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PLAN FEATURES IN-NETWORK OUT-OF-NETWORK 

Benefit limitations - Some service or supplies have limits on them per year. There might be a maximum number of 
visits or days, or a dollar limit per year. In such cases, the benefit year begins on January 1 (unless otherwise noted). 
Refer to your plan documents to learn more. 

Deductible (per calendar year) $850 per Individual $2,500 per Individual 
 $1,700 per Family $5,000 per Family 
Covered expenses in-network add up towards your in-network deductible. Covered expenses out-of-network add up 
towards your out-of-network deductible. 
You must first meet the deductible before the plan begins paying benefits, unless otherwise noted. 
The amount you pay (cost sharing) for some medical services does not count toward your deductible. Prescription 
drug costs do not count toward the deductible. Refer to your plan documents for details. 
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Hearing exams Not Covered Not Covered 

Walk-in clinics $30 copay; no deductible 
Designated Walk-in clinics 
Covered 100%; no deductible 

30%; after deductible 

Walk-in clinics are free-standing health care facilities. Sometimes they may be within a pharmacy, drug store, 
supermarket, or other retail store. They offer some limited medical care and services. 
Not walk-in clinics: Urgent care centers, emergency rooms, the outpatient department of a hospital, ambulatory 
surgical centers, and physician offices. 
Allergy testing Your cost sharing amount depends 

on the type of service and where you 
receive it. 

Your cost sharing amount depends 
on the type of service and where you 
receive it. 

Allergy injections Your cost sharing amount depends 
on the type of service and where you 
receive it. Covered 100% when an 
office visit charge is not applicable. 

Your cost sharing amount depends 
on the type of service and where you 
receive it. 

DIAGNOSTIC PROCEDURES IN-NETWORK OUT-OF-NETWORK 

Diagnostic X-ray (Other than 
complex imaging services) 

Covered 100%; no deductible 30%; after deductible 

When your physician performs and bills for this service at their office, you pay your office visit cost share amount. 

Diagnostic laboratory Covered 100%; no deductible 30%; after deductible 
When your physician performs and bills for this service at their office, you pay your office visit cost share amount. 

Diagnostic complex imaging Covered 100%; no deductible 30%; after deductible 
When your physician performs and bills for this service at their office, you pay your office visit cost share amount. 

EMERGENCY MEDICAL CARE IN-NETWORK OUT-OF-NETWORK 

Urgent care provider $30 office visit copay; no deductible $30 per visit deductible; no plan 
deductible 

Non-urgent use of urgent care 
provider 

Not Covered Not Covered 

Emergency room $100 copay; no deductible Same as in-network care 
Copay waived if admitted 
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Generic drugs 
Retail $20 copay 30% of submitted cost; after 

applicable in-network cost share 
Mail order $20 copay Not applicable 

Preferred brand-name drugs 
Retail $45 copay 30% of submitted cost; after 

applicable in-network cost share 
Mail order $45 copay Not applicable 

Non-preferred brand-name drugs 
Retail $70 copay 30% of submitted cost; after 

applicable in-network cost share 
Mail order $70 copay Not applicable 

Pharmacy day supply and requirements 
Retail You can get up to a 30-





 
 PACE UNIVERSITY 

Effective Date: 01-01-2025 
Aetna Choice® POS II -- ASC 

   
PLAN DESIGN & BENEFITS 

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY - SELF FUNDED 
 

 
  Page 9 

   

The following is a list of services and supplies that are generally not covered.  However, your plan documents may 
contain exceptions to this list 

http://www.aetna.com/

