by your providerand related supplies

provided in an inpatient or outpatient setting only in the followingcircumstances:

Your surgery reconstructsthe breastwhere a necessarymastectomywas performed, such as an implant
and areolar reconstruction. It also includes surgeryon a healthy breast to make it symmetricalwith the

reconstructed breast,treatment of physical complications of all stages of the mastectomy,including

Iymphedemaand prostheses.
e Your surgery is to implant or attach a covered prosthetic device.

e Your surgerycorrects a gross anatomicaldefect present at birth. The surgerywill be covered if:

- The defect results in severe facial disfigurement or majorfunctional impairmentof a body part.

- The purpose of the surgery is to improvefunction.

e Your surgery is needed becausetreatment of your illness resulted in severe facial disfigurement or

major functional impairmentof a body part, and your surgerywill improve function.

Transplant services

Eligible health services include transplantservices provided by a physician and hospital.

This includes the followingtransplanttypes s:

Solid organ

e Hematopoietic stem cell

e Bone marrow

e CAR-T and T-Cell receptor therapy for FDA approved treatments
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Network of transplantfacilities

The amountyou will pay for covered transplantservices is determined by where you get transplantservices. You

can get transplantservices from an Institutesof Excellence™ (IOE) facility we designate to perform the

transplantyou need.

The National Medical ExcellenceProgram® will coordinate all solid organ, bone marrow and CAR-T and T-Cell

therapy services and other specialized care you need.

Important note:

Many pre and post-transplantmedical services, even routine ones, are related to and may affect the success

of your transplant.Whileyour transplantcare is being coordinatedby the NME Program, all medical services

must be managedthrough NME so that you receive the highest level of benefits at the appropriate facility.

This is true even if the coveredservice is not directly related to your transplant.

Treatment of infertility
Basic infertility
Eligible health services include seeing a network provider:
. To diagnose and evaluate the underlying medical cause of infertility.
o To do surgery to treat the underlying medical cause of infertility. Examplesare endometriosissurgeryor, for

men, varicocele surgery.

Specifictherapiesand tests

Outpatientdiagnostic testing

Diagnostic compleximaging services

Eligible health services include complex imaging services by a provider, including:
. Computedtomography(CT) scans

e Magneticresonance imaging (MRI) including Magnetic resonance spectroscopy(MRS), Magnetic

resonance venography (MRV) and Magnetic resonance angiogram /MRAI
e Nuclear medicine imaging including Positron emission tomography(PET) scans

. Other outpatient diagnostic imaging service where the billed charge exceeds $500

Complex imaging for preoperative testing is covered under this benefit.

Diagnostic lab work and radiological services

Eligible health services include diagnostic radiological services (other than diagnostic complex imaging),
lab services, and pathologyand other tests, but only when you get them from a licensed radiological

facilityor lab.

Chemotherapy
Eligible health services for chemotherapy depends on where treatment is received. In most cases,

chemotherapyis covered as outpatient care. However,your hospital benefit covers the initial dose of

chemotherapyafterychemotherapy a cancer diagnosisduring a hospital stay.
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Outpatientinfusion therapy
Eligible health services include infusion therapy you receive in an outpatient setting including but not limited to:

. A free-standingoutpatient facility
o The outpatient department of a hospital
. A physician in the office

o A home care provider in your home

Infusion therapy is the parenteral (e.g. intravenous)administrationof prescribed medicationsor solutions.

Certain infused medicationsmay be covered under the outpatient prescription drug coverage. You can access

the list of specialty prescription drugs by contacting Member Services or by logging onto your Aetna Navigator
%

secure member website at www.aetna.com or calling the number on your ID card to determine if coverage is

under the outpatient prescription drug benefit or this booklet.

When Infusiontherapy services and supplies are provided in your home, they will not count toward any

applicable home health care maximums.

Outpatientradiationtherapy
Eligible health services include the followingradiologyservices provided by a health professional:

o Radiological services

I Gamma ray

o Accelerated particles
I Mesons

e Neutrons

. Radium

o Radioactive isotopes

Specialty prescriptiondrugs
Eligible health services include specialty prescriptiondrugs when they are:

e Purchased by your provider,and

. Injected or infused by your provider in an outpatient setting such as:

- A free-standingoutpatient facility
- The outpatient department of a hospital
- A physician in the office

- A home care provider in your home

. And, listed on our specialty prescription drug list as covered under this booklet.

You can access the list of specialty prescription drugs by contacting Member Services by logging onto your

Aetna Navigator
%
secure member website at www.aetna.com or callingthe number on the back of your ID card

to determine if coverage is under the outpatient prescription drug benefit or this booklet.

Certain injected and infused medicationsmay be covered under the outpatient prescription drug coverage. You

can access the list of specialty prescription drugs by contacting Member Servicesor by logging onto your Aetna

Navigator
%
secure member website at www.aetna.com or callingthe number on your ID card to determine if

coverage is under the outpatient prescription drug benefit or this booklet.

When injectableor infused services and supplies are provided in your home, they will not count toward any

applicable home health care maximums.
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Short-termcardiac and pulmonaryrehabilitation services

Eligible health services include the cardiacand pulmonary rehabilitationservices listed below.

Cardiac rehabilitation

Eligible health services include cardiac rehabilitationservices you receive at a hospital, skilled nursing facility or

physician's office, but only if those services are part of a treatment plan determinedby your risk level and

ordered by your physician.

Pulmonary rehabilitation

Eligible health services include pulmonary rehabilitation services as part of your inpatient hospital stay if it is

part of a treatment plan ordered by your physician.

A course of outpatient pulmonary rehabilitationmay also be eligible for coverage if it is performed at a hospital,
skilled nursing facility, or physician's office, is used to treat reversible pulmonary disease states, and is part of a

treatment plan ordered by your physician.

Short-termrehabilitation services

Short-termrehabilitationservices help you restore or develop skills and functioningfor daily living.

Eligible health services include short-term rehabilitationservices your physician prescribes.The services have to

be performed by:
o Alicensed or certified physical, occupational or speech therapist
o A hospital,skilled nursing facility,or hospicefacility
e Ahome health careagency

A physician

Short-termrehabilitationservices have to follow a specific treatment plan.

Outpatientcognitive rehabilitation, physical, occupational, and speech therapy
Eligible health services include:

. Physicaltherapy, but only if it is expected to significantlyimprove or restorephysical functions lost as a

result of an acute illness, injury or surgical procedure.
e Occupationaltherapy (except for vocationalrehabilitationor employment counseling), but only if it is

expected to:

- Significantly improve,develop or restore physical functionsyou lost as a result ofan acute illness,

injury or surgical procedure,or
- Relearn skills so you can significantlyimproveyour ability to perform the activities of daily living.

. Speech therapy, but only if it is expected to:

- Significantly improve or restore the speech function or correct a speech impairmentas a result of an

acute illness, injury or surgical procedure,or
- Improve delays in speech function development caused by a gross anatomicaldefect present at

birth.

Speech function is the ability to express thoughts, speak words and form sentences. Speech impairment
is difficulty with expressing one's thoughts with spoken words.

e Cognitive rehabilitationassociatedwith physical rehabilitation, but only when:
- Your cognitive deficits are caused by neurologic impairmentdue to trauma, stroke, or

encephalopathyandyencephalopathy
- The therapy is coordinatedwith us as part of a treatment plan intended to restore previous

cognitive function.
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Habilitation therapy services

Habilitationtherapy services are services that help you keep, learn, or improve skills and functioningfor daily

living (e.g. therapyfor a child who isn't walking or talking at the expected age).

Eligible health services include habilitation therapy servicesyour physician prescribes.The services have to be

performed by:
o Alicensed or certified physical, occupational or speech therapist
o A hospital,skilled nursing facility,or hospicefacility
e Ahome health careagency

A physician

Habilitationtherapy services have to follow a specific treatment plan, ordered by your physician.

Outpatientphysical, occupational, and speech therapy
Eligible health services include:

. Physicaltherapy (except for services provided in an educational or trainingsetting), if it is expected to

develop any impairedfunction.

e Occupationaltherapy (except for vocationalrehabilitationor employment counseling), if it is expected
to develop any impaired function.

. Speech therapy (except for services provided in an educational or trainingsetting or to teach sign

language) is covered providedthe therapy is expected to develop speech functionas a result of delayed

development.

(Speech function is the ability to express thoughts, speak words and form sentences).
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Other services

Acupuncture
Eligible health services include the treatment by the use of acupuncture(manual or electroacupuncture)

providedby your physician, if the service is performed:
As a form of anesthesia in connectionwith a covered surgical procedure

Ambulanceservice

Eligible health services include transport by professional ground ambulance services:

o To the first hospital to provide emergencyservices.

e From one hospital to another hospital if the first hospital cannot provide the emergencyservicesyou
need.

e From a hospital to your home or to another facility if an ambulance is the only safe way to transport

you.

o From your home to a hospital if an ambulance is the only safe way to transportyou. Transport is limited

to 100 miles.

Your plan also covers transportationto a hospital by professional air or water ambulancewhen:

. Professional ground ambulancetransportation is not available.

e Your condition is unstable, and requires medical supervisionand rapid transport.
e You are travelling from one hospital to another and

- The first hospital cannot provide the emergencyservices you need, and

The two conditionsabove are met.

Clinical trial therapies(experimental or investigational)
Eligible health services include experimental or investigational drugs, devices, treatmentsor procedures from a

provider under an "approved clinical trial" only when you have cancer or terminal illnessesand all of the

followingconditionsare met:

e Standard therapies have not been effectiveor are not appropriate.
I We determine based on published,peer-reviewed scientific evidence that you may benefit from the

treatment.

An "approved clinical trial" is a clinical trial that meets all of these criteria:

e The FDA has approved the drug, device, treatment, or procedure to be investigated or has granted it

investigationalnew drug (IND) or group c/treatmentIND status. This requirement does not apply to

procedures and treatments that do not require FDA approval.
o The clinical trial has been approved by an Institutional Review Board that will oversee the investigation.
o The clinical trial is sponsored by the NationalCancer Institute (NCI) or similar federal organization.
o The trial conformsto standardsof the NCI or other, applicable federal organization.
o The clinical trial takes place at an NCI-designated cancer center or takes place at more than one

institution.

e You are treated in accordance with the protocolsof that study.

Clinical trials (routine patient costs)
Eligible health services include "routine patient costs" incurredby you from a provider in connectionwith

"

participationin an "approved clinical trial" as a qualified individual for cancer or other life-threateningdisease

or condition, as those terms are defined in the federal Public Health Service Act, Section 2709.
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As it applies to in-networkcoverage, coverage is limited to benefits for routine patient services providedwithin

the network.

Durable medical equipment (DME)
Eligible health services include the expense of renting or buying DME and accessoriesyou need to operate the

item from a DME supplier. Your plan will cover either buying or renting the item, dependingon which we think is

more cost efficient. If you purchase DME, that purchase is only eligible for coverage if you need it for long-term

use.

Coverage includes:

e One item of DME forthe same or similar purpose.

e RepairingDME due to normal wear and tear. It does not cover repairs needed because of misuse or

abuse.

e A new DME item you need becauseyour physical condition has changed. It also covers buying a new

DME item to replace one that was damaged due to normal wear and tear, if it would be cheaper than

repairing it or renting a similar item.

Your plan only covers the same type of DME that Medicarecovers. But there are some DME items Medicare

covers that your plan does not. We list examplesof those in the exc/usions section.

care hearing exams

Eligible health services for adults and children include charges for an audiometrichearing exam for evaluation

and treatment of illness, injury or hearing loss, if the exam is performed by:

, A physician certified as an otolaryngologistortotolaryngologist otologist
. An audiologist who is legally qualified in audiology;or holds a certificateof Clinical Competence in

Audiologyfrom the American Speech and HearingAssociation(in the absenceof any applicable licensing

requirements); and who performs the exam at the written direction of a legallyqualified

otolaryngologist or otologist.

Nutritional supplements
Eligible health services include formula and low protein modifiedfood products ordered by a physician for the

treatment of phenylketonuriaor an inherited disease ofamino and organic acids.

For purposes of this benefit, "low protein modifiedfood product" means foods that are specificallyformulated

to have less than one gram of protein per serving and are intendedto be used under the direction of a physician
for the dietary treatment of any inherited metabolicdisease. Low protein modifiedfood products do not include

foods that are naturally low in protein.
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Prosthetic devices

Eligible health services include the initial provision and subsequentreplacement of a prosthetic device that your

physician orders and administers.

Prosthetic device means:

. A device that temporarily or permanentlyreplaces all or part of an external body part lost or impaired as

a result of illness or injury or congenitaldefects.

Coverage includes:

e Repairingor replacing the original device you outgrow or that is no longer appropriate becauseyour

physical condition changed
e Replacementsrequired by ordinarywear and tear or damage
. Instructionand other services (such as attachmentor insertion) so you can properly use the device

Spinal manipulation
Eligible health services include spinal manipulationto correct a muscular or skeletal problem, but only if your

provider establishes or approves a treatment plan that details the treatment, and specifies frequencyand

duration.
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Outpatientprescriptiondrugs

What you need to know about your outpatient prescriptiondrug plan
Read this section carefullyso that you know:

e How to access networkpharmacies
. Eligible health services under your plan
. What outpatient prescription drugs are covered

. Other services

e How you get an emergencyprescription filled

. Where your scheduleof benefits fits in

. What precertificationrequirements apply
o How dol request a medical exception
. What your plan doesn't cover - some eligible health serviceexclusions

e How you share the cost ofyour outpatient prescription drugs

Some prescription drugs may not be covered or coverage may be limited. This does not keep you from getting

prescription drugs that are not covered benefits. You can still fill your prescription, but you have to pay for it

yourself. For more information see the Where yourscheduleof benefitsfits in sect\on, and see the scheduleof

benefits.

A pharmacy may refuse to fill a prescription order or refill when in the professional judgment of the pharmacist

the prescription should not be filled.

How to access network pharmacies

How do you find a network pharmacy?
You can find a network pharmacy in two ways:

. Online: By logging onto your Aetna Navigator
%
secure member website at www.aetna.com.

, By phone: Call the toll-freeMember Services number on your member ID card. During regular business

hours, a Member Services representativecan assistyou. Our automated telephone assistantcan give

you this information 24 hours a day.

You may go to any of the network pharmacies. Pharmaciesincludenetwork retail, mail order and specialty

pharmacies.

What if the pharmacyyou have been using leaves the network?

Sometimes a pharmacy might leave the network. If this happens, you will have to get your prescriptionsfilled at

another network pharmacy.You can use your provider directoryor call the toll-freeMember Services number

on your member ID card to find another networkpharmacy in your area.
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Eligible health services under your plan

What does your outpatient prescriptiondrug plan cover?

Any pharmacy service that meets these three requirements:

o They are listed in the Eligiblehealth servicesunder your plansection

e They are not carved out in the Whatyour plandoesn't cover - someeligible health serviceexceptions
section

o They are not beyond any limits in the scheduleof benefits

Your plan benefits are covered when you followthe plan'sgeneral rules:

o You need a prescription from your prescriber.
o Your drug needs to be medically necessaryfor your illness or injury. See the Medical necessityand

precertificationrequirementsnprecertification section.

o You need to show your ID card to the pharmacy when you get a prescription filled.

Your outpatient prescription drug plan includes drugs listed in the drug guide. Prescription drugs listed on the

formulary exclusions list are excluded unless a medical exception is approved by us prior to the drug being

picked up at the pharmacy. If it is medicallynecessaryfor you to use a prescription drug on the formulary
exclusions list, you or your prescribermust request a medical exception.See the How to get a medicalexception

section.

Generic prescriptiondrugs may be substitutedby your pharmacistfor brand-name prescription drugs. Your

out-of-pocket costs may be less if you use a generic prescription drugwhen available.

Prescription drugs covered by this plan are subject to misuse, waste, and/or abuse utilization review by us, your

provider, and/or your network pharmacy.The outcome of this review may include: limiting coverage of the

applicable drug(s) to one prescribing provider and/or one networkpharmacy, limiting the quantity, dosage, day

supply, requiring a partial fill or denial of coverage.

What outpatient prescriptiondrugs are covered
Your prescribermay give you a prescription in differentways, including:

Writing out a prescription that you then take to a networkpharmacy

Calling or e-mailinga network pharmacy to order the medication

Submittingyour prescription electronically

Once you receive a prescription from your prescriber,you may fill the prescription at a network, retail, mail

order or specialty pharmacy.

Retail pharmacy

Generally, retail pharmaciesmay be used for up to a 90 day supply of prescription drugs. You should show your

ID card to the network pharmacy every time you get a prescription filled. The network pharmacy will submit

your claim. You will pay any cost sharing directly to the networkpharmacy.

You do not have to complete or submit claim forms. The networkpharmacy will take care of claim submission.

Mail orderpharmacy

Generally, the drugs availablethrough mail order are maintenance drugs that you take on a regular basis for a

chronic or long-term medical condition.
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Outpatientprescription drugs are covered when dispensed by a network mail order pharmacy. Each

prescription is limitedto a maximum 90 day supply. Prescriptionsfor less than a 30 day supply or more than a

90 day supply are not eligible for coverage when dispensed by a network mail order pharmacy.

Specialty pharmacy
Specialtyprescription drugs are covered when dispensedthrough a networkretail or specialty pharmacy.

Specialtyprescription drugs often includetypically high-cost drugs that require special handling, special storage

or monitoringand include but are not limited to oral, topical, inhaled and injected routes of administration. You

can access the list of specialty care prescription drugs by contactingMemberServices by logging onto your

Aetna Navigator
%
secure member website at www.aetna.com or callingthe number on the back of your ID card.

See the schedule of benefits for details on supply limits and cost sharing.

Other services

Preventive Contraceptives
For females who are able to reproduce, your outpatient prescription drug plan covers certain drugs and

devices that the U.S. Food and Drug Administration (FDA) has approved to preventpregnancy when

prescribed by a prescriberand the prescription is submitted to the pharmacistfor processing. Your

outpatient prescription drug plan also covers related services and supplies needed to administer covered

devices. At least one form of contraception in each of the methods identified by the FDA is included. You

can access the list of contraceptive drugs by logging onto your Aetna Navigator® secure member website

at www.aetna.com or calling the number on your ID card.

We cover over-the-counter (OTC) and generic prescriptiondrugs and devices for each of the methods identified

by the FDA at no cost share. If a generic prescription drug or device is not availablefor a certain method, you

may obtain certain brand-name prescription drug for that method at no cost share.

Important note: You may qualifyfor a medical exception if your providerdetermines that the

contraceptivescovered standardly as preventive are not medically appropriate.Your prescriber

may request a medical exception and submit the exception to us.

Diabetic supplies

Eligible health services include but are not limited to the followingdiabetic supplies upon prescription by a

prescriber:

Injectiondevices including insulin syringes, needles and pens

Test strips - for blood glucose, ketone and urine

Blood glucose calibrationliquid

Lancet devices and kits

Alcohol swabs

See your medical plan benefits for coverage of blood glucose meters and insulin pumps.

Immunizations

Eligible health services include preventive immunizations as required by the ACA guidelines when administered

at a network pharmacy.You should call the numberon your ID card to find a participatingnetwork pharmacy.
You should contact the pharmacy for availability, as not all pharmacieswill stock all availablevaccines.
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Off-label use

U.S. Food and Drug Administration (FDA)-approved prescription drugs may be covered when the off-label use of

the drug has not been approved by the FDA for your condition(s). Eligibility for coverage is subjectto the

following:
The drug must be accepted as safe and effectiveto treat your condition(s) in one ofthe following

standardcompendia:
American Societyof Health-SystemPharmacists Drug Information (AHI:S Drug Information)
Thomson Micromedex DrugDex System (DrugDex)
Clinical Pharmacology(Gold Standard, Inc.)
The National Comprehensive Cancer Network(N(IN) Drug and BiologicsCompendium; or

Use for your condition(s) has been proven as safe and effectiveby at least one well-designed controlled

clinical trial, /i.e., a Phase Ill or single center controlled trial, also known as Phase Il). Such a trial must be

published in a peer reviewed medicaljournal known throughout the U.S. and either:

The dosage of a drug for your condition(s) is equal to the dosage for the same condition(s) as

suggested in the FDA-approved labelingor by one of the standard compendia noted above.

The dosage has been proven to be safe and effectivefor your condition(s) by one or more well-

designed controlled clinical trials. Such a trial must be published in a peer reviewed medical journal.

Health care services related to off-label use ofthese drugs may be subjectto precertification,steptherapyor

other requirements or limitations.

Orally administeredanti-cancer drugs, including chemotherapydrugs

Eligible health services include any drug prescribedfor the treatment of cancer if it is recognized for treatment

of that indication in a standard reference compendiumor recommended in the medical literature even if the

drug is not approved by the FDA for a particularindication.

Preventive care drugs and supplements

Eligible health services include preventive care drugs and supplements(includingover-the-counter drugs and

supplements) as required by the ACA guidelines when prescribed by a prescriberand the prescription is

submitted to the pharmacistfor processing.

Risk reducing breast cancer prescriptiondrugs

Eligible health services include prescription drugs used to treat people who are at:

e Increased risk for breast cancer, and

e Low risk for adverse medication side effects

Tobacco cessation

(See the Preventive care and we//ness section of this booklet-cert/ficateforebooklet-cert/ficate information on preventive care

tobacco cessationcovered benefits.)

Eligible health services include charges made by a network pharmacy for prescription drugs and aids, that are

approved by the U. S. Food and DrugAdministration,to stop the use of tobacco products.The prescription drug

or aid must be prescribed by a prescriber.

Tobacco product means a substance containingtobacco or nicotine including, but not limited to:

?

Cigarettes

Cigars

Smokingtobacco

Snuff
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Smokelesstobacco

Candy-likeproducts that contain tobacco

Over-the-counter(OTC) tobacco cessationaids

Eligible health services include FDA-approved prescription drugs and over-the-counter (OTC) drugs to help stop

the use of tobacco products,when prescribed by a prescriberand the prescription is submitted to the

pharmacistfor processing.

Limitations:

Eligible health services are limited to two, 90 day courses of treatment each CalendarYear for nicotine

replacement therapy. Nicotinereplacement therapy means a prescriptiondrug or aid that is:

Used to deliver nicotine to a person attemptingto stop the use of tobacco products; and

Prescribed by a prescriber.

Obesity drugs

Eligible health services include charges made by a network pharmacy for prescription drugs prescribed by a

prescriberfor the sole purposeof weight loss (anti-obesityagents).

You must be diagnosed by a physician as having one of the medical conditionslisted below. The diagnosismust

be documented by a physician through the results of a physicalexam and outpatient diagnosticlab work.

The medical conditionsare:

morbidobesity; and/or

obesitywith body mass index levels (for one or more of the followingobesity-related risk factors) that are

consideredserious enough, by the most current generallyaccepted standardsof medical practice, to justify

a prescription drug treatment plan:

Hypertension

Dyslipidemia (LE)L cholesterol,HDL cholesterol,Triglycerides)

Coronary heart disease

Type 2 diabetes mellitus

Obstructive sleep apnea

Limitations:

You may not be covered for more than one anti-obesity prescription drug or agent at one time.
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How you get an emergency prescriptionfilled
You may not have access to a networkpharmacy in an emergencyor urgent care situation, or you may be

traveling outside of the plan's servicearea. If you must fill a prescription in either situation, we will reimburse

you as shown in the table below.

Type of pharmacy Your cost share

Network pharmacy o You pay the copayment.

Out-of-network pharmacy o You pay the pharmacy directly for the cost of

the prescription.Then you fill out and send a

prescription drug refund form to us,

including all itemized pharmacy receipts.

e Coverage is limited to items obtained in

connectionwith covered emergencyand out-

of-area urgent care services.

e Submission of a claim doesn't guarantee

payment. If your claim is approved,you will

be reimbursed the cost of your prescription

less your copayment/payment percentage.

Where your schedule of benefits fits in

You are responsiblefor paying your part of the cost sharing.The scheduleof benefits showsany benefit

limitationsand any out-of-pocket costs you are responsiblefor. Keep in mind that you are responsiblefor costs

not covered under this plan.

Your prescription drug costs are based on:

. The type of prescription drug you're prescribed.
e Where you fill your prescription.

The plan may, in certain circumstances, make some brand-nameprescription drugs availableto you at the

generic prescription drug copayment level.

How your outpatient prescriptiondrug deductibleworks

Your outpatient prescription drug deductibleis the amountyou need to pay for outpatient prescription drug

eligible health services before your plan begins to pay some or all of the expenses for outpatient prescription

drug eligible health services.

Your scheduleof benefits shows the outpatient prescription drug deductibleamounts that apply to your plan.

Once you have met your outpatient prescription drug deductible,we will start sharingthe cost when you get

outpatient prescription drug eligible health services.You will continueto pay copayments for covered benefits

after you satisfyany applicable deductible.

How your copayment/paymentpercentageworks

Yourcopayment/paymentpercentage is the amountyou pay for each prescription fill or refill in addition to

your outpatient prescription drug deductible.Your scheduleof benefits showsyou which

copayments/paymentpercentageyou need to pay for specific prescription fill or refill. You will pay any cost

sharingdirectly to the networkpharmacy.

How your outpatient prescriptiondrug maximum out-of-pocketlimit works

You will pay your outpatient prescription drug deductible and copayments/paymentpercentage up to the

outpatient prescription drugmaximum out-of-pocketlimit for your plan.
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Your scheduleof benefits shows the outpatient prescription drug maximum out-of-pocketlimits that apply to

your plan. Once you reach your outpatient prescription drug maximum out-of-pocket limit, your plan will pay

for outpatient prescription drugcovered benefits for the remainder of that Calendar Year.

What precertificationrequirements apply
For certain drugs, you, your prescriberor your pharmacistneeds to get approval from us before we will cover

the drug. This is called "precertification".The requirement for getting approval in advance guides appropriate
use of precertifieddrugs and makes sure they are medically necessary. For the most up-to-date information,call

the toll-freenumber on your member ID card or log on to your Aetna Navigator
%
secure member website at

www.aetna.com.

There is another type of precertificationfor prescription drugs, and that is step therapy. Step therapy is a type

of precertificationwhere we require you to first try certain drugs to treat your medical conditionbefore we will

cover another drug for that condition.

You will find the steptherapyprescription drugs on the preferred drugguide. For the most up-to-date

information,call the toll-freeMemberServices numberon your member ID card or log on to your Aetna

Navigator
%
secure member website at www.aetna.com.

How do I request a medical exception?
Sometimesyou or your prescribermay seek a medical exception to get health care services for drugs not listed

on the drugguide or for which health care services are denied through precertificationor steptherapy. You,

someonewho represents you or your prescribercan contact us and will need to provide us with the required
clinical documentation. Any exception granted is based upon an individual, case by case decision, and will not

apply to other members. If approved by us, you will receive the preferred or non-preferreddrug benefit level.

You, someonewho represents you or your prescribermay seek a quicker medical exception process to get

coverage for non-covered drugs in an urgent situation. An urgent situationhappens when you have a health

conditionthat may seriously affect your life, health, or ability to get back maximum function or when you are

going through a current course of treatment using a non-preferreddrug. You, someonewho represents you or

your prescribermay submit a request for a quicker review for an urgent situation by:
e Contacting our Precertification Department at 1-855-582-2025

o Faxing the request to 1-855-330-1716

Submittingthe request in writing to CVS Health ATTN: Aetna PA, 1300 E Campbell Road Richardson,

TX 75081

We will make a coverage determinationwithin 24 hours after we receive your request and will tell you,

someonewho represents you and your prescriberof our decision.

Prescribing units

Some outpatient prescription drugs are subject to quantity limits. These quantity limits help your prescriberand

pharmacistcheck that your outpatient prescription drug is used correctly and safely.We rely on medical

guidelines, FDA-approved recommendations and other criteria developed by us to set these quantity limits.

Any outpatient prescription drug that has duration of action extendingbeyond one (1) month shall requirethe

numberofcopayments per prescribing unit that is equal to the anticipated duration of the medication. For

example, a single injection of a drug that is effectivefor three (3) months would require three (3) copayments.
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Exclusions: What your plan doesn't cover

We already told you about the many health care services and supplies that are eligible for coverage under your

plan in the Eligiblehealth services underyourplan section.And we told you there, that some of those health

care services and supplies have exclusions. For example, physician care is an eligible health service but

physician care for cosmetic surgery is never covered. This is an exclusion.

In this section we tell you about the exclusions.We've grouped them to make it easier foryou to find what you

want.

. Under "General exclusions" we've explained what general services and supplies are not covered

under the entire plan.
o Below the general exclusions, in "Exdusions under specific types of care," we've explained what

services and supplies are exceptions under specific types of care or conditions.

Please look under both categoriesto make sure you understand what exclusionsmay apply in your situation.

And just a reminder, you'Il find coverage limitationsin the schedule of benefits.

General exclusions

Blood, blood plasma,synthetic blood, blood derivativesor substitutes

Examplesof these are:

The provision of blood to the hospital,other than blood derived clotting factors.

o Any related services including processing, storage or replacement expenses.

. The services of blood donors, apheresis or plasmapheresis.

For autologous blood donations,only administrationand processing expenses are covered.

Cosmetic servicesand plastic surgery
e Any treatment, surgery (cosmetic or plastic), service or supply to alter, improve or enhance the

shape or appearanceofthe body, whether or not for psychological or emotional reasons.This

cosmetic services exclusion does not apply to surgeryafter an accidental injurywhen performed

as soon as medically feasible. Injuries that occur during medical treatments are not considered

accidental injuries, even if unplanned or unexpected.

Counseling
e Marriage, religious,family, career, social adjustment, pastoral,or financial counseling.

Court-ordered servicesand supplies
I Includesthose court-ordered services and supplies,or those required as a condition of parole,

probation, release or as a result of any legal proceeding

Custodial care

Examples are:

e Routine patientcare such as changing dressings, periodic turning and positioning in bed

o Administering oral medications

. Care ofa stable tracheostomy(including intermittent suctioning)

. Care ofa stable colostomy/ileostomy

39

Case 8:20-cv-03010-VMC-TGW   Document 1-1   Filed 12/17/20   Page 70 of 122 PageID 81



. Care of stable tube (intermittent or continuous) feedings

. Care ofa bladder catheter (includingemptying/changing containers and clamping tubing)

. Watching or protectingyou
e Respite care, adult (or child) day care, or convalescentcare

. Institutional care. This includes room and board for rest cures, adult day care and convalescentcare

o Help with walking, grooming, bathing, dressing, getting in or out of bed, toileting,eating or preparing
foods

o Any other services that a person without medical or paramedicaltrainingcould be trainedto perform
e Any service that can be performedby a person without any medical or paramedicaltraining

Dental care except as covered in the Eligiblehealth services underyour plan Oral and maxillofacialtreatment

section.

Dental services related to:

e The care, filling, removal or replacement of teeth and treatment of injuries to or diseases of the teeth

e Dental services related to the gums

e Apicoectomy (dental root resection)
e Orthodontics

e Root canal treatment

. Soft tissue impactions
e Alveolectomy
o Augmentation and vestibuloplasty treatment of periodontal disease

e False teeth

. Prosthetic restoration of dental implants
e Dental implants

This exclusion does not include removal of bony impacted teeth, bone fractures, removal of tumors, and

odontogenic cysts.

Early intensive behavioralinterventions

Examplesof those services are:

e Early intensive behavioral interventions(Denver, LEAP, TEACCH, Rutgers, floor time, Lovaas

and similar programs) and other intensive educational interventions.

Educational services

Examplesof those services are:

e Any service or supply for education, trainingor retrainingservices or testing. This includes special

education, remedial education, wilderness treatment program, job trainingand job hardening programs
e Services provided by a school district.

Examinations

Any health examinationsneeded:

e Because a third party requiresthe exam. Examplesare, examinationsto get or keep a job, or

examinationsrequired under a labor agreement or other contract.

e Becausea law requires it.

o To buy insurance or to get or keep a license.

e To travel.

e To go to a school, camp, or sporting event, or to join in a sport or other recreational activity.
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Experimentalor investigational
e Experimentalor investigational drugs, devices, treatmentsor procedures unless otherwisecovered

under clinical trial therapies(experimentalor investigational)or covered under clinical trials (routine

patientcosts). See the Eligiblehealth servicesunderyourplan
- Otherservicessection.

Facilitycharges
For care, services or supplies provided in:

e Rest homes

e Assisted living facilities

o Similar institutions serving as a persons' main residence or providing mainly custodial or rest

care

o Health resorts

e Spas or sanitariums

. Infirmariesat schools, colleges, or camps

Foot care

. Services and supplies for:

- The treatment of calluses, bunions, toenails, hammertoes, or fallen arches

- The treatment ofweak feet, chronic foot pain or conditionscaused by routine activities,

such as walking, running,workingor wearing shoes

- Supplies (includingorthopedicshoes), foot orthotics, arch supports,shoe inserts, ankle

braces, guards, protectors, creams, ointments and other equipment, devices and supplies
- Routine pedicure services, such as routinecutting of nails, when there is no illness or injury

in the nails

Growth/heightcare
e A treatment, device, drug, service or supply to increaseor decrease height or alter the rate of

growth

Surgical procedures,devices and growth hormones to stimulategrowth

Hearingaids and exams

Jaw joint disorder

Non-surgicaltreatment ofjaw joint disorder (TMJ)

Jawjoint disorder treatment (TMI) performed by prosthesis placed directly on the teeth,

surgical and non-surgical medical and dental services, and diagnosticor therapeutics services

related to TMJ

Maintenance care

e Care made up of services and supplies that maintain, ratherthan improve, a level of physical or

mental function, except for habilitation therapy services. See the Eligiblehealth serWces under

yourplan
- Habilitationtherapyservicessect\on.

Medical supplies - outpatient disposable
e Any outpatient disposable supply or device. Examplesof these are:

Sheaths

- Bags
- Elastic garments
- Support hose

- Bandages
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- Bedpans
- Syringes
- Blood or urine testing supplies

Other home test kits

- Splints
Neck braces

- Compresses
- Other devices not intended for reuse by another patient

Otherprimary payer
. Payment for a portion of the charge that Medicareor another party is responsiblefor as the

primary payer.

Outpatientprescriptionor non-prescription drugs and medicines

e Outpatientprescription or non-prescriptiondrugs and medicines provided by the employer or

through a third partyvendor contractwith the employer.

Personal care, comfort or convenience items

e Any service or supply primarily for your convenience and personal comfort or that of a third

party.

Pregnancy charges
. Charges in connection with pregnancy care other than for complications of pregnancy and other

covered expenses as specificallydescribed in the Eligiblehealth servicesunder your plansection

Routineexams

e Routine physical exams, routine eye exams, routine dental exams, routine hearing exams and

other preventive services and supplies,except as specificallyprovided in the Eligiblehealth

servicesunderyourplansect\on

Services provided by a familymember
e Servicesprovided by a spouse, domestic partner, parent, child, stepchild, brother, sister, in-law

or any household member

Services, supplies and drugs receivedoutside of the United States

e Non-emergencymedical services, outpatient prescription drugs or supplies received outside of

the United States. They are not covered even if they are covered in the United States under this

booklet.

Sexual dysfunction and enhancement
o Any treatment, prescription drug, service, or supply to treat sexual dysfunction, enhance sexual

performanceor increasesexual desire, including:
- Surgery, prescription drugs, implants, devices or preparations to correct or enhance erectile

function, enhance sensitivity, or alter the shape or appearanceof a sex organ

- Sex therapy, sex counseling, marriage counseling, or other counseling or advisory services
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Strength and performance
e Services, devices and supplies such as drugs or preparations designed primarily for enhancing your:

Strength

Physical condition

Endurance

Physical performance

Telemedicine

o Services given by providersthat are not contracted with Aetna as telemedicine providers

e Services given when you are not present at the same time as the provider
e Services including:

Telephone calls for behavioral health services

Telemedicine kiosks

Electronic vital signs monitoringor exchanges,(e.g. Tele-ICU, Tele-stroke)

Therapies and tests

Full body CT scans

e Hair analysis
o Hypnosis and hypnotherapy
e Massagetherapy, exceptwhen used as a physical therapy modality
e Sensory or auditory integration therapy

Tobacco cessation

e Any treatment, drug, service or supply to stop or reduce smoking orthe use of other tobacco

products or to treat or reduce nicotine addiction, dependenceor cravings, including,

medications, nicotine patches and gum unless recommended by the United States Preventive

Services Task Force (USPSTF).Thisalso includes:

- Counseling,except as specificallyprovided in the Eligiblehealth services underyourplan
-

Preventivecare and wellness section

- Hypnosis and other therapies
- Medications, except as specificallyprovided in the Eligible health servicesunderyourplan -

Outpatientprescriptiondrugs section

- Nicotinepatches
Gum

Treatmentin a federal, state, or governmentalentity
e Any care in a hospital or other facilityowned or operated by any federal, state or other governmental

entity, except to the extent coverage is required by applicable laws

Vision care

e Vision care services and supplies,including:
- Orthoptics (a technique of eye exercises designed to correct the visual axes of eyes not properly

coordinatedfor binocularvision) and
- Laser in-situ keratomileusis(LASIK), including related procedures designed to surgically correct

refractiveerrors

Wildernesstreatment programs

. Wildernesstreatment programs (whether or not the program is part of a residentialtreatmentfacility
or otherwise licensed institution)

o Educational services, schoolingor any such related or similar program, including therapeutic programs
within a school setting
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Work related illness or injuries
e Coverageavailable to you under worker's compensationor under a similar program under local, state

or federal law for any illnessor injury related to employment or self-employment.
o A source of coverage or reimbursementwill be consideredavailableto you even if you waived your right

to payment from that source.You may also be covered under a workers' compensationlaw or similar

law. If you submit proof that you are not covered for a particularillnessor injury under such law, then

that illnessor injury will be considered"non-occupational" regardlessof cause.

Additional exclusions for specific types of care

Preventive care and wellness

I Services for diagnosisor treatment of a suspected or identified illnessor injury
I Exams given during your stay for medical care

e Services not given by or under physician's direction

e Psychiatric, psychological, personality or emotional testing or exams

Family planning services

Services and supplies providedfor an abortion except when the pregnancy is the result of rape or incest

or if it places the woman's life in serious danger

Any contraceptive methods that are only "reviewed"by the FDA and not "approved" by the FDA

. The reversal ofvoluntary sterilizationprocedures, including any related follow-up care

e Voluntarysterilization procedures thatwere not billed separatelyby the provider or were not

the primary purpose of a confinement.

Physicians and other health professionals

There are no additional exclusions specific to physiciansand other health professionals.

Hospital and other facilitycare

Alternatives to facilitystays

Outpatientsurgery and physician surgical services
. The services of any other physicianwho helps the operating physician
e A stay in a hospital (Hospital stays are covered in the Eligiblehealth serWces underyour plan

-

Hospital

and otherfacility caresection.)
e A separatefacilitycharge for surgeryperformed in a physician's office

. Services of another physicianfor the administrationof a local anesthetic

Home health care

I Services for infusion therapy
e Services provided outside of the home (such as in conjunction with school, vacation, work or

recreational activities)
e Transportation
e Services or supplies provided to a minor or dependent adult when a familymember or caregiver is not

present
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Hospice care

e Funeral arrangements

e Pastoral counseling
e Financial or legal counseling. This includes estate planning and the drafting of a will

o Homemakeror caretaker services. These are services which are not solely related to your care and may

include:

- Sitter or companion services for either you or other familymembers

- Transportation
Maintenance of the house

Outpatientprivate duty nursing

(See home health care in the Eligiblehealth services underyour plan andOutpatientand inpatient skilled

nursing care sections regarding coverage of nursing services).

Emergency services and urgent care

. Non-emergencycare in a hospital emergencyroom facility
e Non-urgent care in an urgent care facility(at a non-hospitalfreestanding facility)

Specificconditions

Family planning services - other

. Services and supplies providedfor an abortion except when the pregnancy is the result of rape or incest

or if it places the woman's life in serious danger
o Reversalof voluntary sterilizationprocedures including related follow-up care

I Family planning services received while confined as an inpatient in a hospital or other facility

Maternityand related newborn care

e Any services and supplies related to births that take place in the home or in any other place not

licensed to perform deliveries.

Mental health treatment

e Mental health services for the followingcategories(or equivalent terms as listed in the most recent

edition of the Diagnostic and StatisticalManual ofMental Disorders(DSM) of the American Psychiatric

Association):

Stay in a facility for treatment for dementia and amnesia without a behavioral disturbance that

necessitatesmental health treatment

Sexual deviationsand disordersexcept for gender identity disorders

Tobacco use disorders, except as described in the E/igib/e hea/th serWces underyourplan
-

Preventivecare and wellness section

Pathological gambling, kleptomania, pyromania
School and/or education service, including special education, remedial education, wilderness

treatment programs, or any such related or similar programs

Servicesprovided in conjunction with school, vocation,work or recreational activities

Transportation
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Obesity (bariatric) surgery
. Weight managementtreatment or drugs intended to decrease or increase bodyweight, control

weight or treat obesity, including morbid obesity except as described in the Eligiblehealth

servicesunderyourplan
- Preventivecareandwellness section,\nc\ud\ngpreventive services for

obesityscreening and weight management interventions.This is regardless of the existenceof

other medical conditions. Examplesof these are:

- Liposuction, banding, gastric stapling, gastric by-pass and other forms of bariatric surgery
- Surgical procedures,medical treatments and weight control/loss programs primarily

intended to treat, or are related to the treatment of obesity, including morbid obesity
- Drugs, stimulants, preparations,foods or diet supplements, dietary regimens and

supplements,food supplements, appetite suppressantsand other medications

- Hypnosis or other forms of therapy
- Exercise programs, exercise equipment, membershipto health or fitness clubs, recreational

therapy or other forms of activityor activity enhancement

Oral and maxillofacial treatment (mouth, jaws and teeth)
I Dental implants

Transplant services
. Services and supplies furnished to a donor when the recipient is not a covered person

o Harvesting and storage of organs, without intendingto use them for immediate transplantation

for your existingillness

e Harvesting and/or storage of bone marrow, hematopoieticstem cells or other blood cells

without intendingto use them for transplantationwithinntransplantation 12 months from harvesting, for an

existing illness

Treatmentof infertility
. Injectable infertility medication, including but not limited to menotropins, hCG, and GnRH agonists.

All charges associatedwith:

- Surrogacyfor you or the surrogate. A surrogate is a female carrying her own genetically related child

where the child is conceivedwith the intention of turning the child over to be raised by others,

including the biological father.

- Cryopreservation (freezing) of eggs, embryos or sperm.

- Storage of eggs, embryos, or sperm.
- Thawing of cryopreserved(frozen) eggs, embryos or sperm.

- The care of the donor in a donor egg cycle. This includes, but is not limited to, any payments to the

donor, donor screening fees, fees for lab tests, and any charges associatedwith care ofthe donor

required for donor egg retrievals or transfers.

- The use of a gestational carrier for the female acting as the gestational carrier. A gestational carrier

is a female carrying an embryo to which she is not geneticallyrelated.
- Obtainingsperm from a person not covered under this plan.

Home ovulation prediction kits or home pregnancy tests.

The purchase of donor embryos, donor oocytes, or donor sperm.
. Reversal of voluntary sterilizations, including follow-up care.

e Ovulation inductionwith menotropins, Intrauterine insemination and any related services, productsor

procedures.
e In vitro fertilization (IVF), Zygote intrafallopian transfer (ZIFT), Gamete intrafallopian transfer

(GIFT), Cryopreserved embryo transfers and any related services, products or procedures (such
as Intracytoplasmicsperm injection (ICSI) or ovum microsurgery).
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Specifictherapiesand tests

Outpatientinfusiontherapy
e Enteral nutrition

Blood transfusions and blood products
e Dialysis

Specialty prescriptiondrugs
. Specialtyprescription drugs and medicines provided by your employer or through a third party

vendor contractwith your employer.
o Drugs that are included on the list of specialty prescription drugs as covered under your

outpatient prescription drug plan.

Other services

Ambulance services

o Fixed wing air ambulance from an out-of-network provider

Clinical trial therapies (experimental or investigational)
o Your plan does not cover clinical trial therapies (experimental or investigational), except as described in

the Eligiblehealth servicesunderyourplan - Clinical trial therapies (experimental or investigational)
section.

Clinical trial therapies (routine patient costs)
Services and supplies related to data collection and record-keeping that is solely needed due to the

clinical trial (i.e. protocol-induced costs)
Services and supplies providedby the trial sponsor without charge to you
The experimentalintervention itself (except medically necessaryCategory B investigationaldevices and

promisingexperimentaland investigationalinterventionsfor terminalillnessesin certain clinical trials in

accordance with Aetna's claim policies).

Durable medical equipment (DME)

Examplesof these items are:

Whirlpools
Portable whirlpool pumps

e Sauna baths

e Massage devices

e Over bed tables

e Elevators

. Communication aids

. Vision aids

o Telephone alert systems

Nutritionalsupplements
e Any food item, including infant formulas, nutritional supplements, vitamins, plus prescription

vitamins, medical foods and other nutritional items, even if it is the sole source of nutrition,

except as covered\nthe Eligiblehealth services underyourplan - Otherservices section.
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Prosthetic devices

e Services covered under any other benefit

e Orthopedic shoes, therapeutic shoes, foot orthotics, or other devices to support the feet, unless

required forthe treatment of or to prevent complications of diabetes, or if the orthopedicshoe is an

integral part of a covered leg brace

o Trusses, corsets,and other support items

o Repair and replacementdue to loss, misuse, abuse or theft

Outpatientprescriptiondrugs

Abortiondrugs

Allergy sera and extractsadministeredvia injection

Any servicesrelated to the dispensing, injection or application of a drug

Biological sera

Cosmetic drugs
o Medicationsor preparations used for cosmetic purposes.

Compoundedprescriptionscontaining bulk chemicalsthat have not been approved by the U.S. Food and

Drug Administration (FDA)

I Including compounded bioidenticalhormones

Devices, products and appliances,exceptthose that are specially covered

Dietary supplementsincludingmedical foods

Drugs or medications

. Administered or entirely consumed at the time and place it is prescribed or dispensed
e Which do not, by federal or state law, require a prescription order (i.e. over-the-counter (OTC) drugs),

even if a prescription is written except as specificallyprovided in the Eligiblehealth services underyour

plan
-

Outpatientprescriptiondrugssect\on

o That includes the same active ingredientor a modifiedversion of an active ingredientas a covered

prescription drug (unless a medical exception is approved)
o That is therapeutically equivalent or therapeutically alternativeto a covered prescription drug including

biosimilars (unless a medical exception is approved)
o That is therapeutically equivalent or therapeutically alternativeto an over-the-counter (OTC) product

(unless a medical exception is approved)
e Not approved by the FDA or not proven safe and effective

e Provided under your medical plan while an inpatient of a healthcare facility

Recently approved by the U.S. Food and Drug Administration (FDA), but which have not yet been

reviewed by Aetna'sPharmacy and TherapeuticsCommittee

o That includes vitamins and minerals unless recommended by the United States Preventive Services Task

Force (USPSTF)
o For which the cost is covered by a federal, state, or governmentagency (for example: Medicaid or

Veterans Administration)
o That are used to treat sexual dysfunction,enhance sexual performanceor increase sexual desire,

48

Case 8:20-cv-03010-VMC-TGW   Document 1-1   Filed 12/17/20   Page 79 of 122 PageID 90



including drugs, implants, devices or preparations to correct or enhance erectile function, enhance

sensitivity, or alter the shape or appearanceof a sex organ

e Thatare used for the purpose of weight gain or reduction,including but not limited to stimulants,

preparations,foods or diet supplements,dietary regimens and supplements,food or food supplements,

appetite suppressantsor other medications.

o Thatare drugs or growth hormones used to stimulategrowth and treat idiopathic short stature, unless

there is evidence that the member meets one or more clinical criteria detailed in our precertification
and clinical policies.

Duplicative drug therapy (e.g. two antihistaminedrugs)

Genetic care

. Any treatment, device, drug, service or supply to alter the body's genes, genetic make-up, or the

expression of the body s genes except for the correctionof congenitalbirth defects.

Immunizations related to travel or work

Implantable drugs and associateddevices except as specificallyprovided in the Eligiblehealth serWces

underyour plan -Outpatientprescriptiondrugs section.

Infertility
. Prescription drugs used primarily for the treatment of infertility.

Injectables:

Any chargesfor the administrationor injection of prescription drugs or injectableinsulin and other

injectabledrugs covered by us

. Needles and syringes,except for those used for self-administrationof an injectabledrug
e Any drug, which due to its characteristicsas determinedby us must typically be administeredor

supervised by a qualifiedprovideror licensed certified health professional in an outpatient setting. This

exception does not apply to Depo Provera and other injectabledrugs used for contraception.

Insulin pumps or tubing or other ancillaryequipment and supplies for insulin pumps except as

specificallyprovided in the Eligible health servicesunderyour plan
- Diabeticequipment, suppliesand education

section.

Prescriptiondrugs:
. Dispensed by other than a network retail, mail order and specialtypharmaciesexcept as specifically

provided in the What prescriptiondrugsare covered section.

. Dispensed by a mail order pharmacy that is an out-of-network pharmacy, except in a medical

emergencyor urgent care situationexcept as specificallyprovided in the How to getan emergency

prescriptionfilled section.

. For which there is an over-the-counter (OTC) productwhich has the same active ingredientand strength
even if a prescription is written.

e Packaged in unit dose form.

o Filled prior to the effectivedate or after the termination date of coverage under this plan.
. Dispensed by a mail order pharmacy that include prescription drugs that cannot be shipped by mail due

to state or federal laws or regulations,or when the plan considers shipmentthrough the mail to be

unsafe. Examples of these types of drugs include, but are not limited to, narcotics, amphetamines, DEA

controlled substancesand anticoagulants.
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o That includes an active metabolite,stereoisomer, prodrug (precursor) or altered formulation of another

drug and is not clinicallysuperiorto that drug as determined by the plan.
o That are ordered by a dentist or prescribed by an oral surgeon in relation to the removal of teeth, or

prescription drugs for the treatment of a dental condition.

o That are consideredoral dental preparations and fluoride rinses, except pediatricfluoride tablets or

drops as specified on the preferred drug guide.
o That are non-preferreddrugs, unless non-preferreddrugs are specificallycovered as described in your

scheduleof benefits. However, a non-preferreddrug will be covered if in the judgment of the prescriber
there is no equivalent prescription drug on the preferred drugguide or the product on the preferred

drug guide is ineffective in treating your disease or condition or has caused or is likely to cause an

adverse reaction or harm you.

o That are being used or abused in a manner that is determinedto be furthering an addictionto a habit-

forming substance, the use of or intended use of which would be illegal, unethical, imprudent,abusive,

not medically necessary, or otherwise improper;and drugs obtained for use by anyone other than the

member identified on the ID card.

Refills

. Refills dispensed more than one year from the date the latest prescriptionorder was written.

Replacement of lost or stolen prescriptions

We reservethe right to exclude:

e A manufacturer'sproductwhen a same or similar drug (that is, a drug with the same active ingredientor

same therapeutic effect), supply or equipment is on the preferred drugguide.
e Any dosage or form of a drug when the same drug (that is, a drug with the same active ingredientor

same therapeutic effect) is available in a differentdosage or form on our preferred drug guide.
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Who provides the care

Just as the startingpoint for coverage underyour plan is whether the services and supplies are eligible health

services,the foundationfor getting covered care is the network. This section tells you about network providers.

Network providers
We have contracted with providers in the service area to provide eligible health servicesto you. These

providers make up the network for your plan. For you to receivethe network level of benefits you must use

network providers for eligible health services.There are three exceptions:
. Emergencyservices- refer to the description of emergency services and urgent care in the E/igib/e

health services underyourplan section.

e Urgent care
- refer to the description of emergencyservices and urgent care in the E/igib/ehea/th

servicesunderyourplansect\on.

, Network provider not reasonably available- You can get eligible health servicesunder your plan that

are provided by an out-of-network provider if an appropriate network provider is not reasonably

available. You must request access to the out-of-network provider in advance and we must agree.

Contact Member Services at the toll-freenumber on your ID card for assistance.

You may select a networkprovider from the directorythrough your Aetna Navigator
%
secure member website

at www.aetna.com.You can search our online directory, DocFind
%

,
for names and locations of providers.

You will not have to submit claims for treatment received from network providers. Your network provider will

take care of that for you. And we will directly pay the network provider for what the plan owes.

Your PCP

We encourageyou to access eligible health services through a PCP. They will provide you with primary care.

A PCP can be any of the followingproviders available under your plan:
e General practitioner
I Family physician
e Internist

. Pediatrician

How do you choose your PCP?

You can choose a PCP from the list of PCPs in our directory. See the Who provides the care, Network providers
section.

Each covered familymember is encouragedto select their own PCP. You may each select your own PCP. You

should select a PCP for your covered dependent if they are a minor or cannot choose a PCP on their own.

What will your PCP do for you?
Your PCP will coordinate your medical care or may provide treatment. They may send you to other network

providers.

Your PCP can also:

e Order lab tests and radiological services.

. Prescribemedicine or therapy.
e Arrange a hospital stay or a stay in another facility.
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How do I change my PCP?

You may change your PCP at any time. You can call us at the toll-freenumber on your ID card or log on to your

Aetna Navigator
%
secure member website at www.aetna.com to make a change.

Keeping a provideryou go to now (continuityof care)
You may have to find a new provider when:

o You join the plan and the provider you have now is not in the network.

e You are already a member of Aetna and your provider stops being in our network.

However, in some cases, you may be able to keep going to your current provider to completea treatment or to

have treatment that was already scheduled. This is called continuity of care.

If you are a new enrollee and your When your provider stops

provider is an out-of-network participationwith Aetna

provider

Request for approval You need to complete a Transition You or your provider should call

CoverageRequest form and send it to us. Aetna for approval to continueany

You can get this form by calling the toll- care.

free numberon your ID card.

Length of transitional Care will continueduring a transitional, Care will continue during a

period usually 90 days, but this may vary based transitional period, usually 90 days,
on your condition. but this may vary based on your

condition. This date is based on the

date the provider terminated their

participationwith Aetna.

If you are pregnant and have entered your second trimester, the transitional period will include the time

required for postpartumcare directly related to the delivery.

We will authorize coverage for the transitional period only if the provider agrees to our usual terms and

conditionsfor contractingproviders.

What the plan pays and what you pay

Who pays for your eligible health services - this plan, both of us, or just you? That depends. This section gives
the general rule and explains these key terms:

Your deductible

Yourcopayments/paymentpercentage
e Your maximum out-of-pocket limit

We also remindyou that sometimes you will be responsiblefor paying the entire bill: for example, if you get

care that is not an eligible health service.

The general rule

When you get eligible health services:

, You pay for the entire expense up to any deductiblelimit.

And then
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, The plan and you share the expense up to any maximum out-of-pocket limit. The scheduleof benefits

lists how much your plan pays and how much you pay for each type of health care service. Your share is

called a copayment/payment percentage.

And then

, The plan pays the entire expense after you reach your maximum out-of-pocketlimit.

When we say "expense" in this general rule, we mean the negotiatedcharge for a network provider.See the

Glossary section for what these terms mean.

Important exception - when your plan pays all

Underthe in-networklevel of coverage, your plan paysthe entire expense for all eligible health services under

the preventive care and wellness benefit.

Important exceptions - when you pay all

You pay the entire expensefor an eligible health service:

. When you get a health care service or supply that is not medically necessary. See the Medical necessity

requirementssection.

. Usually, when you get an eligible health service from someonewho is not an Aetna provider. See the

Who providesthe caresection.

In all these cases, the provider may require you to pay the entire charge.Any amount you pay will not count

towardsyour deductibleor towardsyour maximum out-of-pocket limit.

Special financial responsibility
You are responsiblefor the entire expense of:

. Cancelled or missed appointments

Neither you nor we are responsiblefor:

o Charges for which you have no legal obligation to pay

e Charges that would not be made if you did not have coverage

. Charges, expenses, or costs in excess of the negotiatedcharge

Where your schedule of benefits fits in

How your deductibleworks

Your deductible is the amount you need to pay, after paying your copayment or paymentpercentage, for

eligible health services per CalendarYear as listed in the scheduleof benefits. Your copayment or payment

percentage does not count toward your deductible.

How your copayment/payment percentageworks

Yourcopayment/payment percentage is the amountyou pay for eligible health services after you have paid

your deductible.Your scheduleof benefits shows you which copayments/payment percentage you need to pay

for specific eligible health services.

You will pay the physician, PCP copayment/payment percentage when you receive eligible health services from

any PCP.
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How your maximum out-of-pocketlimit works

You will pay your deductible and copayments/payment percentage up to the maximum out-of-pocketlimit for

your plan. Your scheduleof benefits shows the maximum out-of-pocket limits that apply to your plan. Once you

reach your maximum out-of-pocket limit, your plan will pay for covered benefitsfor the remainder of that

Calendar Year.

Important note:

See the schedule of benefits for any deductibles,copayments/paymentpercentage, maximum out-of-pocket

limit and maximum age, visits, days, hours, admissionsthat may apply.
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Claim decisionsand appeals procedures

In the previous section,we explained how you and the plan share responsibility for paying for your eligible
health services.

When a claim comes in, you will receive a decision on how you and the plan will split the expense.We also

explain what you can do if you thinkwe got it wrong.

Claims are processed in the order in which they are received.

Claim procedures
For claims involving out-of-network providers:

Notice Requirement Deadline

Submit a claim . You should notify and Within 15 working days of

request a claim form from your request.

your employer. If the claim form is not

. The claim form will provide sent on time, we will

instructionson how to accept a written

complete and where to description that is the

send the form(s). basis of the claim as proof
of loss. It must detail the

nature and extent of loss

within 90 days of your
loss.

Proof of loss (claim) . A completed claim form o No later than 90 days
and any additional after you have incurred

information required by expensesfor covered

your employer. benefits.

. We won'tvoid or reduce

your claim if you can't

send us notice and proof
of loss within the

required time. But you

must send us notice and

proofas soon as

reasonably possible.
, Proof of loss may not be

given later than 2 years

after the time proof is

otherwise required,

except if you are legally

unable to notify us.

Benefit payment e Written proof must be e Benefits will be paid as

provided for all benefits. soon as the necessary

. If any portion of a claim is proofto support the

contested by us, the claim is received.

uncontested portion of the

claim will be paid promptly

after the receipt of proof
of loss.
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Types of claims and communicating our claim decisions

You or your provider are required to send us a claim in writing. You can request a claim form from us. And we

will reviewthat claim for payment to the provider.

There are differenttypes of claims.The amount of time that we have to tell you about our decision on a claim

depends on the type of claim. The section below will tell you about the differenttypes of claims.

Urgent care claim

An urgent claim is one for which delay in getting medical care could put your life or health at risk. Or a delay

might put your ability to regain maximum function at risk. Or it could be a situation in which you need care to

avoid severe pain.

If you are pregnant, an urgent claim also includes a situationthat can cause serious risk to the health of your

unborn baby.

Pre-serviceclaim

A pre-service claim is a claim that involves services you have not yet received and which we will pay for only if

we precertifythem.

Post-serviceclaim

A post service claim is a claim that involves health care services you have already received.

Concurrent care claim extension

A concurrentcare claim extension occurs when you ask us to approvemore services than we already have

approved. Examplesare extendinga hospital stay or adding a number of visits to a provider.

Concurrentcare claim reduction or termination

A concurrentcare claim reduction or termination occurs whenwe decide to reduce or stop payment for an

already approved course of treatment. We will notifyyou of such a determination. You will have enough time to

file an appeal. Your coverage for the service or supply will continue until you receive a final appeal decision from

us or an external review organization if the situation is eligible for external review.

During this continuation period, you are still responsiblefor your share of the costs, such as

copayments/paymentpercentage and deductibles that apply to the service or supply. If we uphold our decision

at the final internal appeal,you will be responsiblefor all of the expenses for the service or supply received

during the continuation period.

The chart below shows a timetable view of the differenttypes of claims and how much time we have to tell you

about our decision.

We may need to tell your physician about our decision on some types of claims, such as a concurrentcare claim,

or a claim when you are already receiving the health care services or are in the hospital.

Type of notice Urgent care Pre-service Post-service Concurrentcare

claim claim claim claim

Initial determination(us) 72 hours 15 days 30 days 24 hours for

urgent request
*

15 calendar days
for non-urgent

request

Extensions None 15 days 15 days Not applicable
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Additionalinformation 72 hours 15 days 30 days Not applicable

request (us)

Response to additional 48 hours 45 days 45 days Not applicable
information request (you)
*
We have to receive the request at least 24 hours before the previouslyapproved health care services end.

Adverse benefit determinations

We pay many claims at the full rate negotiatedcharge with a networkprovider, except for your share of the

costs. But sometimes we pay only some of the claim. And sometimeswe deny payment entirely.Any time we
" "

deny even part of the claim that is an adverse benefit determination or adverse decision . It is also an
"

"adverse benefit determination if we rescind your coverage entirely.

Ifwe make an adverse benefit determination, we will tell you in writing.

The difference between a complaintand an appeal

A Complaint
You may not be happy about a provider or an operational issue, and you may want to complain. You can call or

write Member Services. Your complaint should include a description of the issue. You should include copies of

any records or documentsthat you think are important.We will review the information and provide you with a

written response within 30 calendar days of receiving the complaint.We will let you know if we need more

information to make a decision.

An Appeal
You can ask us to re-review an adverse benefit determination. This is called an appeal. You can appeal to us

verbally or in writing.

Appeals of adverse benefit determinations

You can appeal our adverse benefit determination.We will assign your appeal to someonewho was not

involved in making the original decision.You must file an appeal within 180 calendar days from the time you

receive the notice of an adverse benefit determination.

You can appeal by sending a written appeal to Member Services at the addresson the notice of adverse benefit

determination. Or you can call MemberServicesat the number on your ID card. You need to include:

e Your name

o The employer s name

. A copy of the adverse benefit determination

e Your reasons for making the appeal
o Any other information you would like us to consider

Another person may submit an appeal for you, including a provider.That person is called an authorized

representative. You need to tell us if you choose to have someone else appeal for you (even if it is your

provider). You should fill out an authorized representativeform telling us that you are allowingsomeone to

appeal for you. You can get this form by contacting us. You can use an authorized representativeat any level of

appeal

You can appeal two times under this plan. If you appeal a second time you must present your appeal within 60

calendar days from the date you receive the notice of the first appeal decision.
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Urgent care or pre-serviceclaim appeals
If your claim is an urgent claim or a pre-service claim, your provider may appeal for you without having to fill out

a form.

We will provide you with any new or additional information that we used or that was developed by us to review

your claim. We will provide this information at no cost to you before we give you a decision at your last available

level of appeal. This decision is called the final adverse benefit determination. You can respond to this

information before we tell you what our final decision is.

Timeframes for decidingappeals
The amount of time that we have to tell you about our decision on an appeal claim depends on the type of

claim. The chart below shows a timetable view of the different types of claims and how much time we have to

tell you about our decision.

Type of notice Urgent care Pre-service Post-service Concurrentcare

claim claim claim claim

Appeal determinationsat 36 hours 15 days 30 days As appropriate to

each level (us) type of claim

Extensions None None None

Exhaustion of appeals process
In most situationsyou must completethe two levels of appeal with us before you can take these other actions:

e Appeal through an external review process.

e Pursue arbitration, litigation or other type of administrativeproceeding.

But sometimesyou do not have to completethe two levels of appeals process before you may take other

actions. These situations are:

o You have an urgent claim or a claim that involves ongoing treatment. You can have your claim reviewed

internally and at the same time through the external review process.

e We did not follow all of the claim determinationand appeal requirements of the Federal Department of

Health and Human Services. But, you will not be able to proceeddirectly to external review if:

- The rule violationwas minor and not likely to influence a decision or harm you.

- The violationwas for a good cause or beyond our control.

- The violationwas part of an ongoing, good faith exchangebetween you and us.

External review

External review is a review done by people in an organizationoutside of Aetna. This is called an external review

organization(ERO).

You have a right to external review only if:

e Our claim decision involved medical judgment.
e We decided the service or supply is not medically necessary or not appropriate.
e We decided the service or supply is experimental or investigational.
o You have received an adverse determination.

If our claim decision is one for which you can seek external review,we will say that in the notice of adverse

benefit determinationor final adverse benefit determinationwe send you. That notice also will describe the

external review process. It will include a copy of the Request for External Reviewform at the final adverse

determinationlevel.

58

Case 8:20-cv-03010-VMC-TGW   Document 1-1   Filed 12/17/20   Page 89 of 122 PageID 100



You must submit the Request for External Review Form:

, To Aetna

e Within 123 calendar days (four months) of the date you received the decision from us

o And you must include a copy of the notice from us and all other important information that supports

your request

You will pay for any information that you send and want reviewed by the ERO. We will pay for information we

send to the ERO plus the cost of the review.

Aetna will:

o Contactthe ERO that will conduct the review of your claim.

o Assign the appeal to one or more independentclinical reviewers that have the proper expertiseto do

the review.

. Considerappropriate credible information that you sent.

e Follow our contractualdocumentsand your plan of benefits.

. Send notification of the decision within 45 calendar days of the datewe receive your request form and

all the necessaryinformation.

We will stand by the decision that the ERO makes, unlesswe can show conflict of interest, bias or fraud

How long will it take to get an ERO decision?

We will tell you of the ERO decision not more than 45 calendar days after we receive your Notice of External

Review Form with all the information you need to send in.

But sometimesyou can get a faster external review decision.Your provider must call us or send us a Request for

External Review Form.

There are two scenarioswhen you may be able to get a faster external review:

For initial adverse determinations

Your provider tells us that a delay in your receiving health care services would:

e Jeopardizeyour life, health or ability to regain maximum function, or

o Be much less effectiveif not started right away (in the case of experimental or investigational

treatment)

For final adversedeterminations

Your provider tells us that a delay in your receiving health care services would:

e Jeopardizeyour life, health or ability to regain maximum function

o Be much less effectiveif not started right away (in the case of experimental or investigational

treatment), or

. The final adverse determinationconcerns an admission, availabilityof care, continued stay or health

care service for which you received emergency services, but have not been discharged from a facility

If your situation qualifies for this faster review, you will receive a decision within 72 hours of us getting your

request.

Recordkeeping
We will keep the records of all complaintsand appeals for at least 10 years.

Fees and expenses
We do not pay any fees or expenses incurredby you in pursuing a complaint or appeal.
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Coordination of benefits

Some people have health coverage undermore than one health plan. If you do, we will work together with your

other plan(s) to decide how much each plan pays. This is called coordination of benefits (COB).

Key terms

Here are some key terms we use in this section. These terms will help you understand this COBsection.

Allowableexpense means:

. A health care expense that any of your health plans cover to any degree. If the health care service is not

covered by any of the plans, it is not an allowable expense. For example, cosmetic surgerygenerallyis

not an allowable expense under this plan.

"

In this section when we talk about a plan through which you may have other coverage for health care

expenses, we mean:

I Group or non-group,blanket, or franchise health insurance policies issued by insurers, HMOs, or health

care service contractors

o Labor-managementtrustee plans, labor organizationplans, employer organizationplans, or employee
benefit organizationplans

o An automobile insurance policy
e Medicareor other governmentalbenefits

o Any contract that you can obtain or maintain only because of membership in or connection with a

particularorganizationor group

Here's how COB works

e When this is the primary plan, we will pay your medical claims first as ifthe other plan does not exist.

e When this is the secondary plan, we will pay benefits after the primary plan and will reduce the payment

based on any amountthe primary plan paid.
. We will never pay an amount that, togetherwith payments from your other coverage, add up to more

than 100% of the allowable expenses.

Determiningwho pays

Reading from top to bottom the first rule that applies will determine which plan is primaryand which is

secondary.

A plan that does not contain a COB provision is always the primary plan.

If you are covered as a: Primary plan Secondaryplan

Non-dependent or Dependent The plan covering you as an The plan covering you as a

employeeor retired dependent

employee.

Exception to the rule above If you or your spouse have Medicarecoverage, the rule above

when you are eligiblefor may be reversed. If you have any questions about this you can

Medicare contact us:

e Online: Log on to your Aetna Navigator
%
secure member

website at www.aetna.com. Select Find a Form, then select

Your Other Health Plans.

, By phone: Call the toll-freeMemberServices number on

your ID card.
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COB rules for dependent children

Child of: The "birthday rule" applies. The plan of the parent born

Parents who are married The plan of the parent whose later in the year (month and

or living together birthday* (month and day day only)*.

only) falls earlier in the

calendaryear. *Same birthdays--the plan
that has covered a parent

*
Same birthdays--the plan longer is primary

that has covered a parent

longer is primary

Child of: The plan of the parent whom The plan of the other parent.

e Parents separatedor the court said is responsible

divorced or not living for health coverage. But if that parent has no

together But if that parent has no coverage, then his/her

. With court-order coverage then the other spouse's plan is primary.

spouse's plan.
Child of: Primaryand secondary coverage is based on the birthday rule.

e Parents separatedor

divorced or not living

together- court-order

states both parents are

responsiblefor coverage
or havejoint custody

Child of: The order of benefit payments is:

e Parents separatedor . The plan of the custodial parent pays first

divorced or not living . The plan of the spouse of the custodial parent (if any) pays

togetherand there is no second

court-order . The plan of the noncustodial parents pays next

. The plan of the spouse of the noncustodial parent (if any)

pays last

Active or inactiveemployee The plan covering you as an A plan that covers the person

active employee (or as a as a laid off or retired

dependentof an active employee (or as a dependent

employee) is primaryto a plan of a formeremployee) is

covering you as a laid offor secondary to a plan that

retired employee(or as a covers the person as an active

dependentof a former employee (or as a dependent

employee). of an active employee).

COBRA or state continuation The plan covering you as an COBRA or state continuation

employeeor retiree or the coverage is secondary to the

dependentof an employeeor plan that covers the person as

retiree is primaryto COBRA or an employeeor retiree or the

state continuation coverage. dependent of an employee or

retiree.

Longer or shorter length of If none of the above rules determine the order of payment, the

coverage plan that has covered the person longer is primary.
Other rules do not apply If none of the above rules apply, the plans share expenses

equally.
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How are benefits paid?

Primary plan The primary plan pays your claims as if there is

no other health plan involved.

Secondaryplan The secondary plan calculates payment as if

the primary plan did not exist and then applies
that amountto any allowable expensesunder

the secondary plan that were not covered by

the primary plan.

The secondary plan will reduce payments so

the total payments do not exceed 100% of the

total allowable expense.

Benefit reserve The benefit reserve:

each familymember has a separate benefit e Is made up of the amount that the

reserve for each calendaryear secondary plan saved due to COB

o Is used to cover any unpaid allowable

expenses

e Balance is erased at the end of each year

How COB works with Medicare

This section explains how the benefits under this plan interactwith benefits available under Medicare.

Medicare,when used in this plan, means the health insurance provided by Title XVI11 of the Social Security Act,

as amended. It also includes Health Maintenance Organization (HMO) or similar coverage that is an authorized

alternative to Parts A and B of Medicare.

You are eligible for Medicarewhen you are covered under it by reason of:

. Age, disability, or

o End stage renal disease

When you are eligible for Medicare,the plan coordinates the benefits it pays with the benefits that Medicare

pays. Sometimes, this plan is the primary plan, which meansthat the plan pays benefits before Medicarepays

benefits. Sometimes,this plan is the secondary plan, and pays benefits after Medicareor after an amountthat

Medicarewould have paid had you been covered.

Who pays first?

If you are eligible due to Primary plan Secondaryplan

age and have group health

plan coverage based on

your or your spouse's
currentemploymentand:

The employer has 20 or more Your plan Medicare

ennployees

You are retired Medicare Your plan

If you have Medicare because of:

End stage renal disease (ESRD) Your plan will pay first for the Medicare

first 30 months.

Medicarewill pay first after Your plan
this 30 month period.
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A disabilityotherthan ESRD Your plan Medicare

and the employer has more

than 100 employees

Note regarding ESRD: If you were already eligible for Medicaredue to age and then became

eligible due to ESRD, Medicarewill remain your primary plan and this plan will be secondary.

This plan is secondary to Medicare in all other circumstances.

How are benefits paid?
We are primary We pay your claims as ifthere is no Medicare

coverage.

Medicare is primary We calculate our benefit as if there were no

Medicarecoverage and reduce our benefit so

that when combinedwith the Medicare

payment,the total payment is no more than

100% of the allowable expense.

Other health coverage updates- contact information

You should contact us if you have any changes to your other coverage. We want to be sure our records are

accurate so your claims are processed correctly.
e Online: Log on to your Aetna Navigator

%
secure member website at www.aetna.com. Select Find a

Form, then selectYour Other Health Plans.

By phone: Call the toll-freeMember Services number on your ID card.

Right to receive and release needed information

We have the right to release or obtain any information we need for COB purposes. That includes information we

need to recover any payments from your other health plans.

Right to pay another carrier

Sometimesanother plan pays somethingwe would have paid underyour plan. When that happens, we will pay

your plan benefit to the other plan.

Right of recovery
Ifwe pay more than we should have under the COB rules, we may recover the excess from:

e Any person we paid or for whom we paid, or

o Any other plan that is responsibleunder these COB rules.
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When coverage ends

Coverage can end for a number of reasons. This section tellsyou how and why coverageends. And when you may still be

ableto continue coverage.

When will your coverage end?

Your coverageunderthisplan will end if:

, This plan is discontinued.

. You voluntarily stop your coverage.

, The group contract ends.

. You are no longereligible for coverage, includingwhen you move out of the service area.

. Your employmentends.

, You do not make any requiredcontributions.

. We end your coverage.

. You become coveredunder another medical plan offered by your employer.

When coverage may continue under the plan
Your coverageunderthisplan will continue if:

Youremploymentends because of illness, injury, If required contributionsare made for you, you may

sabbaticalor other authorizedleave as agreed to by be able to continuecoverage under the plan as long

youremployer and us. as your employer agreesto do so and as described

below:

I Your coverage may continue, until stopped

by your employer.
Youremploymentends because of a temporarylay- If contributionsare made for you, you may be able

off, temporaryleave ofabsence, sabbatical, or other to continuecoverage underthe plan as long as your

authorized leave as agreed to byyour employer. employer agrees to do so and as describedbelow:

. Your coverage will stop on the date that

your employment ends.

Youremploymentends because: You maybe able to continuecoverage.See the

, Yourjob has beeneliminated Special coverageoptionsafteryour plan coverage
. Youhave been placed on severance, or ends section.

, This plan allows formeremployees to

continuetheir coverage.

Youremploymentends because of a paid or unpaid If contributionsare made for you, you may be able

medical leave ofabsence to continuecoverage underthe plan as long as the

policyholderandrpolicyholder we agree to do so and as described

below:

. Your coverage may continueuntil stopped

bythe employer.

Youremploymentends because of a leave of If contributionsare made for you, you may be able

absence that is not a medical leave ofabsence to continuecoverage underthe plan as long as your

employer agrees to do so and as describedbelow:

. Your coverage may continue until stopped
by your employer but not beyond 1 month

from the startofthe absence.

Your employmentends because of a military leave If contributionsare made for you, you may be able

of absence. to continuecoverage underthe plan as long as the

policyholderandrpolicyholder we agree to do so and as described

below:

. Your coverage maycontinueuntil stopped

by the policyholderbutrpolicyholder not beyond 24

months fromthe start ofthe absence.

It is your employer's responsibility to let us know whenyour employment ends. The limits above may be extendedonly if

youremployer agrees in writing to extend them.
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When will coverage end for any dependents?
Coverage for your dependentwill end if:

. Your dependent is no longer eligible for coverage.

, You do not make the required contribution toward the cost of dependents'coverage.
. Your coverageends for any of the reasons listed above other than:

- Exhaustion of your overall maximum benefit

- If you enroll under a group Medicare plans thatwe offer. However, dependent'scoverage will end if your

coverage ends underthe Medicare plan
. Your dependenthas exhaustedthe maximum benefit under your medical plan.

What happensto your dependents if you die?

Coverage for dependentsmay continue for some time after your death. See the Special coverageoptionsafteryourplan

coverage ends section for more information.

Why would we end you and your dependents coverage?
We will give you 31 days advance written notice ifwe end your coveragebecause:

. You do not cooperateor give facts that we need to administerthe COB provisions.

We may immediatelyend your coverageif:

. You commitfraud or intentionally misrepresent yourselfwhen you applied for or obtained coverage.You can refer

tothe Administrative information- Intentionaldeception section for more informationon rescissions.

On the date your coverage ends, we will refund to your employer any prepayments for periods after the date your coverage

ended.

When will we send you a notice of your coverage ending?
We will send you notice if your coverageis ending. This notice will tell you the date thatyour coverage ends. Here is how

the date is determined (other than the circumstances describedabove in "Whywe would end your coverage").

Your coveragewill end on eitherthe date you stop activework, orthe day beforethe first contribution due date that occurs

after you stop active work.

Coverage will end for you and any dependents on the earlierof the date the group contract terminates or at the end of the

period defined by your employer followingthe date on which you no longer meetthe eligibility requirements.
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Special coverage options after your plan coverage ends

This section explains options you may have after your coverage ends under this plan. Your individual situation

will determine what options you will have.

Consolidated Omnibus Budget ReconciliationAct (COBRA) Rights

What are your COBRA rights?
COBRA gives some people the right to keep their health coverage for 18, 29 or 36 months after a "qualifying
event

"

. COBRA usually applies to employers of group sizes of 20 or more.

Here are the qualifying events that trigger COBRA continuation,which is eligiblefor continuation and how long

coverage can be continued.

Qualifying event causing Covered persons eligible Length of continued

loss of coverage for continued coverage coverage

(starts from the day you
lose current coverage)

Your active employment ends You and yourdependents 18 months

for reasons other than gross

misconduct

Your working hours are You and your dependents 18 months

reduced

You divorce or legally Your dependents 36 months

separate and are no longer

responsiblefor dependent

coverage

You become entitledto Your dependents 36 months

benefits under Medicare

Your covered dependent Your dependent children 36 months

children no longer qualifyas

dependent under the plan
You die Your dependents 36 months

You are a retireeeligible for You and yourdependents 18 months

retiree health coverage and

your former employer files for

bankruptcy
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When do I receive COBRA information?

The chart below lists who is responsiblefor giving the notice,the type of noticethey are required to give and the

timing.

Employer/Group health plan notification requirements

Notice Requirement Deadline

General notice- employer or Notify you and your Within 90 days after active

Aetna dependents ofCOBRA rights. employeecoverage begins
Notice of qualifyingevent - e Your active employment Within 30 days of the

employer ends for reasons other qualifyingevent or the loss of

than gross misconduct coverage, whichever occurs

e Your working hours are later

reduced

o You become entitledto

benefits under Medicare

o You die

I You are a retireeeligible
for retiree health

coverage and your former

employer files for

bankruptcy
Election notice - employer or Notify you and your Within 14 days after notice of

Aetna dependents ofCOBRA rights the qualifyingevent

when there is a qualifying
event

Notice of unavailability of Notify you and your Within 14 days after notice of

COBRA - employer or Aetna dependents if you are not the qualifyingevent

entitledto COBRA coverage.

Termination notice - Notify you and your As soon as practical following

employer or Aetna dependentswhen COBRA the decision that continuation

coverage ends before the end coverage will end

of the maximum coverage

period
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You/your dependents notification requirements
Notice of qualifyingevent - Notify the employer if: Within 60 days of the

qualifiedbeneficiary o You divorce or legally qualifyingevent or

separate and are no the loss of coverage,

longer responsiblefor whicheveroccurs later

dependent coverage

I Your covered dependent
children no longer qualify

as a dependent under the

plan

Disabilitynotice Notify the employer if: Within 60 days of the decision

e The Social Security of disabilityby the Social

Administration Security Administration,and

determines that you or a before the 18 month

covered dependent coverage period ends

qualifyfor disabilitystatus

Notice of qualified Notify the employer if: Within 30 days of the Social

beneficiary'sstatus e The Social Security Security Administration's

change to non-disabled Administration decides decision

that the beneficiary is no

longer disabled

Enrollmentin COBRA Notify the employer if: 60 days from the qualifying
e You are electingCOBRA event. You will lose your right

to elect, if you do not:

o Respond within the 60

days
e And send back your

application

How can you extend the length of your COBRA coverage?
The chart below shows qualifyingevents after the start of COBRA (second qualifyingevents):

Qualifying event Person affected (qualifying Total length of continued

beneficiary) coverage

Disabled within the first 60 You and yourdependents 29 months (18 months plus

days of COBRA coverage (as an additional 11 months)
determinedby the Social

Security Administration)
o You die You and yourdependents Up to 36 months

o You divorce or legally

separate and are no

longer responsiblefor

dependent coverage

o You become entitledto

benefits under Medicare

e Your covered dependent
children no longer qualify

as dependentunderthe

plan
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How do you enroll in COBRA?

You enroll by sending in an application and paying the premium. The employer has 30 days to send you a COBRA

election notice. It will tell you how to enroll and how much it will cost. You can take 60 days from the qualifying

event to decide if you want to enroll. You need to send your application and pay the premium. If this is

completedon time, you have enrolled in COBRA.

When is your first premium payment due?

Your first premium payment must be made within 45 days after the date ofthe COBRA election.

How much will COBRA coverage cost?

For most COBRA qualifyingevents you and your dependents will pay 102% of the total plan costs. This additional

2% is added to cover administrativefees. If you apply for COBRA becauseof a disability, the total due will be

150% of the plan costs.

Can you add a dependent to your COBRA coverage?
You may add a new dependent during a period ofCOBRA coverage. Theycan be added for the rest of the COBRA

coverage period if:

. They meet the definition of an eligibledependent.
o You notified the employer within 31 days of their eligibility.
o You pay the additional required premiums.

When does COBRA coverage end?

COBRA coverage ends if:

. Coverage has continued for the maximum period.
e The plan ends. Ifthe plan is replaced, you may be continued under the new plan.
o You and your dependents fail to make the necessarypayments on time.

I You or a covered dependent become covered underanother group health plan that does not exclude

coverage for pre-existingconditionsor the pre-existingconditions exclusiondoes not apply.
I You or a covered dependent become entitled to benefits under Medicare.

e You or your dependents are continuing coverage during the 19th to 29th months of a disability, and the

disabilityends.

Continuation of coverage for other reasons

To request an extension of coverage, just call the toll-freeMember Services numberon your ID card.

How can you extend coverage if you are totally disabledwhen coverage ends?

Your coverage may be extended ifyou or your dependents are totally disabledwhen coverage ends. Only the

medical conditionwhich caused the total disabilityis covered during your extension.

You are "totally disabled" ifyou cannot work at your own occupationor any other occupationfor pay or profit.

"

Your dependent is "totallydisabled if that person cannot engage in most normal activitiesof a healthy person
of the same age and gender.

You may extend coverage only for services and supplies related to the disabling condition until the earliest of:

. When you or your dependents are no longer totally disabled

. When you become covered by another health benefits plan

12 months of coverage
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How can you extend coverage for your disabledchild beyond the plan age limits?

You have the right to extend coverage for your dependent child beyond the plan age limits. If your disabled

child:

e Is not able to be self-supporting becauseof mental or physical disability, and

o Depends mainly (more than 50% of income) on you for support.

The right to coverage will continue only as long as a physician certifies that your child still is disabled.

We may ask you to send us proof of the disabilitywithin 90 days of the date coverage would have ended. Before

we extend coverage, we may ask that your child get a physical exam. We will pay for that exam.

We may ask you to send proof that your child is disabled after coverage is extended.We won't ask for this proof

more than once a year. You must send it to us within 31 days of our request. If you don't,we can terminate

coverage for your dependent child.

How can you extend coverage for a child in collegeon medical leave?

You have the right to extend coverage for your dependent college studentwho takes a medically necessary

leave of absencefrom school. The right to coverage will be extended until the earlier of:

. One year after the leave of absence begins, or

. The date coverage would otherwiseend.

To extend coverage the leave of absencemust:

e Begin while the dependent child is sufferingfrom a serious illnessor injury,

Cause the dependent child to lose status as a full-time student under the plan, and

e Be certified by the treating doctor as medically necessarydue to a serious illness or injury.

The doctor treating your child will be asked to keep us informed of any changes.
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General provisions- other things you should know

Administrativeinformation

Who's responsible to you
We are responsibleto you for what our employees and other agents do.

We are not responsiblefor what is done by your providers. Even network providers are not our employees or

agents.

Coverage and services

Your coverage can change
Your coverage is defined by the group health plan. This document may have amendments too. Under certain

circumstances,we or the customer or the law may change your plan. Only Aetna may waive a requirement of

your plan. No other person
- including the policyholderor provider-can do this.

If a service cannot be providedto you
Sometimesthings happen that are outside of our control. These are things such as natural disasters, epidemics,

fire and riots.

We will try hard to get you access to the services you need even if these things happen. But ifwe can't,we may

refund you or the employer any unearned premium.

Legal action

You must completethe internal appeal process before you take any legal action against us for any expense or

bill. See the When you disagree -claim decisionsand appeal proceduressection.You cannot take any action until

60 days after we receive written submissionof claim.

No legal action can be brought to recover payment under any benefit after 3 years from the deadline for filing

claims.

Physical examinationsand evaluations

At our expense,we have the right to have a physician of our choice examine you. This will be done at all

reasonabletimes while certification or a claim for benefits is pending or under review.

Records of expenses

You should keep completerecords of your expenses. They may be needed for a claim.

Things that would be important to keep are:

Names of physicians, dentists and others who furnish services

Dates expenses are incurred

Copies of all bills and receipts

Honest mistakesand intentionaldeception
Honest mistakes

You or the customermay make an honest mistakewhen you share facts with us. When we learn ofthe mistake,

we may make a fair change in contributionsor in yourcoverage. If we do, we will tell you what the mistakewas.

We won t make a change if the mistake happened more than 2 years before we learned of it.
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Intentionaldeception
Ifwe learn that you defrauded us or you intentionallymisrepresented material facts, we can take actions that

can have serious consequencesfor your coverage. These seriousconsequences include, but are not limited to:

o Loss of coverage, starting at some time in the past. This is called rescission.

o Loss of coverage going forward.

o Denial of benefits.

o Recovery of amountswe already paid.

We also may report fraud to criminal authorities.

Rescission meansyou lose coverage both going forward and going backward. If we paid claims for your past

coverage, we will want the money back.

You have special rights ifwe rescind your coverage.

o We will give you 30 days advanced written notice of any rescissionof coverage.

. You have the right to an Aetna appeal.

. You have the right to a third party review conducted by an independentexternal review

organization.

Financial information

Assignmentof benefits

When you see a networkproviderthey will usually bill us directly. When you see an out-of-network provider,
we may choose to pay you or to pay the provider directly. Unless we have agreed to do so in writing and to the

extent allowed by law, we will not accept an assignment to an out-of-network provider or facility underthis

plan. This may include:

The benefits due

The right to receive payments or

Any claim you make for damages resultingfrom a breach, or alleged breach, ofthe terms of this plan.

Financial sanctionsexclusions

If coverage provided under this booklet violatesor will violateany economic or trade sanctions, the coverage

will be invalid immediately. For example, we cannot pay for eligible health services if it violatesa financial

sanction regulation.This includes sanctions related to a person or a countryunder sanction by the United States,

unless it is allowed under a written licensefrom the Office of Foreign Asset Control (OFAQ. You can find out

more by visiting

Recovery of overpayments

If a benefit payment is made by the Plan, to or on your behalf,which exceeds the benefit amount that you are

entitledto receive,the Plan has the right to require the return of the overpayment. One of the ways Aetna

recovers overpayments is by reducing future payments to the provider by the amount of the

overpayment. These future payments may involve this Plan or other health plans that are administeredby
Aetna. Aetna would then creditthe recoveredamountto the plan that overpaid the provider. Payments to

providers under this Plan may be subjectto this same process when Aetna recovers overpayments for other

plans administeredby Aetna.

This right does not affect any other right of recovery the Plan may have with respect to overpayments.
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SUBROGATIONAND RIGHT OF RECOVERY

The provisions of this section apply to all current or former plan participants and also to the parents, guardian,

or other representative of a dependent child who incurs claims and is or has been covered by the plan. The

plan s right to recover (whether by subrogation or reimbursement)shall apply to the personal representativeof

your estate, your decedents, minors, and incompetentor disabled persons. "You" or "your" includes anyone on

whose behalf the plan pays benefits.No adult Covered Person hereundermay assign any rights that it may have

to recover medical expenses from any tortfeasor or other person or entity to any minor child or children of said

adult covered person without the prior express written consent of the Plan.

The plan s right of subrogation or reimbursement, as set forth below, extend to all insurance coverage available

to you due to an injury, illness or condition for which the plan has paid medical claims (including, but not limited

to, liability coverage, uninsured motorist coverage, underinsured motorist coverage, personal umbrella

coverage, medical payments coverage, workers compensation coverage, no fault automobile coverage or any

first party insurance coverage).

Your health plan is always secondary to automobile no-fault coverage, personal injury protection coverage, or

medical payments coverage.

No disbursement of any settlement proceeds or other recovery funds from any insurance coverage or other

source will be made until the health plan s subrogation and reimbursement interestare fully satisfied.

Subrogation

The right of subrogation means the plan is entitled to pursue any claims that you may have in order to recover

the benefits paid by the plan. Immediately upon paying or providing any benefit under the plan, the plan shall

be subrogated to (stand in the place of) all ofyour rights of recovery with respect to any claim or potential claim

against any party, due to an injury, illness or condition to the full extent of benefits provided or to be provided

by the Plan. The Plan may assert a claim or file suit in your name and take appropriate action to assert its

subrogation claim, with or without your consent. The plan is not required to pay you part of any recovery it may

obtain, even if it files suit in your name.

Reimbursement

If you receive any payment as a result of an injury, illness or condition, you agree to reimburse the plan first

from such payment for all amounts the plan has paid and will pay as a result of that injury, illness or condition,

up to and including the full amount of your recovery.

Constructive Trust

By accepting benefits (whether the payment of such benefits is made to you or made on your behalf to any

provider) you agree that if you receive any payment as a result of an injury, illness or condition, you will serve as

a constructivetrustee over those funds. Failure to hold such funds in trust will be deemed a breach of your

fiduciary duty to the plan. No disbursement of any settlement proceeds or other recovery funds from any

insurance coverage or other source will be made until the health plan s subrogation and reimbursement interest

are fully satisfied.

Lien Rights

Further, the plan will automaticallyhave a lien to the extent of benefits paid by the plan for the treatment of the

illness, injury or condition upon any recovery whether by settlement, judgment or otherwise, related to
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treatment for any illness, injury or condition for which the plan paid benefits. The lien may be enforced against

any party who possesses funds or proceeds representing the amount of benefits paid by the plan including, but

not limited to, you, your representativeor agent, and/or any other source that possessed or will possess funds

representingthe amount of benefits paid by the plan.

Assignment

In order to secure the plan's recovery rights, you agree to assign to the plan any benefits or claims or rights of

recovery you have under any automobile policy or other coverage, to the full extent of the plan's subrogation
and reimbursement claims. This assignment allows the plan to pursue any claim you may have, whether or not

you choose to pursue the claim.

First-PrioritvClaim

By accepting benefits from the plan, you acknowledge that the plan's recovery rights are a first priority claim

and are to be repaid to the plan before you receive any recovery for your damages. The plan shall be entitled to

full reimbursement on a first-dollarbasis from any payments, even if such payment to the plan will result in a

recovery which is insufficient to make you whole or to compensate you in part or in whole for the damages

sustained. The plan is not required to participate in or pay your court costs or attorney fees to any attorney you

hire to pursue your damage claim.

Applicabilityto All Settlements and Judgments

The terms of this entire subrogation and right of recovery provision shall apply and the plan is entitled to full

recovery regardless of whether any liability for payment is admitted and regardlessof whether the settlement

or judgment identifies the medical benefits the plan provided or purports to allocate any portion of such

settlementor judgment to payment of expenses other than medical expenses. The plan is entitled to recover

from any and all settlements or judgments, even those designated as pain and suffering, non-economic

damages and/or general damages only. The plan's claim will not be reduced due to your own negligence.

Cooperation

You agree to cooperate fully with the plan's efforts to recover benefits paid. It is your duty to notify the plan
within 30 days of the date when any notice is given to any party, including an insurance company or attorney, of

your intention to pursue or investigate a claim to recover damages or obtain compensation due to your injury,
illness or condition. You and your agents agree to provide the plan or its representativesnotice of any recovery

you or your agents obtain prior to receipt of such recovery funds or within 5 days if no notice was given prior to

receipt. Further, you and your agents agree to provide notice prior to any disbursement of settlement or any

other recovery funds obtained. You and your agents shall provide all information requested by the plan, the

Claims Administrator or its representative including, but not limited to, completing and submitting any

applications or other forms or statements as the plan may reasonably request and all documents related to or

filed in personal injury litigation. Failure to provide this information, failure to assist the plan in pursuit of its

subrogation rights or failure to reimburse the plan from any settlementor recovery you receive may result in the

denial of any future benefit payments or claim until the plan is reimbursed in full, termination of your health

benefits or the institution of court proceedingsagainst you.

You shall do nothing to prejudice the plan's subrogation or recovery interest or prejudice the plan's ability to

enforce the terms of this plan provision. This includes, but is not limited to, refraining from making any

settlementor recovery that attempts to reduce or exclude the full cost of all benefits provided by the plan or

disbursement of any settlementproceeds or other recovery prior to fully satisfying the health plan's subrogation
and reimbursement interest.
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You acknowledge that the plan has the right to conduct an investigation regarding the injury, illness or condition

to identify potential sources of recovery. The plan reservesthe right to notify all partiesand his/her agents of its

lien. Agents include, but are not limited to, insurance companies and attorneys.

You acknowledge that the plan has notified you that it has the right pursuant to the Health Insurance Portability
& AccountabilityAct ("HIPAA"), 42 U.S.C. Section 1301 et seq, to share your personal health information in

exercising its subrogation and reimbursement rights.

Interpretation

In the event that any claim is made that any part ofthis subrogation and right of recovery provision is

ambiguous or questions arise concerningthe meaning or intent of any of its terms, the Claims Administrator for

the plan shall have the sole authorityand discretion to resolve all disputes regarding the interpretation of this

provision.

Jurisdiction

By accepting benefits from the Plan, you agree that any court proceedingwith respect to this provision may be

brought in any court of competent jurisdiction as the plan may elect. By accepting such benefits,you hereby
submit to each such jurisdiction,waiving whatever rights may correspond by reason of your present or future

domicile. By accepting such benefits,you also agree to pay all attorneys' fees the plan incurs in successful

attempts to recover amounts the plan is entitled to under this section.

Effect of benefits under other plans

Effect of a Health Maintenance Organization plan (an HMO Plan) on coverage

If you are eligibleand have chosen medical coverage under an HMO plan offered by the employer, you will be

excluded from medical coverage (except vision care, if any,) on the date of your coverage under the HMO plan.

Ifyou and your covered Change of coverage: Coveragetakes effect:

dependents:
Live in an HMO plan enrollment During an open enrollment Group contractanniversary date

area period after the open enrollmentperiod
Live in an HMO plan enrollment Not during an open enrollment Only if and when we give our

area period written consent

Move from an HMO plan Within 31 days On the date you elect such

enrollmentarea or the HMO coverage

discontinues

Move from an HMO plan After 31 days Only if and when we give our

enrollmentarea or the HMO written consent

discontinues
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Extensionof benefitsfor pregnancy

Ifyou are: Evidence you must Extension: Extensionwill end

provide: the earlierof:

In a hospital not The HMO plan provides Same length of time and . The end of a 90

affiliated with the HMO an extension of benefits for the same conditions day period, or

plan for pregnancy as the HMO plan . The date the

provides person is not

confined

No benefits will be paid for any charges for services rendered or supplies received under an HMO plan.

Continuation of coverage for other reasons

Health coverage under this plan will continue uninterrupted as to your dependent college studentwho takes a

medically necessaryleave of absencefrom school. See the Special coverageoptions afteryour plancoverage
ends - How can you extend coveragefora child in collegeon medical leave? section.

Sutter Health and AffiliatesServices

Sutter Health and Affiliates, the dominant health system in much of northern California, uses its bargaining

power to insist on unique requirements to participate in the Aetna network. Aetna's contractwith Sutter

requirespayment of claims that would otherwise be denied, such as those not medically necessary or

experimentalor investigational(but does not require payment for services the Plan expresslyexcludes from

coverage, such as for cosmetic surgery).Aetna will charge the Plan for these claims in order to be able to

continue providing Plan Participantswith access to Sutter's services on an in-networkbasis.
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Glossary

Aetna

Aetna Life InsuranceCompany, an affiliate, or a third partyvendor under contractwith Aetna.

Ambulance

A vehicle staffed by medical personneland equippedto transportan ill or injured person.

Behavioral health provider
An individualprofessional that is properly licensed or certified to provide diagnostic and/or therapeutic services

for mental disorders and substance abuse under the laws of the jurisdiction where the individual practices.

Body mass index

This is a degree of obesityand is calculated by dividingyour weight in kilograms by your height in meters

squared.

Brand-name prescriptiondrug
A U.S. Food and Drug Administration (FDA) approved prescription drug marketed with a specific brand name by

the companythat manufacturesit, usually by the companywhich develops and patents it.

Copay/Copayments
The specific dollar amount or percentageyou have to pay for a health care service listed in the scheduleof

benefits.

Cosmetic

Services,drugs or supplies that are primarily intended to alter, improve or enhance your appearance.

Covered benefits

Eligible health services that meet the requirements for coverage under the terms ofthis plan, including:
1. They are medically necessary.

2. You received precertificationif required.

Custodial care

Services and supplies mainly intended to help meet your activities of daily living or other personal needs. Care

may be custodialcare even if it prescribed by a physician or given by trained medical personnel.

Deductible

The amountyou pay for eligible health services per CalendarYear before your plan starts to pay as listed in the

scheduleof benefits.

Detoxification

The process where an alcohol or drug intoxicated,or alcohol or drug dependent, person is assisted through the

period of time needed to eliminatethe:

e Intoxicatingalcohol or drug
o Alcohol or drug-dependentfactors

o Alcohol in combination with drugs
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This can be done by metabolicor other means determinedby a physician or a nurse practitionerworking within

the scope of their license. The process must keep the physiological risk to the patient at a minimum. And if it

takes place in a facility, the facilitymust meet any applicablelicensingstandardsestablishedby the jurisdiction in

which it is located.

Directory
The list of network providers for your plan. The most up-to-date directory for your plan appears at

www.aetna.com underthe DocFind% label. When searching DocFind®, you need to make sure that you are

searching for providers that participatein your specific plan. Network providers may only be consideredfor

certain plans.

Durable medical equipment (DME)
Equipment and the accessoriesneeded to operate it, that is:

o Made to withstand prolonged use

o Mainly used in the treatment of an illness or injury
e Suited for use in the home

. Not normally used by people who do not have an illness or injury
e Not for altering air quality or temperature
e Not for exercise or training

Effective date of coverage
The date your and yourdependent's coverage begins under this booklet as noted in your employer'srecords.

Eligible health services

The health care services and supplies and prescription drugs listed in the E/igib/ehea/th services underyourp/on
section and not carved out or limited in the exclusions section or in the scheduleof benefits.

Emergency admission

An admission to a hospital or treatment facility ordered by a physician within 24 hours after you receive

emergency services.

Emergency medical condition

A recent and severe medical condition that would lead a prudent Iayperson to reasonablybelieve that the

condition, illness, or injury is of a severe nature. And that if you don't get immediate medical care it could result

in:

e Placing your health in serious danger
e Serious loss to bodily function

. Serious loss of function to a body part or organ

e Serious dangerto the health of a fetus

Emergency services

Treatmentgiven in a hospital'semergencyroom for an emergency medical condition.This includes evaluation

of, and treatment to stabilizean emergency medical condition.
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Experimentalor investigational
A drug, device, procedure, or treatment that is found to be experimental or investigational because:

o There is not enough outcome data availablefrom controlled clinical trials published in the peer-reviewed

literature to validate its safety and effectiveness for the illness or injury involved

The needed approval by the FDA has not been given for marketing
e A national medical or dental society or regulatoryagency has stated in writing that it is experimental or

investigational or suitable mainly for research purposes

o It is the subject of a Phase I, Phase Il or the experimentalor research arm of a Phase Ill clinical trial. These

terms have the meanings given by regulations and other official actions and publications of the FDA and

Department of Health and Human Services

e Written protocolsor a written consent form used by a facility provider state that it is experimental or

investigational.

Formulary exclusions list

A list of prescription drugs not covered under the plan. This list is subjectto change.

Generic prescriptiondrug
A prescription drug with the same dosage, safety, strength, quality, performanceand intended use as the brand

name product. It is defined as therapeutically equivalent by the U.S. Food and Drug Administration (FDA) and is

consideredto be as effectiveas the brand name product.

Health professional
A person who is licensed,certified or otherwiseauthorized by law to provide health care services to the public.

For example, physicians, nurses, and physical therapists.

Home health care agency
An agency licensed,certified or otherwiseauthorized by applicable state and federal laws to provide home

health care services, such as skilled nursing and other therapeutic services.

Home health care plan
A plan of services prescribed by a physician or other health care practitionerto be provided in the home setting.
These services are usually provided after your discharge from a hospital or if you are homebound.

Hospice care
Care designed to give supportive care to people in the final phase of a terminal illnessand focus on comfort and

quality of life, rather than cure.

Hospice care agency
An agency or organizationlicensed,certified or otherwiseauthorized by applicable state and federal laws to

provide hospice care. These services may be available in your home or inpatient setting.

Hospice care program
A program prescribed by a physician or other health professionalto provide hospicecare

and supportive care to their families.

Hospice facility
An institution specificallylicensed,certified or otherwiseauthorized by applicable state and federal laws to

provide hospicecare.
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Hospital
An institution licensed as a hospital by applicable state and federal laws, and accredited as a hospital by The

Joint Commission (TJC).

Hospital does not include a:

e Convalescentfacility
e Rest facility
e Nursing facility
. Facility for the aged
. Psychiatric hospital
o Residential treatmentfacility for substance abuse

o Residential treatmentfacility for mental disorders

. Extended care facility

. Intermediate care facility

Skilled nursing facility

Illness

Poor health resultingfrom disease of the body or mind.

A disease defined by the failure to become pregnant:

e For a female with a male partner, after:

1 year of frequent, unprotected heterosexual sexual intercourse if under the age of 35

6 months of frequent,unprotected heterosexual sexual intercourse if age 35 or older

e For a female without a male partner, after:

At least 12 cycles of donor insemination if under the age of 35

6 cycles of donor insemination if age 35 or older

e For a male without a female partner, after:

At least 2 abnormal semen analyses obtained at least 2 weeks apart

Injury
Physical damage done to a person or part of their body.

Institutes of Excellence™ (IOE) facility
A facilitydesignatedby Aetna in the provider directoryas Institutes of Excellencenetworkproviderfor specific
services or procedures.

Intensive OutpatientProgram (IOP)
Clinical treatment providedmust be no more than 5 days per week, no more than 19 hours per week and a

minimum of 2 hours each treatment day of medically necessary services deliveredby an appropriatelylicensed

or credentialed practitioner. Services are designed to address a mental disorder or substance abuse issue and

may includegroup, individual, familyor multi-family group psychotherapy,psycho educational services, and

adjunctiveservices such as medication monitoring.
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Jaw joint disorder
This is:

. A temporomandibularjoint (TMI) dysfunction or any similar disorder of the jaw joint,
o A myofascial pain dysfunction (MPD) ofthe jaw, or

e Any similardisorder in the relationshipbetween the jaw joint and the related muscles and nerves.

L.P.N.

A licensed practical nurse or a licensed vocationalnurse.

Mail order pharmacy
A pharmacywhere prescription drugs are legallydispensed by mail or other carrier.

Maximum out-of-pocketlimit
The maximum out-of-pocketamount for payment of copaymentsand payment percentage including any

deductible,to be paid by you or any covered dependents per CalendarYear for eligible health services.

Medically necessary/Medicalnecessity
Health care services that a provider exercising prudent clinicaljudgment, would provide to a patient for the

purposeof preventing,evaluating, diagnosing or treating an illness, injury, disease or its symptoms, and that

are:

e In accordance with generallyaccepted standards of medical practice
e Clinically appropriate,in terms of type, frequency, extent, site and duration, and consideredeffectivefor

the patient's illness, injury or disease

e Not primarily for the convenience of the patient, physician, or other health care provider
e Not more costly than an alternative service or sequence of services at least as likely to produce

equivalent therapeutic or diagnostic results as to the diagnosisor treatment of that patient'sillness,

injury or disease

Generally accepted standards of medical practice means:

e Standardsthat are based on credible scientific evidence published in peer-reviewed medical literature

generallyrecognized by the relevantmedical community.
e Consistentwith the standardsset forth in policy issues involving clinical judgment.

Mental disorder

A mental disorder as defined in the most recent edition of the DiagnosticandStatisticalManual of Mental

Disorders (DSM) of the American PsychiatricAssociation is a syndrome characterizedby clinically significant
disturbance in an individual's cognition, emotion regulation,or behavior that reflects a dysfunction in the

psychological, biological,or developmental processesunderlying mental functioning. Mental disorders are

usually associated with significant distress or disabilityin social, occupational,or other important activities.

Morbid obesity/morbidly obese
This means the body mass index is well above the normal range and severe medical conditionsmay also be

present, such as:

High blood pressure

A heart or lung condition
. Sleep apnea or

Diabetes
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Negotiated charge
For health coverage, this is either:

o The amount a networkprovider has agreed to accept

o The amountwe agree to pay directly to a networkprovider or third party vendor (includingany
administrativefee in the amount paid)

for providingservices, prescription drugs or supplies to plan members. This does not include prescription drug
services from a network pharmacy.

For prescriptiondrugnprescription servicesfrom a networkpharmacy:
The amountwe establishedfor each prescription drug obtained from a network pharmacy under this plan. This

negotiatedcharge may reflect amountswe agreed to pay directly to the network pharmacy or to a third party

vendor for the prescription drug, and may includean additional service or risk charge set by us.

The negotiatedcharge does not reflect any amount an affiliateor we may receive under a rebate arrangement

between us or an affiliate and a drug manufacturer for any prescription drug.

The rebates will not change the negotiatedcharge under this plan.

We may receive rebates from the manufacturers of prescription drugs and may receive or pay additional

amounts from or to third parties under price guarantees. These amounts will not change the negotiatedcharge
under this plan.

Network pharmacy
A retail pharmacy, mail orderpharmacy or specialtypharmacythat has contractedwith Aetna, an affiliate, or a third party

vendor, to provide outpatientprescription drugsto you.

Network provider
A provider listed in the directoryfor your plan. However, a NAP provider listed in the NAP directory is not a

network provider.

Non-preferreddrug
A prescription drug or device that may have a higher out-of-pocket cost than a preferred drug.

Out-of-network provider
A provider who is not a network provider.

Partial hospitalization treatment
Clinical treatment providedmust be no more than 5 days per week, minimumof 4 hours each treatment day.
Services must be medically necessary and provided by a behavioral health provider with the appropriate
licenseor credentials.Services are designed to address a mental disorder or substance abuse issue and may

include:

. Group, individual, family or multi-family group psychotherapy
o Psycho-educational services

. Adjunctive services such as medication monitoring

Care is delivered according to accepted medical practice for the condition of the person.
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Payment Percentage
The specific percentage the plan pays for a health care service listed in the scheduleof benefits.

Pharmacy
An establishmentwhere prescription drugs are legallydispensed. This includes a retail pharmacy, mail order

pharmacy and specialty pharmacy.

Physician
A skilled health care professional trained and licensed to practice medicine underthe laws of the state where

they practice; specifically, doctors of medicine or osteopathy.

Preferred drug
A prescription drug or device that may have a lower out-of-pocket cost than a non-preferreddrug.

Preferred drugguide
A list of prescription drugs and devices establishedby Aetna or an affiliate. It does not include all prescription

drugs and devices. This list can be reviewed and changed by Aetna or an affiliate. A copy of the preferred drug

guide is available at your request. Or you can find it on the Aetna website at

Preferred network pharmacy
A network retail pharmacy that Aetna has identified as a preferred networkpharmacy.

Prescriber

Any provider acting within the scope of his or her license, who has the legal authorityto write an order for

outpatient prescription drugs.

Prescription
A written order for the dispensing of a prescription drug by a prescriber. If it is a verbal order, it must promptly
be put in writing by the network pharmacy.

Prescriptiondrug
An FDA approved drug or biological which can only be dispensed by prescription.

Primary care physician (PCP)
A physician who:

. The directory lists as a PCP

e Is selectedby a person from the list of PCPs in the directory
e Supervises, coordinates and provides initial care and basic medical services to a person as a family care

physician, an internist,a pediatrician
. Is shown on Aetna's records as your PCP

Provider(s)
A physician, other health professional, hospital,skilled nursing facility, home health care agency or other

entity or person licensed or certified under applicable state and federal law to provide health care services to

you. If state law does not specificallyprovide for Iicensure or certification,the entity must meet all Medicare

accreditation standards(even if it does not participate in Medicare).
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Psychiatric hospital
An institution specificallylicensed or certified as a psychiatric hospital by applicable state and federal laws to

provide a program for the diagnosis, evaluation, and treatment of alcoholism, drug abuse, mental disorders

(includingsubstance-relateddisorders) or mental illnesses.

Psychiatrist
A psychiatristgenerallyprovides evaluation and treatment of mental, emotional, or behavioral disorders.

R.N.

A registered nurse.

Residentialtreatment facility(mental disorders)
e An institution specificallylicensed as a residentialtreatmentfacility by applicable state and federal laws

to provide for mental health residential treatment programs. And is credentialedby Aetna or is

accredited by one of the followingagencies, commissionsor committees for the services being

provided:
- The Joint Commission (TJC)
- The Committeeon Accreditationof Rehabilitation Facilities (CARF)
- The American OsteopathicAssociation's Healthcare FacilitiesAccreditationProgram (HFAP)
- The Council on Accreditation(COA)

In addition to the above requirements, an institution must meet the followingfor residential treatment

programs treating mental disorders:

o A behavioral health provider must be actively on duty 24 hours per day for 7 days a week.

. The patient must be treated by a psychiatristat least once per week.

. The medical director must be a psychiatrist.
e Is nota wilderness treatment program (whether or not the program is part of a licensed residential

treatmentfacility or otherwise licensed institution).

Residentialtreatment facility(substance abuse)
e An institution specificallylicensed as a residentialtreatmentfacility by applicable state and federal laws

to provide for substance abuse residential treatment programs.And is credentialedby Aetna or

accredited by one of the followingagencies, commissionsor committees for the services being

provided:
- The Joint Commission (TJC)
- The Committeeon Accreditationof Rehabilitation Facilities (CARF)
- The American OsteopathicAssociation's Healthcare FacilitiesAccreditationProgram (HFAP)
- The Council on Accreditation(COA)

In addition to the above requirements, an institution must meet the followingfor chemical dependence
residential treatment programs:

o A behavioral health provider or an appropriatelystate certified professional (CADC, CAC, etc.) must be

actively on duty during the day and evening therapeutic programming.
. The medical director must be a physician.
e Is nota wilderness treatment program (whether or not the program is part of a licensed residential

treatmentfacility or otherwise licensed institution).
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In addition to the above requirements, for chemicaldependencedetoxification programs within a residential

setting:
e An R.N. must be onsite 24 hours per day for 7 days a week within a residential setting.
e Residential care must be provided underthe directsupervisionof a physician.

Retail pharmacy
A community pharmacy that dispenses outpatient prescription drugs at retail prices.

Room and board

A facility'scharge for your overnight stay and other services and supplies expressed as a daily or weekly rate.

Semi-privateroom rate

An institution'sroom and board charge for most beds in rooms with 2 or more beds. If there are no such rooms,

Aetna will calculate the rate based on the rate most commonlycharged by similarinstitutions in the same

geographicarea.

Skilled nursing facility
A facilityspecificallylicensed as a skilled nursing facility by applicablestate and federal laws to provide skilled

nursing care.

Skilled nursing facilities also include rehabilitationhospitals,and portionsof a rehabilitation hospital and a

hospital designatedfor skilled or rehabilitation services.

Skilled nursing facility does not include institutions that provide only:
. Minimal care

Custodial care services

Ambulatory care
. Part-timecare services

It does not include institutions that primarily provide for the care and treatment of mental disorders or

substance abuse.

Skilled nursing services
Services provided by an R.N. or L.P.N. within the scope of their license.

Specialist
A physicianwho practices in any generallyaccepted medical or surgical sub-specialty.

Specialty prescriptiondrugs
These are prescription drugs that includetypically high-cost drugs that require special handling, special storage

or monitoringand may include things such as oral, topical, inhaled and injected routes of administration.

You can access the list of these specialty prescription drugs by calling the toll-free number on your ID card or by

logging on to your Aetna Navigator
%
secure member website at www.aetna.com.

Specialtypharmacy
This is a pharmacy designatedby Aetna as a network pharmacy to fill prescriptionsfor specialty prescription

drugs.
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Stay
A full-time inpatient confinementfor which a room and board charge is made.

Step therapy
A form of precertificationunderwhich certain prescription drugs will be excluded from coverage, unless a first-

line therapy drug(s) is used first by you. The list of step-therapy drugs is subjectto change by Aetna or an

affiliate. An updated copy of the list of drugs subjectto steptherapyshall be available upon request by you or

may be accessedon the Aetna website at

Substance abuse

This is a physical or psychologicaldependency,or both, on a controlled substance or alcohol agent. These are

defined\nthe Diagnosticand StatisticalManual ofMental Disorders(DSM) publishedby the American

PsychiatricAssociation. This term does not includeconditionsyou cannot attributeto a mental disorder that are

a focus of attentionor treatment or an addictionto nicotine products,food or caffeine intoxication.

Surgerycenter
A facilityspecificallylicensed as a freestanding ambulatory surgical facility by applicable state and federal laws

to provide outpatient surgery services. If state law does not specificallyprovide for Iicensure as an ambulatory

surgical facility, the facility must meet all Medicareaccreditation standards (even if it does not participate in

Medicare).

Surgeryor surgical procedures
The diagnosisand treatment of injury, deformityand disease by manual and instrumental means, such as

cutting, abrading, suturing, destruction, ablation, removal, Iasering, introductionof a catheter (e.g., heart or

bladder catheterization) or scope (e.g., colonoscopy or other types of endoscopy),correctionof fracture,
reduction of dislocation, application of plaster casts, injection into a joint, injection of sclerosing solution,or

otherwise physicallychanging body tissuesand organs.

Telemedicine

A consultationbetween you and a provider who is performinga clinical medical or behavioral health service.

Services can be provided by:
e Two-way audiovisual teleconferencing;
o Telephone calls, except for behavioral health services

o Any other method required by state law

Terminal illness

A medical prognosis that you are not likely to live more than 12 months.

Therapeuticdrug class

A group of drugs or medicationsthat have a similar or identical mode of action. Or are used for the treatment of

the same or similar disease or injury.

Urgent care facility
A facilitylicensed as a freestanding medical facility by applicable state and federal laws to treat an urgent

condition.
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Urgent condition

An illness or injury that requires prompt medical attentionbut is not an emergency medical condition.

Walk-in clinic

A free-standinghealth care facility. Neither of the followingshould be considereda walk-in clinic:

e An emergencyroom

o The outpatient department of a hospital
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Discount programs

Discount arrangements
We can offer you discounts on health care related goods or services. Sometimes,other companies provide these

"

discountedgoods and services. These companies are called third party service providers . These third party

service providersmay pay us so that they can offer you their services.

Third party service providersare independentcontractors.The third party service provider is responsiblefor the

goods or services they deliver.We have the right to change or end the arrangementsat any time.

These discount arrangementsare not insurance. We don't pay the third party service providers for the services

they offer. You are responsiblefor paying for the discountedgoods or services.

Wellness and Other Incentives

We may encourageyou to access certain medical services, use tools (online and others) that enhance your

coverage and services and continue participationas an Aetna member through incentives.You and your doctor

can talk about these medical services and tools and decide if they are right for you. In connectionwith a

wellness or health improvementprogram, we may provide incentives based on your participationand your

results. Incentives may include but are not limited to:

Modificationsto copayment, deductibleor coinsuranceamounts

. Premium discounts or rebates

. Contributionsto a health savings account

e Fitness center membership reimbursement

. Merchandise

Coupons
o Gift cards

Debit cards, or

. Any combination of the above.
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Statementof Rights underthe Newborns' and Mothers' Health ProtectionAct

Underfederal law, group health plans and health insurance issuers offeringgroup health insurance coverage

generallymay not restrict benefits for any hospital length of stay in connectionwith childbirth for the mother or

newborn child to less than 48 hours followinga vaginal delivery, or less than 96 hours followinga delivery by

cesarean section. However, the plan or issuer may pay for a shorter stay if the attending provider (e.g.,your

physician, nurse midwife, or physician assistant),after consultationwith the mother, dischargesthe mother or

newborn earlier.

Also, under federal law, plans and issuersmay not set the level of benefits or out-of-pocket costs so that any

later portion of the 48-hour (or 96-hour) stay is treated in a manner less favorable to the motheror newborn

than any earlier portion of the stay.

In addition, a plan or issuer may not, under federal law, require that you, your physician, or other health care

provider obtain authorizationfor prescribing a length of stay of up to 48 hours (or 96 hours). However, you may
be required to obtain precertification for any days ofconfinementthat exceed 48 hours (or 96 hours). For

information on precertification, contact your plan administrator.

Notice RegardingWomen's Health and Cancer Rights Act

Underthis health plan, as required by the Women's Health and Cancer Rights Act of 1998, coverage will be

providedto a person who is receiving benefits in connectionwith a mastectomyand who elects breast

reconstructionin connectionwith the mastectomyfor:

(1) all stagesof reconstructionof the breast on which a mastectomyhas been performed;

(2) surgery and reconstructionof the other breast to produce a symmetricalappearance;

(3) prostheses;and

(4) treatment of physical complications of all stages of mastectomy, including Iymphedemas.

This coverage will be provided in consultationwith the attending physician and the patient, and will be provided

in accordance with the plan design, limitations, copays, deductibles, and referral requirements, if any, as

outlined in your plan documents.

If you have any questions about our coverage of mastectomiesand reconstructivesurgery, please contact the

MemberServices numberon your ID card.

For more information,you can visit this U.S. Department of Health and Human Services website,

and this U.S. Department of Labor website,

info health.html.
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IMPORTANTHEALTH CARE REFORM NOTICES

CHOICE OF PROVIDER

If yourAetna plan generallyrequires or allows the designation of a primary care provider, you have the right to

designate any primary care providerwho participatesin our network and who is available to accept you or your

family members. If the plan or health insurance coverage designates a primarycare provider automatically,
then until you make this designation, Aetna designates one for you. For information on how to select a primary

care provider, and for a list ofthe participatingprimary care providers, contact your Employeror, if you are a

current member, your Aetna contact numberon the back of your ID card.

If yourAetna plan allows for the designation of a primary care provider for a child, you may designate a

pediatricianas the primarycare provider.

If yourAetna plan provides coverage for obstetric or gynecologicalcare and requiresthe designation of a

primary care provider then you do not need prior authorizationfrom Aetna or from any other person (including
a primary care provider) in order to obtain access to obstetricalor gynecologicalcare from a health care

professional in our networkwho specializesin obstetrics or gynecology. The health care professional,however,

may be required to comply with certain procedures, including obtaining prior authorizationfor certain services,

followinga pre-approved treatment plan, or procedures for making referrals. For a list of participatinghealth

care professionals who specialize in obstetrics or gynecology, contact your Employeror, if you are a current

member, your Aetna contact number on the back of your ID card.

Continuation of Coverage Duringan Approved Leave of Absence Grantedto Comply With Federal

Law

This continuation of coverage section applies only for the period of any approvedfamilyor medical leave

(approved FMLA leave) required by Family and Medical Leave Act of 1993 (FMLA). If your Employergrants you
an approved FMLA leave for a period in excess of the period required by FMLA, any continuation of coverage

during that excess period will be subjectto prior written agreement between Aetna and your Employer.

If your Employer grantsyou an approved FMLA leave in accordance with FMLA, you may, during the continuance

of such approved FMLA leave, continue Health Expense Benefits for you and your eligible dependents.

At the time you request the leave, you must agree to make any contributionsrequired by your Employerto

continuecoverage. Your Employermust continueto make premium payments.

If Health Expense Benefits has reduction rules applicable by reason of age or retirement,Health Expense
Benefits will be subjectto such rules while you are on FMLA leave.

Coveragewill not be continued beyond the first to occur of:

The date you are required to make any contributionand you fail to do so.

The date your Employerdetermines your approved FMLA leave is terminated.

The date the coverage involved discontinuesas to your eligible class. However, coverage for health expenses

may be availableto you under another plan sponsored by your Employer.

Any coverage being continued for a dependent will not be continued beyond the date it would otherwise

terminate.

If Health Expense Benefits terminate because your approved FMLA leave is deemed terminated by your

Employer,you may, on the date of such termination,be eligible for Continuation Under Federal Law on the
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same terms as though your employment terminated, other than for gross misconduct,on such date. If the group

contract provides any other continuation of coverage (for example, upon termination of employment, death,
divorce or ceasing to be a defined dependent),you (or your eligibledependents) may be eligible for such

continuation on the date your Employerdetermines your approved FMLA leave is terminated or the date of the

event for which the continuation is available.

If you acquire a new dependentwhile your coverage is continued during an approved FMLA leave, the

dependent will be eligible for the continued coverage on the same terms as would be applicable if you were

actively at work, not on an approved FMLA leave.

If you return to work for your Employerfollowingthe date your Employerdetermines the approved FMLA leave

is terminated, your coverage under the group contract will be in force as though you had continued in active

employment ratherthan going on an approved FMLA leave providedyou make request for such coverage within

31 days of the date your Employerdetermines the approved FMLA leave to be terminated. If you do not make

such request within 31 days, coverage will again be effectiveunderthe group contract only if and when Aetna

gives its written consent.

If any coverage being continued terminatesbecause your Employerdetermines the approved FMLA leave is

terminated, any Conversion Privilege will be availableon the same terms as though your employment had

terminated on the date your Employer determines the approved FMLA leave is terminated.
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Filing # 115932816 E-Filed 10/30/2020 05:06:28 PM

FORM 1.997. CIVIL COVER SHEET

The civil cover sheet and the informationcontained in it neither replace nor supplementthe filing
and service ofpleadings or other documents as required by law. This form must be filed by the

plaintiffor petitionerwith the Clerk of Court for the purposeofreportinguniform data pursuant
to section 25.075, Florida Statutes. (See instructions for completion.)

I. CASE STYLE

IN THE CIRCUIT COURT OF THE SIXTH JUDICIAL CIRCUIT,
IN AND FORPINELLAS COUNTY, FLORIDA

Scott Lake

Plaintiff Case #

Judge
VS.

Aetna Life Insurance Company, The School Board of Pinellas County
Defendant

II. AMOUNTOF CLAIM

Please indicate the estimatedamountofthe claim, roundedto the nearest dollar. The estimated amountof

the claim is requested for data collectionand clericalprocessing purposes only. The amount of the claim

shall not be used for any otherpurpose.

E $8,000 or less

El $8,001 - $30,000
El $30,001- $50,000

.U $50,001- $75,000
El $75,001 - $100,000
® over $100,000.00

III. TYPE OF CASE (Ifthe case fits more than one type of case, select the most

definitivecategory.) Ifthe most descriptive label is a subcategory (is indentedunder a broader

category), place an x on both the main categoryand subcategorylines.

-1-
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CIRCUIT CIVIL

CJ Condominium

® Contracts and indebtedness

m Eminent domain

m Autonegligence
m Negligence-other

m Business governance
m Business torts

m Environmental/Toxic tort

m Third party indemnification

m Constructiondefect

m Mass tort

m Negligent security
m Nursing home negligence
m Premises

m Premises

m Products liability
m Real Property/Mortgageforeclosure

m Commercial foreclosure

m Homesteadresidential foreclosure

m Non-homestead residential foreclosure

m Other real property actions

El Professionalmalpractice
m

m Malpractice-medical
m Malpractice-otherprofessional

m Other

m Antitrust/Traderegulation
m Business transactions

m Constitutionalchallenge-statuteor ordinance
m Constitutionalchallenge-proposed amendment
m Corporate trusts

m or other

m Insuranceclaims

m Intellectual property
m Libel/Slander

m Shareholder derivative action

m Securities litigation
m Trade secrets

m Trust litigation

COUNTY CIVIL

O Small Claims up to $8,000
O Civil

1 Real property/Mortgage foreclosure

-2-
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O Replevins
0 Evictions

O ResidentialEvictions

0 Non-residentialEvictions

CJ Other civil (non-monetary)

COMPLEX BUSINESS COURT

This action is appropriatefor assignmentto ComplexBusiness Court as delineated and mandated by the

Administrative Order. Yes ® No CJ

IV. REMEDIESSOUGHT (check all that apply):
® Monetary;
EJ Nonmonetarydeclaratoryor injunctive relief;
EJ Punitive

V. NUMBER OF CAUSES OF ACTION: L 1

(Specify)

4

VI. IS THIS CASE A CLASSACTIONLAWSUIT?

® yes

O no

VII. HAS NOTICE OF ANYKNOWN RELATEDCASE BEENFILED?

® no

CJ yes If"yes," list all related cases by name, case number, and court.

VIII. IS JURY TRIAL DEMANDEDIN COMPLAINT?

® yes
O no

I CERTIFY that the informationI have provided in this cover sheet is accurate to the best of

my knowledge and belief, and that I have read and will comply with the requirementsof
Florida Rule ofJudicial Administration2.425.

Signature: s/ Maria D Garcia Fla. Bar # 58635

Attorney or party (Bar # ifattorney)

MariaD Garcia 10/30/2020

(type or print name) Date
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Filing # 116065874 E-Filed 1 1/03/2020 01:42:15 PM

IN THE CIRCUIT COURT OF THE

SIXTHJUDICIALCIRCUIT IN AND

FORPINELLASCOUNTY, FLORIDA

CIVILDIVISION

CASENO. 20-005171-CI

SCOTT LAKE,
on behalfofhimselfand

all others similarly situated,

Plaintiff,
V.

AETNA LIFEINSURANCECOMPANY;and

THE SCHOOLBOARD OF PINELLAS

COUNTY,

Defendants.

i

TO: THE SCHOOLBOARD OF PINELLAS COUNTY

Dr. Michael Grego, Superintendent
301 4th Street SW

Largo, FL 33770

YOU ARE HEREBY SUMMONED and required to serve upon PLAINTIFF'S

ATTORNEY:

Maria D. Garcia, Esq.
KOZYAKTROPIN& THROCKMORTONLLP

2525 Ponce de Leon Blvd., 9th Floor

Coral Gables, Florida 33134

Tel: (305) 372-1800

Fax: (305) 372-3508
E-mail: mgarcia@kttlaw.com

an answer or other response to the Complaint which is served upon you, within 20 days after

service ofthis Summonsupon you, exclusive ofthe day of service. Ifyou fail to do so, judgment
by default will be taken against you for the relief demandedin the Complaint.

CLERKOF COURT DATE

Summons Page 1

***ELECTRONICALLYFILED 11/04/2020 09:46:00 AM: KEN BURKE, CLERK OF THE CIRCUIT COURT, PINELLAS COUNTY***

NOV 05 2020DEPUTY CLERK 

KEN BURKE CLERK CIRCUIT COURT
315 Court Street
Clearwater, Pinellas County, FL 33756-5165
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RETURN OF SERVICE

Service of the Summons and Complaintwas made by me

PRINTNAME& TITLE OF SERVER DATE

Check one box belowto indicate appropriatemethod of service:

EJ Served personally uponthe defendant. Place where served:

EJ Left copies thereof at the defendant's dwelling house or usual place of abode with a person
of suitable age and discretion then residing therein. Name and physical description of

person:

EJ Returnedunexecuted:

EJ Other (specify):

DECLARATIONOF SERVER

I declare under penalty of peIjury under the laws of the United States of America that the foregoing
infonnation contained in the Return of Serviceand Statementof ServiceFees is true and correct.

Executedon ,2020
Date Signatureof Server

Addressof Server
5362/101/12I3937

Summons Page 2
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Filing # 116065874 E-Filed 1 1/03/2020 01:42:15 PM

IN THE CIRCUIT COURT OF THE

SIXTHJUDICIALCIRCUIT IN AND

FORPINELLASCOUNTY, FLORIDA

CIVILDIVISION

CASENO. 20-005171-CI

SCOTT LAKE,
on behalfofhimselfand

all others similarly situated,

Plaintiff,
V.

AETNA LIFEINSURANCECOMPANY;and

THE SCHOOLBOARD OF PINELLAS

COUNTY,

Defendants.

i

TO: AETNA LIFE INSURANCE COMPANY

c/o ChiefFinancialOfficer, RegisteredAgent
200 East Gaines Street

Tallahassee,FL 32399-4201

YOU ARE HEREBY SUMMONED and required to serve upon PLAINTIFF'S

ATTORNEY:

Maria D. Garcia, Esq.
KOZYAKTROPIN& THROCKMORTONLLP

2525 Ponce de Leon Blvd., 9th Floor
Coral Gables, Florida 33134

Tel: (305) 372-1800

Fax: (305) 372-3508
E-mail: mgarcia@kttlaw.com

an answer or other response to the Complaint which is served upon you, within 20 days after

service ofthis Summonsupon you, exclusive ofthe day of service. Ifyou fail to do so, judgment
by default will be taken againstyou for the relief demandedin the Complaint.

CLERKOF COURT DATE

Summons Page 1

***ELECTRONICALLYFILED 11/04/2020 09:46:00 AM: KEN BURKE, CLERK OF THE CIRCUIT COURT, PINELLAS COUNTY***

NOV 05 2020

KEN BURKE CLERK CIRCUIT COURT
315 Court Street
Clearwater, Pinellas County, FL 33756-5165

DEPUTY CLERK 
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RETURN OF SERVICE

Service of the Summons and Complaintwas made by me

PRINTNAME& TITLE OF SERVER DATE

Check one box belowto indicate appropriatemethod of service:

EJ Served personally uponthe defendant. Place where served:

EJ Left copies thereof at the defendant's dwelling house or usual place of abode with a person
of suitable age and discretion then residing therein. Name and physical descr*tion of

person:

EJ Returnedunexecuted:

EJ Other (specify):

DECLARATIONOF SERVER

I declare under penalty of peIjury under the laws of the United States of America that the foregoing
infonnation contained in the Return of Serviceand Statementof ServiceFees is true and correct.

Executedon ,2020
Date Signatureof Server

Addressof Server
5362/101/1213579

Summons Page 2
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Filing # 116087442 E-Filed 1 1/03/2020 04:11:44 PM

IN THE CIRCUIT COURT OF THE

SIXTHJUDICIAL CIRCUIT IN AND

FOR PINELLASCOUNTY, FLORIDA

CIVILDIVISION

CASENO. 20-005171-CI

SCOTT LAKE,
on behalfofhimself and

all others similarly situated,

Plaintiff,
V.

AETNALIFE INSURANCECOMPANY; and

THE SCHOOLBOARD OF PINELLAS

COUNTY,

Defendants.

i

NOTICE OF APPEARANCEAND DESIGNATION OF EMAIL ADDRESSES

NOTICE is hereby given that Frank A. Florio, of the law firm of Kozyak Tropin &

ThrockmortonLLP, hereby appearsas co-counselfor Plaintiff Scott Lake, and all others similarly

situated, and requeststhat any and all pleadings or other matters pertainingto this causebe directed

to him on behalf of Plaintiff. Further, counsel designates the following email addresses for

purposes ofservice:

FrankA. Florio Primary email: fflorio@kttlaw.com
Secondary email: ya@kttlaw.com

Respectfully submitted,

KOZYAKTROPIN & THROCKMORTON,LLP
Counsel for Plaintiffs and Classes

2525 Ponce de Leon, 9
th Floor

Coral Gables, Florida 33134

Telephone: (305) 372-1800

Facsimile: (305) 372-3508

***ELECTRONICALLYFILED 11/03/2020 04:11:43 PM: KEN BURKE, CLERK OF THE CIRCUIT COURT, PINELLAS COUNTY***
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By: s/ FrankA. Florio

Harley S. Tropin
Florida Bar No. 241253

Email: hst@kttlaw.corn
MariaD. Garcia

Florida Bar No. 58635

Email: mgarcia@kttlaw.com
Robert J. Neary
Florida Bar No. 81712

Email: rn@kttlaw.com
Frank A. Florio

Florida Bar No. 1010461

Email: fflorio@kttlaw.com

and

StephanieA. Casey, Esq.
Florida Bar No. 97483

scasey@colson.com
COLSONHICKS EIDSON

255 Alhambra Circle, Penthouse
Coral Gables, Florida 33134

Telephone: (305) 476-7400
Facsimile: (305) 476-7444
E-mail: eservice@colson.com

Counselfor Plaintiffand the Putative Class

CERTIFICATE OF SERVICE

I HEREBY CERTIFY that on November 3,2020, I electronically filed the foregoing

documentwith the Clerk ofthe Courtthrough the Florida ePortal and thatthe foregoing document

was servedby an automatic email generatedby the Florida Courts e-Filing Portal.

By: /s/ FrankA. Florio

Frank A. Florio

2

Case 8:20-cv-03010-VMC-TGW   Document 1-2   Filed 12/17/20   Page 10 of 27 PageID 143



Filing # 116093227 E-Filed 1 1/03/2020 04:54:23 PM

IN THE CIRCUIT COURT OF THE

SIXTHJUDICIAL CIRCUIT IN AND

FOR PINELLASCOUNTY, FLORIDA

CIVILDIVISION

CASENO. 20-005171-CI

SCOTT LAKE,
on behalfofhimself and

all others similarly situated,

Plaintiff,
V.

AETNALIFE INSURANCECOMPANY; and

THE SCHOOLBOARD OF PINELLAS

COUNTY,

Defendants.

i

NOTICE OF APPEARANCEAND DESIGNATION OF EMAIL ADDRESSES

NOTICE is hereby given that Robert J. Neary, of the law firm of Kozyak Tropin &

ThrockmortonLLP, hereby appearsas co-counselfor Plaintiff Scott Lake, and all others similarly

situated, and requeststhat any and all pleadings or other matters pertainingto this causebe directed

to him on behalf of Plaintiff. Further, counsel designates the following email addresses for the

purpose of service:

Robert J. Neary Primary email: rn@kttlaw.com
Secondary email: pm@kttlaw.com

Respectfully submitted,

KOZYAKTROPIN & THROCKMORTON,LLP
Counsel for Plaintiffs and Classes

2525 Ponce de Leon, 9th Floor
Coral Gables, Florida 33134

Telephone: (305) 372-1800

Facsimile: (305) 372-3508

1215646
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By-. /s/ RobertJ. Neary
Harley S. Tropin
Florida Bar No. 241253

Email: hst@kttlaw.corn
MariaD. Garcia

Florida Bar No. 58635

Email: mgarcia@kttlaw.com
Robert J. Neary
Florida Bar No. 81712

Email: rn@kttlaw.com
Frank A. Florio

Florida Bar No. 1010461

Email: fflorio@kttlaw.com

and

StephanieA. Casey, Esq.
Florida Bar No. 97483

scasey@colson.com
COLSONHICKS EIDSON

255 Alhambra Circle, Penthouse
Coral Gables, Florida 33134

Telephone: (305) 476-7400
Facsimile: (305) 476-7444
E-mail: eservice@colson.com

Counselfor Plaintiffand the Putative Class

CERTIFICATE OF SERVICE

I HEREBY CERTIFY that on November 3,2020, I electronically filed the foregoing

documentwith the Clerk ofthe Courtthrough the Florida ePortal and thatthe foregoing document

was servedby an automatic email generatedby the Florida Courts e-Filing Portal.

Byi /s/ RobertJ. Neary
Robert J. Neary

2

1215646
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Filing # 116109496 E-Filed 1 1/04/2020 09:14:51 AM

IN THE CIRCUIT COURT OF THE

SIXTH JUDICIAL CIRCUITIN AND

FOR PINELLASCOUNTY, FLORIDA

CIVILDIVISION

Case No. 20-005171-CI

SCOTT LAKE,
on behalf of himself and

all others similarlysituated,

Plaintiff,
V.

AETNA LIFE INSURANCECOMPANY; and

THE SCHOOL BOARD OF PINELLAS

COUNTY,

Defendants.

1

NOTICE OF APPEARANCEOF COUNSEL

PLEASETAKENOTICE that StephanieA. Casey, ofthe law firm Colson Hicks Eidson, P.A.,

hereby enters her appearance as co-counselfor PlaintiffSCOTT LAKE and the Putative Class, and

respectfully requests that all pleadings,notices, orders and correspondence,and other papers in

connectionwith these actions be servedon the undersigned at:

E-mail address: scasey@colson.com;
Alternate e-mail addresses: becky@colson.com;michelle@colson.com

Dated: November4,2020

Respectfully submitted,

COLSONHICKS EIDSON, P.A.

255 Alhambra Circle, Penthouse
Coral Gables, Florida 33134

Tel: 305-476-7400;Fax: 305-476-7444

By: /s/ StephanieA. Casey
StephanieA. Casey
Florida BarNo. 97483

E-mail: scasey@colson.com
1

Colson Hicks Eidson
255 Alhambra Circle, Penthouse,Coral Gables,Florida33134-5008 Telephone: (305) 476-7400 Fax: (305) 476-7444

***ELECTRONICALLYFILED 11/04/2020 09:14:51 AM: KEN BURKE, CLERK OF THE CIRCUIT COURT, PINELLAS COUNTY***
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CERTIFICATE OF ELECTRONIC FILINGAND SERVICE

I HEREBY CERTIFY, that on November4,2020, I caused the foregoing document to be

electronicallyfiled with the Clerk ofthe Court. I also certify that the foregoing document is

being served this day on all counsel ofrecord via transmission ofNoticesofElectronicFiling

generated by the Clerk ofCourt.

/s/ StephanieA. Casey
StephanieA. Casey

2

Colson Hicks Eidson
255 Alhambra Circle, Penthouse,Coral Gables,Florida33134-5008 Telephone: (305) 476-7400 Fax: (305) 476-7444
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Filing # 116751902 E-Filed 11/16/2020 05:24:30 PM?

RETURN OF SERVICE

State of Florida County of Pinellas Circuit Court

Case Number: 20-005171-CI

Plaintiff:

SCOTT LAKE

VS.

Defendant

AETNA LIFE INSURANCE COMPANY; and THE SCHOOL BOARD OF PINELLAS COUNTY

For:

Maria Garcia

KOZYAKTROPIN & THROCKMORTON, LLP

Received by DLE ProcessServers, Inc on the 11th day of November, 2020 at 4:27 pm to be served on Aetna Life Insurance

Company c/o Chief FinancialOfficeras RegisteredAgent, 200 East Gaines Street, Tallahassee, FL 32399.

I, Richard Kolodgy, do herebyaffirm that on the 12thday of November, 2020 at 1:00 pm, I:

served a CORPORATIONby delivering a true copyofthe Summons, Request for Production,First Set of Interrogatories,Complaint,

Exhibits and Chief Financial ProcessingFee $15.00 at 200 East Gaines Street, Tallahassee, FL 32399 with the date and hour of service

endorsed thereonby me, to: Colby Nutting as SeniorWord Processorfor Chief Financial Officer,REGISTEREDAGENTon behalfof

Aetna Life Insurance Company and informingsaid person ofthe contents therein. in compliancestate statutes.

I certify that I am over the age of 18, have no interest in the above action, and am a Certified Process Server, in good standing, in the

judicial circuit in which the process was served.

Under penalties of Perjury, I declare that I haveread the foregoing Verified Return of Serviceand that the factsstated are true. F.S.

92-525. NOTARY NOT REQUIRED PURSUANT TO F.S. 92.525

/ il -.-,-
Rihard Kolodgy
Process Server #204

DLE ProcessServers, Inc

936 Sw 1 st Avenue

#261

Miami, FL 33130

(786) 220-9705

Our Job Serial Number DLE-2020046484

Copyright© 1992-2020Database Services.Inc - Process Server's ToolboxV8 lu
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Filing # 116065874 E-Filed 1 1/03/2020 01:42:15 PM 1:0Cp

COIM Nutt.Mr
IN THE CIRCUIT COURT OF THE

R.K.#204

SIXTH JUDICIAL CIRCUIT IN AND

FOR PINELLASCOUNTY FLORIDA

CIVIL DIVISION

CASE NO. 20-005171-Cl

SCOTTLAKE,
on behalfofhimselfand

all others similarlysituated,

Plaintiff,
V.

AETNA LIFE INSURANCECOMPANY; and

THE SCHOOLBOARD OF PINELLAS

COUNTY

Defendants.
I

TO: AETNALIFE INSURANCECOMPANY

c/o ChiefFinancialOfficer, RegisteredAgent
200 EastGaines Street

Tallahassee, FL 32399-4201

YOU ARE HEREBY SUMMONED and required to serve upon PLAINTIFF'S

ATTORNEY:

Maria D. Garcia, Esq.
NMI

52.#c.MJI KOZYAKTROPIN & THROCKMORTONLLP
-5-52.#c.MJI./.M/..52.#c.MJI.ir//,JI.ir//52.#c.MJI.
-a, at .Bir//,Biir//, 2525 Ponce de Leon Blvd., 9th Fl**N BURKECLERK CIRCUITCOURT52' r-/"# ·.o,
,=1%*k //6

/ #
//6

r-/"#
i'
.o
i
·.o,

U:WU== :- / Coral Gables, Florida 33134 315 Court Street
q.at I :..

i....:=.
1.92·.
q.at
1 92
q.at

////,M, Tel: (305) 372-1800 Clearwater, Pinellas County, FL 33756-5165

"N.........e=. Fax: (305)372-3508
.....AM.MiE E-mail: mgarcia@kttlaw.com

an answer or other response to the Complaintwhich is served upon you, within 20 days after

service of this Summons upon you, exclusiveofthe day ofservice. Ifyou failto do so,judgment
by defaultwill be taken against you for the reliefdemanded in the Complaint

NOV 05 7070c*ljEFImmERK
CLERKOF COURT DATE

Summons Page l
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RETURN OF SERVICE

State of Florida County of Pinellas Circuit Court

Case Number: 20-005171-CI

Plaintiff:

SCOTT LAKE

VS-

Defendant:

AETNALIFE INSURANCECOMPANY; and THE SCHOOL BOARDOF PINELLAS

COUNTY

For:

Maria Garcia

KOZYAKTROPIN& THROCKMORTON, LLP

Receivedby DLE Process Servers, Inc on the 11 th day of November, 2020 at 4:27 pm to be served on The SchoolBoard of

Pinellas County c/o Dr. MichaelGrego, Superintendent, 301 4th Street SW, Largo, FL 33770.

I, Michele Carpintier,do hereby affirm that on the 17th day of November, 2020 at 1:46 pm, I:

served a PUBLICAGENCY by deliveringa true copy of the Summons,Requestfor Production, First Set of Interrogatories,

Complaint and Exhibits.with the date and hour of serviceendorsed thereon by me, to: Kim Christy as Secretaryfor The School

Board of Pinellas Countydo Dr. Michael Grego, Superintendentat the address of: 301 4th Street SW, Largo, FL 33770 and

informingsaid person of the contents therein.

I certify that I am over the age of 18, have no interestin the above action, and am a CertifiedProcessServer, in good standing,

in the judicial circuit in which the process was served.

Under penaltiesof perjury, I declare that I have read the foregoing Verified Return of Service and thatthe facts stated are true.

F.S. 92.525. NOTARY NOT REQUIRED PURSUANTTO F.S. 92.525

/1

Ii -

=-L- '.,

Michele Carpintier
APS 26478

DLE Process Servers, Inc

936 Sw 1st Avenue

#261

Miami, FL 33130

(786) 220-9705

Our Job Serial Number DLE-2020046486

Copyright© 1992-2020 Database Services, Inc - ProcessServer's ToolboxV8 lu
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Filing # 116065874 E-Filed 1 1/03/2020 01:42:15 PM

IN THECIRCUIT COURT OF THE

SIXTH JUDICIAL CIRCUIT IN AND

FOR PINELLAS COUNTY, FLORIDA

CIVIL DIVISION

CASENO. 20-005171-Cl

SCOTT LAKE,
on behalfofhimselfand

all others similarlysituated, I 9'vg
Plaintiff. /1 /1

V. i..4GP
g

i 4
9'vg

AETNA LIFE INSURANCECOMPANY; and
46*?

dnrdy
THE SCHOOL BOARDOF PINELLAS MZWTB
COUNTY, Mc,

Defendants.
I

-W=-X--:5,=",=-W=-X--:5, _,2*-_-_-M,;;*-

TO: THE SCHOOLBOARDOF PINELLASCOUNTY

Dr. MichaelGrego, Superintendent
301 4h Street SW

Largo, FL 33770

YOU ARE HEREBY SUMMONED and required to serve upon PLAINTIFF'S

ATTORNEY:

Maria D. Garcia, Esq.
KOZYAKTROPIN& THROCKMORTONLLP

=S#iZili 2525 Poncede Leon Blvd., 9th FliN#N BURKE CLERK CIRCUITCOURT
-a.N.......421.li42=S#iZili

.4-a.N....... Coral Gables, Florida 33134
44X .rd'* 315 Court Street

Tet: (305) 372-1800

iLiMA'I Clearwater, Pinellas County, FL 33756-5165

iZ.IiZiLiMA'I Fax: (305) 372-3508
'iJ #a E-mail: mgarq*@kttlaLqgm/5/Xway-
W.-2=
/ / y
W 2
/5/Xway-
Mn-. 2MnW.-2=

an answer or other response to the Complaint which is served upon you, within 20 days after

service of this Summonsupon you, exclusiveof the day of service. Ifyou fail to do so, judgment
by default will be taken againstyou for the reliefdemandedin the Complaint.

MEAAXMHHE NCNQi2O2-.-.___. -

CLERK OF COURT DATE

Summons Page 1
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IN THE CIRCUIT COURT OF THE

SIXTHJUDICIAL CIRCUIT IN AND

FOR PINELLASCOUNTY, FLORIDA

CIVILDIVISION

CASENO. 20-005171-CI

SCOTT LAKE,
on behalfofhimself and

all others similarly situated,

Plaintiff,
V.

AETNALIFE INSURANCECOMPANY; and

THE SCHOOLBOARD OF PINELLAS

COUNTY,

Defendants.

i

PLAINTIFF'SNOTICEOF SERVING FIRST SET OF INTERROGATORIES

AND FIRST REQUEST FORPRODUCTIONON
DEFENDANTS AETNA LIFE INSURANCECOMPANY

AND THE SCHOOLBOARD OF PINELLAS COUNTY

Plaintiff, Scott Lake ("Mr. Lake"), by and through undersigned counsel, hereby gives

notice of serving its First Set of Interrogatories and First Request for Production on Defendants,

AetnaLife Insurance Company, c/o ChiefFinancialOfficer as Registered Agent, 200 East Gaines

Street, Tallahassee,FL 32399 on November 12, 2020, and The School Board ofPinellas County,

by serving Dr. Michael Grego, Superintendent, 301 4
th

Street SW, Largo, Florida 33770 on

November 17,2020.

Respectfully submitted,

KOZYAK TROPIN & THROCKMORTONLLP

Counsel for Plaintiffs and Classes

2525 Ponce de Leon, 9th Floor
Coral Gables, Florida 33134

Telephone: (305) 372-1800

Facsimile: (305) 372-3508

***ELECTRONICALLYFILED 11/19/2020 11:04:47 AM: KEN BURKE, CLERK OF THE CIRCUIT COURT, PINELLAS COUNTY***
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By: /s/ Maria D. Garcia

Harley S. Tropin
Florida BarNo. 241253

Email: hst@kttlaw.corn
MariaD. Garcia

Florida BarNo. 58635

Email: mgarcia@kttlaw.com
RobertNeary
Florida BarNo. 81712

Email: m@kttlaw.com
Frank A. Florio

Florida BarNo. 1010461

Email: fflorio@kttlaw.com

and

COLSONHICKS EIDSON, P.A.

255 Alhambra Circle, Penthouse
Coral Gables, Florida 33134

Telephone: (305) 476-7400

Facsimile: (305) 476-7444
E-mail: eservice@colson.com

By-- s/ StephanieA. Casey
Dean C. Colson, Esq.
Florida Bar No. 228702

Email: dean@colson.com
StephanieA. Casey, Esq.
Florida Bar No. 97483

Email: scasey@colson.com

Counselfor Plaintiffand the Putative Class

CERTIFICATE OF SERVICE

I HEREBY CERTIFY on this 19
th
day of November, 2020, that Plaintiff's First Set of

Interrogatories and First Request for Productionwere served on DefendantAetna Life Insurance

Company, c/o ChiefFinancial Officer as RegisteredAgent, 200 East Gaines Street, Tallahassee,

FL 32399 on November 12, 2020, and The School Board of Pinellas County, c/o Dr. Michael

Grego, Superintendent, 301 4h Street SW, Largo, Florida 33770 on November 17,2020.

By: /s/MariaD. Garcia

MariaD. Garcia

2

5362/101/12K5680
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IN THE CIRCUIT COURT OF THE SIXTH JUDICIAL CIRCUIT,  
IN AND FOR PINELLAS COUNTY, FLORIDA 

SCOTT LAKE, 
Case No.: 20-005171-CI 

Plaintiff, Civil Division  

vs. 

AETNA LIFE INSURANCE COMPANY, 
and THE SCHOOL BOARD OF PINELLAS  
COUNTY, 

Defendants. 
_____________________________________/ 

JOINT STIPULATION FOR EXTENSION OF TIME  
TO RESPOND TO PLAINTIFF’S COMPLAINT  

Defendant, AETNA LIFE INSURANCE COMPANY (“Aetna”) and Plaintiff, SCOTT 

LAKE (the “Plaintiff”), by and through their undersigned counsel, hereby stipulate and agree to 

an extension of time, up to and including Tuesday, December 22, 2020, for Aetna to file its 

response to the Plaintiff’s Class Action Complaint (the “Complaint”).  In support thereof, the 

Parties state as follows: 

1. Aetna was served by the Plaintiff through the Florida Department of Financial 

Service, Florida’s Chief Financial Officer, on or about November 18, 2020. 

2. As a result, Aetna’s response to the Complaint is currently due on December 8, 

2020. 

3. Due to the intervening Thanksgiving holiday and the complexity of the matter, 

additional time is required to investigate and respond to the claims asserted against Aetna.  The 

Parties have agreed and stipulated to an extension of time, up to and including Tuesday, December 

22, 2020, for Aetna to respond to the Complaint. 

Filing # 117560948 E-Filed 12/02/2020 09:29:59 PMCase 8:20-cv-03010-VMC-TGW   Document 1-2   Filed 12/17/20   Page 21 of 27 PageID 154
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4. Accordingly, Aetna shall respond to the Complaint on or before Tuesday, 

December 22, 2020. 

5. Such stipulation does not waive, and is without prejudice to, any claims, 

counterclaims or defenses either party may otherwise have.  Moreover, this stipulation is not made 

for the purpose of delay and neither party would be prejudiced by a limited extension.  

Dated: December 2, 2020 

/s/ Stephanie A. Casey  /s/ Ardith Bronson  
Stephanie A. Casey, Esq.   Ardith Bronson, Esq.  
Florida Bar No. 97483  Florida Bar No.:  423025 
scasey@colson.com  ardith.bronson@dlapiper.com 
COLSON HICKS EIDSON  Maia Sevilla-Sharon  
255 Alhambra Circle, Penthouse   Florida Bar No.:  123929 
Coral Gables, Florida 33134  maia.sevillasharon@dlapiper.com  
Telephone: (305) 476-7400  DLA Piper LLP (US)
Facsimile: (305) 476-7444  200 S. Biscayne Blvd. Suite 2500 
E-mail: eservice@colson.com Miami, FL 33131 

Telephone: (305) 423-8562  
– and – 

Counsel for Defendant Aetna Life  
/s/ Maria D. Garcia  Insurance Company
Harley S. Tropin, Esq. 
Florida Bar No. 241253 
hst@kttlaw.com 
Maria D. Garcia, Esq. 
Florida Bar No. 58635 
mgarcia@kttlaw.com 
Robert J. Neary, Esq. 
Florida Bar No. 81712 
rn@kttlaw.com 
Frank A. Florio 
Florida Bar No. 1010461 
fflorio@kttlaw.com   
KOZYAK TROPIN & THROCKMORTON, LLP 
2525 Ponce de Leon, 9th Floor 
Coral Gables, Florida 33134 
Telephone: (305) 372-1800   

Counsel for Plaintiff  
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CERTIFICATE OF SERVICE 

I HEREBY CERTIFY that on this December 2, 2020, a true and correct copy of the 

foregoing was furnished electronically upon filing with e-Filing portal to all counsel of record. 

By: /s/ Ardith Bronson 
Ardith Bronson, Esq.
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IN THE CIRCUIT COURT OF THE SIXTH JUDICIAL CIRCUIT,  

IN AND FOR PINELLAS COUNTY, FLORIDA 

SCOTT LAKE, 

        Case No.: 20-005171-CI 

 Plaintiff,      Civil Division  

 

 vs. 

AETNA LIFE INSURANCE COMPANY, 

and THE SCHOOL BOARD OF PINELLAS  

COUNTY, 

 

 Defendants. 

_____________________________________/ 

NOTICE OF APPEARANCE AND  

DESIGNATION OF E-MAIL ADDRESSES FOR SERVICE 

 

 PLEASE TAKE NOTICE that Ardith Bronson, Esq. of DLA Piper LLP (US) hereby files 

her appearance as counsel for the Defendant, AETNA LIFE INSURANCE COMPANY (“Aetna”), 

and requests that all notices, demands, motions, orders, dismissals, and pleadings to be served on 

Aetna be forwarded to its undersigned counsel. 

 

 PLEASE TAKE NOTICE that pursuant to Rule 2.516 of the Florida Rules of Judicial 

Administration, the undersigned counsel for Aetna hereby provides notification of the following 

email addresses for the purpose of receiving pleadings and papers in the above styled case: 

 

 1. Primary: ardith.bronson@dlapiper.com 

 2. Secondary: eServiceMiami@dlapiper.com 

    

 In the event you receive notification that an email sent to the above addresses did not go 

through, please contact our office at the telephone number below. 

 

Dated: December 3, 2020 

       DLA PIPER LLP (US) 

 

       /s/ Ardith Bronson   

       Ardith Bronson, Esq. (FBN 423025) 

       ardith.bronson@dlapiper.com 

       DLA Piper LLP (US) 

       200 South Biscayne Blvd., Suite 2500 

       Miami, FL 33131 

       Tel.: (305) 423-8562 

        

       Counsel for Defendant 

       Aetna Life Insurance Company  
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Notice of Appearance 

Case No. 20-005171-CI 

 

2 

CERTIFICATE OF SERVICE 

 

I HEREBY CERTIFY that on this December 3, 2020, a true and correct copy of the 

foregoing was furnished electronically upon filing with e-Filing portal to all counsel of record. 

By: /s/ Ardith Bronson 

Ardith Bronson, Esq. 
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IN THE CIRCUIT COURT OF THE SIXTH JUDICIAL CIRCUIT,  

IN AND FOR PINELLAS COUNTY, FLORIDA 

SCOTT LAKE, 

        Case No.: 20-005171-CI 

 Plaintiff,      Civil Division  

 

 vs. 

AETNA LIFE INSURANCE COMPANY, 

and THE SCHOOL BOARD OF PINELLAS  

COUNTY, 

 

 Defendants. 

_____________________________________/ 

NOTICE OF APPEARANCE AND  

DESIGNATION OF E-MAIL ADDRESSES FOR SERVICE 

 

 PLEASE TAKE NOTICE that Maia Sevilla-Sharon, Esq. of DLA Piper LLP (US) hereby 

files her appearance as counsel for the Defendant, AETNA LIFE INSURANCE COMPANY 

(“Aetna”), and requests that all notices, demands, motions, orders, dismissals, and pleadings to be 

served on Aetna be forwarded to its undersigned counsel. 

 

 PLEASE TAKE NOTICE that pursuant to Rule 2.516 of the Florida Rules of Judicial 

Administration, the undersigned counsel for Aetna hereby provides notification of the following 

email addresses for the purpose of receiving pleadings and papers in the above styled case: 

 

 1. Primary: maia.sevillasharon@dlapiper.com 

 2. Secondary: eServiceMiami@dlapiper.com 

    

 In the event you receive notification that an email sent to the above addresses did not go 

through, please contact our office at the telephone number below. 

 

Dated: December 3, 2020 

       DLA PIPER LLP (US) 

 

       /s/ Maia Sevilla-Sharon   

       Maia Sevilla-Sharon, Esq. (FBN 123929) 

       maia.sevillasharon@dlapiper.com 

       DLA Piper LLP (US) 

       200 South Biscayne Blvd., Suite 2500 

       Miami, FL 33131 

       Tel.: (305) 423-8527 

        

       Counsel for Defendant 

       Aetna Life Insurance Company  
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Notice of Appearance 

Case No. 20-005171-CI 

 

2 

CERTIFICATE OF SERVICE 

 

I HEREBY CERTIFY that on this December 3, 2020, a true and correct copy of the 

foregoing was furnished electronically upon filing with e-Filing portal to all counsel of record. 

By: /s/ Maia Sevilla-Sharon 

Maia Sevilla-Sharon, Esq. 

 

Case 8:20-cv-03010-VMC-TGW   Document 1-2   Filed 12/17/20   Page 27 of 27 PageID 160



JS 44   (Rev. 10/20) CIVIL COVER SHEET
The JS 44 civil cover sheet and the information contained herein neither replace nor supplement the filing and service of pleadings or other papers as required by law, except as 

provided by local rules of court.  This form, approved by the Judicial Conference of the United States in September 1974, is required for the use of the Clerk of Court for the 

purpose of initiating the civil docket sheet.    (SEE INSTRUCTIONS ON NEXT PAGE OF THIS FORM.)

I. (a) PLAINTIFFS DEFENDANTS

(b) County of Residence of First Listed Plaintiff County of Residence of First Listed Defendant

(EXCEPT IN U.S. PLAINTIFF CASES) (IN U.S. PLAINTIFF CASES ONLY)

NOTE: IN LAND CONDEMNATION CASES, USE THE LOCATION OF 
THE TRACT OF LAND INVOLVED.

(c) Attorneys (Firm Name, Address, and Telephone Number) Attorneys (If Known)

II. BASIS OF JURISDICTION (Place an “X” in One Box Only) III. CITIZENSHIP OF PRINCIPAL PARTIES (Place an “X” in One Box for Plaintiff 

and One Box for Defendant) (For Diversity Cases Only)

1 U.S. Government 3 Federal Question PTF DEF PTF DEF

Plaintiff (U.S. Government Not a Party) Citizen of This State 1 1 Incorporated or Principal Place 4 4

of Business In This State

2 U.S. Government 4 Diversity Citizen of Another State 2 2 Incorporated and Principal Place 5 5

Defendant (Indicate Citizenship of Parties in Item III) of Business In Another State

Citizen or Subject of a 3 3 Foreign Nation 6 6

Foreign Country

IV. NATURE OF SUIT (Place an “X” in One Box Only) Click here for: Nature of Suit Code Descriptions.
CONTRACT TORTS FORFEITURE/PENALTY BANKRUPTCY OTHER STATUTES

110 Insurance PERSONAL INJURY PERSONAL INJURY 625 Drug Related Seizure 422 Appeal 28 USC 158 375 False Claims Act

120 Marine 310 Airplane 365 Personal Injury  - of Property 21 USC 881 423 Withdrawal 376 Qui Tam (31 USC 

130 Miller Act 315 Airplane Product Product Liability 690 Other 28 USC 157 3729(a))

140 Negotiable Instrument Liability 367 Health Care/ 400 State Reapportionment

150 Recovery of Overpayment 320 Assault, Libel & Pharmaceutical PROPERTY RIGHTS 410 Antitrust

& Enforcement of Judgment Slander Personal Injury 820 Copyrights 430 Banks and Banking

151 Medicare Act 330 Federal Employers’ Product Liability 830 Patent 450 Commerce

152 Recovery of Defaulted Liability 368 Asbestos Personal 835 Patent - Abbreviated 460 Deportation

Student Loans 340 Marine Injury Product New Drug Application 470 Racketeer Influenced and

(Excludes Veterans) 345 Marine Product Liability 840 Trademark Corrupt Organizations

153 Recovery of Overpayment Liability PERSONAL PROPERTY LABOR 880 Defend Trade Secrets 480 Consumer Credit

of Veteran’s Benefits 350 Motor Vehicle 370 Other Fraud 710 Fair Labor Standards Act of 2016 (15 USC 1681 or 1692)

160 Stockholders’ Suits 355 Motor Vehicle 371 Truth in Lending Act 485 Telephone Consumer

190 Other Contract Product Liability 380 Other Personal 720 Labor/Management SOCIAL SECURITY Protection Act

195 Contract Product Liability 360 Other Personal Property Damage Relations 861 HIA (1395ff) 490 Cable/Sat TV

196 Franchise Injury 385 Property Damage 740 Railway Labor Act 862 Black Lung (923) 850 Securities/Commodities/

362 Personal Injury - Product Liability 751 Family and Medical 863 DIWC/DIWW (405(g)) Exchange
Medical Malpractice Leave Act 864 SSID Title XVI 890 Other Statutory Actions

REAL PROPERTY CIVIL RIGHTS PRISONER PETITIONS 790 Other Labor Litigation 865 RSI (405(g)) 891 Agricultural Acts

210 Land Condemnation 440 Other Civil Rights Habeas Corpus: 791 Employee Retirement 893 Environmental Matters

220 Foreclosure 441 Voting 463 Alien Detainee Income Security Act FEDERAL TAX SUITS 895 Freedom of Information

230 Rent Lease & Ejectment 442 Employment 510 Motions to Vacate 870 Taxes (U.S. Plaintiff Act

240 Torts to Land 443 Housing/ Sentence or Defendant) 896 Arbitration

245 Tort Product Liability Accommodations 530 General 871 IRS—Third Party 899 Administrative Procedure

290 All Other Real Property 445 Amer. w/Disabilities - 535 Death Penalty IMMIGRATION Act/Review or Appeal of

Employment Other: 462 Naturalization Application Agency Decision
446 Amer. w/Disabilities - 540 Mandamus & Other 465 Other Immigration 950 Constitutionality of

Other 550 Civil Rights Actions State Statutes

448 Education 555 Prison Condition

560 Civil Detainee -

Conditions of 

Confinement

V. ORIGIN (Place an “X” in One Box Only)

1 Original

Proceeding 

2 Removed from

State Court

3 Remanded from

Appellate Court 

4 Reinstated or

Reopened

5 Transferred from

Another District
(specify)

6 Multidistrict

Litigation - 
Transfer

8  Multidistrict

Litigation -
Direct File

VI. CAUSE OF ACTION

Cite the U.S. Civil Statute under which you are filing (Do not cite jurisdictional statutes unless diversity):

Brief description of cause:

VII. REQUESTED IN

COMPLAINT:

CHECK IF THIS IS A CLASS ACTION

UNDER RULE 23, F.R.Cv.P. 

DEMAND $ CHECK YES only if demanded in complaint:

JURY DEMAND: Yes No

VIII. RELATED CASE(S)

IF ANY (See instructions):
JUDGE DOCKET NUMBER

DATE SIGNATURE OF ATTORNEY OF RECORD

FOR OFFICE USE ONLY

RECEIPT # AMOUNT APPLYING IFP JUDGE MAG. JUDGE

26 USC 7609

monetary, declaratory,

and injunctive relief in excess of $5 million

Putative class action alleging claims for unjust enrichment, breach of the covenant of good faith and fair dealing,

Pinellas County, FL Hartford, CT

Colson Hicks Eidson, 255 Alhambra Circle, Coral

Gables, FL 33134; Ph: 305-476-7400

AETNA LIFE INSURANCE COMPANY; THE SCHOOL

BOARD OF PINELLAS COUNTY

For Aetna: DLA Piper LLP (US), 200 S. Biscayne Blvd.,

Ste. 2500, Miami, FL 33131, Ph: 305-423-8562

and declaratory and injunctive relief relating to the denial of health benefits.

SCOTT LAKE, on behalf of himself and all others

similarly situated
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28 U.S.C. 1332(d)(2)

6

/s/ Ardith BronsonDec. 17, 2020
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