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SOUTHERN CALIFORNIA EDISON

Sponsored by Aetna Medicare Plan (HMO)
Medicare (SO05) HMO (MAP) Plan

Keep in mind

This is just a summary. The complete list of services can be
found in the Schedule of Cost Sharing (SOC)/Evidence of
Coverage (EOC). You can request a copy of the SOC/EOC by
contacting:

Member Services
1-800-307-4830 (TTY: 711)
Hours are 5 AM to 6PM PT, Monday through Friday.

Are you eligible to enroll?

To join Aetna Medicare Plan (HMO), you must:

« Be entitled to Medicare Part A
« Be enrolled in Medicare Part B

» Liveinthe plan's service area

—
\ 4

This is a summary of the services
we cover from January 1, 2024
through December 31, 2024.
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Service area: A complete list of
service areas can be found in the

Evidence of Coverage (EOC).

Plan Build: 32579-8 | Grid Code: A1



Summary of Benefits

Plan costs & information

Premium

Annual Deductible

Annual Maximum Out-of-Pocket

What You Should Know

In-network

Please contact your former employer for more
information on your plan premium.

$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.

$1,190

The maximum out-of-pocket (MOOP) is the most
you'll pay for the medical services we cover each
year. It's in place to protect you. Once you reach the
maximum out-of-pocket, our plan pays 100% of
covered medical services. Your premium doesn't

count toward your MOOP.
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PRIMARY BENEFITS Your costs for in-network care

Hospital Care*

Inpatient Hospital Care

Observation Stay

Frequency:

Outpatient Hospital Services and
Surgery

Ambulatory Surgery Center
Physician Services

Primary Care Physician Visits

Physician Specialist Visits
Preventive Services

Abdominal aortic aneurysm

screenings

Alcohol misuse screenings and

counseling

Annual well visit - one exam every

12 months
Bone mass measurements

This continues on the next page

$250 per stay

The member cost sharing applies
to covered benefits incurred during

a member’s inpatient stay.

Your cost share for Observation
Care is based upon the services

you receive.
per stay

$0

$0

$30

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

$30

$0

$0

$0

$0
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PRIMARY BENEFITS Your costs for in-network care

Preventive Services (continued)

Breast exams $0

Breast cancer screening: $0
mammogram - one baseline

mammogram for members age

35-39; one annual mammogram for

members age 40 and over

Cardiovascular behavior therapy $0
Cardiovascular disease screenings $0
Colorectal cancer screenings $0

(colonoscopy, fecal occult blood

test, flexible sigmoidoscopy)

Depression screenings $0
Diabetes screenings $0
HBYV infection screening $0
Hepatitis C screening tests $0
HIV screenings $0
Lung cancer screenings and $0
counseling

Medicare Diabetes Prevention $0

Program (MDPP)

Nutrition therapy services $0
Obesity behavior therapy $0
Pelvic exams - one routine GYN $0

visit and Pap smear every 24

months

This continues on the next page
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PRIMARY BENEFITS Your costs for in-network care

Preventive Services (continued)

Prolonged Preventive Services - $0
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) - $0
for all male patients aged 50 or

older (coverage begins the day

after 50th birthday)

Sexually transmitted infections $0

screening and counseling

Tobacco use cessation counseling $0
“Welcome to Medicare” preventive $0
visit

Immunizations

Flu $0
Hepatitis B $0
Pneumococcal $0

Additional Medicare Preventive

Services

Barium enema - one exam every 12 $0
months

Diabetes self-management training $0
(DSMT)

Digital rectal exam (DRE) $0
EKG following welcome exam $0

Glaucoma screening $0
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PRIMARY BENEFITS Your costs for in-network care

Emergency and Urgent Medical

Care

Emergency Care (includes services

worldwide)

Urgent Care (includes services

worldwide)
Diagnostic Procedures*
Diagnostic Radiology (CT scans)

Diagnostic Radiology (other than

CT scans)

Diagnostic Testing and Procedures
Lab Services

Outpatient X-rays

Hearing Services

Hearing Exam (routine)

Hearing Exam (Medicare-covered)
Hearing Aid Reimbursement
Dental Services*

Dental Services

Vision Services

Eye Exam (routine)

Diabetic Eye Exam

Eye Exam (Medicare-covered)

$125 (waived if admitted

immediately)

$30

$0
$0

$0
$0
$0

$0
Coverage: one exam every twelve

months
$30

$500 once every 12 months

$30

Medicare-covered benefits only

$0

Coverage: one exam every twelve

months
$0
$30
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PRIMARY BENEFITS Your costs for in-network care

Mental Health Services*

Inpatient Mental Health Care $250 per stay

The member cost sharing applies
to covered benefits incurred during

a member’s inpatient stay.

Outpatient Mental Health Care $30 (individual sessions)

$30 (group sessions)
Partial Hospitalization $30
Inpatient Substance Abuse $250 per stay

The member cost sharing applies
to covered benefits incurred during

a member’s inpatient stay.
Outpatient Substance Abuse $30 (individual sessions)

$30 (group sessions)
Skilled Nursing Services*
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

This continues on the next page



8

Summary of Benefits

PRIMARY BENEFITS Your costs for in-network care

Skilled Nursing Services*

(continued)

Outpatient Rehabilitation

Services

Occupational Therapy

Rehabilitation Services

Physical and Speech Therapy

Rehabilitation Services

Ambulance* and Transportation

Services

Ambulance Services

Transportation (non-emergency)

period has ended, a new benefit
period begins. There is no limit to

the number of benefit periods.

$30

$30

$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.
Covered

Coverage: up to 24 one-way rides
per year with 60 miles allowed per

trip.
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PRIMARY BENEFITS Your costs for in-network care

Medicare Part B Prescription

Drugs*
Medicare Part B Prescription Drugs $0

*These benefits may require prior authorization.
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ADDITIONAL PROGRAMS AND SERVICES

(Medicare-covered)

Your costs for in-network care

ADDITIONAL PROGRAMS AND
SERVICES
(Medicare-covered)

Acupuncture Services

Allergy Shots
Allergy Testing
Blood

Cardiac Rehabilitation Services

Chiropractic Services*

Diabetic Supplies*

Durable Medical Equipment (DME)*
Home Health Agency Care*

Hospice Care
Intensive Cardiac Rehabilitation
Services

Medical Supplies*

This continues on the next page

$30

Medicare-covered benefits only
$0

$30

$0

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

$30

$20

Medicare-covered benefits only
$0

Includes supplies to monitor your
blood glucose from LifeScan, or
from a non-preferred provider
when a prior authorization is

received.
$0
$0

Covered by Original Medicare at a
Medicare-certified hospice.

$30

Your cost share is based upon the

provider of services



Summary of Benefits 1

ADDITIONAL PROGRAMS AND SERVICES Your costs for in-network care

(Medicare-covered)

ADDITIONAL PROGRAMS AND
SERVICES

(Medicare-covered)(Continued)
Outpatient Dialysis Treatments* $0
Podiatry Services $30

Medicare-covered benefits only

Prosthetic Devices* $0
Pulmonary Rehabilitation Services $20
Supervised Exercise Therapy (SET) $20
for PAD

Radiation Therapy* $0

*These benefits may require prior authorization.
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ADDITIONAL PROGRAMS

Your costs for in-network care

(not covered by Original Medicare)

ADDITIONAL PROGRAMS
(not covered by Original

Medicare)
Fitness Program
Healthy Rewards

Meals

Over-the-Counter Items
Over-the-Counter Allowance
Over-the-Counter Frequency

Nicotine Replacement Therapy
(NRT) as a Part C OTC benefit?

Resources for Living”

Acupuncture Services

(non-Medicare covered)

This continues on the next page

SilverSneakers®
Covered

$0

After discharge from an inpatient
stay to your home, you may be
eligible to receive up to 28
home-delivered meals over a

14-day period.
$0

$45

quarterly

Yes

This program is offered to help you
locate resources for everyday

needs.

$30

Supplemental acupuncture
services are covered for up to thirty
visits every year per year under the
following circumstance(s): in lieu of
anesthesia and for treatment of

chronic pain.
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ADDITIONAL PROGRAMS Your costs for in-network care

(not covered by Original Medicare)

ADDITIONAL PROGRAMS
(not covered by Original

Medicare) (continued)

Chiropractic Services $20

(non-Medicare covered)
Supplemental chiropractic services
are covered for up to thirty visits
every year per year.

Frequency thirty visits every year

Teladoc™ $0
Telemedicine services with a

Teladoc provider. State mandates

may apply.
Telehealth Mental Health services $0
provided by MD live
Telehealth PCP $30
Telehealth Specialist $30
Telehealth Occupational Therapy $30
Service
Telehealth PT and SP Services $30
Telehealth Other Health Care $30
Providers
Telehealth Individual Mental $30
Health*
Telehealth Group Mental Health* $30
Telehealth Individual Psychiatric $30
Services*
Telehealth Group Psychiatric $30

This continues on the next page
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ADDITIONAL PROGRAMS

(not covered by Original Medicare)

Your costs for in-network care

ADDITIONAL PROGRAMS
(not covered by Original
Medicare) (continued)

Services*

Telehealth Individual Substance

Abuse Services*

Telehealth Group Substance Abuse

Services*

Telehealth Kidney Disease

Education Services

Telehealth Diabetes

Self-Management Training

Telehealth Opioid Treatment

Program Services*
Telehealth Urgent Care

Physical Exam

In-Home Support Services

Coverage Type
Number of Hours
Frequency
Vendor

Podiatry Services (non-Medicare
covered)

This continues on the next page

$30

$30

$0

$0

$30

$30
$0

A routine physical exam is offered

once per calendar year.

In-Home Support Provides in home
help for every day needs and
activities of daily living.

Post Discharge

6 hours

per discharge

The Helper Bees

$30

Supplemental podiatry services are
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ADDITIONAL PROGRAMS Your costs for in-network care

(not covered by Original Medicare)

ADDITIONAL PROGRAMS
(not covered by Original

Medicare) (continued)

covered.
Wigs $0
Maximum $400
Frequency one wig every year

*These benefits may require prior authorization.
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MEDICAL DISCLAIMERS

For more information about Aetna plans, go to SCEMAPlans.AetnaMedicare.com or call Member Services
toll-free at 1-800-307-4830 (TTY: 711). Hours are 5 AM to 6 PM PT, Monday through Friday.

Not all HMO plans are available in all areas.

Participating 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.

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 1-800-307-4830 (TTY: 711). Hours are 5 AM to 6PM PT, Monday
through Friday.

The following is a partial list of what isn’t covered or limits to coverage under this plan:

 Services not performed by your Aetna Medicare network doctor, except in an emergency or urgent
situation

« 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

PLAN DISCLAIMERS

Aetna Medicare is a HMO 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 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.

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.


http://scemaplans.aetnamedicare.com

PLAN DISCLAIMERS

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

SilverSneakers is a registered trademark of Tivity Health, Inc. ©2023 Tivity Health, Inc. All rights reserved.
To send a complaint to Aetna, call the Plan or the number on your member ID card. To send a compliant to
Medicare, call 1-800-MEDICARE (TTY users should call 1-877-486-2048), 24 hours a day/7 days a week). If
your complaint involves a broker or agent, be sure to include the name of the person when filing your
grievance.

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

You can read the Medicare & You 2024 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 can get it at the
Medicare website (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.

You can also visit our website at SCEMAPlans.AethnaMedicare.com . As a reminder, our website has the most

up-to-date information about our provider network (Provider Directory).

***This is the end of this plan benefit summary***

©2024 Aetnalinc.
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Multi-Language Insert

Multi-language Interpreter Services

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 1-888-267-2637. 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

1-888-267-2637. Alguien que hable espaiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: Tc{ 2 BeAVEIHEAR S - AEBNEARE SR TSGR HVE(ISE (7] o SRR ZILEE
fR%5 - TEEH 1-888-267-2637. F{JHYH I TAE A RRERIE - XE—TRPRS -

Chinese Cantonese: [ MRV EEE BEEY)Orbm AT REF A RER] - Rt Mt e B aviilEzE I - ORI
' SHENEE 1-888-267-2637. HMIBPNMABRREEHAGRULED) - 8 2 HOERE -

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 1-888-267-2637. Maaari kayong tulungan ng isang

nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions
relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il
vous suffit de nous appeler au 1-888-267-2637. Un interlocuteur parlant Francais pourra vous aider. Ce

service est gratuit.



Vietnamese: Chung t6i c6 dich vu thong dich mi&n phi dé tra I&i cac cau héi vé chwong strc khde va chuong
trinh thuéc men. Néu qui vi can théng dich vién xin goi 1-888-267-2637. s& c6 nhan vién noi tiéng Viét giap d&

qui vi. Pay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-888-267-2637. Man wird Ihnen dort auf Deutsch

weiterhelfen. Dieser Service ist kostenlos.

Korean: SAt= O|2 Eo & ofF HHO| 2ot A0 Eofl E2|1X 22 §9 MH|AE MSotd AL
. &Y MHIAE 0| 8%t2{H T3} 1-888-267-2637. Ho 2 ZO[ FHAIR. Stx0{E ot= HEAIL ot ES
AYULE o] ME|[AE R22 2YELULC

Russian: Ecnu y Bac BO3HWKHYT BONPOCHI OTHOCUTENBHO CTPAxX0BOro UM MeAMKAMEHTHOrO MiaHa, Bbl MOXeTe
BOCMONb30BaTbCA HaWmmn 6ecnnaTtHbIMK yCnyramm nepeBogvmkoB. YToObl BOCMONb30BaTLCS YCnyramm
nepesoa4rka, NO3BOHUTE HaM MNo TenedoHy 1-888-267-2637. Bam okaeT NOMOLb COTPYAHUK, KOTOPbIA

roBOPUT NMO-PYCCKN. ,D,aHHaFI ycnyra 6ecnnartHas.

G e Gud (s an e o Jsmandl Laal 4 50Y1 Jan o danally (gl Al ol e 2Dl dplaall ) 5l an jiall Clexs 355 Wl Arabic
Aglae daxd ol dlineliey 4y pall Gy b et oo . 1-888-267-2637 e L JuaiV)

Hindi: TAR R 7 &al &1 Ao o IR § 370 et off 7% & Srare o o forg §AR U gud gHTiaT ard
IUAK . Uh GUTT UTe - & fole, 59 g 1-888-267-2637. TR B &<, Dl aifad o fet Siadl § Saeh!
e IR Yl 6. I8 U JUd 94T 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro
piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-888-267-2637. Un nostro incaricato

che parla Italianovi fornira l'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagao gratuitos para responder a qualquer questdo que
tenha acerca do nosso plano de saude ou de medicagao. Para obter um intérprete, contacte-nos através do
numero 1-888-267-2637. Ira encontrar alguém que fale o idioma Portugués para o ajudar. Este servico €

gratuito.



French Creole: Nou genyen sevis entepréet gratis pou reponn tout kesyon ou ta genyen konsénan plan
medikal oswa dwog nou an. Pou jwenn yon entepret, jis rele nou nan 1-888-267-2637. Yon moun ki pale

Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu odpowiedzi
na temat planu zdrowotnego lub dawkowania lekow. Aby skorzystaé z pomocy ttumacza znajgcego jezyk polski,

nalezy zadzwoni¢ pod numer 1-888-267-2637. Ta ustuga jest bezptatna.

Japanese: Uit DR BRRE T WK T IV ICETACEBRICSZZAT A 0. BERO@ERY—
ZANBHNFFEVET, BRECHMICLEAICE. 1-888-267-2637. CHBFFE L&V, HAFETFIA FH
WEEWIZLEYT, ChiFEROY— EATY,

Hawaiian: He kokua mahele ‘Glelo kd makou i mea e pane ‘ia ai kdu mau ninau e pili ana i k& makou papahana
olakino a la‘au lapa‘au paha. | mea e loa‘a ai ke kokua mahele ‘Glelo, e kelepona mai ia makou ma

1-888-267-2637. E hiki ana i kekahi mea ‘Glelo Pelekania/‘Olelo ke kdkua ia ‘oe. He pdmaika‘i manuahi kéia.
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We comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color,
national origin, age, disability, or sex and does not exclude people or treat them differently because of race,
color, national origin, age, disability, or sex. If you speak a language other than English, free language
assistance services are available. Visit our website, call the phone number listed in this material or the phone

number on your benefit ID card.

In addition, your health plan provides auxiliary aids and services, free of charge, when necessary to ensure
that people with disabilities have an equal opportunity to communicate effectively with us. Your health plan
also provides language assistance services, free of charge, for people with limited English proficiency. If you

need these services, call Customer Service at the phone number on your benefit ID card.

If you believe that we have failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance with our Grievance Department
(write to the address listed in your Evidence of Coverage). You can also file a grievance by phone by calling
the Customer Service phone number listed on your benefit ID card (TTY: 711). If you need help filing a

grievance, call Customer Service Department at the phone number on your benefit ID card.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for

Civil Rights at https://ocrportal.hhs.gov/ocr/cp/complaint_frontpage.jsf.

ESPANOL (SPANISH): Si habla un idioma que no sea inglés, se encuentran disponibles servicios gratuitos
de asistencia de idiomas. Visite nuestro sitio web o llame al niumero de teléfono que figura en este

documento.

B#ZRE(P ) (CHINESE): MR I LSMIEES » PRI R B 1IE S MRS - 55 8B Mr4Enie
B TASLAE T Fry I Stk -


https://ocrportal.hhs.gov/ocr/cp/complaint_frontpage.jsf
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