Aetna
Member
Website

You can easily access the Aetna member website at www.aetna.com through a computer, mobile
web browser or mobile app. Once logged in, you can view prescription and benefit information that
is specific to your plan. Examples of member tools include:
Reading your plan information
 View pharmacy claims
 See drugs covered by your plan
 View your electronic ID card
 Print a paper ID card
 Download claim or mail forms
 Access your Personal Health Record
 Access your account using your phone’s fingerprint ID
Learning about your prescribed drug
 What is this drug?
 How much may this drug cost you?
 Could you save money with a generic?
 How should you use this drug?
 What if you miss a dose?
 What may interact with this?
 How should you store this drug?
Finding pharmacies and ordering prescriptions
 How you can start using the home delivery program
 Submit online home delivery order
 Refill a home delivery order
 Check on your order status
 Find the nearest network pharmacy

 Refill a specialty drug order*
 Can you save money with home delivery?
Accessing additional support
 Contact Aetna by phone or e-mail
 Request drug coverage exception
 Submit an online question for a pharmacist
 View secured member messaging
 Read email alerts
 Set email alerts
* Due to the complexity of some specialty drug therapies, some medicines are not eligible for online
refill.
Visit www.aetna.com to explore the above member tools available to help you handle all your
prescription needs.

It’s easy to register for your secure member website:
 Grab your Aetna ID card
 Go to www.aetna.com
 Click “Log In/Register”
Step 1 – Personal Information
 Enter your member ID number exactly as it appears on your Aetna ID card
 Complete the remaining fields
 Click “Continue”
Step 2 – Create Credentials
 Create a user name
 Create a password
 Continue with remaining fields
 Click “Continue”
Step 3 – Terms and Conditions
 Read the Terms and Conditions
 Click “I Agree and Continue”
Step 4 – Profile
 All right you’re almost there! There’s a quick countdown while Aetna creates your account.
 Verify that all the information from your registration is correct. You can personalize your
account by choosing the preferences that are just right for you. That’s it!

1.
2.
3.
4.

Log in to Aetna Member Website using your username and password.
Click “ID Card” at the top right corner of the screen
Choose the ID card you wish to view and click “View ID Card”.
Click “Download/Print your ID Card”.

Coverage
At A Glance
RETAIL PHARMACY
MAIL SERVICE PHARMACY
SPECIALTY PHARMACY
For Immediate Medicine
(OR PICK UP AT CVS)
For Drugs in the Specialty
Needs or Short-Term
For Maintenance or
Category
Medicine
Long-Term Medicine
Annual Maximum Out-Of-Pocket: $3,000 per Individual/$6,000 per Family
You Will Pay ............. 12% for all generic
15% up to a $20 maximum
50% up to a $100 maximum
prescription
for each generic prescription per script for Bio-Similar
Specialty drugs
.............

30% for each brand name*
prescription on the primary
drug list

30% up to a $120 maximum
for each brand name*
prescription on the
formulary drug list

50% up to a $200 maximum
per script for Specialty drugs
on the Formulary list

.............

50% for each brand name*
prescription not on the
primary drug list

50% up to a $180 maximum
for each brand name*
prescription not on the
formulary drug list (Note that
this maximum amount does
not include any DAW
(Dispense as Written) penalty
for filling a Non-Preferred
brand that has a Generic
available)

50% up to a $350 maximum
per script for Specialty drugs
that are not on the
Formulary list or are not
considered Bio-Similar
(Generic)

.............

Day Supply Limit .....

Refill Limit .................

30 day supply

50% for Over The Counter
(OTC) medicine in the
Proton Pump Inhibitor (PPI)
Classification (NOTE! Must
be filled at a CVS Pharmacy!)
90 day supply (except
specialty pharmacy drug
list)
None

One initial fill, plus two (2)
refills
This is a short recap of your prescription benefits. This is not your Summary Plan Description. Please see the
Summary Plan Description for additional details and terms of your actual coverage.

Medications that are required to be provided free of charge per the Affordable Care Act will still require a
prescription for coverage, and they must be purchased at a network pharmacy. Where allowed, Aetna has
restricted access to only generic or over-the-counter options.
*When a generic is available but the pharmacy dispenses the brand
name medicine for any reason, you will pay the difference between
the brand name medicine and the generic, plus the brand coinsurance/co-pay.
*Details about drug prices, options, and the Formulary Drug List can
be found at www.aetna.com
PLEASE NOTE! Some drug companies have developed copay card programs for specific
drugs. If you choose to participate in these programs, please know that any co-pays or coinsurance paid through these programs will not be applied to your annual maximum out-ofpocket.
PLEASE NOTE! Medical marijuana may be legal in Ohio, but it still is not covered under your
medical or prescription plan. This policy has not changed; it is simply a clarification.
Rite-Aid and Walgreens are not members of the Aetna pharmacy network and prescriptions
filled there or at any other pharmacy outside the Aetna pharmacy network will not be
covered!!! Remember to use your Aetna card when getting prescriptions filled at retail
stores!!! Maintenance medications can be filled via the CVS Caremark Mail Service
Pharmacy or at your local CVS Pharmacy (some are located inside Target Stores).
Wayne County and Aetna have implemented various step therapy protocols which may
require you to use certain drugs before others are covered. If you feel you need a different
drug that is denied due to this step therapy process, you will be given information on how to
appeal the decision reached by Aetna.
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Making The Most Of

Your
Prescription
Benefit
Your prescription benefit is designed to make your drugs more affordable.
Through the Estimate Drug Costs tool, available online at www.aetna.com,
you can check drug costs based on your specific plan to compare retail to mail
and brand-name drugs to generics. You can also determine your copay or
coinsurance amount.





By filling your mail service prescriptions accurately.
By making sure that the medicines you receive are high quality, safe and what your doctor
prescribed.
By reviewing your prescription history with every prescription they fill to identify and
prevent any potential problems such as unintended drug interactions.

At Your Local Pharmacy
Simply present your prescription and your benefit ID card at any
participating retail pharmacy (your card is accepted at most
major pharmacy chains and many independent pharmacies
across the country). To find a participating pharmacy near you,
visit at www.aetna.com.
Through CVS Caremark Mail Service Pharmacy
If your doctor has prescribed a maintenance drug for you to take regularly to treat chronic
conditions like arthritis, diabetes or heart disease, mail order may be right for you. You may be able
to have a 90-day supply delivered directly to your home or location of choice from the CVS
Caremark Mail Service Pharmacy.
When it’s time to get a refill, you can order online or by phone anytime, day or night. This option
will not only save you money on your prescriptions, but will also save you a trip to your local
pharmacy. And regular delivery is at no additional cost. For more information about home
delivery, please refer to the following section titled “CVS Caremark Mail Service Pharmacy”.
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Every year, more people with chronic or genetic conditions are being prescribed specialty or biotech
medicines. People taking these drugs often have complex health conditions such as multiple
sclerosis, hemophilia, Crohn’s disease or Hepatitis C. CVS Caremark Mail Service Pharmacy offers
home delivery of specialty drugs and supplies and provides personalized therapy-specific clinical
support to help individuals successfully manage their condition.
Aetna’s dedicated team of pharmacists, nurses and pharmacy customer service representatives can
address all therapy support needs through Aetna’s toll-free number. Regular business hours are
Monday through Friday, 8 a.m. to 8 p.m. ET. Aetna’s clinical representatives remain available for
member education and support 24 hours a day, 7 days a week.
Talk to your Wellness Nurse or HR Manager for a list of covered services, visit www.aetna.com or
call the toll-free Customer Service number on your Aetna ID card to learn more about CVS
Caremark Mail Service Pharmacy.
The following pharmacies may offer you additional reduced prices on your prescriptions, by going
outside of your Aetna prescription plan. When using any of these programs, please make sure the
pharmacy does not process your prescription through Aetna.
Wal-Mart Pharmacy Prescription Savings Program
$4 for 30–day supply or $10 for a 90–day supply
http://www.walmart.com/cp/1078664?povid=cat1078664-env00000-moduleB050912lLinkFC44DollarPrescriptions

CVS ExtraCare Pharmacy & Health Rewards
https://www.cvs.com/extracare-cvs/rxrewards

Rite-Aid Rx Savings Program
$9.99 for 30–day supply or $15.99 for a 90–day supply
https://www.riteaid.com/pharmacy/prescription-savings/rite-aid-prescription-savingsprogram/directory-of-generic-medications

Rite-Aid is not in the Aetna pharmacy. You may still use this savings
program since you will not be using your Aetna card through this program.
However, you will not be able to use your Aetna card to fill a prescription.
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CVS
Caremark
Mail Service
CVS Caremark Mail Service Pharmacy is staffed by registered pharmacists who perform the same
safety checks as your local pharmacist, including a review of your prescription history.

It’s quick and easy! Your prescription benefit offers you the
convenient option to get 90-day supplies of your long-term
medications delivered to you by mail – at no extra cost. Home
Delivery is available for prescriptions used to treat conditions
such as high cholesterol, asthma, arthritis, diabetes, heart
disease and high blood pressure.
Through CVS Caremark Mail Service Pharmacy, members benefit from:
 Convenience – Quick, confidential shipping of maintenance drugs direct to their home, place of
work or any other location they choose.
 Ease of Use – Aetna’s simple, two-step process makes ordering maintenance drugs easy.
 Quality of Service – Registered pharmacists check orders for accuracy and are available 24
hours a day, 7 days a week in case of an emergency.
 Cost Savings – Depending on the benefit plan, members can save money by using CVS
Caremark Mail Service Pharmacy. In addition, standard shipping is always free.

To order a prescription drug, ask your physician to write two separate
prescriptions i ndicating that refills are allowed:

 One for a 30-day supply that you can fill right away at a local pharmacy.
 One for a 90-day supply, or maximum supply allowed by the plan, that you
can mail to the CVS Caremark Mail Service Pharmacy within two weeks of
your medicine running out.
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Members need to submit the new 90-day supply prescription along with a completed Prescription
mail-order delivery form to CVS Caremark Mail Service Pharmacy through mail, physiciansubmitted fax or e-prescribing.
Download and complete an CVS Caremark Mail Service Pharmacy mail-order delivery form at
www.aetnapharmacy.com.
Send your prescription(s), prescription mail-order delivery form and copayments or coinsurance
for each prescription to the address on the order form. You will receive your prescriptions by mail
in about two weeks, delivered in sealed, insulated (when necessary) and tamper-evident
packaging.
Mail order delivery can take up to two weeks, so be sure to have enough medication on hand in
between orders.

After the initial form has been submitted, members can
refill their prescription by mail to the address on the
order form, online at www.aetnapharmacy.com, through
their secured member website, by telephone or
interactive voice response (IVR). Aetna displays their
toll-free number and website on the bottle label of each
prescription.
If there are no refills remaining, CVS Caremark Mail Service Pharmacy requests a new prescription
from the physician, at the member’s request.
Log in to www.aetna.com to learn more about your plan benefits and specific cost-savi ngs
opportunities through mail order and to initiate a mail order request via CVS Caremark Mail
Service Pharmacy.

While you may switch from CVS Caremark Mail Service Pharmacy to
store pick-up and vice-versa if one or the other is no longer desired,
you cannot constantly bounce back and forth between the two
options. Long term maintenance drugs may not be dispensed at any
other retail pharmacy but CVS pharmacy (some are located inside
Target stores).
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If you need your prescription filled right away, ask your doctor to write two prescriptions for your
long-term medicine:
 One for a short-term supply (30 days or less) that can be filled at a participating retail
pharmacy, AND
 One for the maximum days’ supply allowed by your plan (usually 90 days), with up to three
refills. Enclose the prescription along with the mail-order delivery form and copayments or
coinsurance to the address on the order form.

You can manage your supply of maintenance drugs through Aetna’s easy to use automated refill and
renewal tools. Aetna Rx AutoFill is an automatic prescription refill and renewal program for
members using CVS Caremark Mail Service Pharmacy. You can enroll either online or by calling
Member Services.
You can choose how to receive your reminder:





An e-mail sent to your e-mail address;
A voice mail sent to your cell phone;
A text message sent to your cell phone;
A letter mailed to your home.

Before having a refill dispensed, Aetna notifies you to ensure you are continuing with the drug
therapy, and indeed need a refill. If you do not take action, they will have the prescription
automatically filled and shipped to you. If there are no refills left on your maintenance medication,
they will reach out to your physician to obtain a new prescription.
If you are not taking advantage of the Aetna Rx AutoFill program, you will receive letters
encouraging you to enroll in the program from time to time.
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Generics

To save money on your prescriptions, ask for Generics:
 Ask your doctor to prescribe generics and allow generic
substitution at your local pharmacy.
 Say “yes” if your pharmacist asks whether you would like the
generic equivalent of the brand-name medicine your doctor
prescribed.
 If there is no generic equivalent for a brand-name medicine you are prescribed, ask your
doctor if there’s a generic alternative available to treat your condition and if it would be
right for you.

Research and development are already complete. Generics cost less because their manufacturers
do not have to spend the hundreds of millions of dollars it takes to complete research and
development on the new original medicine. The brand manufacturer makes that investment, along
with the millions of dollars needed to market and advertise the new medicine. Therefore, it costs
the generic manufacturer less to develop the same medicine. The savings are passed on to you!
Visit www.aetna.com/formulary to view the formulary list and the generic drugs available which
treat common conditions.

All the money you save. Each time you fill a prescription, you could save money by
asking for a generic medicine. That could add up to big savings in just a short time.
Research shows that you can save an average of 30 to 80 percent when you fill
your prescriptions with a generic drug instead of a brand-name drug. To see if a
generic is available for a drug you are currently taking or considering, visit

www.aetna.com/formulary to view the formulary list, or you can visit the Estimate Drug Costs tool,
available online at www.aetna.com, where you can check drug costs to find out how much you can
save.

Yes, the name and how they look are different, not how they work. When
the patent of a brand-name medication expires, other drug manufacturers
can make and sell the same medicine. This medicine is sold under its
chemical name, which is why it is called a “generic”. Like their brand-name
counterparts, all generic medicines are tested and approved by the U.S.
Food and Drug Administration (FDA) before they can be sold to
consumers. FDA-approved generic medicines are as safe and effective as brand-name
medicines. In the United States, trademark laws do not allow a generic medicine to look exactly
like its brand-name counterpart. Therefore, you can expect a generic medicine to be a different
color or a different shape than its brand-name counterpart. However, the way it looks has no effect
on how the medicine works. In fact, generics are often made by the same company manufacturing
the brand-name drug.

Yes, the FDA makes sure of it. The FDA puts each generic medicine through a
rigorous quality control review process to ensure that generics are as safe and
effective as the original brand-name medicine. Both brand-name and generic
drug facilities must meet the same standards of good manufacturing practices.
The FDA inspects more than 3,500 pharmaceutical manufacturing facilities
each year to monitor how the medicines are made, processed, tested, packaged
and labeled. To gain FDA approval, generic medicines must prove they are
exactly like their brand-name equivalents in:






Safety
Identical Active Ingredients
Performance (how it works in the body)
Strength (e.g., 10 mg, 20 mg)
Dosage Form (pill, liquid, cream, etc.)

Forms

Summary
Plan
Description
Effective Date: January 2013
Updated: January 1, 2020
This document replaces and supersedes any previous prescription Summary Plan Description

APM Member Services
888-Rx-Aetna (888-792-3862) - Toll Free Customer Service
24 hours a day/7 days a week
www.aetna.com

Aetna Pharmacy Management
P.O. Box 52444
Phoenix, AZ 85072-2444

CVS Caremark Mail Service Pharmacy
P.O. Box 94467
Palatine, IL 60094-4467
888-792-3862

Wayne County Commissioners
428 West Liberty Street
Wooster, OH 44691
(330) 287-5409

Wayne County Commissioners
428 West Liberty Street
Wooster, OH 44691
(330) 287-5487
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This document summarizes the main provisions of the
prescription drug section of the Wayne County Employee
Benefit Plan effective January 1, 2018 and serves as the
Summary Plan Description (SPD) for these benefits. It
describes the prescription drug benefits as they apply to
eligible employees. Nothing in the plan or in this document is
intended to provide employees, former employees or
dependents with a vested right to any benefits and/or any
rights for continued employment. This document replaces and
supersedes any previous Summary Plan Description.
We encourage you to read this SPD carefully and share it with your family members covered under
the plan. If you have any questions about your benefits, please contact Aetna or your HR Manager.
Contact information is on the first page of this section.
Please note that this SPD is only a summary. Complete details of the prescription drug plan are
contained in the legal plan document. If there is any difference between the information in this SPD
and in the legal plan document, the legal plan document will govern.
The plan sponsor reserves the right to interpret, amend and/or terminate this plan, in whole or in
part, at any time and for any reason.

You do not enroll specifically for Prescription Coverage. Your eligibility for
this benefit will be determined by your eligibility for the Medical Plan. If
you are eligible to enroll, and actually enroll and are accepted for coverage
under the Medical Plan, then you are automatically enrolled in Prescription
Coverage.
You can add and/or delete dependents based on the ability to add and/or
delete dependents under the Medical Plan.
If you lose eligibility for, or drop, your Medical Insurance, your coverage under this program will
end on the same date. If you leave the plan, and are eligible for and elect COBRA coverage, then you
will only receive Prescription Coverage if you also are eligible for, and elect to receive and pay for
COBRA for your Medical Coverage.
Employees who enroll dependents are responsible for any payments made on behalf of their
dependents. If your dependent is not eligible for benefits, you will be responsible to reimburse the
Plan for any payments made on their behalf.

Your coverage will have the same effective dates as your Medical Coverage if you are eligible and
have enrolled and been accepted into that Plan.
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Depending on the rules adopted by your employer, the following may apply to you. If you are not sure
if this section applies to you, please check with your employer. This section will apply to all employees
of Wayne County.
This plan is self-funded with contributions from both the County and eligible
employees. The plan also is part of the County’s Section 125 Flexible Benefit Plan
that allows you to elect health care coverage and pay your contributions on a pretax basis. This tax savings advantage allows you to have a portion of your
compensation deducted from your paycheck before your taxes are calculated.
Because of this, you pay for your coverage with pre-tax dollars, you pay fewer taxes and you take
home more pay. Aetna administers the prescription drug benefit described in this document.
SHORT-TERM RETAIL
(up to a 30-day supply)
Generic Cost Share ..................................................
Formulary/Primary Drug List Cost Share ....
Brand Cost Share .....................................................
LONG-TERM MAIL SERVICE
(up to a 90-day supply)
You can receive these medications:
Generic Cost Share ..................................................
Formulary Cost Share ............................................
Brand Cost Share .....................................................

Biosimilar Specialty Cost Share ........................
Specialty/Biotech Cost Share .............................
Non-Formulary Specialty/
Biotech Cost Share ..................................................

MEMBER RESPONSIBILITY
12% For all Generic prescriptions
30% for each Brand Name* prescription on the formulary list
50% for each Brand Name* prescription not on the formulary list
MEMBER RESPONSIBILITY
Through the mail, or at a CVS retail location
15% up to a $20 maximum for each Generic Prescription
30% up to a $120 maximum for each Brand Name* prescription
on the Formulary list
50% up to a $180 maximum for each Brand Name* prescription
not on the Formulary list (Note that this maximum amount does
not include any DAW (Dispense as Written) penalty for filling a NonPreferred brand that has a Generic available)
50% up to a $100 maximum per script for biosimilar specialty
drugs
50% up to a maximum amount of $200 for each prescription filled
on the specialty pharmacy drug list
50% up to a $350 maximum per script for Specialty drugs that are
not on the Formulary list

PPI Class (Proton Pump Inhibitor)
MEMBER RESPONSIBILITY
Over The Counter (OTC) ...................................... 50% for OTC
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Medications that are required to be provided free of charge per the Affordable Care Act will still require a
prescription for coverage, and they must be purchased at a network pharmacy. Where allowed, Aetna has
restricted access to only generic or over-the-counter options.
* If you or your doctor chooses for you to receive the brand name drug when a generic drug is
available, you will be responsible for paying the difference in cost between the generic and brand
drug. You also will be responsible for paying the appropriate cost share for the drug that the doctor
prescribes.
This plan has a separate Annual Maximum Out-of-Pocket from the Medical Benefit. For the Prescription
Plan, the maximum out-of-pocket you pay in a calendar year for eligible prescriptions is as follows:
$3,000 per Covered Person, not to exceed $6,000 for all Covered Persons in a family, per calendar year.
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Any quantity limitations are indicated in the Coverage at a Glance chart above.

There is no coordination of benefits on this plan.

All prescriptions are classified into 4 groups: Generics,
Preferred Brand, Non-Preferred Brands and Specialty Drugs.
A general description of each of these types is as follows:
Generic ........................................................... A generic drug is a drug product that is comparable to
brand/reference listed drug product in dosage form, strength, route
of administration, quality and performance characteristics, and
intended use. We only cover A rated generic drugs, and all generic
drugs have to receive approval from the FDA before they can be
dispensed.
Preferred Brand ......................................... These are generally brands which Aetna has negotiated better rates
with the manufacturers. Because these drugs are purchased at
better pricing, we reduce your cost to purchase these drugs. This is
also referred to as a preferred brand drug.
Non-Preferred Brand ............................... These are generally brands which Aetna has determined are either
cost or clinically non-effective and are considered non-preferred
and covered at the highest copay.
A brand name drug is a drug that has a trade name and is protected
by a patent. When a generic is available, but the pharmacy
dispenses the brand name medicine for any reason other than
physician indicating “Dispensed as written,” you will pay the
difference between the brand name medicine and the generic plus
the brand co-insurance or co-payment.
Over The Counter (OTC).......................... These are drugs that are normally available at retail drug stores.
For the purposes of this plan, the only OTC drugs that are covered
by this plan are those in the Proton Pump Inhibitor (PPI) family of
drugs. PPI drugs are commonly used to treat symptoms for ulcers
and acid reflux. You will still need a prescription from your doctor
to purchase these drugs OTC and have part of the cost covered by
your plan.
Specialty ........................................................ Specialty drugs generally are high-cost injectable, infused, oral, or
inhaled drugs that generally require special storage or handling and
close monitoring of the patient's drug therapy. These drugs are only
available through Aetna’s Specialty Pharmacy Program.
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Aetna’s prior authorization program supports you and your physician
as you make decisions about your care and the use of prescription
medications. The program aims to improve the quality of your drug
therapy by:

 Promoting the appropriate and cost-effective use of your
medications.

 Checking the appropriate length of your drug therapy.
How the program works
When filling your prescription, your prescription drug therapy is checked to see if it meets
recommended guidelines:
 If the drug meets these guidelines, your prescription is filled without interruption.
 If the drug does not meet the guidelines, your prescription wi ll not be filled until it has been
reviewed.
Review process
You or your pharmacy can notify your physician that a prior authori zation is needed for your
medication. Your physician can request a prior authorization override through fax, telephone or
online through Aetna’s secure password protected health care professional website. Forms are also
available to your doctor for download through this website.
Once APM receives your physician’s information, its review process will take one to three business
days. The decision is communicated to your physician by telephone, fax or e-mail (depending on
how the request was received). If the request is denied, Aetna will fax or mail a follow-up letter to
you and your physician within two business days (or as otherwise required by state law). This
letter states the reason for denial and explains the appeal procedure. Once entered into the system,
the information is immediately available to your pharmacies and your prescription can be filled.
Please refer to the Formulary list at www.aetna.com/formulary to see if your medication is subject
to prior authorization.
If you or your doctor chooses for you to receive the brand name drug
when a generic drug is available, you will be responsible for paying the
difference in cost between the generic and brand drug. You also will be
responsible for paying the appropriate cost share for the drug that the
doctor prescribes.

Prescription drugs purchased outside the United States are not covered under the
Plan. However, if you are overseas and need to purchase prescription drugs due
to an emergency, eligible prescription drugs that are purchased may be covered.
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You will need to purchase the drug, obtain a receipt (be sure the receipt is translated into English)
and submit a paper claim reimbursement form to Aetna for reimbursement. Aetna will determine
the appropriate currency exchange rate to use. Their decision on the exchange rate will be final.

You and your eligible dependents can receive free generic and preferred brand name diabetic
insulin and supplies as prescribed by your doctor from Aetna’s prescription program; however
non-preferred brand name diabetic insulin and supplies will be covered at the normal benefit
level. Please check the formulary to determine which drugs are considered free with your plan. If
you have questions about this program, please call Aetna or the Wayne County Clinic Manager at
the numbers listed at the front of this document. Aetna reserves the right to change from time to
time what products or manufacturers are covered under this free program. This program is
designed to make complying with your medication and testing needs as easy as possible.

Generic Alerts
Generic Launch Letters are announcements that are mailed to you regarding significant new
generic launches. If you are taking a brand-name drug that will be available as a generic, you will
receive a personalized letter educating you on the lower-cost alternative.
Specialty Pharmacy Guidelines
Aetna requires precertification for specialty drugs. Aetna uses Pharmacy Clinical
Policy Bulletins (CPBs) as guides for prescribing physicians and detail criteria
for medical exceptions and precertification. Aetna bases criteria on peerreviewed medical literature and other recognized resources of clinical
information. Aetna develops these criteria in consultation with physicians
specializing in a particular field of practice and marries them with their medical
CPBs.
The NPL is the National Precertification List. This list includes specialty drugs that require advance
authorization before dispensing. Drugs included on the NPL are considered “specialty” drugs and
are mostly injectable products either self-administered by the patient or administered by a health
care professional, and may be covered under either the pharmacy or medical benefit.
Additional details regarding the NPL, including specific drugs and therapeutic classes, is located on
aetna.com.

Your prescription plan offers two ways to get your medication – for a 30 day supply, through an
Aetna Retail Network Pharmacy or, for maintenance medications, via CVS pick-up (some are
located inside Target stores) or CVS Caremark Mail Service Pharmacy. Use an Aetna participating
retail pharmacy when filling short-term prescriptions for medications such as antibiotics. Use
either the CVS pick-up (again, some are located inside Target stores) or the CVS Caremark Mail
Service Pharmacy to fill your long-term maintenance prescriptions (described further in the next
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paragraph). Mail delivery is a cost-effective choice for long-term medications because you generally
can get up to a 90-day supply for less than what you would pay for the same supply at retail.

The Plan has a retail refill restriction. You can only receive a maintenance medication
for one initial 30-day (or less) prescription, plus two refills, at a participating retail
pharmacy. After this, you must utilize the CVS Caremark Mail Service Pharmacy, CVS
pick-up (some are located inside Target stores) to fill your maintenance medications.
Please note: CVS pharmacies are the only pharmacies in which you can receive your
maintenance medications, outside of the initial fill.
To find a network pharmacy near you, call the customer service number on the first page of this
section, or go to www.aetna.com, click on the “Pharmacy” tab under “Find Care” and this will
redirect you to Find Care, where you will add the following search filters:
1. Search for: Pharmacies
2. Type: Retail Pharmacy Locations
3. Search in: Please add your Zip Code and Distance
4. Select Plan: Aetna Rx Managed Network
Short-Term/Retail Prescription Drugs
You can receive a prescription drug at any participating retail
network pharmacy. Just give the pharmacist your Aetna ID card
along with your prescription. You will pay the applicable cost share
listed in the Coverage at a Glance chart at the time of purchase. The
Plan pays the remainder. If your charge of the retail drug is less than
the minimum requirements, you pay the lesser of the two. If you do
not have your Aetna ID card, you will still have coverage. Simply pay
the full amount of the prescription and save the original receipt, then complete a paper claim
reimbursement form and submit with your original receipt to the address on the first page of this
section. You can receive a paper claim reimbursement form by contacting Member Services at 888Rx-Aetna (888-792-3862) or by visiting www.aetna.com. Aetna will then reimburse you for the
portion that the plan would pay. Aetna will not reimburse you for any prescriptions filled at
Walgreens or any other pharmacy that is not in the Aetna retail pharmacy network.
Long-Term/Rx Home Delivery Prescription Drugs
Rx Home Delivery must be utilized for long-term maintenance
medications.*** Mail order prescriptions cover up to a 90-day
prescription or a 90-day refill of that prescription. Tell your prescribing
physician that you have a mail order prescription program. That will
inform them that you need a 90-day prescription for the medication you
need to take. You can fill your mail order prescription in numerous
ways:
CVS Caremark Mail Service Pharmacy is staffed by registered pharmacists who perform the same
safety checks as your local pharmacist, including a review of your prescription history.
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To order a prescription drug, ask your physician to write two separate prescriptions i ndicating that
refills are allowed:

 One for a 30-day supply that you can fill right away at a local pharmacy.
 One for a 90-day supply, or maximum supply allowed by the plan, that you can mail to the CVS
Caremark Mail Service Pharmacy within two weeks of your medicine running out.
Members need to submit the new 90-day supply prescription along with a completed Prescription
mail-order delivery form to CVS Caremark Mail Service Pharmacy through mail, physiciansubmitted fax or e-prescribing.
Download and complete an CVS Caremark Mail Service Pharmacy Prescription mail-order delivery
form at www.aetnapharmacy.com.
Send your prescription(s), prescription mail-order delivery form and copayments or coinsurance
for each prescription to the address on the order form. You will receive your prescriptions by mail
in about two weeks, delivered in sealed, insulated (when necessary) and tamper-evident
packaging.
Mail order delivery can take up to two weeks, so be sure to have enough medication on hand in
between orders.

After the initial form has been submitted, members can refill their prescription by through mail to
the address on the order form, online at www.aetnapharmacy.com, through their secured member
website, by telephone or interactive voice response (IVR).
Aetna displays their toll-free number and website on the bottle label of each prescription.
If there are no refills remaining, they request a new prescription from the physician, at the
member’s request.
Log in to www.aetna.com to learn more about your plan benefits and specific cost-savi ngs
opportunities through mail order and to initiate a mail order request via CVS Caremark Mail Service
Pharmacy.

New drugs are developed and introduced into the marketplace daily. As the
FDA approves these new drugs for use in the United States, we, in conjunction
with Aetna, will assess the feasibility of covering the drug, as well as the
application of any coverage restriction or limitation. The plan covers charges
for drugs and medicines which, as required by law, may be dispensed only by a
registered pharmacist on the written prescription of a physician.
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The plan administrator has discretionary authority to interpret and apply Plan terms and to make
factual determinations in connection with its review of claims under the Plan. Such discretionary
authority is intended to include, but not limited to, the determination of the eligibility of persons
desiring to enroll in or claim benefits under the Plan, the determination of whether a person is
entitled to benefits under the Plan, and the computation of any and all benefit payments.

The employer, as Plan sponsor, reserves the right, at any time,
change or terminate benefits under the Plan, to change or
terminate the eligibility of classes of employees to be covered by
the Plan, to amend or eliminate any other Plan term or
condition, and to terminate the whole Plan or any part of it. The procedure by which benefits may
be changed or terminated, by which the eligibility of classes of employees may be changed or
terminated, or by which part or all of the Plan may be terminated, is contained in the official legal
plan document, which is available for inspection and copying from the Plan Administrator
designated by the employer. No consent of any participant is required to terminate, modify, amend
or change the Plan.
Termination of the Plan will have no adverse effect on any benefits to be paid under the Plan for
any covered prescription expenses incurred prior to the date the Plan terminates.

Your coverage under the Plan will end on the last day of the calendar month
based on one of the following, whichever is earliest:

the date on which you are no longer eligible for the Medical Benefit; or

the date you cease to make any required contributions; or

the date you have a qualifying event and elect to cancel your coverage under the Medical
Benefit; or

the actual date the Plan terminates.

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 think it is wrong.
Claims are processed in the order in which they are received.
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For claims involving out-of-network providers:
Notice
Submit a claim

Requirement
 You should notify and
request a claim form from
your employer.
 The claim form will provide
instructions on how to
complete and where to send
the form(s).

Proof of loss (claim)

 A completed claim form and
any additional information
required by your employer.

Benefit payment

 Written proof must be
provided for all benefits.
 If any portion of a claim is
contested by Aetna, the
uncontested portion of the
claim will be paid promptly
after the receipt of proof of
loss.

Deadline
 Within 15 working days of
your request.
 If the claim form is not sent
on time, Aetna will accept a
written description that is
the basis of the claim as
proof of loss. It must detail
the nature and extent of
loss within 90 days of your
loss.
 No later than 90 days after
you have incurred
expenses for covered
benefits.
 Aetna will not void or
reduce your claim if you
can’t send them notice and
proof of loss within the
required time. But you
must send them notice and
proof as 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 Aetna.
 Benefits will be paid as
soon as the necessary
proof to support the claim
is received.

You or your provider are required to send Aetna a claim in writing. You can request a claim form
from Aetna. Aetna will review that claim for payment to the provider.
There are different types of claims. The amount of time that Aetna has to tell you about their
decision on a claim depends on the type of claim. The section below will tell you about the different
types 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.
Page 10

If you are pregnant, an urgent claim also includes a situation that can cause serious risk to the
health of your unborn baby.
Pre-service claim
A pre-service claim is a claim that involves services you have not yet received and which Aetna will
pay for only if they pre-certify the claim.
Post-service claim
A post service claim is a claim that involves health care services you have already received.
Concurrent care claim extension
A concurrent care claim extension occurs when you ask Aetna to approve more services than they
already have approved. Examples are extending a hospital stay or adding a number of visits to a
provider.
Concurrent care claim reduction or termination
A concurrent care claim reduction or termination occurs when Aetna decides to reduce or stop
payment for an already approved course of treatment. Aetna will notify you 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 Aetna or an external review
organization if the situation is eligible for external review.
During this continuation period, you are still responsible for your share of the costs, such as
copayments/payment percentage and deductibles that apply to the service or supply. If Aetna
upholds their decision at the final internal appeal, you will be responsible for all of the expenses for
the service or supply received during the continuation period.
The chart below shows a timetable view of the different types of claims and how much time Aetna
has to tell you about their decision.
Aetna may need to tell your physician about their decision on some types of claims, such as a
concurrent care claim, or a claim when you are already receiving the health care services or are in
the hospital.
Type of notice
Initial determination
(Aetna)

Extensions
Additional information
request (Aetna)
Response to additional
information request (you)

Urgent Care
Claim
72 hours

Pre-Service
Claim
15 days

Post-Service
Claim
30 days

Concurrent Care
Claim
24 hours for
urgent request*

None
72 hours

15 days
15 days

15 days
30 days

15 calendar days
for non-urgent
request
Not applicable
Not applicable

48 hours

45 days

45 days

Not applicable

*Aetna needs to receive the request at least 24 hours before the previously approved health care

services end.

Aetna pays many claims at the full rate negotiated charge with a network provider and the
recognized amount with an out-of-network provider, except for your share of the costs. But
sometimes Aetna pays only some of the claim. And sometimes Aetna denies payment entirely. Any
time Aetna denies even part of the claim, that is an “adverse benefit determination” or “adverse
decision”. It is also an “adverse benefit determination” if Aetna rescinds your coverage entirely.
If Aetna makes an adverse benefit determination, they will tell you in writing.

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 documents that you think are important. Aetna will
review the information and provide you with a written response within 30 calendar days of
receiving the complaint. They will let you know if they need more information to make a decision.
An Appeal
You can ask Aetna to re-review an adverse benefit determination. This is called an appeal. You can
appeal to them verbally or in writing.

Aetna will implement the prescription drug cost containment programs requested by Wayne
County by comparing your requests for certain medicines and/or other prescription benefits
against pre-defined preferred drug lists or formularies before those prescriptions are filled.
If Aetna determines that your request for prior authorization cannot be approved, that
determination will constitute an Adverse Benefit Determination.

You can appeal Aetna’s adverse benefit determination. Aetna will assign your appeal to someone
who 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 address on the notice of
adverse benefit determination. Or you can call Member Services at the number on your ID card. You
need to include:
 Your name.
 The employer’s name.
 A copy of the adverse benefit determination.




Your reasons for making the appeal.
Any other information you would like Aetna to consider.

Another person may submit an appeal for you, including a provider. That person is called an
authorized representative. You need to tell Aetna if you choose to have someone else appeal for you
(even if it is your provider). You should fill out an authorized representative form telling Aetna that
you are allowing someone to appeal for you. You can get this form by contacting Aetna. You can use
an authorized representative at 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.
Urgent care or pre-service claim 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.
Aetna will provide you with any new or additional information that they used or that was
developed by them to review your claim. They will provide this information at no cost to you before
they 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 they tell you what their
final decision is.

The amount of time that Aetna has to tell you about their 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 they have to tell you about their decision.
Type of notice
Appeal determinations at
each level (Aetna)
Extensions

Urgent Care
Claim
36 hours

Pre-Service
Claim
15 days

Post-Service
Claim
30 days

None

None

None

Concurrent Care
Claim
As appropriate to
type of claim

In most situations you must complete the two levels of appeal with Aetna before you can take these
other actions:
 Appeal through an external review process.
 Pursue arbitration, litigation or other type of administrative proceeding.
But sometimes you do not have to complete the two levels of appeals process before you may take
other actions. These situations are:
 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.
 Aetna did not follow all of the claim determination and appeal requirements of the Federal
Department of Health and Human Services. But, you will not be able to proceed directly to
external review if:
- The rule violation was minor and not likely to influence a decision or harm you.

-

The violation was for a good cause or beyond Aetna’s control.
The violation was part of an ongoing, good faith exchange between you and Aetna.

External review is a review done by people in an organization outside of Aetna. This is called an
external review organization (ERO).
You have a right to external review only if:
 Aetna’s claim decision involved medical judgment.
 Aetna decided the service or supply is not medically necessary or not appropriate.
 Aetna decided the service or supply is experimental or investigational.
 You have received an adverse determination.
If Aetna’s claim decision is one for which you can seek external review, they will say that in the
notice of adverse benefit determination or final adverse benefit determination they send you. That
notice also will describe the external review process. It will include a copy of the Request for
External Review form at the final adverse determination level.
You must submit the Request for External Review Form:
 To Aetna.
 Within 123 calendar days (four months) of the date you received the decision from Aetna.
 And you must include a copy of the notice from Aetna and all other important information
that supports your request.
Aetna will:
 Contact the ERO that will conduct the review of your claim.
 Assign the appeal to one or more independent clinical reviewers that have the proper
expertise to do the review.
 Consider appropriate credible information that you sent.
 Follow their contractual documents and your plan of benefits.
 Send notification of the decision within 45 calendar days of the date they receive your
request form and all the necessary information.
Aetna will stand by the decision that the ERO makes, unless they can show conflict of interest, bias
or fraud.
When an appeal is not eligible for ERO or when the appeal is upheld at the ERO level, Aetna will
inform the member of their right to appeal to the plan sponsor for voluntary level of review.
How long will it take to get an ERO decision?
Aetna will tell you of the ERO decision not more than 45 calendar days after they receive your
Notice of External Review Form with all the information you need to send in.
But sometimes you can get a faster external review decision. Your provider must call Aetna or send
them a Request for External Review Form.
There are two scenarios when you may be able to get a faster external review:

For initial adverse determinations:
Your provider tells Aetna that a delay in your receiving health care services would:
 Jeopardize your life, health or ability to regain maximum function, or
 Be much less effective if not started right away (in the case of experimental or
investigational treatment).
For final adverse determinations:
Your provider tells Aetna that a delay in your receiving health care services would:
 Jeopardize your life, health or ability to regain maximum function;
 Be much less effective if not started right away (in the case of experimental or
investigational treatment), or
 The final adverse determination concerns an admission, availability of 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 Aetna
receiving your request.

Aetna will keep the records of all complaints and appeals for at least 10 years.

Aetna does not pay any fees or expenses incurred by you in pursuing a complaint or appeal.

The following terms are used herein to describe the claims and appeals review
services provided by Aetna:
Adverse Benefit Determination – A denial, reduction or termination of, or a failure
to provide or make payment (in whole or in part) for, a Plan benefit. An Adverse Benefit
Determination includes a denial, reduction or termination of, or failure to provide or make
payment (in whole or in part) for, a Plan benefit based on the Application of a Utilization Review
or on a determination of your eligibility to participate in the Plan. An Adverse Benefit
Determination also includes a failure to cover a Plan benefit because use of the benefit is
determined to be experimental, investigative or not medically necessary or appropriate.
Claim – A request for a Plan benefit that is made in accordance with the Plan’s established
procedures for filing benefit claims.
Medically Necessary (Medical Necessity) – Medications, health care services or products are
considered medically necessary if:
 Use of the medication, service or product is accepted by the health care profession in the
United States as appropriate and effective for the condition being treated;
 Use of the medication, service or product is based on recognized standards for the health
care specialty involved;

 Use of the medication, service or product represents the most appropriate level of care for
the member, based on the seriousness of the condition being treated, the frequency and
duration of services and the place where services are performed; and
 Use of medication, service or product is not solely for the convenience of you, your family,
or your provider.
Post-Service Claim – A claim for a Plan benefit that is not a Pre-Service Claim.
Pre-Authorization – Aetna’s Pre-Service Review of your initial request for a particular medication.
Aetna will apply a set of pre-defined criteria (provided by the Plan sponsor) to determine
whether there is need for the requested medication.
Pre-Service Claim – A claim for a medication, service or product that is conditioned, in whole or in
part, on the approval of the benefit in advance of obtaining the requested medical care or
service. Pre-Service Claims include member requests for pre-authorization.
Urgent Care Claim – A claim for a medication, service or product where a delay in processing the
Claim: (a) could seriously jeopardize your life or health and/or could result in your failure to
regain maximum function, or (b) in the opinion of a physician with knowledge of your condition,
would subject you to severe pain that cannot be adequately managed without the requested
medication, service or product.

Forms

Please photocopy all forms, keeping the
originals in your binder, so that you can
continue to use in future years.

