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Welcome

Your health and well being are important. That's why the Department of Defense Nonappropriated
Fund (DoD NAF) employers offer you a flexible benefits package that encourages you to be
healthy and helps you pay for the care needed to treat an illness or injury. This book provides
important information about the Open Choice PPO Medical Plan (the Plan) that is part of the DoD
NAF Health Benefits Program (HBP).

Understanding the Terms
Key words and phrases that appear in the text are defined in the Glossary that begins on page 78.

Keep in Mind

Unless otherwise noted at the beginning of a chapter, “you” or “your” refers to an employee,
retired employee, spouse, domestic partner, or dependent child covered by the Plan. Refer
to page 3 for more information about eligible dependents.

Amendment and Termination of the Plan

The DoD NAF employers reserve the right, at their discretion, to amend, change, or terminate any
of their benefit plans, programs, practices, or policies, as the DoD NAF employers require. Nothing
contained in this book shall be construed as creating an express or implied obligation on the part of
the DoD NAF employers to maintain such benefit plans, programs, practices, or policies.

Plan Administration

The DoD NAF employers are the plan sponsor and official administrator of the Plan (the “Plan
Administrator”). The Plan Administrator may, in its discretion, delegate to any other individual or
entity the authority to perform for and on behalf of the Administrator one or more of its duties
and/or responsibilities under the Plan.

The Plan Administrator (or its delegate) has full discretionary authority to grant or deny benefits
under the Plan, including (but not limited to):

B The discretionary authority to interpret and construe the Plan in regard to all questions of
eligibility;

B The status and rights of any participant or covered dependent under the Plan; and

B The manner, time, and amount of payment of any benefits under the Plan.

The Plan Administrator (or its delegate) has the authority to require participants and/or covered
dependents to furnish it with such information as it deems necessary for the proper administration
of the Plan. The Plan Administrator also may adopt such rules and procedures as it deems
desirable for the administration of the Plan.

All actions, interpretations, and decisions of the Plan Administrator (and its delegates) are
conclusive and binding on all persons, and will be given the maximum possible deference
permitted by law.
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Eligibility and Enrollment

This chapter describes who is eligible for coverage, how to enroll for coverage, and when coverage
goes into effect.

Note: As used in this chapter, “you” or “your” refers to an employee or retired employee covered
by the Plan.

Who Is Eligible

Eligibility for the Plan is subject to change at any time. Contact your Human Resources Office
(HRO) if you need more information about Plan eligibility.
Active Employees

You are eligible for the Plan if you are a regular full-time or part-time civilian employee who:

B |s scheduled to work at least 20 hours per week;
B |s employed on the U.S. payroll;
B Has a Social Security number or individual tax identification number; and
B |s subject to U.S. income tax, and not subject to a Status of Forces Agreement (SOFA)
provision that precludes eligibility.
Retired Employees

You may be eligible to continue participation in the Plan after you retire. To be eligible for post-
retirement coverage, you must:

B Be participating in the Plan on the day before you retire;
B Retire on an immediate annuity; and

B Have 15 years of creditable participation in the DoD Nonappropriated Fund (NAF) Health
Benefits Program.

Your Plan option choices are affected by your or your dependent’s eligibility for Medicare. Refer to
Coordination With Medicare on page 25 for more information.

TRICARE-for-Life

A retiree (annuitant) or the eligible surviving spouse of a retiree (surviving annuitant) who is eligible
for both Medicare and TRICARE-for-Life may suspend enroliment in the DoD NAF Health Benefits
Program and enroll instead in TRICARE-for-Life.

Keep in Mind

A retiree who is enrolled in TRICARE-for-Life and eligible for Medicare may immediately
return to the DoD NAF HBP if there is an involuntary loss of TRICARE-for-Life coverage.

Eligibility and Enrollment 2



Dependents

You may enroll your eligible dependents. Your eligible dependents are:

Your spouse (including a common-law husband or wife in a state that recognizes common-
law marriages) or your domestic partner.

Your domestic partner is your same-sex spouse, same-sex civil union partner or any other
same-sex individual where all of the following requirements are met:

- Both you and your partner are at least 18 years old and mentally competent to consent
to contract;

- You and your partner are each other’s sole domestic partner and intend to remain so
indefinitely;

- You and your partner maintain a common residence and intend to continue to do so (or
would maintain a common residence but for an assignment abroad or other
employment-related, financial, or similar obstacle);

- You and your partner share responsibility for a significant measure of each other’s
financial obligations;

- You and your partner are not related in a way that, if you were of opposite sex, would
prevent you from being married to each other under the law of the U.S. jurisdiction in
which you reside;

- Neither you nor your partner is married or joined in a civil union to anyone else;
- Neither you nor your partner is the domestic partner of anyone else; and

- You and your partner are willing to disclose any dissolution or material change in the
status of the domestic partnership.

Does My Domestic Partner Have to Qualify as My Dependent for
Income Tax Purposes?

No, your domestic partner does not have to qualify as your dependent under U.S. tax code
to be eligible for dependent coverage under the DoD NAF HBP.

Your children to age 26. Your eligible children are:

- Your children or the children of your domestic partner by birth or adoption;

- Children placed with you, your spouse, or your domestic partner for adoption (this
means that you, your spouse, or your domestic partner have taken on the legal
obligation for total or partial support of children whom you, your spouse, or your
domestic partner plan to adopt);

- Your stepchildren or the stepchildren of your domestic partner;
- Your foster children or the foster children of your domestic partner;

- Children you or your domestic partner support under a qualified medical child support
order (QMCSO); see Qualified Medical Child Support Orders on page 4 for details; and

- Any other child who lives with you and is dependent on you for support. You must
provide proof of dependency (for example, copies of income tax forms, a court order, or
a custody agreement).

3 Eligibility and Enrollment



B Your unmarried, dependent child of any age who is handicapped, provided that the
handicap began before the child reached the Plan’s age limit for coverage. See Continued
Coverage for a Handicapped Child on page 67 for more information.

What If My Spouse/Domestic Partner and I Both Work for a NAF
Employer?

No one may be covered both as an employee and as a dependent, and no family member
may be covered by more than one employee. If you and your spouse/domestic partner are
both eligible employees, you have these options:

B One of you may enroll as an employee and cover the other as a dependent.
B You may each enroll as an employee.
B Only one of you may enroll your children as dependents.

Qualified Medical Child Support Orders

A qualified medical child support order (QMCSO) is a court order that requires a parent to provide
health care benefits to one or more children. Coverage is not optional. Your employer must enroll
the child upon receipt of a QMCSO, even if you do not request the enroliment.

A child covered by a QMCSO will be covered by the Plan if:

B You and the child meet the Plan’s eligibility requirements; and
B You enroll your child as of the date of the QMCSO.

The coverage is mandated by the terms of the QMCSO. If you are eligible for coverage, but not
enrolled in the Plan, your employer will enroll you and your dependent(s) for family coverage as of
the date on the court order.

If you are the non-custodial parent, the custodial parent may submit health claims for the child.
Aetna will pay benefits for such claims to the custodial parent.

How To Enroll

Participation in the Plan is not automatic. You must enroll yourself and your dependents in order to
have coverage. You and your dependents can enroll:

B Within 31 days of the date you become eligible for coverage;
B During an open enroliment period (active employees only); or
B Within 31 days of certain life events.

You may enroll electronically (if your employer has health benefits electronic capability) or by using
an enrollment form (included in your enroliment packet). Either form of enrollment will allow your
employer to deduct contributions from your pay to cover your share of the cost of the plan option
you elect.

Eligibility and Enrollment 4



Newly Eligible Employees

When you become eligible for coverage (as a new employee or an employee whose employment
status has changed, making you eligible for coverage), you must enroll yourself and your
dependents within 31 days of the date you become eligible.

B If you enroll within this 31-day period, your coverage will be effective as described in
When Coverage Begins on page 8.

B If you do not enroll within this 31-day period, you will not be eligible to enroll for
coverage until the next open enrollment period, unless you have a HIPAA qualifying life
event (see HIPAA Special Enroliment Rights on page 6).

Open Enrollment
Active Employees

Open enrollment periods are held every two years (biennial). During an open enrollment period,
you have a chance to review your benefit needs and make certain coverage changes. If you are
an eligible employee, you may:

B Enroll in either an HMO plan (where available) or a non-HMO plan if you are not
participating in the DoD NAF Health Benefits Program.
B Enroll in the dental plan associated with your medical plan option.

Change to family coverage if you are enrolled in self-only coverage.

Ixceptions

If your hours are reduced because troop deployment has reduced NAF business
operations, and you subsequently drop your enroliment in the Plan, you may re-enroll
outside of the open enrollment period if you meet both of the following conditions:

B Your employer increases your hours and you otherwise meet Plan eligibility
requirements; and
®m  You re-enroll within 31 days of the increase in hours.

Coverage will be effective no earlier than the date of the Business Based Action (BBA) that
increased your hours.
Retired Employees

Retirees are not eligible to enroll during open enroliment periods.

Annual Plan Selection Period

The DoD NAF employers hold an annual plan selection period. During the annual plan selection
period, eligible employees who are already enrolled in the DoD NAF HBP (either an HMO or non-
HMO plan) may switch medical plans as follows:

B You may switch from:

- One HMO to another HMO available in the geographical area where you live;
- A non-HMO plan to an available HMO; or
- An HMO plan to a non-HMO plan available in the geographical area where you live.

B |[f you live in an area covered by the Traditional Choice Plan, you may opt into the Open
Choice PPO plan that is available in a nearby area or opt back into the Traditional Choice
Plan.
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Keep in Mind

B [f you are not already enrolled in the DoD NAF HBP (either an HMO or non-HMO plan),
you may not enroll during the annual plan selection period.

B If you have self-only coverage, you cannot enroll dependents during the annual plan
selection period.

B |f you have medical-only coverage, you cannot enroll in the dental plan associated with
your medical plan option during the annual plan selection period.

Retired Employees

Retirees are not eligible to enroll during open enroliment periods. The Plan does, however, allow
retired employees to make the following changes:

B A retiree who is enrolled in TRICARE-for-Life and eligible for Medicare may immediately
return to the DoD NAF HBP if there is an involuntary loss of TRICARE-for-Life coverage.

B A retiree who is enrolled in the DoD NAF HBP and not eligible for Medicare may switch
coverage during annual plan selection to another DoD NAF sponsored group plan (HMO) in
the geographic area, as long as he or she has not yet reached age 65.
Status Changes

Once enrolled, you may make changes only:

B During the annual plan selection period or an open enroliment period (active employees
only); or

B When you qualify for a HIPAA special enrollment period.

HIPAA Special Enrollment Rights

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) allows you to make
changes to your coverage when:

B You lose creditable coverage* under another group plan, or
B You have a qualifying life event such as marriage, birth, or adoption.

* Creditable coverage is prior medical coverage as defined in the Health Insurance Portability
and Accountability Act of 1996 (HIPAA). Such coverage can be group or individual coverage.
Examples include Medicare, Medicaid, military-sponsored health care, and the Federal
Employees’ Health Benefits Program (FEHBP).

You must request any change within 31 days after the loss of the other coverage or the qualifying
life event. The change in coverage you request must be consistent with, and due to, the event.

Special Enrollment Rights for Your Domestic Partner

The DoD NAF HBP gives your domestic partner the same special enrollment rights as
those given to a spouse under HIPAA.

Eligibility and Enrollment 6



The following are examples of qualifying life events and the enrollment changes you can make as

a result:

Qualifying Life Event

Enrollment Changes Allowed

You get married

Enroll yourself, your spouse, and your spouse’s
dependent children

Drop coverage for yourself

You enter into a domestic partnership

Enroll your domestic partner and the children of
your domestic partner

You, your spouse, or your domestic partner has a
child by birth, adoption, or placement for adoption

You add a stepchild or foster child to your family

Enroll the child (if you are already enrolled)

Enroll yourself, your spouse/domestic partner,
and child(ren)

You get divorced, your marriage is annulled, or
your domestic partnership ends

Drop coverage for your former spouse and any
children who are no longer eligible

Add coverage for yourself (if you were
previously covered by your former spouse’s or
domestic partner’s plan)

A covered dependent dies

Cancel coverage for your deceased dependent

Add coverage for your eligible children if your
spouse/domestic partner dies, and the children
were previously covered by your
spouse’s/domestic partner’s plan

Your covered child reaches the Plan’s age limit
for dependent coverage

Drop coverage for your child

Your spouse’s/domestic partner's employment
changes. As a result, you and your dependents
are eligible for coverage under a medical plan
offered by your spouse’s/domestic partner’s
employer

Drop coverage for yourself and any dependents
who enroll in the other plan

Your spouse’s/domestic partner's employment
changes. As a result, health care coverage
under your spouse’s/domestic partner’s plan is
lost.

Add coverage for yourself and any eligible
dependent who lost the other coverage

This chart does not list all possible qualifying events. If you have a question, contact your Human

Resources Office (HRO).
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When Coverage Begins

When Plan coverage goes into effect depends on when you and your dependents enroll or change
coverage.

Newly Eligible Employees

For people who enroll when they first become eligible, coverage begins on the later of:

B The date you become eligible for coverage; or

B The date you return your signed enrollment form to your Human Resources Manager or the
date your enrollment is processed electronically.

Open Enrollment or Plan Selection Periods

For people enrolling or making changes during an open enroliment period or changing plan
elections during the annual plan selection period, coverage begins on the following January 1.

Status Changes

A status change due to birth, adoption, or placement for adoption is effective on the date of the
birth, adoption, or placement for adoption, as long as you request the change within 31 days, as
described in HIPAA Special Enroliment Rights on page 6.

For people enrolling or changing coverage because of any other qualifying life event, coverage is
effective on the later of:

B The date of the qualifying life event; or

B The date you return your signed form to your Human Resources Manager or the date your
request for change is processed electronically.

Qualified Medical Child Support Order

Coverage is effective on the date of the court order.

How You Pay for Coverage

Active Employees

You share the cost of coverage under the Plan through payroll contributions. Your contribution
may be deducted from your pay on a before-tax basis.

Retired Employees

Depending on your employer’s policies, you pay your share of the cost of Plan coverage either as
an annuity deduction or when you receive a monthly billing statement.
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Tax Implications of Domestic Partner Coverage

Tax treatment of the cost of health coverage for your domestic partner follows IRS guidelines.

Consult Your Tax Advisor

Before enrolling your domestic partner in the Plan, check with your tax advisor to learn how
the coverage will affect your personal income and tax situation.

Your Medical ID Card

You will receive an ID card when you enroll in the Plan. You are encouraged to carry your ID card
with you at all times. Present the card to medical providers before receiving services, and to
network pharmacies when purchasing prescription drugs.

If your card is lost or stolen, please notify Aetna immediately. To print a temporary card, log on to
Aetna Navigator® at www.aetna.com.

9 Eligibility and Enrollment



Your Medical Plan at a Glance

Summary of Benefits

Understanding the terms listed below will help you make the most of your benefits.

The Plan pays benefits only for care that is medically necessary, as determined by Aetna.

The Plan covers only expenses related to non-occupational injury and
non-occupational disease.

A copay (or copayment) is a fee that you must pay at the time you receive a service.
Copays do not apply toward your deductible or out-of-pocket maximum.

The deductible is the part of your covered expenses you pay before the Plan starts to pay
benefits each year. The deductible does not apply to all expenses. It is waived for:

- In-network preventive care;

- In-network office visits (a copay applies instead);

- Second surgical opinions;

- Pre-operative testing done within seven days of a scheduled surgery;
- Hospice care; and

- In-network voluntary sterilization (a copay applies instead).

There are two types of calendar year deductible:

- Individual: The individual deductible applies separately to each covered person in the
family. When a person’s deductible expenses reach the individual deductible, the
person’s deductible is met. The Plan then starts to pay benefits for that person at the
appropriate coinsurance percentage.

- Family: The family deductible applies to the family as a group. When the combined
deductible expenses of all covered family members reach the family deductible, the
family deductible is met. The Plan then begins to pay benefits for all covered family
members.

Copays and amounts above the reasonable and customary charge (for out-of-network care)
do not count toward your calendar year deductible.

When you are admitted to a hospital, skilled nursing facility, or mental health/substance
abuse residential treatment center, you pay the first part of your covered expenses as an
inpatient facility copay. This applies in addition to the calendar year deductible. A
separate inpatient facility copay applies for each admission. The inpatient facility copay is
waived:

— For newborn children; and

- When you are readmitted to the hospital for the same condition in the same calendar
year.

Your coinsurance is the percentage of your covered expenses that you pay after you have
satisfied the Plan’s calendar year deductible.
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B The Plan puts a limit on the amount you pay for covered expenses out of your own pocket
each year, called the out-of-pocket maximum.

- Once a person reaches the individual out-of-pocket maximum, the Plan pays 100% of
that person’s covered medical expenses for the rest of the calendar year.

- When a family’s combined out-of-pocket expenses satisfy the family out-of-pocket
maximum, the Plan pays 100% of the family’s covered medical charges for the rest of
the calendar year.

Certain expenses do not apply toward the out-of-pocket maximum:

- Copay amounts
- Expenses over the reasonable and customary charge (for out-of-network care)
- Services and supplies that are covered at 50%

- Penalties, including any additional out-of-pocket expenses you pay because you did not
obtain the necessary precertification for a service

- Charges for services and supplies that are not covered by the Plan

After you reach the individual and/or family out-of-pocket maximum for a calendar year, you
are still responsible for any copays that apply and for any out-of-network expenses that are
above the reasonable and customary charge.

B In-network providers have agreed to charge no more than the negotiated charge for a
service or supply that is covered by the Plan. You are not responsible for amounts that
exceed the negotiated charge when you obtain care from an in-network provider.

B The Plan pays out-of-network benefits only for the part of a covered expense that is
reasonable and customary. If your out-of-network provider charges more than the
reasonable and customary charge, you will be responsible for any expenses incurred that
are above the reasonable and customary charge.

B Precertification is a process that determines whether the services being recommended
are covered by the Plan. Precertification is required for inpatient care and certain
alternatives to inpatient care.

The Summary of Benefits charts summarize the benefits available to you. Frequency and benefit
maximums are combined for in-network and out-of-network care unless otherwise specified.

Keep in Mind

The Plan covers in-network preventive care at 100%, with no deductible or copay. You
don’t have to meet the deductible before the Plan begins to pay benefits for preventive
care.
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Cost Sharing

Plan Feature In-Network Out-of-Network
Deductible

Individual $300 per calendar year $900 per calendar year
Family of 2 $600 per calendar year $1,800 per calendar year
Family of 3 or more $900 per calendar year $2,700 per calendar year

Out-of-Pocket Maximum
(includes deductible)

Individual $3,000 per calendar year $4,000 per calendar year
Family of 2 $6,000 per calendar year $8,000 per calendar year
Family or 3 or more $9,000 per calendar year $12,000 per calendar year

Health Incentive Credit

You can earn credit toward your deductible and/or coinsurance by having a routine physical exam and

by completing the Simple Steps To A Healthier Life® online health assessment, up to the individual and

family maximums outlined below.

e Adults can earn $50 for taking the health assessment, and another $50 for having a routine physical
exam

e Dependent children under age 18 can earn a $100 credit by having a well-child exam
Refer to Special Programs on page 75 for more information.

Individual $100 maximum credit
Family of 2 $200 maximum credit
Family of 3 or more $300 maximum credit

Lifetime Maximum Benefit

Per covered person Unlimited Unlimited
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Covered Services

The Open Choice PPO Plan allows you to receive care from any licensed health care provider.
You can save when you choose a provider in the Aetna network. Care from providers outside of
the network is covered, too, but you'll usually pay more out of your own pocket for out-of-network

care.

Covered Services

In-Network

(based on negotiated
charge)

Out-of-Network
(based on reasonable and
customary charge)

Preventive Care

Routine Physical Exam
(for employee and covered dependents
age 7 and above)

e 1 exam per calendar year

The Plan pays 100%
No deductible or copay

Not covered

Well-Child Visits

e first 12 months of life: 7 exams

e age 1: 3 exams

e age 2: 3 exams

e ages 3-7: 1 exam per calendar year

The Plan pays 100%
No deductible or copay

Not covered

Screening and Counseling

e Obesity
— up to age 22: unlimited visits
—age 22 and over: up to 26 visits per
calendar year (healthy diet counseling
limited to 10 visits)

e use of tobacco products: up to 8
counseling sessions per calendar year

e misuse of alcohol or drugs: up to 5 visits
per calendar year

The Plan pays 100%
No deductible or copay

The Plan pays 100%
No deductible or copay

The Plan pays 100%
No deductible or copay

Not covered

Not covered

Not covered

Routine Ob/Gyn Exam
(includes 1 Pap smear and related lab fees)

e 1 exam per calendar year

The Plan pays 100%
No deductible or copay

Not covered

Routine Mammogram

e age 35 and over: 1 mammogram per
calendar year

The Plan pays 100%
No deductible or copay

Not covered

Routine Prostate Screening

e 1 prostate specific antigen test (PSA) and

digital rectal exam (DRE) per calendar
year for men age 40 and over

The Plan pays 100%
No deductible or copay

Not covered
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Covered Services In-Network Out-of-Network
(based on negotiated (based on reasonable and

charge) customary charge)

Preventive Care (cont'd)

Routine Colorectal Cancer Screening The Plan pays 100% Not covered
(for those age 50 and over who are at No deductible or copay
average risk)

o fecal occult blood stool test: 1 per
calendar year; and

e colonoscopy: 1 every 10 years; or
e sigmoidoscopy: 1 every 5 years; or
e double contrast barium enema: 1 every 5

years

Routine Vision Exams The Plan pays 100% Not covered

e 1 exam per calendar year No deductible or copay

Routine Hearing Exams The Plan pays 100% Not covered

e 1 exam per calendar year No deductible or copay

Office Visits

Office Visits

e primary care physician You pay $20 copay per You pay deductible, then
visit, then the Plan pays the Plan pays 60%
100%

e specialist You pay $35 copay per You pay deductible, then
visit, then the Plan pays the Plan pays 60%
100%

Walk-In Clinic You pay $20 copay per You pay deductible, then
visit, then the Plan pays the Plan pays 60%
100%

Allergy Testing and Treatment You pay applicable copay  You pay deductible, then
($20/$35), then the Plan the Plan pays 60%
pays 100%
Copay waived if there is
no office visit charge for
an injection

Spinal Manipulation Treatment You pay applicable copay  You pay deductible, then

($20/$35), then the Plan the Plan pays 60%

e up to 20 visits per calendar year
pays 100%
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Covered Services

In-Network
(based on negotiated

charge)

Out-of-Network
(based on reasonable and
customary charge)

Outpatient Diagnostic Testing

Diagnostic X-Ray and Lab Tests

e when billed as part of an office visit

e when billed as a separate office visit

e when billed by an outpatient facility

The Plan pays 100%
(no additional copay)

You pay applicable office
visit copay ($20/$35), then
the Plan pays 100%

You pay deductible, then
the Plan pays 90%

You pay deductible, then
the Plan pays 60%

You pay deductible, then
the Plan pays 60%

You pay deductible, then
the Plan pays 60%

MRI, PET Scan, and CAT Scan

Coverage for complex imaging includes
magnetic resonance imaging (MRI), positron
emission tomography (PET) scan, and
computerized axial tomography (CAT) scan

You pay deductible, then
the Plan pays 90%

You pay deductible, then
the Plan pays 60%

Precertification
Precertification is required for:

e confinements in a hospital or treatment facility
e alternatives to hospital inpatient confinements: skilled nursing facility, hospice, private duty nursing,

and home health care

Penalty for Failure To Precertify

No penalty — your
in-network provider is
responsible for obtaining
precertification

The Plan does not cover
the first $500 of expenses
if you do not get the
required precertification of
services

Hospital Care
Precertification is required for inpatient care.

Inpatient Facility Copay
Waived for:

e newborn children

e a later confinement for the same cause
that occurs in the same calendar year

$200 per confinement

$400 per confinement

Inpatient Care
(room and board are covered up to the
hospital’'s semi-private room rate)

You pay deductible and
inpatient facility copay,
then the Plan pays 90%

You pay deductible and
inpatient facility copay,
then the Plan pays 60%

Outpatient Care

You pay deductible, then
the Plan pays 90%

You pay deductible, then
the Plan pays 60%

Urgent and Emergency Care

Urgent Care Facility

e urgent care

e non-urgent care in an urgent care facility

You pay $20 copay per
visit, then the Plan pays
100%

Not covered

You pay deductible, then
the Plan pays 60%

Not covered
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Covered Services

In-Network
(based on negotiated

charge)

Out-of-Network
(based on reasonable and
customary charge)

Urgent and Emergency Care (cont’d)

Hospital Emergency Room

e emergency care

e non-emergency care in an emergency
room

You pay $350 copay per
visit, then the Plan pays
90%

(no deductible)

Copay waived if admitted
You pay $350 copay per

visit and deductible, then
the Plan pays 50%

You pay $350 copay per
visit, then the Plan pays
90%

(no deductible)

Copay waived if admitted
You pay $350 copay per

visit and deductible, then
the Plan pays 50%

Ambulance

You pay deductible, then
the Plan pays 80%

You pay deductible, then
the Plan pays 80%

Surgery and Anesthesia

Second Surgical Opinion

The Plan pays 100%

The Plan pays 100%

Pre-Operative Testing

You pay deductible, then
the Plan pays 90%

Deductible waived for

testing done within 7 days

of scheduled surgery

You pay deductible, then
the Plan pays 60%

Deductible waived if

testing done within 7 days
of scheduled surgery

Inpatient Surgery
(physician’s services)

You pay deductible, then
the Plan pays 90%

You pay deductible, then
the Plan pays 60%

Outpatient Surgery

e physician’s office

e outpatient facility

You pay applicable office
visit copay($20/$35), then
the Plan pays 100%

You pay deductible, then
the Plan pays 90%

You pay deductible, then
the Plan pays 60%

You pay deductible, then
the Plan pays 60%

Bariatric Surgery to Treat Morbid Obesity

e inpatient

e outpatient

You pay deductible and
inpatient facility copay,
then the Plan pays 50%

You pay deductible, then
the Plan pays 50%

You pay deductible and
inpatient facility copay,
then the Plan pays 50%

You pay deductible, then
the Plan pays 50%

Anesthesia

You pay deductible, then
the Plan pays 90%

You pay deductible, then
the Plan pays 60%

Your Medical Plan at a Glance
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Covered Services

In-Network
(based on negotiated

charge)

Out-of-Network
(based on reasonable and
customary charge)

Maternity Care

Routine Physician Services

You pay applicable copay
($20/$35) for the first visit.
Subsequent visits are
billed as part of the
delivery fee: you pay
deductible, then the Plan
pays 90%

You pay deductible, then
the Plan pays 60%

Delivery
(hospital inpatient services)

You pay deductible and
inpatient facility copay,
then the Plan pays 90%

You pay deductible and
inpatient facility copay,
then the Plan pays 60%

Alternatives to Inpatient Hospital Care

Precertification is required.

Skilled Nursing Facility Care

e up to a maximum of 90 days per calendar

year

You pay deductible and
inpatient facility copay,
then the Plan pays 90%

You pay deductible and
inpatient facility copay,
then the Plan pays 60%

Home Health Care

e up to 90 visits per calendar year

You pay deductible, then
the Plan pays 90%

You pay deductible, then
the Plan pays 60%

Private Duty Nursing

e up to 70 8-hour shifts per calendar year

You pay deductible, then
the Plan pays 90%

You pay deductible, then
the Plan pays 60%

Hospice Care

The Plan pays 100%

The Plan pays 100%

Family Planning

Voluntary Sterilization

You pay $100 copay, then
the Plan pays 100%

You pay deductible, then
the Plan pays 60%

Contraceptives

e intrauterine devices (IUDs) and Depo-

Provera®

You pay applicable copay
($20/$35), then the Plan
pays 100%

You pay deductible, then
the Plan pays 60%

Infertility Services

e diagnosis and treatment of the underlying

cause of infertility

— physician services

— outpatient facility

You pay applicable copay
($20/%$35), then the Plan
pays 100%

You pay deductible, then
the Plan pays 90%

You pay deductible, then
the Plan pays 60%

You pay deductible, then
the Plan pays 60%

o infertility treatment: ovulation induction
and artificial insemination
(up to 6 attempts per lifetime)

You pay $35 copay per Not covered
visit, then the Plan pays

100%

You pay deductible, then Not covered
the Plan pays 90%

— physician services

— outpatient facility
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Covered Services

In-Network
(based on negotiated

charge)

Out-of-Network
(based on reasonable and
customary charge)

Other Covered Expenses

Acupuncture

You pay deductible, then
the Plan pays 90%

You pay deductible, then
the Plan pays 60%

Durable Medical Equipment

You pay deductible, then
the Plan pays 80%

You pay deductible, then
the Plan pays 80%

Hearing Aids
e up to a maximum of $3,000 every 3 years

You pay deductible, then
the Plan pays 90%

You pay deductible, then
the Plan pays 60%

Outpatient Short-Term Rehabilitation
(physical, occupational, speech)

e up to a combined maximum of 60 visits
per course of treatment for physical,
occupational, and speech therapy

e applied behavioral analysis (ABA) therapy
to treat pervasive developmental disorder
(PDD), including autism: up to $2,500 per
month for children through age 6

You pay deductible, then
the Plan pays 80%

You pay deductible, then
the Plan pays 80%

Prescription Eyewear
(lenses, frames, and contacts)

e up to $150 per person, per calendar year

The Plan pays 100%
No deductible or copay

The Plan pays 100%
No deductible or copay

Behavioral Health Care

Inpatient Facility Copay

e waived for any confinement related to the
same cause that occurs in the same
calendar year

$200 per confinement

$400 per confinement

Mental Health Treatment

e inpatient

e outpatient: up to 45 visits per calendar
year

You pay deductible and
inpatient facility copay,
then the Plan pays 80%

You pay $35 copay per
visit, then the Plan pays
100%

You pay deductible and
inpatient facility copay,
then the Plan pays 60%

You pay deductible, then
the Plan pays 60%

Substance Abuse Treatment

e inpatient: up to 45 days per calendar year

e outpatient: up to 45 visits per calendar
year

You pay deductible and
inpatient facility copay,
then the Plan pays 80%

You pay $35 copay per
visit, then the Plan pays
100%

You pay deductible and
inpatient facility copay,
then the Plan pays 60%

You pay deductible, then
the Plan pays 60%

Your Medical Plan at a Glance
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Prescription Drugs

Prescription Drugs

In-Network Pharmacy

Out-of-Network

Pharmacy

Retail and Specialty Pharmacy
(up to a 30-day supply)

Tier One: Generic Drug

You pay $10 copay per fill
or refill

Not covered

Tier Two: Brand-Name Drug on the Preferred
Drug List

You pay $20 copay per fill
or refill

Not covered

Tier Three: Brand-Name Drug Not on the
Preferred Drug List

You pay 35% of the cost
for each fill or refill

Minimum: $35
Maximum: $100

Not covered

Mail Order Prescription Drugs
(up to a 90-day supply)

Tier One: Generic Drug

You pay $20 copay per fill
or refill

Not covered

Tier Two: Brand-Name Drug on the Preferred
Drug List

You pay $40 copay per fill
or refill

Not covered

Brand-Name Drug Not on the Preferred Drug
List

You pay 35% of the cost
for each fill or refill

Minimum: $70
Maximum: $200

Not covered

Overseas Pharmacy
(up to a 30-day supply)

Tier One: Generic Drug

Not applicable

You pay deductible, then
the Plan pays 100%

Tier Two: Brand-Name Drug on the Preferred
Drug List

Not applicable

You pay deductible, then
the Plan pays 80%

Tier Three: Brand-Name Drug Not on the
Preferred Drug List

Not applicable

You pay deductible, then
the Plan pays 80%

Smoking Cessation Medications

e up to a 180-day supply for eligible medications. See the list on page 51.

e limited to two attempts to stop smoking

Retail or Mail Order Pharmacy

The Plan pays 100%
No copay

Not covered

Overseas Pharmacy

Not applicable

The Plan pays 100%
No copay

19
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How the Plan Works

The Plan pays benefits for covered expenses. You must be covered by the Plan on the date when
you incur a covered medical expense. The Plan does not pay benefits for expenses incurred
before your coverage starts or after it ends.

The Provider Network

The Open Choice PPO Plan gives you the freedom to choose any doctor or other health care
provider when you need medical care. How that care is covered and how much you pay out of
your own pocket depend on whether the expense is covered by the Plan and whether you choose
an in-network provider or an out-of-network provider.

Doctors, hospitals, and other health care providers that belong to Aetna’s network are called in-
network providers. The providers in the network represent a wide range of services, including:

B Primary care (general and family practitioners, pediatricians, and internists)
B Specialty care (such as Ob/Gyns, surgeons, and cardiologists)

B Health care facilities (such as hospitals, skilled nursing facilities, and diagnostic testing
labs)

When they join the network, providers agree to provide services or supplies at negotiated charges.
To find an in-network provider in your area:

m Use DocFind® at www.aetna.com. Follow the prompts to select the type of search you
want, the area in which you want to search, and the number of miles you're willing to travel.
For more about DocFind, turn to Resources and Tools on page 89.

B Call Member Services. A Member Services representative can help you find an in-
network provider in your area. You can also request a printed listing of in-network providers
in your area without charge. The toll-free number for Member Services is 1-800-367-6276.

Primary Care

While you are not required to choose a primary care physician (PCP), you and each covered
member of your family have the option of selecting an internist, family care practitioner, general
practitioner, or pediatrician (for your children) to serve as your regular PCP. Your PCP gets to
know you and your health care needs, and can recommend a specialist when you need care that
he or she can't provide.

/It’'s Your Choice

When you need medical care, you have a choice. You can select a doctor or facility that belongs
to the network (an in-network provider) or one that does not belong (an out-of-network provider).

B |If you use an in-network provider, you'll pay less out of your own pocket for your care.
You won’t have to fill out claim forms, because your in-network provider will file claims for
you. In addition, your provider will make the necessary telephone call to start the
precertification process if you must be hospitalized or need certain types of care. (See
Precertification for more information.)
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B |If you use an out-of-network provider, you'll pay more out of your own pocket for most
types of care. You'll be required to file your own claims and make the telephone call
required for precertification. (See Claims on page 58 and Precertification on pages 21-22
for more information.)

The Summary of Benefits on pages 12-19 shows how the Plan’s level of coverage differs when you
use in-network versus out-of-network providers. In most cases, you save money when you use in-
network providers.

When You Are Away From Home

You or a dependent may need medical care while you are away from home. Call Member Services
if this happens. A Member Services representative can help you find an in-network provider, if
available in that area, and explain how the Plan will cover your care.

If Your Dependent Does Not Live With You

If your dependent lives outside your home network, call Member Services and ask if there is an
Open Choice network where the dependent lives or nearby. If your dependent is willing to travel to
see in-network providers, the Plan will cover his or her medical expenses at the in-network benefit
level.

If a network is not available, your dependent’s expenses will be covered at the benefit level of the
Traditional Choice Plan option. The DoD NAF employers offer the Traditional Choice Plan to those
who live in an area where an Open Choice network is not available. Traditional Choice allows you
to select any licensed provider when you need care. Once you meet the deductible, the Plan
typically pays 80% of the reasonable and customary charge for an expense, and you pay the
remaining balance.

For Dependents Who Live Outside of the Network Area

Contact Member Services and inform them of any dependent who lives outside of an Open
Choice network. Member Services will document your dependent’s eligibility for Traditional
Choice Plan benefits.

Precertification

Precertification is a process that helps you and your physician determine whether services are
covered by the Plan.

Precertification starts with a telephone call to Member Services:

B [f you use an in-network provider, your provider will make this call for you.
B |f you intend to receive care from an out-of-network provider, you must make the call.
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When You Need To Precertify Care

You are responsible for getting precertification for the services in the following chart if your care will
be given by an out-of-network provider.

Type of Service When To Precertify

Hospital Inpatient Care

Inpatient confinement in a hospital or e emergency admission: within 48 hours of admission or as
treatment facility soon as reasonably possible

e urgent admission: before you are scheduled to be admitted

e other admissions: at least 14 calendar days prior to
admission

Type of Service When To Precertify

Alternatives to Hospital Inpatient Care

Hospital alternatives: e inpatient confinements: same as hospital inpatient care

e skilled nursing facility care (above)

e home health care services e Outpatient care:

e hospice care — inpatient and - non-emergency care — at least 14 calendar days in
outpatient advance or as soon as reasonably possible

e private duty nursing - emergency care — as soon as reasonably possible

Aetna will notify you, your physician, and the facility about your precertified length of stay. If your
physician recommends that your stay be extended, additional days must be certified. You, your
physician, or the facility will need to call Aetna at the number on your ID card no later than the final
authorized day. Aetna will review and process the request for an extended stay. You and your
physician will receive a copy of this letter.

Keep in Mind,

The Plan pays benefits only for covered medical expenses. If a service or supply you
receive while confined is not covered by the Plan, benefits will not be paid for it — whether
or not your confinement is certified.

If You Don’t Precertify or If Precertification Is Denied

If you don’t call when required, you must pay the first $500 of covered expenses. If your request
for precertification is denied, the Plan will not pay benefits for the services that were denied.

Keep in Mind

Make sure all covered family members and your physician know about the Plan’s
precertification requirement. This is especially important in case of an emergency when
you might not be able to obtain precertification for yourself.
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Coordination With Other Plans

Effect of Another Plan on This Plan’s Benefits

If you have coverage under other group plans, this Plan will coordinate the benefits it pays with the
benefits paid by the other plans. This process is known as coordination of benefits (COB). The
Plan’s COB process ensures that total payments from all of your group plans are not greater than
what this Plan would pay if it were your only coverage.

For COB purposes, other group plans include any other dental or medical coverage provided by:

B Group health care plans (whether or not the other plans are insured); and

B Auto insurance (whether or not the coverage is written on a no-fault basis), including

individual medical payment coverage.

The first step in the COB process is determining which plan is primary. The primary plan pays
benefits first. The secondary plan then calculates its benefits, based on its COB process.

This chart shows which plan pays first:

If...

One plan has a COB provision and the other plan
does not

Then . ..

The plan without a COB provision determines its
benefits and pays first.

One plan covers you as a dependent and the other
covers you as an employee or retiree

The plan that covers you as an employee or
retiree determines its benefits and pays first.

You are eligible for Medicare and not actively
working

These Medicare Secondary Payer rules apply:

e The plan that covers you as a dependent of
a working spouse determines its benefits
and pays first.

e Medicare pays second.

e The plan that covers you as a retired
employee pays third.

A child’s parents are married or living together
(whether or not married)

The plan of the parent whose birthday occurs
earlier in the calendar year determines its
benefits and pays first. If both parents have the
same birthday, the plan that has covered the
parent the longest determines its benefits and
pays first. But if the other plan does not have
this “parent birthday” rule, the other plan’s COB
rule applies.

A child’s parents are separated or divorced with
joint custody, and a court decree does not assign
responsibility for the child’'s health expenses to
either parent or states that both parents are
responsible for the child’s health coverage

The parent birthday rule described above
applies.

A child’s parents are separated or divorced, and a
court decree assigns responsibility for the child’s
health expenses to one parent

The plan covering the child as the assigned
parent’s dependent determines its benefits and
pays first.
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If... Then . ..

A child’s parents are separated, divorced, or not Benefits are determined and paid in this order:
living together (whether or not they have ever been 1. The plan of the custodial parent pays, then
married) and there is no court decree assigning

responsibilities for the child’s health expenses to
either parent

2. The plan of the spouse of the custodial
parent pays, then

3. The plan of the non-custodial parent pays,
then

4. The plan of the spouse of the non-custodial
parent pays.

You have coverage as an active employee or as The plan that covers you as an active employee

the dependent of an active employee, and also or as the dependent of an active employee

have coverage as a retired or laid-off employee or determines its benefits and pays first.

as the dependent of a retired or laid-off employee

You are covered under a federal or state right of The plan other than the one that covers you

continuation law (such as COBRA) under a right of continuation law will determine
its benefits and pay first.

The above rules do not establish an order of The plan that has covered you for the longest

payment time will determine its benefits and pay first.

When the other plan pays first:

B Aetna calculates the amount this Plan would pay if it were the only coverage in place, then
subtracts

B The benefits paid by the other plan(s).

This prevents the sum of your benefits from being more than you would receive from just this Plan.

If your other plan(s) pays benefits in the form of services rather than cash payments, the Plan uses
the cash value of those services in the calculation.

TRICARE
For those covered by TRICARE:

B TRICARE is primary for active duty service members who are covered by the Plan.

B TRICARE is secondary for the dependents of active duty family members, retirees, and the
dependents of retirees.
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Coordination With Medicare

Plan Options for Those Who Are Eligible for Medicare

Your Plan option choices are affected by your or your dependent’s eligibility for Medicare:

B When you and all of your covered dependents become eligible for Medicare because of age
or disability, your coverage in the Open Choice PPO Plan ends. Medicare becomes your
primary coverage. You and all covered dependents will be switched to the Traditional
Choice Plan as your secondary coverage, without any further option to elect the Open
Choice Plan.

B If you are eligible for Medicare because of age or disability, but at least one of your covered
dependents is not eligible for Medicare, you may select either the Open Choice PPO Plan
or the Traditional Choice Plan during an open enrollment period or the annual plan
selection period.

Medicare Eligibility
A person is eligible for Medicare (Part A and Part B) if he or she:

B |s eligible for, and covered by, Medicare; or

B |s eligible for, but not covered by, Medicare because he or she:
- Refused or dropped Medicare coverage; or
- Did not make a proper request for Medicare coverage.

When you are eligible for Medicare, Aetna must determine whether this Plan or Medicare is the
primary plan. All health expenses covered under this Plan will be reduced by any Medicare (Part A
and Part B) benefits available for those expenses. This will be done before the health benefits of
this Plan are figured.

Keep in Mind
The Plan’s benefits are calculated as though you have enrolled in Part B — whether or not
you’ve actually enrolled. This is why it's important to enroll in Part B as soon as you
become eligible for it.

When This Plan Is Primary

The DoD NAF HBP is primary, and Medicare is secondary, if a covered person is eligible for
Medicare and is:

B An active employee, regardless of age.
B A totally disabled employee who is:

- Not terminated or retired; or
- Not receiving Social Security retirement or Social Security disability benefits.
B A Medicare-eligible dependent spouse of:
- An active employee; or
- Atotally disabled employee who is not terminated or retired.
B Any other person for whom this Plan’s benefits are payable to comply with federal law.
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When this Plan is the primary plan, Aetna will not take Medicare benefits into account when
figuring the benefits this Plan will pay.

End-Stage Renal Disease

This Plan is primary for the first 30 months after a covered person becomes eligible for Medicare
due to end-stage renal disease (ESRD). The Plan will pay its benefits first, before Medicare
benefits are available.

Medicare becomes the primary plan beginning with the 31% month of Medicare eligibility due to
ESRD.
When Medicare Is Primary

Medicare is the primary plan, and this Plan is secondary, if a covered person is eligible for
Medicare and is:

B A retired employee.
B A totally disabled employee who is:

- Terminated or retired; or
- Receiving Social Security retirement or Social Security disability benefits.
B A Medicare-eligible dependent of:

- Aretired employee; or
- Atotally disabled employee who is terminated or retired.
B Any other dependent for whom this Plan’s benefits are payable to comply with federal law.

How Medicare Affects Your Plan Benefits

When Medicare is your primary plan, as described above, this Plan is secondary and pays benefits
based on:

B |f the provider accepts Medicare assignment: Medicare’s approved amount for the
service you've received; or

B |If the provider doesn’t accept Medicare assignment: Medicare’s balance billing limit.
The Plan’s benefit for a covered service is figured by:

B Calculating the allowable expense, depending on whether the provider accepts or does not
accept Medicare assignment (see above); then

B Subtracting the amount payable by Medicare (even if you haven't signed up for Medicare
and therefore haven't received Medicare reimbursement); then

B Applying the Plan’s deductible and coinsurance to the allowable expense.
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If You Reside Outside the U.S. or a ‘U.S. Territory

If you are eligible for Medicare, but are unable to receive Medicare benefits while residing
outside the U.S., the Commonwealth of Puerto Rico, the Virgin Islands, Guam or American
Samoa, you are entitled to this Plan’s benefits without a reduction for Medicare. This
provision applies only to medical treatment performed outside the U.S.

You should enroll for Medicare Part B if you reside outside the U.S. or a territory. If you
receive medical care in the U.S., this Plan’s benefits will be calculated as if you are enrolled
in Medicare Part B ... whether or not you've actually enrolled.

For dependents who are under age 65, this Plan is the primary plan that will pay benefits first.
Medicare Part D

This Plan’s prescription drug expenses are not coordinated with Medicare Part D prescription drug
coverage. Reimbursement for a prescription drug expense can be made only from one plan. You
cannot be reimbursed for the cost of a prescription drug, in whole or in part, by both Medicare Part
D and this Plan.

Subrogation and Right of Recovery

If you receive benefits as the result of an iliness or injury caused by another party, the Plan has the
right to be reimbursed for those benefits from any settlement or payment you receive from the
person who caused the illness or injury. This process is called subrogation and reimbursement.
Definitions

The description of the subrogation and reimbursement process uses three terms that you need to
understand:

B “third party” means any party that is, or may be, or is claimed to be responsible for illness or
injuries to you. Such illness or injuries are referred to as “third party injuries.”

B ‘“responsible party” includes any party responsible for payment of expenses associated with
the care or treatment of third party injuries.

B “you” or “your” includes anyone on whose behalf this Plan pays or provides any benefits.

Right of Recovery

When the Plan pays benefits to you for expenses incurred due to third party injuries, then the Plan
retains the right to repayment of the full cost of all benefits provided by the Plan on your behalf that
are associated with the third party injuries. The Plan’s rights of recovery apply to any recoveries
made by or on your behalf from the following sources, including but not limited to:

B Payments made by a third party or any insurance company on behalf of the third party;
B  Any payments or awards under an uninsured or underinsured motorist coverage policy;
B  Any Workers’ Compensation or disability award or settlement;
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B Medical payments coverage under any:
- automobile policy;
- premises or homeowners’ medical payments coverage; or
- premises or homeowners’ insurance coverage; and

B Any other payments from a responsible party or another source intended to compensate
you for injuries resulting from an accident or alleged negligence.

When You Accept Plan Benefits

By accepting benefits under this Plan, you specifically acknowledge the Plan’s right of subrogation.
When this Plan pays health care benefits for expenses incurred due to third party injuries, the Plan
shall be subrogated to your right of recovery against any party to the extent of the full cost of all
benefits provided by this Plan. The Plan may proceed against any party with or without your
consent.

By accepting benefits under this Plan, you also specifically acknowledge the Plan’s right of
reimbursement. This right of reimbursement attaches to any payment received by you or your
representative from any party responsible for paying for expenses associated with the care or
treatment of third party injuries. By providing any benefit under this Plan, the Plan is granted an
assignment of the proceeds of any settlement, judgment, or other payment received by you to the
extent of the full cost of all benefits provided by this Plan. The Plan’s right of reimbursement is
cumulative with and not exclusive of the Plan’s subrogation right and the Plan may choose to
exercise either or both rights of recovery.

By accepting benefits under this Plan, you or your representatives further agree to:

B Notify the Claim Administrator, Aetna, in writing, within 30 days of the time when notice is
given to any party of the intention to investigate or pursue a claim to recover damages or
obtain compensation due to third party injuries sustained by you;

B Cooperate with Aetna and its designees and do whatever is hecessary to secure the Plan’s
rights of subrogation and reimbursement under this Plan;

B Give the Plan a first-priority lien on any recovery, settlement, judgment, or other source of
compensation that may be had from any party to the extent of the full cost of all benefits
associated with third party injuries provided by this Plan (regardless of whether specifically
set forth in the recovery, settlement, judgment, or compensation agreement);

B Pay, as the first priority, from any recovery, settlement, judgment, or other source of
compensation, any and all amounts due to the Plan as reimbursement for the full cost of all
benefits associated with third party injuries paid by this Plan (regardless of whether
specifically set forth in the recovery, settlement, judgment, or compensation agreement),
unless otherwise agreed to by Aetna in writing;

B Do nothing to prejudice the Plan’s rights as set forth above. This includes, but is not limited
to, refraining from making any settlement or recovery that specifically attempts to reduce or
exclude the full cost of all benefits paid by the Plan; and

B Serve as a constructive trustee for the benefits of this Plan over any settlement or recovery
funds received as a result of third party injuries.

The Plan’s recovery rights under this provision are first priority rights and the Plan is entitled to
reimbursement, even if such reimbursement results in a recovery to you that is insufficient to
compensate you in whole or in part for your damages from a third party injury. The Plan may
recover the full cost of all benefits paid by this Plan without regard to any claim of fault on your
part, whether by comparative negligence or otherwise. No court costs or attorney fees may be

Coordination With Other Plans 28



deducted from the Plan’s recovery, and the Plan and Claim Administrator are not required to pay or
contribute to paying court costs or attorney’s fees for the attorney hired by you to pursue your claim
or lawsuit against any third party without the prior express written consent of the Claim
Administrator.

If You Do Not Follow the Process

In the event you or your representative fail to cooperate with the Plan and its Claim
Administrator, you shall be responsible for all benefits paid by this Plan in addition to costs
and attorney’s fees incurred by the Plan and its Claims Administrator in obtaining
repayment.
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What the Plan Covers

In this chapter, you'll find more detailed information about the services and supplies covered by the
Plan. It's important to remember that the Plan covers only services and supplies that are
necessary to prevent, diagn