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The Anne Arundel County 
Government provides a very 
generous benefits package to eligible 
Retirees. For more details about 
each plan, review the sections in this 
book, the summary plan documents 
on Ask Anne, or refer to the Contact 
Information for phone numbers and 
websites for each of the plans.

THIS BOOK IS NOT A 
CONTRACT
This book is a summary of general 
benefits available to Anne Arundel 
County Government eligible retir-
ees, and reflects applicable Federal 
Health Reform Regulations as of Jan-
uary 2024. Wherever conflicts occur 
between the contents of this book 
and the contracts, rules, regulations, 
or laws governing the administration 
of the various programs, the terms 
set forth in the various program 
contracts, rules, regulations, or laws 
shall prevail. Space does not permit 
listing all limitations and exclusions 
that apply to each plan. If you have 
specific questions about a particular 
plan before enrolling in it, call the 
Benefits Team or refer to the Contact 
Information for phone numbers and 
websites for each of the plans.  After 
you enroll, you will have access to 
a copy of the Benefit Guide for the 
health plan that you have selected. 
Please retain this information for 
your records. Benefits provided can 
be changed at any time without con-
sent of the participants.
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Your Medical Providers:
Aetna Medicare Advantage PPO 
ESA
1-888-267-2637
http://aacounty.aetnamedicare.com

Aetna Open Choice PPO
Open Access Aetna Select  
HMO-EPO
1-855-222-2774
www.aetna.com
aacounty.aetna.com 
Informed Health Line 24/7  
1-800-556-1555

Your Prescription Drug 
Providers:
Caremark Prescription Plan
1-866-409-8521 
https://www.caremark.com
SilverScript Prescription Plan 
1-800-706-9348
http://aacounty.silverscript.com

Your Dental Provider:
CIGNA Dental PPO or DMO 
1-800-CIGNA-24 or 1-800-244-6224
https://mycigna.com

VENDOR Contact Information

BENEFITS Fairs
If you were unable to attend the retiree fairs in September, you have another opportunity to participate in a virtual Retiree fair on 
October 9, 2024.  Additionally, we will have Open Enrollment Benefit Fairs held during the month of October.  Plan to attend one 
of these sessions for information from the County Health Benefit vendors.  At the in-person Health Fairs, influenza shots will be 
administered on a first-come, first served basis to County employees and retirees enrolled in a County medical plan (bring your 
medical ID card).  Please see the schedules below.  The complete schedule of fairs and virtual fairs sign-up information is located at 
https://www.aacounty.org/personnel/employee-retiree-information/county-employee-information/health-information .  

IN-PERSON HEALTH FAIR SCHEDULE

Date Location Time
10/3/24 ​Arundel Center

44 Calvert Street, Room 161, Annapolis
11:00 a.m. to 
1:00 p.m.

10/15/24 DPW Utility Operations Complex 
445 Maxwell Frye Road, Building A, Millersville

11:00 a.m. to 
1:00 p.m.

10/17/24 ​Personnel Training Room
2660 Riva Road, 1st Floor, Annapolis

11:00 a.m. to 
1:00 p.m.

VIRTUAL VENDOR FAIR SCHEDULE   Log-in information regarding the virtual meetings will be sent one week prior to the event.

Date Time
10/16/24 ​CIGNA will be presenting about our dental plans 12:00 p.m. to 1:00 p.m.

10/21/24 Caremark will be presenting about pharmacy plan 12:00 p.m. to 1:00 p.m.

10/22/24 ​Aetna will be presenting about our medical plans 12:00 p.m. to 1:00 p.m.

10/23/24 MetLife will be presenting about our life and disability plans 12:00 p.m. to 1:00 p.m.

10/24/24 EyeMed will be presenting about our vision plan 12:00 p.m. to 1:00 p.m.

10/25/24 Ameriflex will be presenting about Flexible Spending Account (FSA) plans 12:00 p.m. to 1:00 p.m.

Your Vision Provider:

EyeMed
1-866-939-3633 
https://www.EyeMed.com

Your Life Insurance Provider:
MetLife (Group Life Insurance)
1-800-638-6420

Office of Personnel
410-222-7400 
1-800-870-6169 
FAX: 410-222-4512 
Mail Stop: 9101 
Email address: 
benefits_team@aacounty.org
Mailing address: 
PO Box 6675, Annapolis MD 21401

RETIREE VIRTUAL FAIR

Date Website Address Time
10/09/24 ​https://aet.na/

anne100924

Audio only: 
Dial 1-800-348-8581

10:00 a.m.  
to 12:30 p.m.
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AAC Employee & Retiree Benefits Center 
The AAC Employee & Retiree Benefits Center is your 
one stop-shop for managing your County health and 
welfare benefits.

Register for the Benefits Center through the employee/
retiree self-service portal: https://portal.adp.com.

If you need a registration code or your password reset 
for the self-service portal, please call 410-222-7400.

After logging into the Benefits Center, employees 
and retirees can: 

• View your current benefits elections 

• View a list of dependents who are enrolled on your plan

• Make changes to your benefit elections following 

qualifying events

• Make changes to your benefit elections during the 

annual Open Enrollment period

• View and update your life insurance beneficiaries (if applicable)

• Obtain benefits forms and plan summaries

• Print a summary of benefits in which you are enrolled

RETIREE VIRTUAL FAIR

Date Website Address Time
10/09/24 ​https://aet.na/

anne100924

Audio only: 
Dial 1-800-348-8581

10:00 a.m.  
to 12:30 p.m.
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Anne Arundel County 

RETIREE Rate Schedule 
Effective – 1/1/25 to 12/31/25

Retiree cost share is 20% for medical; 100% for dental; 100% for vision. This rate sheet reflects an employer retiree subsidy of 80%. 
For retirees who were not eligible for an early or normal retirement as of January 1, 2017, in accordance with Section 6-1-308(i) of 
the County Code, the employer subsidy rates vary and are based on years of service at the time of retirement. Please contact the 
Benefits Unit for specific subsidy rate information. Rates are on a monthly basis.

Retirees and/or your spouse must enroll in Medicare at age 65 (or when you first become eligible) to avoid Medicare’s late- 
enrollment penalties and to receive the maximum coverage available.

Plan & Coverage Level Total Cost County Cost Retiree Cost

Aetna Open Choice PPO 

Retiree $1,013.34 $810.67  $202.67

Retiree and Child $1,789.91 $1,431.93 $357.98

Retiree and Spouse $2,146.75 $1,717.40 $429.35

Family $2,787.81 $2,230.25 $557.56

Open Access Aetna Select HMO-EPO

Retiree $792.58 $634.06 $158.52

Retiree and Child $1,430.47 $1,144.38 $286.09

Retiree and Spouse $1,697.71 $1,358.17 $339.54

Family $2,191.69 $1,753.35 $438.34

Medical Plan Rates for Aetna Medicare Advantage PPO ESA

Retiree $675.16 $540.13 $135.03

Retiree and Spouse $1,350.32 $1,080.26 $270.06

CIGNA Dental Plans and EyeMed Vision Plan (Retirees Pay 100% of Cost for CIGNA Dental and EyeMed Vision)

Dental HMO Dental PPO
(CORE Plan)

Dental PPO
(Buy Up Plan)

Vision

Individual $18.56 $33.59 $51.93 $3.90

Retiree and Child $37.11 $59.58 $92.13 $7.76

Retiree and Spouse $47.15 $77.28 $119.48 $9.93

Family $53.61 $85.87 $132.78 $11.27
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Medical Plan for Medicare Eligible Retirees
Retirees who are eligible for Medicare Parts A & B and 
County health insurance may elect coverage through the  
Aetna Medicare Advantage PPO Plan with ESA (Extended 
Service Area). The Aetna Medicare Advantage plan is the only 
medical insurance option for retirees who are eligible for Medi-
care and dependents of retirees who are eligible for Medicare.

County retirees and the dependents of retirees who are eligible 
for Medicare must enroll in both Medicare Parts A & B as soon 
as they are eligible (due to age or disability). If you are retired, or 
a dependent of a retiree and receiving Social Security Disability, 
you may be eligible to enroll in Medicare Part A&B even though 
you are under age 65. Refer to the Medicare & You section of 
this booklet for additional information. Please note that your le-
gal name with Social Security (on your Medicare ID card) must 
match the name we put in our benefits system.  

Dental and Vision Plan Options  
for Medicare Eligible Retirees
We offer three dental options with Cigna. We have the Cigna 
Dental HMO plan, the Cigna Dental PPO (Core) plan and the 
Cigna Dental PPO (Buy-up) plan. We offer one vision plan with 
EyeMed. Refer to the dental and vision plan descriptions in this 
booklet for plan highlights.

Prescription Drug Coverage  
for Medicare Eligible Retirees
Medicare eligible retirees enrolled in the Aetna Medicare Ad-
vantage PPO plan will be covered by the SilverScript prescrip-
tion plan. Refer to the SilverScript plan description in this 
booklet for additional information.

Coverage for Dependents  
of Medicare Eligible Retirees
Eligible dependents are defined in the Benefits Eligibility sec-
tion of this booklet. Dependents may not be enrolled unless the 
retiree is also enrolled.  
In split family cases where the retiree and/or their dependent is 
eligible for Medicare and the other members are not, the person 
that is Medicare eligible will be enrolled in the Aetna Medicare 
Advantage plan and SilverScript prescription Drug Plan and the 
other members will be enrolled in one of the two Aetna plans 
with Caremark as their prescription drug coverage.

Coverage for Dependents of Medicare Eligible 
Retirees
Premiums will be deducted from your monthly retirement an-
nuity. If your retirement annuity is not large enough to cover any 
or all of your monthly plan premiums, you are responsible for 
paying your premiums directly with Ameriflex (our direct pay 
vendor). Ameriflex will send you a monthly payment voucher 
that you can use to send in your payments. The premium pay-
ment for each month is due on the 1st of that month, with a 
30 day grace period. Payment deadlines are strictly enforced. 
Coverage will be suspended if payment is not received by the 
first of the month. If payment is not received by the end of the 
grace period, you will be dis-enrolled from the plans for which 
payments were not received and you will not be permitted to 
re-enroll until the next Open Enrollment period. Payment for 
retiree medical, dental and vision coverage may be made in ad-
vance, but it must be made in full monthly increments. 

Voluntary Coverage Cancellation
Retirees who cancel their medical, dental or vision insurance 
through Anne Arundel County will be permitted to re-enroll 
during any Open Enrollment period or within 31 days of a qual-
ifying event. Coverage for dependents of retirees will end when 
a retiree cancels their own insurance or are cancelled due to en-
rolling in another Medicare Medical Plan or Medicare Part D 
prescription drug plan.

BENEFITS Overview
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MEDICARE & You
Frequently Asked Questions about Medicare
What is Medicare?
Medicare is health insurance for people age 65 or older, people under age 65 with cer-
tain disabilities, and people of any age with End-Stage Renal Disease.

What are the various parts of Medicare?

Medicare Part A coverage for Hospital services & Skilled Nursing 
Care

Medicare Part B coverage for Doctor and Outpatient services

Medicare Part C �a health care option, offered by a private insurer, 
that combines Part A & Part B coverage; sometimes 
referred to as Medicare Advantage

Medicare Part D prescription drug coverage

 When do I sign up for Medicare Parts A & B? 
Contact the Social Security Administration at 1-800-772-1213 or visit www.medicare.
gov to  determine when you are eligible to enroll in Medicare. Spouses and dependents 
of retirees must enroll in Medicare as soon as they are eligible. Late enrollment penal-
ties may apply if you do not enroll when you are first eligible.

Initial Enrollment period
Begins 3 months before your 65th birthday and ends 
3 months after your 65th birthday.

General Enrollment period
Occurs annually between January 1st. – March 31st. 
Late penalties may apply.

Special Enrollment period Individuals who are currently working and enrolled 
in an employer sponsored health plan have a limited 
window to apply for Medicare A & B during the Spe-
cial Enrollment period.

If I delay receiving Social Security payments,  
should I delay enrolling in Medicare?
No, the County requires that you enroll in Medicare as soon as you are eligible. You 
can enroll in Medicare even if you are not receiving your Social Security benefit.

What happens if I am retired and decline Medicare Part B coverage even 
though I am eligible for it?
To be eligible for the Aetna Medicare Advantage PPO Plan, you must have Medicare 
Part A and Part B.  If you are not enrolled in Medicare Part  A & B, you will not have 
medical or prescription coverage through Anne Arundel County. Your dependents 
will also lose coverage through the County medical and prescription plans. 

What about Medicare fees and Penalties?
There is a monthly premium for Medicare Part B coverage. There are also penalties 
for individuals who do not enroll in Medicare timely. Other Medicare fees may apply 
based on your individual case. For additional details, contact the Social Security Ad-
ministration at 1-800-772-1213 or visit www.medicare.gov. 
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AETNA Medicare Advantage Plan Design & Benefits

ANNE ARUNDEL COUNTY, MARYLAND

Aetna MedicareSM Plan (PPO)

Medicare (S01) ESA PPO Plan

Benefits and Premiums are effective January 1, 2025 through December 31, 2025

SUMMARY OF BENEFITS 

PROVIDED BY AETNA LIFE INSURANCE COMPANY

Primary Care Physician (PCP): You have the option to choose a PCP. When we know who your 
provider is, we can better support your care.

Referrals: Your plan doesn't require a referral from a PCP to see a specialist. Keep in mind, some 
providers may require a recommendation or treatment plan from your doctor in order to see you.

Prior Authorizations: Your doctor will work with us to get approval before you receive certain 
services. Benefits that may require a prior authorization are listed with an asterisk (*) in the benefits 
grid.

PLAN FEATURES Network & out-of-network providers.
Monthly Premium Please contact your former employer/union/trust for 

more information on your plan premium.

Plan Follows the Federal Medicare Part B 
Deductible 
Plan deductible is equal to the Federal 
Medicare Part B deductible

No

Annual Deductible $0

This is the amount you have to pay out of pocket before the plan will pay its share for your covered 
Medicare Part A and B services.

Annual Maximum Out-of-Pocket Amount
Annual maximum out-of-pocket limit amount 
includes any deductible, copayment or 
coinsurance that you pay.

$2,000

It will apply to all medical expenses except Hearing Aid Reimbursement that may be available on 
your plan.

August 2024                        35441_1
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ANNE ARUNDEL COUNTY, MARYLAND

Aetna MedicareSM Plan (PPO)

Medicare (S01) ESA PPO Plan

HOSPITAL CARE* This is what you pay for network & out-of-
network providers.

Inpatient Hospital Care $0 per stay

The member cost sharing applies to covered benefits incurred during a member's inpatient stay.

Observation Stay Your cost share for Observation Care is based upon 
the services you receive

Frequency: per stay

Outpatient Services & Surgery $65

Ambulatory Surgery Center $65

PHYSICIAN SERVICES This is what you pay for network & out-of-
network providers.

Primary Care Physician Visits $10

Includes services of an internist, general physician, family practitioner for routine care as well as 
diagnosis and treatment of an illness or injury and in-office surgery.

Physician Specialist Visits $20

PREVENTIVE CARE This is what you pay for network & out-of-
network providers.

Medicare-covered Preventive Services $0

• Abdominal aortic aneurysm screenings

• Alcohol misuse screenings and counseling

• Annual Well Visit - One exam every 12 months.

• Bone mass measurements

• Breast exams

• Breast cancer screening: mammogram - one baseline mammogram for members age 35-39; and 
one annual mammogram for members age 40 & over.

• Cardiovascular behavior therapy

• Cardiovascular disease screenings

• Cervical and vaginal cancer screenings (Pap) - one routine GYN visit and pap smear every 24 
months.

• Colorectal cancer screenings (colonoscopy, fecal occult blood test, flexible sigmoidoscopy)

• Depression screenings

• Diabetes screenings

• HBV infection screening

August 2024                        35441_1
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ANNE ARUNDEL COUNTY, MARYLAND

Aetna MedicareSM Plan (PPO)

Medicare (S01) ESA PPO Plan

• Hepatitis C screening tests

• HIV screenings

• Lung cancer screenings and counseling

• Medicare Diabetes Prevention Program - 12 months of core session for program eligible members 
with an indication of pre-diabetes.

• Nutrition therapy services

• Obesity behavior therapy

• Pelvic Exams and pap test (screening) - one routine GYN visit and pap smear every 24 months.

• Prolonged Preventive Services - prolonged preventive service(s) (beyond the typical service time 
of the primary procedure), in the office or other outpatient setting requiring direct patient contact 
beyond the usual service

• Prostate cancer screenings (PSA) - for all male patients aged 50 and older (coverage begins the 
day after 50th birthday)

• Sexually transmitted infections screenings and counseling

• Tobacco use cessation counseling

• Welcome to Medicare preventive visit

Immunizations $0

• Flu

• Hepatitis B

• Pneumococcal

Additional Medicare Preventive Services $0

• Barium enema - one exam every 12 months.

• Diabetes self-management training (DSMT)

• Digital rectal exam (DRE)

• EKG following welcome exam

• Glaucoma screening

EMERGENCY AND URGENT MEDICAL CARE This is what you pay for network & out-of-
network providers.

Emergency Care; Worldwide 
(waived if admitted)

$50

Urgently Needed Care; Worldwide $35

August 2024                        35441_1
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ANNE ARUNDEL COUNTY, MARYLAND

Aetna MedicareSM Plan (PPO)

Medicare (S01) ESA PPO Plan

DIAGNOSTIC PROCEDURES* This is what you pay for network & out-of-
network providers.

Diagnostic Radiology $20

CT scans

Diagnostic Radiology $20

Other than CT scans

Lab Services $10

Diagnostic testing & procedures $10

Outpatient X-rays $10

HEARING SERVICES This is what you pay for network & out-of-
network providers.

Routine Hearing Screening $0

We cover one exam every twelve months

Medicare Covered Hearing Examination $20

Hearing Aid Reimbursement $3,000 once every 12 months

DENTAL SERVICES This is what you pay for network & out-of-
network providers.

Medicare Covered Dental* $10

Non-routine care covered by Medicare.

VISION SERVICES This is what you pay for network & out-of-
network providers.

Routine Eye Exams $0

One annual exam every 12 months.

Diabetic Eye Exams $0

Medicare Covered Eye Exam $20

August 2024                        35441_1
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ANNE ARUNDEL COUNTY, MARYLAND

Aetna MedicareSM Plan (PPO)

Medicare (S01) ESA PPO Plan

MENTAL HEALTH SERVICES* This is what you pay for network & out-of-
network providers.

Inpatient Mental Health Care $0 per stay

The member cost sharing applies to covered benefits incurred during a member's inpatient stay.

Outpatient Mental Health Care $10

Individual visit

Partial Hospitalization and Intensive 
Outpatient Services

$10

Inpatient Substance Abuse $0 per stay

The member cost sharing applies to covered benefits incurred during a member's inpatient stay.

Outpatient Substance Abuse $10

Individual visit

SKILLED NURSING SERVICES* This is what you pay for network & out-of-
network providers.

Skilled Nursing Facility (SNF) Care $0 per day, days 1-100

Limited to 100 days per Medicare Benefit Period.

The member cost sharing applies to covered benefits incurred during a member's inpatient stay.

A benefit period begins the day you go into a hospital or skilled nursing facility. The benefit period 
ends when you haven’t received any inpatient hospital care (or skilled care in a SNF) for 60 days in a 
row. If you go into a hospital or a skilled nursing facility after one benefit period has ended, a new 
benefit period begins. There is no limit to the number of benefit periods.

PHYSICAL THERAPY SERVICES* This is what you pay for network & out-of-
network providers.

Outpatient Rehabilitation Services $0

(Speech, physical, and occupational therapy)

AMBULANCE SERVICES This is what you pay for network & out-of-
network providers.

Ambulance Services $0

Prior authorization rules may apply for non-emergency transportation services received in-network. 
Your network provider is responsible for requesting prior authorization. Our plan recommends pre-
authorization of non-emergency transportation services when provided by an out-of-network 
provider.

August 2024                        35441_1
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ANNE ARUNDEL COUNTY, MARYLAND

Aetna MedicareSM Plan (PPO)

Medicare (S01) ESA PPO Plan

TRANSPORTATION SERVICES This is what you pay for network & out-of-
network providers.

Transportation (non-emergency) 24 one-way trips with 60 miles allowed per trip

MEDICARE PART B PRESCRIPTION DRUGS* This is what you pay for network & out-of-
network providers.

Medicare Part B Prescription Drugs $0

Medicare Part B Prescription Drugs - Insulin $0

August 2024                        35441_1

ANNE ARUNDEL COUNTY, MARYLAND

Aetna MedicareSM Plan (PPO)

Medicare (S01) ESA PPO Plan

ADDITIONAL PROGRAMS AND SERVICES This is what you pay for network & out-of-
network providers.

Allergy Shots $0

Allergy Testing $20

Blood $0

All components of blood are covered beginning with the first pint.

Cardiac Rehabilitation Services $20

Intensive Cardiac Rehabilitation Services $20

Chiropractic Services* $20

Medicare covered benefits only.

Diabetic Supplies* $0

Includes supplies to monitor your blood glucose.

Durable Medical Equipment/ Prosthetic 
Devices*

4%

Home Health Agency Care* $0

Hospice Care Covered by Original Medicare at a Medicare certified 
hospice.

Medical Supplies* Your cost share is based upon the provider of 
services

Medicare Covered Acupuncture $0

Outpatient Dialysis Treatments* $20

Podiatry Services $20

Medicare covered benefits only.

Pulmonary Rehabilitation Services $20

Supervised Exercise Therapy (SET) for PAD 
Services

$20

Radiation Therapy* $20

ADDITIONAL PROGRAMS (NOT COVERED 
BY ORIGINAL MEDICARE)

This is what you pay for network & out-of-
network providers.

Fitness Benefit SilverSneakers®

Healthy Rewards Covered

Meals $0

Covered up to 14 meals following an inpatient stay.

August 2024                        35441_1
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ANNE ARUNDEL COUNTY, MARYLAND

Aetna MedicareSM Plan (PPO)

Medicare (S01) ESA PPO Plan

ADDITIONAL PROGRAMS AND SERVICES This is what you pay for network & out-of-
network providers.

Allergy Shots $0

Allergy Testing $20
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All components of blood are covered beginning with the first pint.

Cardiac Rehabilitation Services $20

Intensive Cardiac Rehabilitation Services $20
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Medicare covered benefits only.

Diabetic Supplies* $0

Includes supplies to monitor your blood glucose.

Durable Medical Equipment/ Prosthetic 
Devices*

4%

Home Health Agency Care* $0

Hospice Care Covered by Original Medicare at a Medicare certified 
hospice.

Medical Supplies* Your cost share is based upon the provider of 
services

Medicare Covered Acupuncture $0

Outpatient Dialysis Treatments* $20

Podiatry Services $20

Medicare covered benefits only.

Pulmonary Rehabilitation Services $20

Supervised Exercise Therapy (SET) for PAD 
Services

$20

Radiation Therapy* $20

ADDITIONAL PROGRAMS (NOT COVERED 
BY ORIGINAL MEDICARE)

This is what you pay for network & out-of-
network providers.

Fitness Benefit SilverSneakers®

Healthy Rewards Covered

Meals $0

Covered up to 14 meals following an inpatient stay.
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ANNE ARUNDEL COUNTY, MARYLAND

Aetna MedicareSM Plan (PPO)

Medicare (S01) ESA PPO Plan

Resources For Living® Covered

For help locating resources for every day needs.

Smoking and Tobacco Use Cessation 
Supplies

$0

Frequency unlimited visits every 
year

Teladoc™ $0

Telemedicine services with a Teladoc™ provider. State mandates may apply.

Telehealth Covered

Telemedicine Services. Member cost share will apply based on services rendered.

Telehealth PCP $10

Telehealth Specialist $20

Telehealth Occupational Therapy Services $0

Telehealth PT and SP Services $0

Telehealth Other Health care Providers $20

Telehealth Individual Mental Health $10

Telehealth Group Mental Health $10

Telehealth Individual Psychiatric Services $10

Telehealth Group Psychiatric Services $10

Telehealth Individual Substance Abuse 
Services

$10

Telehealth Group Substance Abuse Services $10

Telehealth Kidney Disease Education Services $0

Telehealth Diabetes Self-Management 
Training

$0

Telehealth Opioid Treatment Program 
Services

$10

Telehealth Urgent care $35

Wigs* $0

Maximum unlimited

Frequency unlimited

August 2024                        35441_1

ANNE ARUNDEL COUNTY, MARYLAND

Aetna MedicareSM Plan (PPO)

Medicare (S01) ESA PPO Plan

TRANSPORTATION SERVICES This is what you pay for network & out-of-
network providers.

Transportation (non-emergency) 24 one-way trips with 60 miles allowed per trip

MEDICARE PART B PRESCRIPTION DRUGS* This is what you pay for network & out-of-
network providers.

Medicare Part B Prescription Drugs $0

Medicare Part B Prescription Drugs - Insulin $0
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ANNE ARUNDEL COUNTY, MARYLAND

Aetna MedicareSM Plan (PPO)

Medicare (S01) ESA PPO Plan

ADDITIONAL SERVICES (NOT COVERED BY 
ORIGINAL MEDICARE)

This is what you pay for network & out-of-
network providers.

Acupuncture $0

unlimited visits every year. 
in lieu of anesthesia and for treatment of chronic pain.

Routine Physical Exams $0

One exam per calendar year

Benefits that may require a prior authorization are listed with an asterisk (*) in the benefits grid.

 

Medical Disclaimers

For more information about Aetna plans, go to www.AetnaRetireePlans.com or call Member 
Services toll-free at 1-888-267-2637 (TTY: 711). Hours are 8 a.m. to 9 p.m. EST, Monday through 
Friday.

The provider network may change at any time. You will receive notice when necessary.

In case of emergency, you should call 911 or the local emergency hotline. Or you should go directly 
to an emergency care facility.  
 

The complete list of services can be found in the Evidence of Coverage (EOC). You can request a 
copy of the EOC by contacting Member Services at 1-888-267-2637 (TTY: 711). Hours are 8 a.m. to 9 
p.m. EST, Monday through Friday.

The following is a partial list of what isn’t covered or limits to coverage under this plan:
Services that are not medically necessary unless the service is covered by Original Medicare 

or otherwise noted in your Evidence of Coverage

•

Plastic or cosmetic surgery unless it is covered by Original Medicare•

Custodial care•

Experimental procedures or treatments that Original Medicare doesn’t cover•

Outpatient prescription drugs unless covered under Original Medicare Part B•

You may pay more for out-of-network services. Prior approval from Aetna is required for some 
network services. For services from a non-network provider, prior approval from Aetna is 
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ANNE ARUNDEL COUNTY, MARYLAND

Aetna MedicareSM Plan (PPO)

Medicare (S01) ESA PPO Plan

recommended.  Providers must be licensed and eligible to receive payment under the federal 
Medicare program and willing to accept the plan.

Out-of-network/non-contracted providers are under no obligation to treat Aetna members, except 
in emergency situations. Please call our Customer Service number or see your Evidence of Coverage 
for more information, including the cost-sharing that applies to out-of-network services.

Aetna will pay any non contracted provider (that is eligible for Medicare payment and is willing to 
accept the Aetna Medicare Plan) the same as they would receive under Original Medicare for 
Medicare covered services under the plan.

Plan Disclaimers

Aetna Medicare is a PPO plan with a Medicare contract. Enrollment in our plans depends on contract 
renewal.  

Plans are offered by Aetna Health Inc., Aetna Health of California Inc., Aetna Life Insurance 
Company and/or their affiliates (Aetna). 

Participating physicians, hospitals and other health care providers are independent contractors and 
are neither agents nor employees of Aetna. The availability of any particular provider cannot be 
guaranteed, and provider network composition is subject to change.

To join the Aetna Medicare Advantage Plan Open Access PPO , you must meet the requirements of 
the plan sponsor/your former employer, be entitled to Medicare Part A, enrolled in Medicare Part B, 
and live in our service area.

If there is a difference between this document and the Evidence of Coverage (EOC), the EOC is 
considered correct.

See Evidence of Coverage for a complete description of plan benefits, exclusions, limitations and 
conditions of coverage. Plan features and availability may vary by service area.

The provider network may change at any time. You will receive notice when necessary.

Resources For Living is the brand name used for products and services offered through the Aetna 
group of subsidiary companies.

You can read the Medicare & You 2025 Handbook. Every year in the fall, this booklet is mailed to 
people with Medicare. It has a summary of Medicare benefits, rights and protections, and answers to 
the most frequently asked questions about Medicare. If you don’t have a copy of this booklet, you 
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Aetna MedicareSM Plan (PPO)

Medicare (S01) ESA PPO Plan

can get it at the Medicare website (http://www.medicare.gov) or by calling 1-800-MEDICARE (1-
800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

ATTENTION: If you speak another language, language assistance services, free of charge, are 
available to you. Call 1-888-267-2637 (TTY: 711). Spanish: ATENCIÓN: si habla español, tiene a su 
disposición servicios gratuitos de asistencia lingüística. Llame al 1-888-267-2637 (TTY: 711). 
Traditional Chinese: 注意：如果您使用中文，您可以免費獲得語言援助服務。請致電 1-888-267-
2637 (TTY: 711).

You can also visit our website at http://www.aetnaretireeplans.com. As a reminder, our website has 
the most up-to-date information about our provider network (Provider Directory) and our list of 
covered drugs (Formulary/Drug List).

English: We have free interpreter services to answer any questions you may have about our health 
or drug plan. To get an interpreter, just call us at 1-800-307-4830. Someone who speaks 
English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que 
pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor 
llame al 1-800-307-4830. Alguien que hable español le podrá ayudar. Este es un servicio gratuito.

Chinese Mandarin: 我们提供免费的翻译服务，帮助您解答关于健康或药物保险的任何疑 问。如
果您需要此翻译服务，请致电 1-800-307-4830。我们的中文工作人员很乐意帮助您。 这是一项
免费服务。

Chinese Cantonese: 您對我們的健康或藥物保險可能存有疑問，為此我們提供免費的翻譯 服務
。如需翻譯服務，請致電 1-800-307-4830。我們講中文的人員將樂意為您提供幫助。這 是一項
免費服務。

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga 
katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng 
tagasaling-wika, tawagan lamang kami sa 1-800-307-4830. Maaari kayong tulungan ng isang 
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre à toutes vos questions 
relatives à notre régime de santé ou d'assurance-médicaments. Pour accéder au service 
d'interprétation, il vous suffit de nous appeler au 1-800-307-4830. Un interlocuteur parlant Français 
pourra vous aider. Ce service est gratuit.

Vietnamese: Chúng tôi có dịch vụ thông dịch miễn phí để trả lời các câu hỏi về chương sức khỏe và 
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3 WAYS YOUR FITNESS BENEFIT 
FITS INTO YOUR LIFE

And all are included in your Aetna Medicare Advantage 
plan, at no additional cost

Create free portal account at SilverSneakers.com/StartHere

1. SilverSneakers® is more than a fitness program. It’s an opportunity 
to improve your health, gain confidence and connect with your 
community. Create your online membership account to access:

• Thousands of fitness locations nationwide and near you  
(visit as many as you like)1

• Trained instructors and classes for all skill levels2

• At-home workouts with SilverSneakers LIVE online classes  
and SilverSneakers On-Demand videos

2. Apple Fitness+3 is included in your SilverSneakers membership, 
at no additional cost.4 Your Fitness+ subscription includes:

• Workouts ranging from Strength to Yoga, meditations and more, 
with expert instructors and celebrity guests

• Workout modifications so you can participate at your skill level
• Access to workouts at any time of day, from anywhere

An iPhone is required to activate your Fitness+ subscription.5

3. GetSetUp is now a part of SilverSneakers, giving you access to:
• A variety of live online classes in cooking, food & nutrition,  
brain health, and more6

• Fun, easy-to-follow interactive classes with your peers,  
led by your peers

• Classes available 24/7, even holidays, with new classes added daily7
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Always talk with your doctor before starting an exercise program.
1. Participating locations (“PL”) are not owned or operated by Tivity Health, Inc. or its affiliates. Use of 

PL facilities and amenities are limited to terms and conditions of PL basic membership. Facilities and 
amenities vary by PL.

2. Membership includes SilverSneakers instructor-led group fitness classes. Some locations offer members 
additional classes. Classes vary by location.

3. Apple Fitness+ is a third-party service provider and not owned or operated by Tivity Health, Inc. or 
its affiliates. Users must have internet service to access Apple Fitness+. Internet service charges are 
responsibility of user.

4. Apple Fitness+ account may be activated at no cost in 3-month increments and can be renewed at no 
cost every 3 months through the SilverSneakers member account dashboard or SilverSneakers GO app.

5. Apple Fitness+ requires iPhone 8 or later with iOS 16.1 or an Apple Watch Series 3 or later paired with 
iPhone 6s or later with iOS 14.3 or later. Apple device is not supplied through SilverSneakers nor the 
health plan.

6. GetSetUp is a third-party provider and is not owned or operated by Tivity Health, Inc. (“Tivity”) or its 
affiliates. Users must have internet service to access GetSetUp service. Internet service charges are 
responsibility of user.

7. Charges may apply for access to certain GetSetUp classes or functionality.
SilverSneakers and the SilverSneakers shoe logotype are registered trademarks of Tivity Health, Inc.  
© 2024 Tivity Health, Inc. All rights reserved. SSFP5688_1023
See Evidence of Coverage for a complete description of plan benefits, exclusions, limitations and 
conditions of coverage. Plan features and availability may vary by service area.
Y0001_NR_36743_2024_C
2777766-01-01

Notes:

Write your ID number in the spaces provided. You can either cut this out  
or take a photo with your phone so you always have your ID with you.

My SilverSneakers ID number

If you’re already a member, log in at 
SilverSneakers.com and click  
Profile/Member ID. 

If you’re new to SilverSneakers, go  
to SilverSneakers.com/StartHere 
and follow the simple steps.

Create your FREE online account with SilverSneakers  
to view all the programs included in your membership.

START WITH SILVERSNEAKERS TO ACCESS 
APPLE FITNESS+ AND GETSETUP
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Understanding your 2024
meal benefit 
Aetna® Medicare meal benefit — NationsMarket 

What is a meal benefit? 
This means you can get freshly prepared meals 
sent to your home after an inpatient stay in a 
hospital or skilled nursing facility (SNF). And 
you’ll pay no extra cost for these precooked 
meals because they come with your plan. 

How does this benefit work? 

1 We’ve teamed up with NationsMarket to 
provide this service. 

2 We’ll let them know when you’re going home 
from a hospital or SNF stay. 

3 They’ll call you shortly after that. 


They’ll let you know how many meals your plan offers. 

You can also find this information in your Evidence of 

Coverage, or EOC.   


You can choose if you want the meals. If you’d like them, 

NationsMarket will send them right to your home.
 

Have dietary restrictions? No problem. 

Make sure to tell them if your diet has any restrictions. 
And let them know if you follow a special diet, like Kosher 
or vegetarian. 

What to expect in your delivery 

Type of meals 

You’ll get refrigerated meals. Each 
one will have instructions on how to 
heat it up in the microwave. 

Number of meals 

The number of meals you get 
depends on your plan. Check your 
EOC to find out what your plan offers. 

What’s included? 

Each meal is well balanced and made 
with high quality ingredients. 

How the meals are created 

Registered dietitians create the meals. 
So each meal is low in sodium, fat, 
cholesterol and sugar. 

2571988-01-01 
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HAVE 
QUESTIONS? We’re here to help. Just call us at the number on your member ID card. 

See Evidence of Coverage for a complete description of plan benefits, exclusions, limitations and conditions 
of coverage. Plan features and availability may vary by service area. 

AetnaMedicare.com 

Y0001_NR_35611_2024_C          ©2023 Aetna Inc.       2571988-01-01 
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SILVERSCRIPT Prescription Drug Plan
Annual Deductible N/A

Initial Coverage Level The plan pays its share of the cost of your drugs and you pay your share of the cost. You stay in 
this stage until your payments for the year plus the plan’s payments total $2,000.

Prescription Benefit Network Retail
(up to 30-day supply)

 Network Retail
(up to 90-day supply)

Network Mail Service
(up to 90-day supply)

Network Retail
(up to 90-day supply)

Generic Drugs $5.00 $10.00 $10.00 $25.00

Preferred Brand Drugs $25.00 $50.00 $50.00 $65.00

Non Preferred Brand Drugs $35.00 $70.00 $70.00 $85.00

Tier 4 Drugs 
(90-day supplies are not 
available for Drugs over $950)

$35.00 N/A N/A N/A

Catastrophic Coverage You qualify for Catastrophic Coverage once your true out-of-pocket (also known as TrOOP) 
costs reach $2,000 for the year. During Catastrophic Coverage you will pay $0.00 copay.

Generics  
(including brand drugs treated 
as generic)

$0.00 Copay

All other drugs
$0.00 Copay

Out-of-Network	 Plan drugs may be covered in special circumstances, for instance, illness while traveling 
outside of the plan’s service area where there is no network pharmacy. You may have to pay 
more than your normal cost-sharing amount if you get your drugs at an out-of-network 
pharmacy. In addition, you will likely have to pay the pharmacy’s full charge for the drug and 
submit documentation to receive reimbursement from SilverScript (Employer PDP) for its 
share of the costs. Please refer to your Evidence of Coverage for more information.	
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q What is the SilverScript Prescription Plan for 
Medicare eligible Anne Arundel County retirees? 
The SilverScript plan is a Medicare Part D prescription drug 
plan. SilverScript, an affiliate of CVS Caremark, is an approved 
Medicare Part D Prescription Drug Plan provider.  

w Who is eligible for the SilverScript Prescription Plan? 
• �Anne Arundel County retirees who are eligible for Medicare 

due to age or disability and enrolled in the Aetna medical plan.
• �Dependents of Anne Arundel County retirees who are eligible 

for Medicare due to age or disability (the AA County retiree 
must also be enrolled in a County sponsored health plan). 

e What prescription drug coverage will be available 
for non-Medicare-eligible dependents with a Medicare 
eligible family member?
Non-Medicare-eligible participants will be enrolled in the Care-
mark prescription plan.

r Is the reimbursement for out-of-network pharmacies 
the same as in-network pharmacies? 
Members who use an out-of-network pharmacy must file a 
paper claim directly with SilverScript. The Silverscript net-
work includes over 68,000 participating pharmacies including 
national, regional chain and grocery store pharmacies such as 
CVS, Walmart, Target, Rite-Aid, Giant & Safeway, plus many 
independent community-based pharmacies.

t What should I know about 90-day prescription supplies?
• ��There is a higher copay for 90-day prescriptions not filled 

at CVS pharmacy or through the Caremark Mail Service 
pharmacy.

• �90-day prescriptions are not available for Tier 4 Drugs over 
$950. (These prescriptions must be filled in 30-day supplies.) 

y How will Part D vs. Part B medications be covered 
going forward?
Some medications may require additional authorization; how-
ever, the drug will continue to be covered once the authoriza-
tion is completed. 

u If I decide to opt out of the SilverScript plan, can I 
retain medical coverage?
No, if you choose to decline the SilverScript coverage, you will 
not be eligible for coverage in an AA County sponsored medical 
insurance plan.  

i Can I reenroll in the plan after opting out of the 
SilverScript plan? 
You can reenroll during the next Anne Arundel County Open 
Enrollment period.

o What happens when a member reaches age 65 – 
what is the process and who should they call?
Enroll in Medicare as soon as you’re eligible. In general, you can 
apply for Medicare beginning 3 months before you reach age 65.   
The AA County Benefits Team will send a letter with additional 
information about Aetna Medicare Advantage PPO and Silver-
Script to you about 90 days before you reach age 65.

a I have a PO Box, but not a street address; can I use 
my PO Box address?
CMS (Medicare) requires that we have a street address on every 
member.  
Note: Members may still have a PO Box for their mailing address. 

s Where can I find the formulary for the SilverScript plan?
An abridged formulary (containing commonly dispensed medica-
tions) will be mailed to you by mid-December. The complete un-
abridged formulary is available at http://caremark.com. 

d What is the Income-Related Monthly Adjustment 
Amount (or IRMAA)?
If your modified adjusted gross income is above a certin amount, 
you may pay a Part D income-related monthly adjustment 
amount (Part D-IRMAA). Medicare uses the modified adjust-
ed gross income reported on your IRS tax return from 2 years 
ago (the most recent tax return information provided to Social 
Security by the IRS). You’ll pay the Part D-IRMAA amount in 
adition to your monthly plan premium, and this extra amount 
is paid directly to capital Medicare, not to your plan.  Social Se-
curity will contact you if you have to pay Part D-IRMAA, based 
on your income. The amount you pay can change each year. If 
you have to pay a higher amount for your Part D premium and 
you disagree (for example, if your income goes down) use this 
form https://www.ssa.gov/forms/ssa-44.pdf.  If Social Security no-
tifies you about paying a higher amount for your Part D coverage, 
you’re required by law to pay the Part D-Income Related Monthly 
Adjustment Amount (Part D-IRMAA). If you don’t pay the Part 
D-IRMAA, you’ll lose your Part D coverage which means that 
you lose coverage under SilverScript.

f Who should I contact if I have additional questions?
Contact SilverScript Customer Care at 1-800-706-9348 or visit 
http://caremark.com

Frequently Asked Questions about the Silverscript Prescription Plan
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CIGNA Dental PPO Options

CIGNA Dental Options

The CIGNA Dental PPO (DPPO) plans balance choice and sav-
ings, giving you more reasons to smile!

You and your covered family members have convenient access 
to the dental care you need through our nationwide network 
of dentists. There is a $1,000 maximum benefit per person per 
calendar year for the Dental PPO (Core) plan. This is for in or 
out of network. There is a $2,000 maximum benefit per person 
per calendar year for the Dental PPO (Buy Up) plan in network 
and a $1,500 maximum benefit for out of network. 

CIGNA wants you to get the most out of your dental care dol-
lars. CIGNA DPPO network providers agree to accept discounts 
when treating CIGNA Dental members and cannot charge 
more than their contracted fees. Non-network dentists are not 
obligated to charge discounted fees, which can raise your out-of 
pocket costs.

Referrals are not needed for specialty care. You can visit a spe-
cialist (or any dentist) whether in or out of the CIGNA DPPO 
network at any time for care. Remember: You can save money 
by choosing an in-network provider.

CIGNA Dental Care – a Dental Plan that cares about your  
health and well-being. You and your covered family members  
have convenient access to dental care through the CIGNA  
DHMO nationwide network of quality dentists. CIGNA Dental 

Anne Arundel County Government offers eligible employees and retirees the choice of the following dental plan options: 
CIGNA Dental Care DHMO and CIGNA Dental PPO.

CIGNA Dental Care (DHMO)

Estimate and Plan your Dental Care Costs
You can find out what treatment costs will be by asking your 
dentist for a predetermination of benefits or logging on to my-
CIGNA.com to access the Dental Treatment Cost Estimator. This 
user friendly, comprehensive web-based tool on myCIGNA.com 
allows you to get dental estimates based on your specific plan 
design with Anne Arundel County and is adjusted by geograph-
ic location.

Contacting CIGNA
Visit us online – Register on www.myCIGNA.com, a secure on-
line tool that makes it easier and faster for you to gain access to 
your personalized dental benefits information, replacement ID 
cards, provider look-up and much more.

Call Us – Our dedicated team of trained service professionals 
are ready to assist you with any questions about your coverage. 
They can also help you find a network general dentist near you. 
For toll-free customer service nationwide, call the number on 
your ID card or 1-800-CIGNA24. 

Care covers most preventive and restorative procedures.  
Orthodontic care (even for adults) is covered, too! And, there 
are no claim forms to file. See your dental DHMO benefit sched-
ule for more information.



29	 OPEN ENROLLMENT & BENEFITS REFERENCE GUIDE

Cigna Dental Benefit Summary 
Anne Arundel County Government - Core 
Plan Renewal Date: 01/01/2025 

Administered by: Cigna Health and Life Insurance Company
This material is for informational purposes only and is designed to highlight some of the benefits available under this plan.  Consult the plan 
documents to determine specific terms of coverage relating to your plan. Terms include covered procedures, applicable waiting periods, exclusions 
and limitations. Your DPPO plan allows you to see any licensed dentist, but using an in-network dentist may minimize your out-of-pocket 
expenses.
 

Cigna Dental PPO
Network Options In-Network: 

Total Cigna DPPO Network
Non-Network:

See Non-Network Reimbursement
Reimbursement Levels Based on Contracted Fees Maximum Reimbursable Charge

Calendar Year Benefits Maximum
Applies to: Class I, II & III expenses $1,000 $1,000

Calendar Year Deductible
Individual
Family

$10
$25

$10
$25

Benefit Highlights Plan Pays You Pay Plan Pays You Pay
Class I:  Diagnostic & Preventive
Oral Evaluations 
Prophylaxis: routine cleanings
X-rays: routine
X-rays: non-routine 
Fluoride Application 
Sealants: per tooth
Space Maintainers: non-orthodontic
Emergency Care to Relieve Pain (Note: This 
service is administrated at the in network 
coinsurance level.)

100%
No Deductible

No Charge 100%
No Deductible

No Charge

Class II: Basic Restorative
Restorative: fillings
Endodontics: minor and major
Periodontics: minor and major
Oral Surgery: minor and major
Anesthesia: general and IV sedation
Repairs: bridges, crowns and inlays
Repairs: dentures
Denture Relines, Rebases and Adjustments

100%
After Deductible

0%
After Deductible

100%
After Deductible

0%
After Deductible  

Class III: Major Restorative
Inlays and Onlays
Prosthesis Over Implant
Crowns: prefabricated stainless steel / resin 
Crowns: permanent cast and porcelain
Bridges and Dentures

80%
After Deductible

20%
After Deductible

80%
After Deductible

20%
After Deductible

Class IV: Orthodontia
Coverage for Dependent Children to age 26
Lifetime Benefits Maximum: $1,000

50%
After Deductible

50%
After Deductible

50%
After Deductible

50%
After Deductible

Benefit Plan Provisions:
In-Network Reimbursement For services provided by a Cigna Dental PPO network dentist, Cigna Dental will reimburse the 

dentist according to a Fee Schedule or Discount Schedule.
Non-Network Reimbursement For services provided by a non-network dentist, Cigna Dental will reimburse according to the 

Maximum Reimbursable Charge.  The MRC is calculated at the 90th percentile of all provider 
submitted amounts in the geographic area. The dentist may balance bill up to their usual fees.  

Cross Accumulation All deductibles, plan maximums, and service specific maximums cross accumulate between in and 
out of network. Benefit frequency limitations are based on the date of service and cross accumulate 
between in and out of network.

Calendar Year Benefits Maximum The plan will only pay for covered charges up to the yearly Benefits Maximum, when applicable. 
Benefit-specific Maximums may also apply.
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Calendar Year Deductible This is the amount you must pay before the plan begins to pay for covered charges, when 
applicable. Benefit-specific deductibles may also apply.

Carryover Provision Dental Expenses incurred and applied toward the Individual or Family Deductible during the last 3 
months of the calendar year will be applied toward the next year’s Deductible.

Pretreatment Review Pretreatment review is available on a voluntary basis when dental work in excess of $200 is 
proposed.

Alternate Benefit Provision When more than one covered Dental Service could provide suitable treatment based on common 
dental standards, Cigna will determine the covered Dental Service on which payment will be based 
and the expenses that will be included as Covered Expenses.

Oral Health Integration Program® The Cigna Dental Oral Health Integration Program offers enhanced dental coverage for customers 
with certain medical conditions.  There is no additional charge to participate in the program. Those 
who qualify can receive reimbursement of their coinsurance for eligible dental services.  Eligible 
customers can also receive guidance on behavioral issues related to oral health. Reimbursements 
under this program are not subject to the annual deductible, but will be applied to the plan annual 
maximum.   
For more information on how to enroll in this program and a complete list of terms and eligible 
conditions, go to www.mycigna.com or call customer service 24/7 at 1-800-Cigna24.

Timely Filing Out of network claims submitted to Cigna after 365 days from date of service will be denied.
Benefit Limitations:
Missing Tooth Limitation Teeth missing prior to coverage effective date are not covered for 24 months.
Oral Evaluations/Exams 2 per calendar year.
X-rays (routine) Bitewings: 2 per calendar year.

X-rays (non-routine) Complete series of radiographic images and panoramic radiographic images: Limited to a combined 
total of 1 per 36 months.

Diagnostic Casts Payable only in conjunction with orthodontic workup. 
Cleanings 2 per calendar year, including periodontal maintenance procedures following active therapy.
Fluoride Application 1 per calendar year for children under age 19.
Sealants (per tooth) Limited to posterior tooth. 1 treatment per tooth every 36 months for children under age 14.
Space Maintainers Limited to non-orthodontic treatment for children under age 19.

Crowns, Bridges, Dentures and Partials
Replacement every 60 months if unserviceable and cannot be repaired. Benefits are based on the 
amount payable for non-precious metals. No porcelain or white/tooth-colored material on molar 
crowns or bridges.

Denture and Bridge Repairs Reviewed if more than once.
Denture Relines, Rebases and Adjustments Covered if more than 6 months after installation.

Prosthesis Over Implant
Replacement every 60 months if unserviceable and cannot be repaired. Benefits are based on the 
amount payable for non-precious metals. No porcelain or white/tooth-colored material on molar 
crowns or bridges.

Benefit Exclusions:
Covered Expenses will not include, and no payment will be made for the following:

• Procedures and services not included in the list of covered dental expenses;  
• Diagnostic: cone beam imaging; 
• Preventive Services: instruction for plaque control, oral hygiene and diet;
• Restorative: veneers of porcelain, ceramic, resin, or acrylic materials on crowns or pontics on or replacing the upper and or lower first, second 

and/or third molars;
• Periodontics: bite registrations; splinting; 
• Prosthodontic: precision or semi-precision attachments; 
• Implants: implants or implant related services; 
• Procedures, appliances or restorations, except full dentures, whose main purpose is to change vertical dimension, diagnose or treat conditions of 

dysfunction of the temporomandibular joint (TMJ), stabilize periodontally involved teeth or restore occlusion;
• Athletic mouth guards; 
• Services performed primarily for cosmetic reasons; 
• Personalization or decoration of any dental device or dental work;
• Replacement of an appliance per benefit guidelines;
• Services that are deemed to be medical in nature; 
• Services and supplies received from a hospital;
• Drugs: prescription drugs;
• Charges in excess of the Maximum Reimbursable Charge.
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Cigna Dental Benefit Summary 
Anne Arundel County Government – Buy Up
Plan Renewal Date: 01/01/2025 

Administered by: Cigna Health and Life Insurance Company
This material is for informational purposes only and is designed to highlight some of the benefits available under this plan.  Consult the plan 
documents to determine specific terms of coverage relating to your plan. Terms include covered procedures, applicable waiting periods, exclusions 
and limitations. Your DPPO plan allows you to see any licensed dentist, but using an in-network dentist may minimize your out-of-pocket 
expenses.
 

Cigna Dental PPO
Network Options In-Network: 

Total Cigna DPPO Network
Non-Network:

See Non-Network Reimbursement
Reimbursement Levels Based on Contracted Fees Maximum Reimbursable Charge

Calendar Year Benefits Maximum
Applies to: Class I, II & III expenses $2,000 $1,500

Calendar Year Deductible
Individual
Family

$25
$50

$50 
$100 

Benefit Highlights Plan Pays You Pay Plan Pays You Pay
Class I:  Diagnostic & Preventive
Oral Evaluations 
Prophylaxis: routine cleanings
X-rays: routine
X-rays: non-routine 
Fluoride Application 
Sealants: per tooth
Space Maintainers: non-orthodontic
Emergency Care to Relieve Pain (Note: This 
service is administrated at the in network 
coinsurance level.)

100%
No Deductible

No Charge 90%
No Deductible

10%
No Deductible

Class II: Basic Restorative
Restorative: fillings
Endodontics: minor and major
Periodontics: minor and major
Oral Surgery: minor and major
Anesthesia: general and IV sedation
Repairs: bridges, crowns and inlays
Repairs: dentures
Denture Relines, Rebases and Adjustments

100%
After Deductible

0%
After Deductible

90%
After Deductible

10%
After Deductible

Class III: Major Restorative
Inlays and Onlays
Prosthesis Over Implant
Crowns: prefabricated stainless steel / resin 
Crowns: permanent cast and porcelain
Bridges and Dentures

80%
After Deductible

20%
After Deductible

70%
After Deductible

30%
After Deductible

Class IV: Orthodontia
Coverage for Dependent Children to age 26
Lifetime Benefits Maximum: $2,500 

50%
After Deductible

50%
After Deductible

50%
After Deductible

50%
After Deductible

Benefit Plan Provisions:
In-Network Reimbursement For services provided by a Cigna Dental PPO network dentist, Cigna Dental will reimburse the 

dentist according to a Fee Schedule or Discount Schedule.
Non-Network Reimbursement For services provided by a non-network dentist, Cigna Dental will reimburse according to the 

Maximum Reimbursable Charge.  The MRC is calculated at the 90th percentile of all provider 
submitted amounts in the geographic area. The dentist may balance bill up to their usual fees.  

Cross Accumulation All deductibles, plan maximums, and service specific maximums cross accumulate between in and 
out of network. Benefit frequency limitations are based on the date of service and cross accumulate 
between in and out of network.
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Calendar Year Benefits Maximum The plan will only pay for covered charges up to the yearly Benefits Maximum, when applicable. 
Benefit-specific Maximums may also apply.

Calendar Year Deductible This is the amount you must pay before the plan begins to pay for covered charges, when 
applicable. Benefit-specific deductibles may also apply.

Carryover Provision Dental Expenses incurred and applied toward the Individual or Family Deductible during the last 3 
months of the calendar year will be applied toward the next year’s Deductible.

Pretreatment Review Pretreatment review is available on a voluntary basis when dental work in excess of $200 is 
proposed.

Alternate Benefit Provision When more than one covered Dental Service could provide suitable treatment based on common 
dental standards, Cigna will determine the covered Dental Service on which payment will be based 
and the expenses that will be included as Covered Expenses.

Oral Health Integration Program® The Cigna Dental Oral Health Integration Program offers enhanced dental coverage for customers 
with certain medical conditions.  There is no additional charge to participate in the program. Those 
who qualify can receive reimbursement of their coinsurance for eligible dental services.  Eligible 
customers can also receive guidance on behavioral issues related to oral health. Reimbursements 
under this program are not subject to the annual deductible, but will be applied to the plan annual 
maximum.   
For more information on how to enroll in this program and a complete list of terms and eligible 
conditions, go to www.mycigna.com or call customer service 24/7 at 1-800-Cigna24.

Timely Filing Out of network claims submitted to Cigna after 365 days from date of service will be denied.
Benefit Limitations:
Missing Tooth Limitation Teeth missing prior to coverage effective date are not covered for 24 months.
Oral Evaluations/Exams 2 per calendar year.
X-rays (routine) Bitewings: 2 per calendar year.

X-rays (non-routine) Complete series of radiographic images and panoramic radiographic images: Limited to a combined 
total of 1 per 36 months.

Diagnostic Casts Payable only in conjunction with orthodontic workup.
Cleanings 2 per calendar year, including periodontal maintenance procedures following active therapy.
Fluoride Application 1 per calendar year for children under age 19.
Sealants (per tooth) Limited to posterior tooth. 1 treatment per tooth every 36 months for children under age 14.
Space Maintainers Limited to non-orthodontic treatment for children under age 19.

Crowns, Bridges, Dentures and Partials
Replacement every 60 months if unserviceable and cannot be repaired. Benefits are based on the 
amount payable for non-precious metals. No porcelain or white/tooth-colored material on molar 
crowns or bridges.

Denture and Bridge Repairs Reviewed if more than once.
Denture Relines, Rebases and Adjustments Covered if more than 6 months after installation.

Prosthesis Over Implant
Replacement every 60 months if unserviceable and cannot be repaired. Benefits are based on the 
amount payable for non-precious metals. No porcelain or white/tooth-colored material on molar 
crowns or bridges.

Benefit Exclusions:
Covered Expenses will not include, and no payment will be made for the following:

• Procedures and services not included in the list of covered dental expenses;  
• Diagnostic: cone beam imaging; 
• Preventive Services: instruction for plaque control, oral hygiene and diet;
• Restorative: veneers of porcelain, ceramic, resin, or acrylic materials on crowns or pontics on or replacing the upper and or lower first, second 

and/or third molars;
• Periodontics: bite registrations; splinting; 
• Prosthodontic: precision or semi-precision attachments; 
• Implants: implants or implant related services; 
• Procedures, appliances or restorations, except full dentures, whose main purpose is to change vertical dimension, diagnose or treat conditions of 

dysfunction of the temporomandibular joint (TMJ), stabilize periodontally involved teeth or restore occlusion;
• Athletic mouth guards; 
• Services performed primarily for cosmetic reasons; 
• Personalization or decoration of any dental device or dental work;
• Replacement of an appliance per benefit guidelines;
• Services that are deemed to be medical in nature; 
• Services and supplies received from a hospital;
• Drugs: prescription drugs;
• Charges in excess of the Maximum Reimbursable Charge.

This document provides a summary only. It is not a contract. If there are any differences between this summary and the official plan documents, the 
terms of the official plan documents will prevail. 

Product availability may vary by location and plan type and is subject to change. All group dental insurance policies and dental benefit plans contain 
exclusions and limitations. For costs and details of coverage, review your plan documents or contact a Cigna representative. 

A copy of the NH Dental Outline of Coverage is available and can be downloaded at Health Insurance & Medical Forms for Customers | Cigna under 
Dental Forms.

All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna Corporation, including Cigna Health and Life 
Insurance Company (CHLIC), Connecticut General Life Insurance Company, and Cigna Dental Health, Inc.

                                 © 2024 Cigna / version 02012024 
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DENTAL INSURANCE THAT FITS

Cigna Dental Care Plan1

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY
ONLY. THE EVIDENCE OF COVERAGE AND HEALTH SERVICES AGREEMENT SHOULD BE CONSULTED FOR A
DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.
Regular dental care is important for a healthy smile. And a healthy body. With the Cigna Dental Care® plan, you get
comprehensive dental coverage that’s easy to use. At a wallet-friendly price. Now that’s something to smile about.

This overview shows you a sampling of covered services. And what your plan pays. For a full listing of covered
services, please call Customer Service at 800.Cigna24 (800.244.6224).

Get the most value from your plan
With your Cigna Dental Care plan, some preventive services are covered at 100%. (See chart below.) Your plan also
covers many other dental services that help your mouth stay healthy.

Your Cigna Dental Care plan is a copayment plan. Here’s how it works. When you get a dental service, Cigna allows
your network dentist to charge a certain amount. Then you pay a fixed portion of that cost, in addition to any
allowable charge for upgraded materials (such as gold, high noble metal or porcelain used in molar restorations),
CAD/CAM services, complex rehabilitation or characterizations (for dentures). And your plan pays the rest. There
are no annual maximums and no deductibles!
Review your plan materials for more information about how your plan works. If you have questions before enrollment,
call 800.Cigna24 (800.244.6224) and select the “Enrollment Information” prompt.

WHAT YOU'LL PAY2

Without dental coverageWith Cigna Dental CareSampling of covered procedures

$68–$155 each$0Adult cleaning (two per calendar year – each at $0) (additional cleanings available at $45.00 each)
$53–$121 each$0Child cleaning (two per calendar year – each at $0) (additional cleanings available at $30.00 each)

$40–$90$0Periodic oral evaluation
$63–$143$0Comprehensive oral evaluation

$28–$63 each$0Topical fluoride (two per calendar year – each at $0) (additional topic fluoride available at $15.00 each)
$33–$75$0X-rays – (bitewings) 2 films

$83–$189$0X-rays – panoramic film
$41–$94$12.00Sealant – per tooth

$117–$266$0Amalgam filling (silver colored) – 2 surfaces
$118–$270$0Composite filling (tooth – colored) – 1 surface, Anterior

$840–$1,914$335.00Molar root canal (excluding final restoration)
$967–$2,203$515.00Comprehensive orthodontic treatment of the adolescent dentition – Banding
$182–$414$83.00Periodontal (gum) scaling & root planning – 1 quadrant
$107–$243$53.00Periodontal (gum) maintenance
$124–$282$12.00Removal/extraction of erupted tooth
$362–$825$115.00Removal/extraction of impacted tooth – completely bony

$839–$1,911$450.00Crown – porcelain fused to high noble metal*
$1,079–$2,458$750.00Implant supported retainer for porcelain fused to metal fixed partial denture*
$1,487–$3,386$1,025.00Surgical placement of implant body within jawbone
$730–$1,662$330.00Occlusal appliance, by report (for treatment of TMJ)

*The co-payments for fixed and removable restorations (crowns, bridges, implant/abutment supported prosthetics, complete and partial dentures) do not include additional charges for material
upgrades (such as gold/high noble metal or porcelain used in molar restorations), CAD/CAM services,  complex rehabilitation or characterizations (for dentures). Any additional allowable charge
for these upgrades is the patient’s responsibility as specifically outlined in your Patient Charge Schedule (PCS). For questions regarding these charges you may contact Customer Service at
800.Cigna24 (800.244.6224). Please refer to your PCS for full details.

Offered by: Cigna Health and Life Insurance Company or its affiliates.
DFO.Copay.Template.1 856792d 8/19
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Smile. You’re covered.
You can save money on a wide range of services, including:

› Preventive care – cleanings, fluoride, sealants, bitewing X-rays, full mouth
X-rays and more

› Basic care – tooth-colored fillings (called resin or composite) and
silver-colored fillings (called amalgam)

› Major services – crowns, bridges, dentures (including those placed over
implants), root canals, oral surgery, extractions, treatment for periodontal
(gum) disease, and more

› Orthodontic care – braces for children and adults

› General anesthesia – when medically necessary

› Teeth whitening – using take-home bleaching trays and gel

› Temporomandibular joint (TMJ) – diagnosis and treatment, including
cone beam x-ray and appliance

› Athletic mouth guard – including creation and adjustments

› Dental implant surgery or services associated with placement, repair,
removal or restoration of a dental implant

More about your coverage
› No deductibles or waiting periods. You don’t have to reach an

out-of-pocket cost before your insurance starts.

› No dollar maximums. Your coverage isn't limited by a dollar amount.

› Network dentists file claims for you. No paperwork for you.

› No age limit on sealants. Helps prevent tooth decay.

› Cancer detection. Your plan covers procedures such as biopsy and light
detection to help find oral cancer in its early stages.

› 24/7 access to dental information line. Trained professionals can help
answer your questions about dental treatment and clinical symptoms.

› Cigna Identity Theft Program.3 Help resolving critical identity theft issues.

› Cigna Dental Oral Health Integration Program®. Enhanced dental coverage
for customers with certain medical conditions who enroll in this program.

Limitations
LIMITPROCEDURE
Oral evaluations are limited to a combined total of 4 of the following evaluations during a 12 consecutive month
period: Periodic oral evaluations (D0120), comprehensive oral evaluations (D0150), comprehensive periodontal
evaluations (D0180), and oral evaluations for patients under 3 years of age (D0145)

Oral evaluations

Full mouth: 1 every 3 calendar years Panorex: 1 every 3 calendar yearsX-rays (non-routine)
Limit 4 quadrants per consecutive 12 monthsPeriodontal root planing and scaling
Limited to 4 per year and (Only covered after active periodontal therapy)Periodontal maintenance
Replacement 1 every 5 yearsCrowns and inlays
Replacement 1 every 5 yearsBridges
Replacement 1 every 5 yearsDentures and partials
Maximum benefit of 24 months of interceptive and/or comprehensive treatment. Atypical cases or cases beyond 24
months require an additional payment by the patient

Orthodontic treatment

One every 36 monthsRelines, rebases
Four within the first 6 months after installationDenture adjustments
Replacement 1 every 5 years if unserviceable and cannot be repairedProsthesis over implant

Choosing a Dentist
› You must choose a network general

dentist to manage your overall care.
You won't be covered if you go to
a dentist who's not in our network.4

› Each family member can choose
their own dentist

› Referrals are required for specialty
care services, except for pediatric
dentists for children under 13 and
orthodontics.*

Finding a network dentist is
easy.
Visit Cigna.com to find a network
general dentist.

Call 800.Cigna24 (800.244.6224) to
speak with a customer service
representative. You can ask for a
customized dental directory to be sent
to you via email

* Coverage for treatment by a pediatric dentist ends on your child’s
13th birthday. Effective on your child’s 13th birthday, dental
services generally must be obtained from a network general
dentist.
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Limitations
LIMITPROCEDURE
Surgical Placement of Implants (D6010, D6012, D6040, and D6050) have a limit of 1 implant per calendar year with
a replacement of 1 per 10 years

Surgical placement of implant

One occlusal orthotic device per 24 monthsTMJ treatment
One athletic mouth guard per 12 monthsAthletic mouth guard
General anesthesia is covered when performed by an oral surgeon when medically necessary for covered procedures
listed on the PCS. IV sedation is covered when performed by a periodontist or oral surgeon when medically necessary
for covered procedures listed on the PCS. Plan limitation for this benefit is 1 hour per appointment.

General anesthesia/IV sedation

Listed below are the services or expenses which are NOT covered under your Dental plan.
You will be responsible for these services at the dentist’s usual fees. There’s no coverage for:

› General anesthesia, sedation and nitrous oxide, unless
specifically listed on your PCS

› Services for or in connection with an injury arising
out of, or in the course of, any employment for
wage or profit › General anesthesia or IV sedation when used for the

purpose of anxiety control or patient management› Charges which would not have been made in any
facility, other than a hospital or a correctional
institution owned or operated by the United States
government or by a state or municipal government
if the person had no insurance

› Prescription medications

› Procedures, appliances or restorations if the main
purpose is to: a. change vertical dimension (degree
of separation of the jaw when teeth are in contact);
b. restore teeth which have been damaged by
attrition, abrasion, erosion and/or abfraction

› Services received to the extent that payment is
unlawful where the person resides when the
expenses are incurred or the services are received › Replacement of fixed and/or removable appliances

(including fixed and removable orthodontic
appliances) that have been lost, stolen, or damaged
due to patient abuse, misuse or neglect

› Services for the charges which the person is not
legally required to pay

› Charges which would not have been made if the
person had no insurance › Any services related to surgical implants, including

placement, repair, maintenance, removal, and implant
abutment(s) unless specifically listed on your PCS

› Services received due to injuries which are
intentionally self-inflicted

›› Services considered unnecessary or experimental in
nature or do not meet commonly accepted dental
standards

Services not listed on the PCS

› Services provided by a non-network dentist without
Cigna Dental’s prior approval (except emergencies,
as described in your plan documents)4 › Procedures or appliances for minor tooth guidance

or to control harmful habits› Services related to an injury or illness paid under
workers’ compensation, occupational disease or
similar laws

› Services and supplies received from a hospital

› Services to the extent you or your enrolled dependent
are compensated under any group medical plan,
no-fault auto insurance policy, or uninsured motorist
policy.6

› Services provided or paid by or through a federal
or state governmental agency or authority, political
subdivision or a public program, other than
Medicaid › The completion of crowns, bridges, dentures, or root

canal treatment already in progress on the effective
date of your Cigna Dental coverage7

› Services required while serving in the armed forces
of any country or international authority or relating
to a declared or undeclared war or acts of war5

› The completion of implant supported prosthesis
(including crowns, bridges and dentures) already in
progress on the effective date of your Cigna Dental
coverage, unless specifically listed on your PCS7

› Services performed primarily for cosmetic reasons
unless specifically listed on your PCS

› Consultations and/or evaluations associated with
services that are not covered › Infection control and/or sterilization

› ›Endodontic treatment and/or periodontal (gum
tissue and supporting bone) surgery of teeth
exhibiting a poor or hopeless periodontal prognosis

The recementation of any inlay, onlay, crown, post
and core or fixed bridge within 180 days of initial
placement
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› The recementation of any implant supported
prosthesis (including crowns, bridges and dentures)
within 180 days of initial placement

› Bone grafting and/or guided tissue regeneration
when performed at the site of a tooth extraction
unless specifically listed on your PCS

› ›Bone grafting and/or guided tissue regeneration
when performed in conjunction with an
apicoectomy or periradicular surgery

Services to correct congenital malformations,
including the replacement of congenitally missing
teeth

›› The replacement of an occlusal guard (night guard)
beyond one per any 24 consecutive month period,
when this limitation is noted on the PCS

Intentional root canal treatment in the absence of
injury or disease to solely facilitate a restorative
procedure

› ›Services performed by a prosthodontist Crowns, bridges and/or implant supported prosthesis
used solely for splinting› Localized delivery of antimicrobial agents when

performed alone or in the absence of traditional
periodontal therapy

› Resin bonded retainers and associated pontics

› As to orthodontic treatment: incremental costs
associated with optional/elective materials;
orthognathic surgery appliances to guide minor tooth
movement or correct harmful habits; and any services
which are not typically included in orthodontic
treatment.

› Any localized delivery of antimicrobial agent
procedures when more than eight of these
procedures are reported on the same date of
service

If any law requires coverage for any particular service(s) noted above, the exclusion or limitation for that service(s) does not apply.
This document outlines the highlights of your plan. For a complete list of both covered and non-covered services, including benefits required
by your state, see your official plan documents (the Group Contract and Plan Booklet/Combined Evidence of Coverage and Disclosure Form/
Certificate of Coverage). If there are any differences between the information contained here and the plan documents, the information in
the plan documents takes precedence.

1. “Cigna Dental Care” is the brand name used to refer to product designs that may differ by state of residence of enrollee, including but not limited to, prepaid plans, managed care (including Dental HMO) plans, and plans with
open access features. Cigna Dental Care plans are not available in the following states: AK, HI, ME, MT, NH, NM, ND, PR, RI, SD, VI, VT, WV, and WY.

2. Costs listed for the Cigna Dental Care plan do not vary. Estimated costs without dental coverage may vary based on location and dentists’ actual charges. These estimated costs are based on
charges submitted to Cigna in 2015/2016 and are intended to reflect national average charges as of July 2018 assuming an annual cost increase of three percent. Estimates have been adjusted
to reflect the 2016 Cigna Dental Care geographical membership distribution. Office visit fee may also apply.

3. This is NOT insurance and does not provide for reimbursement of financial losses. The Cigna Identity Theft Program is provided under a contract with Generali Global Assistance. Full terms,conditions and
exclusions are contained in the client program description.

4. Minnesota residents: You must visit your selected network dentist in order for the charges on the PCS to apply. You may also visit other dentists that participate in our network or you may visit dentists outside the Cigna
Dental Care network. If you do, the fees listed on the PCS will not apply. You will be responsible for the dentist’s usual fee. We will pay 50% of the value of your network benefit for those services. Of course, you’ll pay less if you
visit your selected Cigna Dental Care network dentist. Call Customer Services for more information.
Oklahoma residents: Cigna Dental Care is an Employer Group Pre-Paid Dental Plan. You may also visit dentists outside the Cigna Dental Care network. If you do, the fees listed on the PCS will not apply. You will be responsible
for the dentist’s usual fee. We pay non-network dentists the same amount we’d pay network dentists for covered services. Of course, you’ll pay less if you visit a network dentist in the Cigna Dental Care network. Call Customer
Services for more information.

5. Oklahoma residents: This exclusion is replaced by the following: War or act of war (whether declared or undeclared) while serving in the military or an auxiliary unit attached to the military or working in an area of war
whether voluntarily or as required by an employer.

6. Arizona and Pennsylvania residents: This exclusion does not apply. Kentucky and North Carolina residents: Services compensated under no-fault auto insurance policies or uninsured motorist policies are not
excluded. Maryland residents: Services compensated under group medical plans are not excluded.

7. California and Texas residents: Treatment for conditions already in progress on the effective date of your coverage are not excluded if otherwise covered under your PCS.

Dentists who participate in Cigna’s network are independent contractors solely responsible for the treatment provided to their patients. They are not agents of Cigna.
All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna Corporation. Cigna Dental Care plans are insured by Cigna Dental Health Plan of Arizona, Inc., Cigna Dental Health of California,
Inc., Cigna Dental Health of Colorado, Inc., Cigna Dental Health of Delaware, Inc., Cigna Dental Health of Florida, Inc., a Prepaid Limited Health Services Organization licensed under Chapter 636, Florida Statutes,
Cigna Dental Health of Kansas, Inc. (KS & NE), Cigna Dental Health of Kentucky, Inc. (KY & IL), Cigna Dental Health of Maryland, Inc., Cigna Dental Health of Missouri, Inc., Cigna Dental Health of New Jersey, Inc., Cigna Dental Health
of North Carolina, Inc., Cigna Dental Health of Ohio, Inc., Cigna Dental Health of Pennsylvania, Inc., Cigna Dental Health of Texas, Inc., and Cigna Dental Health of Virginia, Inc. In other states, Cigna Dental Care plans are insured by
Cigna Health and Life Insurance Company or Cigna HealthCare of Connecticut, Inc., and administered by Cigna Dental Health, Inc. Policy forms: OK - HP-POL115; TN - HP-POL134/HC-CER17V1 et al. The Cigna name, logo, and
other Cigna marks are owned by Cigna Intellectual Property, Inc.

856792d 8/19 © 2019 Cigna. Some content provided under license.
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EyeMed
The EyeMed vision plan will send all newly enrolled retirees an ID card, with your name on it in a welcome package. If 
you had coverage in 2024, you will not get a new card.  The package will include two ID cards and a list of local doctors 
accepting your insurance near your home address. But, you don’t need an ID card to receive care. EyeMed members can 
use an EyeMed network provider or an out of network (non-participating) provider.  If you use a non-participating pro-
vider, you will get a lesser benefit.  If you use an EyeMed provider, the provider can confirm your enrollment directly with 
EyeMed, and apply any benefits or discounts at the time of service.

When you obtain services from an EyeMed doctor, you get the most value from your vision benefit. And with the largest 
network of highly qualified private practice doctors, it’s easy to find a doctor near your home or work. To verify your doc-
tor is an EyeMed doctor or to locate an EyeMed doctor:  

• Visit www.EyeMed.com, or 
• Call Member Services at 1-866-804-0982. 

And using your EyeMed benefit is simple 

To access your benefits, simply: 
• Make an appointment with a EyeMed doctor 
• �Tell the doctor you are a EyeMed member when making the appointment
• �Providers will ask for name and date of birth of the member seeking benefits.

VISION Care
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2025 Optional Life Rates for Individuals Retired before 2/1/2000

POLICY VALUE MONTHLY RATE

$6,500 $41.31

2025 Optional Life Rates for Individuals Retired after 2/1/2000

POLICY VALUE MONTHLY 
< 50 

($0.21 per $1000)

MONTHLY 
50-64 

($0.63 per $1000)

MONTHLY 
65+ 

($2.45 per $1000)

$25,000 $5.25 $15.75 $61.25

$50,000 $10.50 $31.50 $122.50

$75,000 $15.75 $47.25 $183.75

$100,000 $21.00 $63.00 $245.00

$125,000 $26.25 $78.75 $306.25

$150,000 $31.50 $94.50 $367.50

$175,000 $36.75 $110.25 $428.75

$200,000 $42.00 $126.00 $490.00

$225,000 $47.25 $141.75 $551.25

$250,000 $52.50 $157.50 $612.50

$275,000 $57.75 $173.25 $673.75

$300,000 $63.00 $189.00 $735.00

$325,000 $68.25 $204.75 $796.25

$350,000 $73.50 $220.50 $857.50

$375,000 $78.75 $236.25 $918.75

$400,000 $84.00 $252.00 $980.00

RETIREE Life Insurance
Retiree Life Insurance
Retirees are not eligible for Basic Life In-
surance, Spouse Life Insurance or Child 
Life Insurance.   

Active employees who are enrolled in the 
Optional Life Insurance plan for at least 
60 days prior to retirement may elect to 
continue Optional Life coverage into 
retirement. The election must be made 
prior to your retirement date, and may 
not be made after retirement commenc-
es.  Retirees who are enrolled in Option-
al Life Insurance may not increase their 
policy value during Open Enrollment.  
Optional Life policy values reduce by 
35% the month following the retiree’s 
65th birthday.
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Who is Eligible for Benefits 
Individuals eligible for benefits include:
• �Retirees who were eligible for health insurance as an active 

employee.
• �Surviving Spouses of deceased AACG retirement system re-

tirees who were previously covered by their spouse’s insurance 
plan, and who will receive a surviving spouse County pension 
benefit.

Eligible dependents include:
• �Your legal spouse, as recognized in the State of Maryland (not 

including common law spouses).
• �Your child, including a stepchild, adopted child, or biological 

child, is eligible until the end of the month in which the child 
turns 26. 

• �Your dependent child of any age who is physically/mentally 
incapable of self-support (as specified through IRS guidelines) 
and whose disability began before age 26 and while the child 
was covered under the Plan.

• �Your dependent child for whom you are the legal guardian. 
Guardianship ends when the dependent turns 18. If you don’t 
adopt the child, their coverage terminates the end of the 
month in which they turn 18.

Note: It is your responsibility to notify the Benefits Team each 
time you have a change in your eligible dependents and to no-
tify the Benefits Team within 31 days of qualifying events such 
as marriage, divorce, a newborn’s birth or loss of other insur-
ance coverage.

Dependent Documentation
Dependent documentation is required with both new employee 
benefit enrollment and new retiree benefit enrollment.  Docu-
mentation is also required for dependents added to your plan 
during Open Enrollment and following a mid-year qualifying 
event.  Dependent documentation can include copies of your 
marriage certificate, dependent’s birth certificates, dependent’s 
social security cards, etc. AACG reserves the right to request 
dependent documentation at any time. Dependents may be 
dropped from coverage mid-year if documentation is not pro-
vided. Birth registration notices are not accepted as proof of 
birth.

Dependent Type and Documentation Needed
Spouse	

• �Copy of official state marriage certificate dated and signed by 
the appropriate State or County official.

• A copy of your spouse’s social security card.
• �A copy of Medicare card if your spouse is enrolled in Medicare.

• �Any qualifying life event throughout the year that has you add-
ing your spouse (excluding marriage) will require proof of joint 
ownership. In addition to an official state marriage certificate 
dated and signed by the appropriate State or County official, you 
must provide one of the following documents to confirm joint 
ownership. Please redact all social security numbers and finan-
cial documentation.

 �Standard proof of joint ownership includes:	
	■ Mortgage statement
	■ Bank statement (bank account verification letter showing 

active status)
	■ Active lease agreement
	■ Homeowners Insurance
	■ Renters Insurance
	■ State Tax Return (within 1 year)
	■ Credit card statement (includes: department stores; and care 

credit)
	■ Property tax
	■ Current‑year state tax return listing spouse/partner
	■ Current‑year mortgage interest/mortgage insurance
	■ Warranty deed
	■ Auto loans
	■ Current‑year federal tax return listing the spouse/depen-

dent as a dependent
Child
• �For adopted children, provide a copy of the court order plac-

ing the child pending final adoption or a copy of the final 
adoption decree signed by a judge.

• �For court appointed guardianships of grandchildren, and the 
appointment is for 12 months or longer provide a copy of 
court document signed by a judge.  Guardianship ends when 
the child reaches the age of 18. This means that their coverage 
stops the last day of the month in which they turn 18. In order 
to continue coverage, you need to adopt the child. 

Note: Temporary custody and guardianships under 12 months are 
not eligible for County insurance enrollment.
• A copy of the child’s social security card.
• A copy of the child’s birth certificate.
• A copy of Medicare card if the child is enrolled in Medicare.

Enrolling During Open Enrollment & 
Throughout the Year
Changes are permitted outside of Open Enrollment if you expe-
rience a qualifying event (i.e. marriage, birth, loss of coverage, 
becoming Medicare eligible, etc.).  These changes shall be per-
mitted in accordance with the plan and IRS rules. 

Anne Arundel County Government (AACG)

BENEFITS Eligibility
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Making Mid-Year Changes
If you wish to make a mid-year change to your benefit elections, 
you must contact the AACG Benefits Team within 31 days after 
the qualifying event, and provide a benefits change form with 
supporting documentation. Your change request must be con-
sistent with the qualifying event.  Proof of other coverage is re-
quired for mid-year requests to cancel dependent coverage.

Examples of Qualifying Status Change Events
• �Birth of a child, adoption, marriage, divorce, death or reaching 

the maximum age limit for the plan, etc.
• �Involuntary loss of other medical insurance coverage for your-

self or your dependents.
• �You or your dependent child’s enrollment in or loss of CHIP, 

Medicaid, Medicare or Medical Assistance coverage.
• �Significant mid-year change in cost or plan coverage in the 

Anne Arundel County sponsored plans.

Coverage Level for Retirees
Four coverage level options are available: Individual, Retiree & 
Child, Retiree & Spouse, or Family.  Retirees may elect a differ-
ent coverage level for each insurance plan.

Duplicate Coverage
A husband and wife who are both AACG retirees and/or is an 
active employee may not have duplicate coverage under any 
plan by covering each other under separate enrollments. Also, 
children of two employees and/or retirees may not be covered 
twice under both parents’ plans. This rule includes life insur-
ance, medical, dental and vision coverage. It is your responsi-
bility to make sure that you or your dependents do not have 
duplicate County coverage. Duplicate benefits will not be paid; 
however, in the event benefits are paid, you will be responsible 
for reimbursing the County.

Special Enrollment Periods for Employees and 
Dependents
If you decline enrollment in the Plan’s health coverage options 
for yourself or your dependents (including your spouse) be-
cause of other health insurance or group health plan coverage, 
you may be able to enroll yourself and your dependents in the 
Plan’s health coverage features if you or your dependents lose el-
igibility for that other coverage (or if an employer stops contrib-
uting towards your or your dependents’ other coverage). How-
ever, you must request enrollment within 31 days after your or 
your dependents’ other coverage ends (or after the employer 
stops contributing toward the other coverage).

You (or your dependent) will be treated as losing eligibility for 
other coverage if the coverage is no longer available because you 
(or your dependent) have reached a lifetime limit for all benefits 
under that coverage. In that case, you must request enrollment 
within 31 days of the date that a claim is denied, in whole or 
in part, because of reaching that lifetime limit, or, if the other 
coverage is COBRA continuation coverage, within 31 days after 
a claim that would exceed the lifetime limit is incurred.

In addition, if you have a new dependent as a result of marriage, 
birth, adoption, or placement for adoption, you may be able to 
enroll yourself and your dependents. However, you must re-
quest enrollment within 31 days after the marriage, birth, adop-
tion, or placement for adoption.

To request special enrollment or obtain more information, con-
tact the Benefits Team at 410-222-7400 or at the address provid-
ed in this booklet.

Notification of Retiree/Dependent Death
Please contact the Office of Personnel at 410-222-7400 imme-
diately following the passing of an AACG retiree or dependent.

Notification of Address Changes
Please report an address change within 31 days following the 
move. Address changes can be entered online via the Employ-
ee & Retiree Benefits Center at https://portal.adp.com. Retirees 
can email their address change to pension_team@aacounty.org. 
Retirees can also request an address change form by calling  
410-222-7595. AACG will not accept address changes via phone.
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INSTRUCTIONS FOR BENEFIT ENROLLMENTS AND MID-YEAR CHANGES
Event Action Required Enrollment Deadline Coverage Effective Date

Open Enrollment 
Change

1. �Enter and save your change election in the online 
Benefits Center. 

2. �Send all required dependent documentation to the 
Benefits Team before the enrollment deadline.

October 31, 2024 January 1, 2025

Marriage 1. �Enter and save your election & your spouse’s name, 
social security number & birth date in the online 
Benefits Center. 

2. �Send all required dependent documentation to the 
Benefits Team before the enrollment deadline.

31 days after 
marriage

1st of the month following the 
marriage

Newborn Enter and save your election & your child’s name and 
birth date in the online Benefits Center or contact the 
Benefits Team. Newborns will be temporarily enrolled 
for 30 days pending receipt of official birth certificate 
and social security card.

31 days after birth Child’s date of  birth

Retirement 1. �Enter your elections on the Retiree Benefits Election 
Form.

2. �Send all required dependent documentation to the 
Benefits Team before the enrollment deadline.

31 days after 
retirement date

Retirement date

Loss of Coverage 
Elsewhere

1. �Enter and save your election in the online Benefits 
Center.

2. �Send a Certificate of Prior Coverage or employer 
letter  listing the insurance end date, and all 
required dependent documentation to the Benefits 
Team before the enrollment deadline.

31 days after 
coverage end date

1st of month after coverage 
end date

Cancel 
Dependent 
Coverage 
Mid-Year

1. �Enter and save your election in the online Benefits 
Center.

2. �Send proof of other coverage for the dependent 
such as a letter from their employer or copy of 
insurance card to the Benefits Team.

31 days after other 
coverage began

1st of month following 
notice of change to the 

Benefits Team. Retroactive 
adjustments are not allowed.

Divorce 1. �Enter and save your election in the online Benefits 
Center.

2. �Send a copy of your divorce decree signed by a 
judge or court official to the Benefits Team.

31 days following 
divorce

Coverage ends at the end of 
the month of the divorce. 

Employees & retirees will be 
responsible for  insurance 

claims incurred by  ex-
spouses who are not  removed 

from the insurance  plan 
within 31 days after the   

divorce.
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The Newborns’ and Mothers’ Health Protection Act of 1996 
(NMHPA)
The Newborns’ and Mothers’ Health Protection Act of 1996 (NMHPA) affects the 
amount of time you and your newborn child are covered for a hospital stay following 
childbirth. In general, group health plans and health insurance issuers that are subject 
to NMHPA may NOT restrict benefits for a hospital stay in connection with childbirth 
to less than 48 hours following a vaginal delivery or 96 hours following a delivery by 
Cesarean section. If you deliver in the hospital, the 48-hour (or 96-hour) period starts 
at the time of delivery. If you deliver outside the hospital and you are later admitted 
to the hospital in connection with childbirth, the period begins at the time of the 
admission. Although the NMHPA prohibits group health plans and health insurance 
issuers from restricting the length of a hospital stay in connection with childbirth, the 
plan or health insurance issuer does not have to cover the full 48-hours (or 96-hours) 
in all cases. If the attending provider, in consultation with the mother, determines that 
either the mother or the newborn child can be discharged before the 48-hour (or 96-
hour) period, the group health plan and health insurance issuers do not have to con-
tinue covering the stay for whichever one of them is ready for discharge. Important: In 
order to have your newborn added to a policy, you must enroll the newborn through 
the Office of Personnel within 31 days of birth.

The Women’s Health and Cancer Rights Act of 1998 (WHCRA)
The Women’s Health and Cancer Rights Act of 1998 (WHCRA) is a federal law that 
provides protections to patients who choose to have breast reconstruction in connec-
tion with a mastectomy. As required by the WSCRA this plan provides coverage for:
• �All stages of reconstruction of the breast on which the mastectomy has been per-

formed;
• �Surgery and reconstruction of the other breast to produce a symmetrical appearance; 

and
• �Prostheses and physical complications of all stages of mastectomy, including lymph-

edema.

Such coverage may be subject to annual deductibles and coinsurance provisions as 
may be deemed appropriate and are consistent with those established for other bene-
fits under the plan or coverage. Written notice of the availability of such coverage shall 
be delivered to the participant upon enrollment and annually thereafter.

Non-Assignment of Benefits
No participant or beneficiary may transfer, assign or pledge any Plan benefits.

Benefits Appeal Process
The County Benefit vendors are com-
mitted to processing claims in accor-
dance with the County contract. If 
you have questions regarding how a 
claim was processed, first contact the 
plan Member Services department. 
If the matter is not resolved by con-
tacting Member Services, telephone 
the County Benefits staff on 410-222-
7400. The next step is to submit an 
appeal for review by an independent 
party. Your appeal request should in-
clude details about the claim includ-
ing the date of service, physician or 
facility where the service was received, 
patient’s name, and membership ID 
number. Also include the reasons why 
you believe the claim was improper-
ly processed. Please refer to the plan 
member handbook for deadlines for 
submitting an appeal. 

Address your appeal to:
Aetna Medicare Grievance & 
Appeal Unit
PO Box 14067
Lexington, KY 40512 

Aetna, Inc.
PO Box 981106
El Paso, TX 79998-1106

SilverScript Insurance Company
P.O. Box 52000, MC 109
Phoenix, AZ 85072-2000

IMPORTANT Legal Notices and Information
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This COBRA Notice section applies to employees, retirees and 
covered spouses and dependents who have health coverage un-
der the Plan. For purposes of this notice, “Plan” refers only to 
the medical, prescription drug, dental and vision benefits de-
scribed in this Summary and this notice is not intended to apply 
to any other type of benefit. 

Introduction
This notice has important information about your right to CO-
BRA continuation coverage, which is a temporary extension of 
coverage under the Plan.  This notice explains COBRA contin-
uation coverage, when it may become available to you and your 
family, and what you need to do to protect your right to get it.  
When you become eligible for COBRA, you may also become 
eligible for other coverage options that may cost less than CO-
BRA continuation coverage.
The right to COBRA continuation coverage was created by a 
federal law, the Consolidated Omnibus Budget Reconciliation 
Act of 1985 (COBRA).  COBRA continuation coverage can be-
come available to you and other members of your family when 
group health coverage would otherwise end.  For more infor-
mation about your rights and obligations under the Plan and 
under federal law, you should review the Plan’s Summary Plan 
Description or contact the Plan Administrator.  

You may have other options available to you when you lose 
group health coverage.  For example, you may be eligible to buy 
an individual plan through the Health Insurance Marketplace.  
By enrolling in coverage through the Marketplace, you may 
qualify for lower costs on your monthly premiums and lower 
out-of-pocket costs.  Additionally, you may qualify for a 30-day 
special enrollment period for another group health plan for 
which you are eligible (such as a spouse’s plan), even if that plan 
generally doesn’t accept late enrollees. 

What is COBRA continuation coverage?
COBRA continuation coverage is a continuation of Plan cover-
age when it would otherwise end because of a life event.  This 
is also called a “qualifying event.”  Specific qualifying events 
are listed later in this notice.  After a qualifying event, COBRA 
continuation coverage must be offered to each person who is a 
“qualified beneficiary.”  You, your spouse, and your dependent 
children could become qualified beneficiaries if coverage under 
the Plan is lost because of the qualifying event.  Under the Plan, 
qualified beneficiaries who elect COBRA continuation coverage 
must pay for COBRA continuation coverage.  

If you’re an employee, you’ll become a qualified beneficiary if 
you lose your coverage under the Plan because of the following 

qualifying events:

• Your hours of employment are reduced, or

• �Your employment ends for any reason other than your gross 
misconduct.

If you’re the spouse of an employee, you’ll become a qualified 
beneficiary if you lose your coverage under the Plan because of 
the following qualifying events:

• Your spouse dies;

• Your spouse’s hours of employment are reduced;

• �Your spouse’s employment ends for any reason other than his 
or her gross misconduct;	

• �Your spouse becomes entitled to Medicare benefits (under 
Part A, Part B, or both); or

• �You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if 
they lose coverage under the Plan because of the following qual-
ifying events:

• The parent-employee dies;

• The parent-employee’s hours of employment are reduced;

• �The parent-employee’s employment ends for any reason other 
than his or her gross misconduct;

• �The parent-employee becomes entitled to Medicare benefits 
(Part A, Part B, or both);

• The parents become divorced or legally separated; or

• �The child stops being eligible for coverage under the Plan as a 
“dependent child.”

Sometimes, filing a proceeding in bankruptcy under title 11 of 
the United States Code can be a qualifying event.  If a proceed-
ing in bankruptcy is filed with respect to Anne Arundel County 
Government, and that bankruptcy results in the loss of coverage 
of any retired employee covered under the Plan, the retired em-
ployee will become a qualified beneficiary.  The retired employ-
ee’s spouse, surviving spouse, and dependent children will also 
become qualified beneficiaries if bankruptcy results in the loss 
of their coverage under the Plan.

When is COBRA continuation coverage available?
The Plan will offer COBRA continuation coverage to qualified 
beneficiaries only after the Plan Administrator has been notified 
that a qualifying event has occurred.  The employer must notify 
the Plan Administrator of the following qualifying events:
• �The end of employment or reduction of hours of employment; 

General Notice Of COBRA Continuation Coverage Rights	 ** Continuation Coverage Rights Under COBRA**



49	 OPEN ENROLLMENT & BENEFITS REFERENCE GUIDE

• Death of the employee; 

• �Commencement of a proceeding in bankruptcy with respect 
to the employer; or 

• �The employee’s becoming entitled to Medicare benefits (under 
Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of the 
employee and spouse or a dependent child’s losing eligibility for 
coverage as a dependent child), you must notify the Plan Ad-
ministrator within 60 days after the qualifying event occurs.  You 
must provide this notice to: Anne Arundel County Office of Person-
nel – Benefits Team, 2660 Riva Road, Annapolis, MD  21401.

How is COBRA continuation coverage provided?
Once the Plan Administrator receives notice that a qualifying 
event has occurred, COBRA continuation coverage will be 
offered to each of the qualified beneficiaries.  Each qualified 
beneficiary will have an independent right to elect COBRA 
continuation coverage.  Covered employees may elect COBRA 
continuation coverage on behalf of their spouses, and parents 
may elect COBRA continuation coverage on behalf of their children.  
COBRA continuation coverage is a temporary continuation of 
coverage that generally lasts for 18 months due to employment 
termination or reduction of hours of work. Certain qualifying 
events, or a second qualifying event during the initial period of 
coverage, may permit a beneficiary to receive a maximum of 36 
months of coverage.

There are also ways in which this 18-month period of COBRA 
continuation coverage can be extended: 

• �Disability extension of 18-month period of COBRA continu-
ation coverage

• �If you or anyone in your family covered under the Plan is de-
termined by Social Security to be disabled and you notify the 
Plan Administrator in a timely fashion, you and your entire 
family may be entitled to get up to an additional 11 months of 
COBRA continuation coverage, for a maximum of 29 months.  
The disability would have to have started at some time before 
the 60th day of COBRA continuation coverage and must last 
at least until the end of the 18-month period of COBRA con-
tinuation coverage.  Your notice must include documentation 
of the Social Security Administration’s decision and it must be 
provided within 60 days after the date of that decision, or, if 
later, within 60 days after the later of (1) the date the original 
qualifying event occurred or (2) the date that coverage would 
otherwise end because of the original qualifying event.

Second qualifying event extension of 18-month period of 
continuation coverage
If your family experiences another qualifying event during the 

18 months of COBRA continuation coverage, the spouse and 
dependent children in your family can get up to 18 additional 
months of COBRA continuation coverage, for a maximum of 36 
months, if the Plan is properly notified about the second quali-
fying event.  This extension may be available to the spouse and 
any dependent children getting COBRA continuation coverage 
if the employee or former employee dies; becomes entitled to 
Medicare benefits (under Part A, Part B, or both); gets divorced 
or legally separated; or if the dependent child stops being eligi-
ble under the Plan as a dependent child.  This extension is only 
available if the second qualifying event would have caused the 
spouse or dependent child to lose coverage under the Plan had 
the first qualifying event not occurred.

Are there other coverage options besides COBRA 
Continuation Coverage?
Yes.  Instead of enrolling in COBRA continuation coverage, 
there may be other coverage options for you and your family 
through the Health Insurance Marketplace, Medicaid, or oth-
er group health plan coverage options (such as a spouse’s plan) 
through what is called a “special enrollment period.”   Some of 
these options may cost less than COBRA continuation cover-
age. You can learn more about many of these options at www.
healthcare.gov.
If you have questions
Questions concerning your Plan or your COBRA continuation 
coverage rights should be addressed to the contact or contacts 
identified below.  For more information about your rights un-
der the Employee Retirement Income Security Act (ERISA), 
including COBRA, the Patient Protection and Affordable Care 
Act, and other laws affecting group health plans, contact the 
nearest Regional or District Office of the U.S. Department of 
Labor’s Employee Benefits Security Administration (EBSA) in 
your area or visit visit www.dol.gov/ebsa. (Addresses and phone 
numbers of Regional and District EBSA Offices are available 
through EBSA’s website.)  For more information about the Mar-
ketplace, visit www.HealthCare.gov.   
Keep your Plan informed of address changes
To protect your family’s rights, let the Plan Administrator know 
about any changes in the addresses of family members.  You 
should also keep a copy, for your records, of any notices you 
send to the Plan Administrator.

Plan contact information
Anne Arundel County 

Office of Personnel – Benefits Team 
2660 Riva Road

Annapolis, MD 21401 
410-222-7400
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To: Participants in health plans sponsored by Anne 
Arundel County Government
The health plans or options sponsored by Anne Arundel Coun-
ty Government (referred to in this Notice as the “Health Plans”) 
may use or disclose health information about participants and 
their covered dependents as required for purposes of adminis-
tering the Health Plans. Some of these functions are handled di-
rectly by County employees who are responsible for overseeing 
the operation of the Health Plans, while other functions may be 
performed by other companies under contract with the Health 
Plans (those companies are generally referred to as “service 
providers”). Regardless of who handles health information for 
the Health Plans, the Health Plans have established policies that 
are designed to prevent the misuse or unnecessary disclosure of 
protected health information.
Please note that the rest of this Notice uses the capitalized word, 
“Plan” to refer to each Health Plan sponsored by Anne Arun-
del County Government, including any County employees who 
are responsible for handling health information maintained by 
the Health Plans as well as any service providers who handle 
health information under contract with the Health Plans. This 
Notice applies to each Health Plan maintained by Anne Arun-
del County Government, including plans or programs that pro-
vide medical, vision, prescription drug, dental and health care 
flexible spending account benefits. However, if any of the Plan’s 
health benefits are provided through insurance contracts, you 
will receive a separate notice, similar to this one, from the in-
surer and only that notice will apply to the insurer’s use of your 
health information.

The Plan is required by law to maintain the privacy of certain 
health information about you and to provide you this Notice of 
the Plan’s legal duties and privacy practices with respect to that 
protected health information. This Notice also provides details 
regarding certain rights you may have under federal law regard-
ing medical information about you that is maintained by the 
Plan.

You should review this Notice carefully and keep it with other 
records relating to your health coverage. The Plan is required 
by law to abide by the terms of this Notice while it is in effect. 
This Notice is effective beginning July 1, 2013 and will remain 
in effect until it is revised.

If the Plan’s health information privacy policies and procedures 
are changed so that any part of this Notice is no longer accurate, 
the Plan will revise this Privacy Notice. A copy of any revised 
Privacy Notice will be available upon request to the Privacy 
Contact Office indicated later in this Notice. Also, if required 
under applicable law, the Plan will automatically provide a copy 
of any revised notice to employees who participate in the Plan. 
The Plan reserves the right to apply any changes in its health in-

formation policies retroactively to all health information main-
tained by the Plan, including information that the Plan received 
or created before those policies were revised.

Protected Health Information
This Notice applies to health information possessed by the Plan 
that includes identifying information about an individual. Such 
information, regardless of the form in which it is kept, is referred 
to in this Notice as Protected Health Information or “PHI”. For 
example, any health record that includes details such as your 
name, street address, date of birth or Social Security number 
would be covered. However, information taken from a document 
that does not include such obvious identifying details is also Pro-
tected Health Information if that information, under the circum-
stances, could reasonably be expected to allow a person who re-
ceives or accesses that information to identify you as the subject 
of the information. Information that the Plan possesses that is not 
Protected Health Information is not covered by this Notice and 
may be used for any purpose that is consistent with applicable law 
and with the Plan’s policies and requirements.

How the Plan Uses or Discloses Health 
Information
Protected Health Information may be used or disclosed by the 
Plan as necessary for the operation of the Plan. For example, 
PHI may be used or disclosed for the following Plan purposes:
Treatment. If a provider who is treating you requests any part of 
your health care records that the Plan possesses, the Plan general-
ly will provide the requested information. (There is an exception 
for psychotherapy notes. If the Plan possesses any psychotherapy 
notes, those documents, with rare exceptions, will be used or dis-
closed only according to your specific authorization.)

For example, if your current physician asks the Plan for PHI in 
connection with a treatment plan the physician has for you, the 
Plan generally will provide that PHI to the physician.

Payment. If a provider who is treating you requests any part 
of your health care records that the Plan possesses, the Plan 
generally will provide the requested information. (There is an 
exception for psychotherapy notes. If the Plan possesses any 
psychotherapy notes, those documents, with rare exceptions, 
will be used or disclosed only according to your specific autho-
rization.)

For example, if your current physician asks the Plan for PHI in 
connection with a treatment plan the physician has for you, the 
Plan generally will provide that PHI to the physician.

Other health care operations. The Plan also may use or 
disclose PHI as needed for various purposes that are related to 
the operation of the Plan. These purposes include utilization 
review programs, quality assurance reviews, contacting provid-
ers regarding treatment alternatives, insurance or reinsurance 

NOTICE OF HEALTH INFORMATION PRIVACY PRACTICES
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contract renewals and other functions that are appropriate for 
purposes of administering the Plan. This includes, if appropri-
ate, disclosing information to the Plan Sponsor, as needed to 
facilitate the Plan’s health care operations function.

For example, if the Plan wishes to undertake a review of utiliza-
tion patterns under the Plan, it may request necessary PHI from 
your physician.

In addition to the typical Plan purposes described above, PHI 
also may be used or disclosed as permitted or required under 
applicable law for the following purposes:

Use or disclosure required by law. If the Plan is legally 
required to provide PHI to a government agency or anyone else, 
it will do so. However, the Plan will not use or disclose more 
information than it determines is required by applicable law.

Disclosure for public health activities. The Plan may dis-
close PHI to a public health authority that is authorized to col-
lect such information (or to a foreign government agency, at the 
direction of a public health authority) for purposes of prevent-
ing or controlling injury, disease or disability.

The Plan also may disclose PHI to a public health authority or 
other government agency that is responsible for receiving re-
ports of child abuse or neglect.

In addition, certain information may be provided to phar-
maceutical companies or other businesses that are regulated 
by the Food and Drug Administration (FDA), as appropriate 
for purposes relating to the quality, safety and effectiveness of 
FDA-regulated products.

Also, to the extent permitted by applicable law, the Plan may 
disclose PHI, as part of a public health investigation or inter-
vention, to an individual who may have been exposed to a com-
municable disease or may otherwise be at risk of contracting or 
spreading a disease or condition.

Disclosures about victims of abuse, neglect or domes-
tic violence. (The following does not apply to disclosures re-
garding child abuse or neglect, which may be made only as pro-
vided under Disclosure for public health activities.)

If required by law, the Plan may disclose PHI relating to a vic-
tim of abuse, neglect or domestic violence, to an appropriate 
government agency. Disclosure will be limited to the relevant 
required information. The Plan will inform the individual if any 
PHI is disclosed as provided in this paragraph or the next one.

If disclosure is not required by law, the Plan may disclose rele-
vant PHI relating to a victim of abuse, neglect or domestic vio-
lence to an authorized government agency, to the extent permit-
ted by applicable law, if the Plan determines that the disclosure 
is necessary to prevent serious harm to the individual or to other 
potential victims. Also, to the extent permitted by law, the Plan 
may release PHI relating to an individual to a law enforcement 
official, if the individual is incapacitated and unable to agree to 

the disclosure of PHI and the law enforcement official indicates 
that the information is necessary for an immediate enforcement 
activity and is not intended to be used against the individual.

Health oversight activities. The Plan may disclose pro-
tected health information to a health oversight agency (this 
includes federal, state or local agencies that are responsible for 
overseeing the health care system or a particular government 
program for which health information is needed) for oversight 
activities authorized by law. This type of disclosure applies to 
oversight relating to the health care system and various govern-
ment programs as well as civil rights laws. This disclosure would 
not apply to any action by the government in investigating a 
participant in the Plan, unless the investigation relates to the 
receipt of health benefits by that individual.

Disclosures for judicial and administrative proceed-
ings. The Plan may disclose protected health information in 
the course of any judicial or administrative proceeding in re-
sponse to an order from a court or an administrative tribunal. 
Also, if certain restrictive conditions are met, the Plan may dis-
close PHI in response to a subpoena, discovery request or other 
lawful process. In either case, the Plan will not disclose PHI that 
has not been expressly requested or authorized by the order or 
other process.

Disclosures for law enforcement purposes. The Plan 
may disclose protected health information for a law enforce-
ment purpose to a law enforcement official if certain detailed 
restrictive conditions are met.

Disclosures to medical examiners, coroners and fu-
neral directors following death. The Plan may disclose 
protected health information to a coroner or medical examiner 
for the purpose of identifying a deceased person, determining 
a cause of death, or other duties authorized by law. The Plan 
also may disclose PHI to a funeral director as needed to carry 
out the funeral director’s duties. PHI may also be disclosed to a 
funeral director, if appropriate, in reasonable anticipation of an 
individual’s death.

Disclosures for organ, eye or tissue donation purpos-
es. The Plan may disclose protected health information to or-
gan procurement organizations or other entities engaged in the 
procurement, banking, or transplantation of cadaveric organs, 
eyes, or tissue for the purpose of facilitating organ, eye or tissue 
donation and transplantation.

Disclosures for research purposes. If certain detailed re-
strictions are met, the Plan may disclose protected health infor-
mation for research purposes.

Disclosures to avert a serious threat to health or safe-
ty. The Plan may, consistent with applicable law and standards 
of ethical conduct, use or disclose protected health information, 
(1) if it believes the use or disclosure is necessary to prevent or 
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lessen a serious and imminent threat to the health or safety of a 
person or the public; and the disclosure is made to a person or 
persons reasonably able to prevent or lessen the threat, includ-
ing the target of the threat; or (2) if it believes the disclosure is 
necessary for law enforcement authorities to identify or appre-
hend an individual because of a statement by an individual ad-
mitting participation in a violent crime that the Plan reasonably 
believes may have caused serious physical harm to the victim or 
where it appears that the individual has escaped from a correc-
tional institution or from lawful custody.

Disclosures for specialized government functions. If 
certain conditions are met, the Plan may use and disclose the 
protected health information of individuals who are Armed 
Forces personnel for activities deemed necessary by appropriate 
military command authorities to assure the proper execution 
of the military mission. Also, the Plan may use and disclose the 
PHI of individuals who are foreign military personnel to their 
appropriate foreign military authority under similar conditions.

The Plan may also use or disclose PHI to authorized federal offi-
cials for the conduct of lawful intelligence, counter-intelligence, 
and other national security activities or for the provision of pro-
tective services to the President or other persons as authorized 
by federal law relating to those protective services.

Disclosures for workers’ compensation purposes. The 
Plan may disclose protected health information as authorized 
by and to the extent necessary to comply with laws relating to 
workers’ compensation or other similar programs.

Uses and Disclosures That Are Not  
Permitted Without Your Authorization
The Plan will not use or disclose Protected Health Information 
for any purpose that is not mentioned in this.
If the Plan needs to use or disclose PHI for a reason not listed 
above, it will request your permission for that specific use and 
will not use PHI for that purpose except according to the specif-
ic terms of your authorization.
Any authorization you provide will be limited to specified infor-
mation, and the intended use or disclosure as well as any person 
or organization that is permitted to use, disclose or receive the 
information must be specified in the Authorization Form. Also, 
an authorization is limited to a specific limited time period and 
it expires at the end of that period. Finally, you always have the 
right to revoke a previous authorization by making a written 
request to the Plan. The Plan will honor your request to revoke 
an authorization but the revocation will not apply to any action 
that the Plan took in accord with the authorization before you 
informed the Plan that you were revoking the authorization.

No Use or Disclosure of Genetic  
Information for Underwriting
Under applicable law, the Plan generally may not use or dis-
close genetic information, including information about genetic 
testing and family medical history, for underwriting purposes. 
The Plan may use or disclose PHI for underwriting purposes, 
assuming the use or disclosure is permitted based on the above 
rules, but any PHI that is used or disclosed for underwriting 
purposes will not include genetic information.

“Underwriting purposes” is defined under federal law and gen-
erally includes any Plan rules relating to (1) eligibility for ben-
efits under the Plan (including changes in deductibles or other 
cost-sharing requirements in return for activities such as com-
pleting a health risk assessment or participating in a wellness 
program); (2) the computation of premium or contribution 
amounts under the Plan (including discounts or payments or 
differences in premiums based on activities such as completing 
a health risk assessment or participating in a wellness program); 
(3) the application of any preexisting condition exclusion under 
the Plan; and (4) other activities related to the creation, renewal, 
or replacement of a contract for health insurance or health ben-
efits. However, “underwriting purposes” does not include rules 
relating to the determination of whether a particular expense or 
claim is medically appropriate.

Your Health Information Rights
Under federal law, you have the following rights:
You may request restrictions with regard to certain types of uses 
and disclosures. This includes the uses and disclosures described 
above for treatment, payment and other health care operations 
purposes. If the Plan agrees to the restrictions you request, it 
will abide by the terms of those restrictions. However, under 
the law, the Plan is not required to accept any restriction. If the 
Plan determines that a requested restriction will interfere with 
the efficient administration of the Plan or is otherwise inappro-
priate, it may decline the restriction. If you want to request a 
restriction, you should submit a written request describing the 
restriction to the Privacy Contact Office listed in this Notice.
You may request that certain information be provided to you in 
a confidential manner. This right applies only if you inform the 
Plan in writing (submitted to the Privacy Contact Office listed 
in this Notice) that the ordinary disclosure of part or all of the 
information might endanger you. For example, an individual 
may not want information about certain types of treatment to 
be sent to his or her home address because someone else who 
lives there might have access to it. In such a case, the individ-
ual could request that the information be sent to an alternate 
address. The Plan will honor such a request if it is reasonable, 
but reserves the right to reject a request that would impose too 
much of an administrative burden or financial risk on the Plan.
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• You may request access to certain medical records possessed 
by the Plan and you may inspect or copy those records. This 
right applies to all enrollment, claims processing, medical man-
agement and payment records maintained by the Plan and also 
to any other information possessed by the Plan that is used to 
make decisions about you or your health coverage. However, 
there are certain limited exceptions. Specifically, the Plan may 
deny access to psychotherapy notes and to information pre-
pared in anticipation of litigation.

If you want to request access to any medical records, you should 
contact the Privacy Contact Office listed in this Notice. If you 
request copies of any records, the Plan may charge reasonable 
fees to cover the costs of providing those copies to you, includ-
ing, for example, copying charges and the cost of postage if you 
request that copies be mailed to you. You will be informed of 
any fees that apply before you are charged.
• �You may request that protected health information main-

tained by the Plan be amended. If you feel that certain infor-
mation maintained by the Plan is inaccurate or incomplete, 
you may request that the information be amended. The Plan 
may reject your request if it finds that the information is accu-
rate and complete. Also, if the information you are challenging 
was created by some other person or organization, the Plan 
ordinarily would not be responsible for amending that infor-
mation unless you provide information to the Plan to establish 
that the originator of the information is not in a position to 
amend it. If you want to request that any medical record main-
tained by the Plan be amended, you should provide your re-
quest in writing to the Privacy Contact Office listed in this No-
tice. Your request should describe the records that you want to 
be changed, each change you are requesting and your reasons 
for believing that each requested change should be made.

The Plan normally will respond to a request for an amendment 
within 60 days after it receives your request. In certain cases, 
the Plan may take up to 30 additional days to respond to your 
request.

If the Plan denies your request, you will have the opportunity 
to prepare a statement to be included with your health records 
to explain why you believe that certain information is incom-
plete or inaccurate. If you do prepare such a statement, the Plan 
will provide that statement to any person who uses or receives 
the information that you challenged. The Plan may also prepare 
a response to your statement and that response will be placed 
with your records and provided to anyone who receives your 
statement. A copy will also be provided to you.

• �You have the right to receive details about certain non-routine 
disclosures of health information made by the Plan. You may 
request an accounting of all disclosures or health information, 

with certain exceptions. This accounting would not include 
disclosures that are made for Treatment, Payment and other 
health plan operations, disclosures made pursuant to an indi-
vidual authorization from you, disclosures made to you and 
certain other types of disclosures. Also, your request will not 
apply to any disclosures made more than six years before the 
date your request is properly submitted to the Plan. You may 
receive an accounting of disclosures once every 12 months at 
no charge. The Plan may charge a reasonable fee for any addi-
tional requests during a 12 month period.

• �You have the right to request and receive a paper copy of this 
Privacy Notice. If the Plan provides this Notice to you in an 
electronic form, you may request a paper copy and the Plan 
will provide one. You should contact the Privacy Contact Of-
fice identified at the end of this Notice if you want a paper copy.

• �You have the right to be notified of a breach of unsecured PHI. 
If unsecured PHI is used or disclosed in a manner that is not 
permitted under applicable federal law, you will receive a no-
tice about the breach of unsecured PHI, if such a notice is re-
quired by applicable law. Unsecured PHI is PHI that is either 
in paper form or is in an electronic form that is not considered 
secure.

Privacy Contact Office and Complaint Procedures
After reading this Notice, if you have questions or complaints 
about the Plan’s health information privacy policies or you 
believe your health information privacy rights have been vio-
lated, you should contact  Office of Personnel, Benefits Division,  
Shaquisha Bishop, Anne Arundel County Government, 2660 Riva 
Road, Annapolis, MD 21401, (410) 222-7400.
In addition to your right to file a complaint with the Plan, you 
may file a complaint with the U.S. Department of Health & Hu-
man Services. (Details are available on the Internet at http://
www.hhs.gov/ocr/privacy) You will never be retaliated against 
in any way as a result of any complaint that you file.

Important Notice from Anne Arundel County 
Government About Your Prescription Drug 
Coverage and Medicare
Please read this notice carefully and keep it where you can find it. 
This notice has information about your current prescription drug 
coverage with Anne Arundel County Government and about 
your options under Medicare’s prescription drug coverage. This 
information can help you decide whether or not you want to join 
a Medicare drug plan. If you are considering joining, you should 
compare your current coverage, including which drugs are cov-
ered at what cost, with the coverage and costs of the plans offering 
Medicare prescription drug coverage in your area. Information 
about where you can get help to make decisions about your pre-
scription drug coverage is at the end of this notice.
There are two important things you need to know about your 
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current coverage and Medicare’s prescription drug coverage: 

1. �Medicare prescription drug coverage became available in 
2006 to everyone with Medicare. You can get this coverage if 
you join a Medicare Prescription Drug Plan or join a Medi-
care Advantage Plan (like an HMO or PPO) that offers pre-
scription drug coverage. All Medicare drug plans provide at 
least a standard level of coverage set by Medicare. Some plans 
may also offer more coverage for a higher monthly premium. 

2. �Anne Arundel County Government has determined that 
the prescription drug coverage offered by the Anne Arundel 
County Government is, on average for all plan participants, 
expected to pay out as much as standard Medicare prescrip-
tion drug coverage pays and is therefore considered Credit-
able Coverage. Because your existing coverage is Creditable 
Coverage, you can keep this coverage and not pay a higher 
premium (a penalty) if you later decide to join a Medicare 
drug plan.

When Can You Join A Medicare Drug Plan? 
You can join a Medicare drug plan when you first become el-
igible for Medicare and each year from October 15th through 
December 7th.
However, if you lose your current creditable prescription drug 
coverage, through no fault of your own, you will also be eligible 
for a two (2) month Special Enrollment Period (SEP) to join a 
Medicare drug plan. 

What Happens To Your Current Coverage If You Decide 
to Join A Medicare Drug Plan? 

If you decide to join a Medicare drug plan, your current Anne 
Arundel County Government coverage will be affected. If you 
elect Part D coverage, coverage under Anne Arundel County 
Government’s plan will end for you and all covered dependents. 
If you do decide to join a Medicare drug plan and drop your 
current Anne Arundel County Government coverage, be aware 
that you and your dependents will be able to get this coverage 
back at the next Open Enrollment period.

When Will You Pay A Higher Premium (Penalty) To Join A 
Medicare Drug Plan? 

You should also know that if you drop or lose your current cov-
erage with Anne Arundel County Government and don’t join a 
Medicare drug plan within 63 continuous days after your cur-
rent coverage ends, you may pay a higher premium (a penalty) 
to join a Medicare drug plan later. 
If you go 63 continuous days or longer without creditable pre-
scription drug coverage, your monthly premium may go up 
by at least 1% of the Medicare base beneficiary premium per 
month for every month that you did not have that coverage. For 
example, if you go nineteen months without creditable cover-
age, your premium may consistently be at least 19% higher than 
the Medicare base beneficiary premium. You may have to pay 
this higher premium (a penalty) as long as you have Medicare 

prescription drug coverage. In addition, you may have to wait 
until the following October to join. 

For More Information About This Notice Or Your Current 
Prescription Drug Coverage:

Contact the office listed on the next page for further information. 
NOTE: You’ll get this notice each year. You will also get it before 
the next period you can join a Medicare drug plan, and if this 
coverage through AACG changes. You also may request a copy of 
this notice at any time. 
For More Information About Your Options Under 
Medicare Prescription Drug Coverage:
More detailed information about Medicare plans that offer pre-
scription drug coverage is in the “Medicare & You” handbook. 
You’ll get a copy of the handbook in the mail every year from 
Medicare. You may also be contacted directly by Medicare drug 
plans. 
For more information about Medicare prescription drug 

coverage:
• Visit www.medicare.gov 
• �Call your State Health Insurance Assistance Program (see the 

inside back cover of your copy of the “Medicare & You” hand-
book for their telephone number) for help

• �Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 
1-877-486-2048.

If you have limited income and resources, extra help pay-
ing for Medicare prescription drug coverage is available. 
For information about this extra help, visit Social Security 
on the web at www.socialsecurity.gov, or call them at 1-800-
772-1213 (TTY 1-800-325-0778).
Remember: Keep this Creditable Coverage notice. If you 
decide to join one of the Medicare drug plans, you may 
be required to provide a copy of this notice when you join 
to show whether or not you have maintained creditable 
coverage and, therefore, whether or not you are required 
to pay a higher premium (a penalty). 

Anne Arundel County Government
Office of Personnel ATTN: Benefits
2660 Riva Road, Annapolis, MD 21401
410-222-7400 or 1-800-870-6169
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If you or your children are eligible for Medicaid or CHIP and 
you’re eligible for health coverage from your employer, your 
state may have a premium assistance program that can help pay 
for coverage, using funds from their Medicaid or CHIP pro-
grams.  If you or your children aren’t eligible for Medicaid or 
CHIP, you won’t be eligible for these premium assistance pro-
grams but you may be able to buy individual insurance coverage 
through the Health Insurance Marketplace.  For more informa-
tion, visit www.healthcare.gov. 
If you or your dependents are already enrolled in Medicaid or 
CHIP and you live in a State listed below, contact your State Med-
icaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Med-
icaid or CHIP, and you think you or any of your dependents 

might be eligible for either of these programs, contact your State 
Medicaid or CHIP office or dial 1-877-KIDS NOW or www.insure-
kidsnow.gov to find out how to apply.  If you qualify, ask your 
state if it has a program that might help you pay the premiums 
for an employer-sponsored plan.  

If you or your dependents are eligible for premium assistance un-
der Medicaid or CHIP, as well as eligible under your employer 
plan, your employer must allow you to enroll in your employer 
plan if you aren’t already enrolled.  This is called a “special en-
rollment” opportunity, and you must request coverage within 60 
days of being determined eligible for premium assistance. If you 
have questions about enrolling in your employer plan, con-
tact the Department of Labor at www.askebsa.dol.gov or call  
1-866-444-EBSA (3272).

Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP)  
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 Anne Arundel County Government 
 Retiree Open Enrollment Health Benefits Form – 2025 Plan Year 
 

For Personnel Use Only:  Effective Date – 1/1/2025 
 
ADP:_______   RX:______   CIGNA:______    HCBO:______    Aet/Pru/MD:______    Entry: ______      Verify:______ 

 
Name: ____________________________________________  SS #:  ___________________  Date of Birth: ___________ 
 
Address:  _________________________________________   City/State/Zip:  ___________________________________ 
 
Gender: ______        Daytime Phone #:  ______________      Email Address:_____________________________________ 
           
Instructions:  Use this form to make changes to your benefit elections for the 2025 calendar year.  Return the completed form to 
the Office of Personnel, Benefits Team, P.O. Box 6675, Annapolis, MD 21401 by October 31, 2024.  No response is necessary if you 
are not making any changes.  If you do not send in a change form, your current elections will be retained. 
Health Care Election- Enter coverage election(s) for 2025 calendar year 
Medical Plans 
    Aetna Open Choice PPO 
    Open Access Aetna Select HMO-EPO 
    AETNA PPO Extended Service Area (ESA) 
                                          (Attach copy of Medicare Card) 
    No Coverage** 

  Medical Plan Coverage Level 
       Individual 
       Retiree & 1 Child 
       Retiree & Spouse 
       Family  
       Split Option:   
              Retiree’s Plan Name ____________________________  
              Retiree’s Spouse Plan Name: _____________________ 
 

Dental Plans 
    Cigna PPO Dental (Core) 
    Cigna PPO Dental (Buy-Up) 
    CIGNA Dental Care (DHMO Network 
                                        Dentist Required) 
    No Coverage** 

Dental Plan Coverage Level 
        Individual 
        Retiree & 1 Child 
        Retiree & Spouse 
        Family 

Vision Plan 
     EyeMed Vision 
     No Coverage** 

Vision Plan Coverage Level 
         Individual 
         Retiree & 1 Child 
         Retiree & Spouse 
         Family 

 
Other Health Coverage?  Check here  if you or your dependents are covered by another insurance policy 
In the section below, list all eligible individuals for whom coverage is requested. 
Attach copy of Marriage or Birth Certificate if you are adding dependents who were not covered in 2024. 

Full Name Relationship Social Security Number Gender Birth Date 
 
 

SELF    

 
 

    

 
 

    

 
 

    

By signing below, I request enrollment as indicated above and agree to pay any premiums required to participate in the selected plans.   
I certify that any person for whom I am electing coverage meets the applicable requirements for spouse or dependent coverage under the Plan and I agree 
to inform the Benefits Team if that changes while my election of coverage is in effect.  I understand that I may change my elections only during Open 
Enrollment, for coverage effective the next January 1, or by requesting a permitted change within 31 days of a family status change.  I attest that the 
information provided above is complete and true to the best of my knowledge.  I understand that false information will result in claim denial and possible 
termination of eligibility for coverage. 
 
Retiree Signature:  _________________________________________    Date:  ________________      
**Return the completed form to the Office of Personnel, Benefits Team, PO Box 6675, Annapolis, MD 21401 or send via email to:  
benefits_team@aacounty.org by October 31, 2024. 
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