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The choice is yours     
Explore your AEP benefi t options for 2015 

We are pleased to continue to o� er you competitive coverage next year through the AEP Health & Welfare 
benefi ts program. This year’s Annual Enrollment runs from October 23 through November 13, 2014, and
it’s your opportunity to elect the benefi ts that are right for you and your family in 2015. 

There are some important changes being made for 2015, so please read this guide carefully
to understand your benefi t options before you enroll.

DO YOU NEED TO TAKE ACTION?  

You will need to enroll during this Annual Enrollment if:

• You want a medical option diff erent from what you are currently enrolled in.

• You want to  discontinue coverage in the EyeMed Vision Care Plan.

• You want to discontinue coverage in the Dental Plan.

• You want to change from the Dental PPO Plan to the DMO Plan (if available) or vice versa.

• You want to add or remove coverage for your eligible dependents or remove ineligible dependents.

• You are a surviving spouse who must respond to the remarriage section of Annual Enrollment even 

if you make no changes to your current benefi ts.

HOW TO ENROLL

The AEP Benefi ts Center makes it easy to elect your benefi ts for 2015. Simply log on to the AEP Benefi ts Center 
website, www.ibenefi tcenter.com/aep, and follow the simple enrollment instructions on page 18. You may 
also enroll by calling 1-888-237-2363 (1-888-AEP-BENE), option 1.  

Be sure to take action, if needed, between October 23 and November 13, 2014. If you do not enroll 
during Annual Enrollment, you will automatically be enrolled in the same coverage you have now, covering 
the same eligible dependents, for 2015. Your coverage will be effective from January 1, 2015, through 
December 31, 2015.

Questions? 
Please call the AEP Benefi ts Center at 1-888-237-2363 (1-888-AEP-BENE), option 1, between 
8 am and 5 pm ET, any business day, and confi rm your identity to speak with a representative. 
Between October 23 and November 13, representatives will be available until 6:30 pm.?



WHAT’S INSIDE

SEE WHAT’S NEW

Benefi t changes for 2015 2

REVIEW YOUR 2015 BENEFIT OPTIONS

Medical plans 3

Prescription drug plans 7

Dental plans 11

Vision plan 14

Additional voluntary benefi ts 16

DECIDE AND ENROLL

Tools and resources 17

Enrollment instructions 18

MORE INFORMATION

Contact information 19

Benefi ts eligibility and coverage 20

Important legal notices 27



BENEFIT CHANGES FOR 2015 

New enrollment process  

• Enrollment through the AEP Benefi ts Center: Starting with this year’s Annual Enrollment window — October 23 
through November 13, 2014 — you will elect your benefits through the AEP Benefits Center, either online at 
www.ibenefi tcenter.com/aep or by phone at 1-888-237-2363 (1-888-AEP-BENE), option 1. 

Prescription drug changes  

• Generic prescription drug copay increases: Copays for generic prescription drugs will increase from $5 retail/
$12 mail order to $10 retail/$20 mail order. This increase in generic copays applies to both the Express Scripts Medicare 
Plan and the AEP Prescription Drug Plan.

• Breast cancer prescription drugs: Under the Affordable Care Act (ACA), breast cancer prescription drugs such 
as tamoxifen and raloxifene are now covered at 100% when taken as a preventive measure. If taken for diagnostic/
treatment purposes, the standard copay will still apply. You must contact Express Scripts at 1-800-841-3045 to initiate 
a zero preventive copay. This benefi t applies only to the AEP Prescription Drug Plan, not the Express Scripts Medicare Plan.

Visit the AEP retiree website!

Stay informed with AEP’s retiree website, www.aepretirees.com. You’ll find articles on a variety of 

topics such as the energy industry, retiree benefits, human interest stories on fellow retirees, obituary 

listings, historical photographs, important announcements and much more. 

2



2015 AEP HEALTH & WELFARE BENEFITS GUIDE  |  3

MEDICAL PLANS
This section provides a summary of the two AEP retiree medical plan options available to 
you and your dependents. Please carefully read this section, as well as your 2015 Personal 
Enrollment Worksheet, before making your elections. 

See your options 

Your AEP retiree medical plan options will depend on your personal situation, as shown in the table below. 

If this describes you: Your options are:

Former CSW retirees age 65 and over their 
surviving dependents

• Aetna Medicare Coordination of Benefi ts (COB) Plan.

• Aetna Medicare Maintenance of Benefi ts (MOB) Plan.

• No coverage.

Pre-merger AEP retirees age 65 and over as of 
December 31, 2000, and their surviving dependents

• Aetna Medicare COB Plan.

• No coverage.

AEP retirees who turned age 65 after 
December 31, 2000 

• Aetna Medicare COB Plan.

• Aetna Medicare MOB Plan.

• No coverage.

Note: If you are over age 65 and Medicare-eligible but your eligible dependent is under age 65, you both will be covered 
by an age-65-and-older medical option. As a result, your eligible dependent will be subject to the same medical plan
provisions (other than prescription drug) as you (such as reasonable and customary limits), but Medicare will not be 
primary for your eligible dependent’s claims. There is no in- or out-of-network component for claims for under-age-65 
eligible dependents.

Waiving medical coverage

Retirees: Even if you have previously waived AEP retiree medical coverage or do not elect it this Annual Enrollment, you 
may still elect this coverage in the future — either during a future Annual Enrollment or within 31 days of a qualifi ed change 
in family status. 

Surviving spouses and dependents: Once you waive AEP retiree medical coverage, you lose your eligibility for this 
coverage permanently and will not be able to enroll at a later date. 

Did you know? 

Under both of AEP’s retiree medical plan options — the Aetna Medicare COB Plan and the Aetna 

Medicare MOB Plan — preventive care is covered at 100%. That means you pay nothing for immunizations, 

routine annual exams, adult screenings and routine colonoscopies.  
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MEDICAL PLANS  (CONTINUED)

Aetna Medicare Coordination of Benefi ts (COB) Plan 

The Aetna Medicare COB Plan allows you to direct your own care. This means you can receive care from any doctor, 
specialist or hospital that you choose, with no penalty. 

You must meet a medical expense deductible of $200/person or $600/family before the plan will begin to cover medical 
expenses. Your monthly premiums under this plan are generally higher than those under the Aetna Medicare Maintenance 
of Benefi ts (MOB) Plan, since the way it coordinates benefi ts with Medicare typically results in lower out-of-pocket costs. 
When you receive care, generally you pay a percentage of each covered expense then fi le for reimbursement. You pay 
20% of the cost for most services, and the plan will pay 80% of the reasonable and customary (R&C) charges. An example 
is shown below.

If you meet your annual out-of-pocket maximum, the plan will then pay 100% of your R&C covered medical expenses.

How it coordinates benefi ts with Medicare 

Under the Aetna Medicare COB Plan, benefi ts are coordinated with Medicare. In general, the plan will look at the amount 
you still owe after Medicare has made its payment and calculate plan benefi ts based on this amount.

Here’s how the coordination would work. Let’s say you received $1,000 in services from your physician:

Your doctor charged:

$1,000 – Medicare paid 80%:

$800 =
Remaining balance due:

$200
Plan pays 80% of $200

If the Aetna Medicare COB Plan’s $200 deductible has already been met, the 20% coinsurance will be applied to the 
remaining balance of $200. You would be responsible for paying $40 (20% of the remaining $200 in charges).

Important Medicare information

Both the Aetna Medicare COB Plan and the Aetna Medicare MOB Plan will pay benefits as if any 

individual who is eligible for Medicare coverage is enrolled in Medicare Part A and Part B, even if you 

do not participate in Medicare coverage. Therefore, it is important that you and any Medicare-eligible 

dependent enroll in Part B as soon as each is eligible (you should be automatically enrolled in Part A 

upon becoming eligible). 
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Aetna Medicare Maintenance of Benefi ts (MOB) Plan 

Like the Aetna Medicare COB Plan, the Aetna Medicare MOB Plan allows you to direct your own care. This means you 
can receive care from any doctor, specialist or hospital that you choose, with no penalty. 

This plan also requires you to meet a medical expense deductible of $200/person or $600/family before it will begin to 
cover medical expenses. However, your monthly premiums under this plan are generally lower than those under the Aetna 
Medicare COB Plan, since the way it coordinates benefi ts with Medicare typically results in higher out-of-pocket costs. 

If you meet your annual out-of-pocket maximum, the plan will then pay 100% of your R&C covered medical expenses.

How it coordinates benefi ts with Medicare

If you enroll in the Aetna Medicare MOB Plan option, your benefi ts are coordinated with Medicare. When you receive care, 
the plan determines what it would have paid if you were not enrolled in Medicare. It compares that amount to what Medicare 
actually paid. If the amount Medicare actually paid is at least what the AEP plan would have paid, then no additional benefi t 
will be payable from the AEP plan. 

Using the same example, let’s say you received $1,000 in services from your physician:

Your doctor charged:

$1,000 – Medicare paid 80%:

$800 =
Remaining balance due:

$200
Plan pays no 

additional benefi t

Again, assuming the $200 deductible has been met, the Aetna Medicare MOB Plan would have paid up to 80%, $800. If there 
were no Medicare payment, your out-of-pocket cost would have been $200. The benefi t received from Medicare was as good 
as the benefit as if the Aetna Medicare MOB Plan had paid, so no additional payment will be made, and you would be 
responsible for paying $200.

Behavioral health

All behavioral health and substance abuse benefits are provided through your AEP medical plan (either the 

Aetna Medicare COB Plan or the Aetna Medicare MOB Plan), which is secondary to your Medicare coverage.



MEDICAL PLANS  (CONTINUED)

Medical plan comparison

Aetna Medicare COB Plan Aetna Medicare MOB Plan

Deductible $200/person
$600/family

$200/person
$600/family

Annual out-of-pocket maximum $2,000/person
$6,000/family

$2,000/person
$6,000/family

O�  ce visit 20% after deductible 20% after deductible

Coinsurance 20% after deductible 20% after deductible

Annual preventive care Fully covered with no deductible Fully covered with no deductible

Emergency room 
(copay waived if admitted)

20% after $50 copay and 
$200 deductible

20% after $50 copay and 
$200 deductible

Lab and X-rays 20% after deductible 20% after deductible

Coordination of benefi ts The plan will look at the amount you 
still owe after Medicare has made its 
payment and calculate plan benefi ts 
on this amount.

The plan determines what it would 
have paid in the absence of Medicare, 
then compares that amount to what 
Medicare actually paid.

Monthly premiums Higher Lower

Your out-of-pocket costs based on 
the way Medicare pays benefi ts

Generally lower Generally higher
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PRESCRIPTION DRUG PLANS  
This section provides a summary of the two prescription drug plans offered to eligible retirees 
and survivors age 65 and older and their dependents. Both plans are managed by Express Scripts.  

See your options

If you enroll in AEP retiree medical coverage (the Aetna Medicare COB Plan or the Aetna Medicare MOB Plan), you and/or 
your covered dependents will be automatically enrolled in one of the following two prescription drug plans based on 
your/their age. You do not have the option of choosing one prescription plan over the other. 

• Express Scripts Medicare Plan: A group-based, company-sponsored Medicare Part D plan off ered by Express Scripts 
Medicare on behalf of AEP. It covers retirees, survivors and dependents who are age 65 and older. This plan is separate 
from the AEP retiree medical plans, meaning each has separate deductibles and out-of-pocket maximums. Eligible retirees 
and/or dependents will receive an Annual Notice of Change packet from Express Scripts Medicare with complete details. 
Note: If the information in this guide diff ers from what you receive from Express Scripts Medicare, the information from 
Express Scripts Medicare will apply.

• AEP Prescription Drug Plan: A company-provided plan that covers under-age-65 dependents of retirees and survivors 
over age 65. The plan also covers retirees whose permanent residence is outside the US. 

Under either plan, your share of the cost of your prescription medications will depend if you use retail or mail order, and if 
you use generic or brand-name drugs. 

ID cards

You must present your Express Scripts Member ID card to your pharmacist when fi lling prescriptions.

• If you are a retiree over age 65, you will have an Express Scripts Medicare prescription ID card.

• If your covered dependent is over age 65, he/she will have his/her own Express Scripts Medicare prescription ID card.

• If your covered dependent is under age 65, he/she will have his/her Medco card.
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PRESCRIPTIONS DRUG PLANS  (CONTINUED)

Prescription drug plan comparison chart 

Express Scripts Medicare Plan AEP Prescription Drug Plan

Who’s covered? Covers retirees and dependents 
age 65 and older

Covers under-age-65 dependents of 
age-65-and-older retirees, as well as 
retirees with permanent residence 
outside the US.

ID card Use an Express Scripts pharmacy ID card Use a Medco pharmacy ID card

Network Includes Walgreens, Happy Harry’s 
and Duane Reade pharmacies 

Excludes Walgreens, Happy Harry’s 
and Duane Reade pharmacies

Exclusive home delivery rule Does not apply After the third fi ll at a retail pharmacy, 
you will pay 100% unless you use 
mail order. 

Availability of 90-day supply Can obtain up to a 90-day supply at 
either a retail pharmacy or mail order

Can obtain up to a 90-day supply 
only through mail order

Brand-name versus generic drugs No penalty for obtaining a brand-name 
medication when a generic is available

If you purchase a brand-name 
medication, you will pay the generic 
copay plus the di� erence in cost 
between the brand-name and 
generic medication.

Paying for prescriptions under the Express Scripts Medicare Plan

Out-of-pocket maximum: The Express Scripts Medicare Plan has an annual out-of-pocket maximum of $1,000. Once 
you reach this amount, you will pay zero copay or zero coinsurance for your covered prescriptions for the remainder of the 
plan year. 

Long-term care (LTC) pharmacy: Residents of a long-term care facility using an in-network LTC pharmacy will pay the 
cost-sharing amount for a one-month supply at retail for each stage noted in chart below. 

Out-of-network coverage: You must use pharmacies in the Express Scripts Medicare network to fi ll your prescriptions. 
Covered Medicare Part D drugs are available at out-of-network pharmacies only in special circumstances, such as illness 
while traveling outside of the plan’s service area where there is no network pharmacy. You may incur additional costs for 
drugs received at an out-of-network pharmacy. Please contact Express Scripts at 1-877-703-7344 for details.

If you need more information about the AEP Prescription Drug Plan, refer to your Summary Plan Description (SPD) and 
Summaries of Subsequent Changes.



2015 AEP HEALTH & WELFARE BENEFITS GUIDE  |  9

Payment process under the Express Scripts Medicare Plan

1. DEDUCTIBLE STAGE

You pay a $50 yearly deductible for prescriptions fi lled at a retail pharmacy. Prescriptions fi lled by mail order will not
be subject to a deductible.

2. INITIAL COVERAGE STAGE

After you pay your yearly retail-only deductible, you stay in this initial coverage stage until you reach the member 
out-of-pocket maximum of $1,000, or until your total yearly drug costs (what you and the plan pay) reach $2,960, 
whichever comes fi rst. During this initial coverage stage, you will pay the following:

Generic drugs (tier 1)

Retail one-month (31-day) supply: $10 copay
Retail three-month (90-day) supply: $30 copay
Mail order (90-day supply): $20 copay

Preferred brand-name drugs (tier 2)

Retail one-month (31-day) supply: 20% coinsurance ($20 minimum/$100 maximum)
Retail three-month (90-day) supply: 20% coinsurance ($60 minimum/$300 maximum)
Mail order (90-day supply): 20% coinsurance ($50 minimum/$200 maximum)

Nonpreferred brand-name drugs (tier 3)

Retail one-month (31-day) supply: 35% coinsurance ($35 minimum/$200 maximum)
Retail three-month (90-day) supply: 35% coinsurance ($105 minimum/$600 maximum)
Mail order (90-day supply): 35% coinsurance ($90 minimum/$300 maximum)

3. COVERAGE GAP STAGE

Note: The description of this stage is required to be provided as per Medicare Part D guidelines. AEP members will 
not experience any change in cost-sharing amounts during this stage.

If you have not met the member out-of-pocket maximum of $1,000, but your total yearly drug costs reach $2,960, 
you will continue to pay the same cost-sharing amounts. You will continue to pay these amounts until your total 
out-of-pocket costs reach $ 4,700.

4. CATASTROPHIC COVERAGE STAGE

If you have not met your member out-of-pocket maximum, but your yearly out-of-pocket drug costs — including 
manufacturer discounts — exceed $ 4,700, you will pay the greater of 5% coinsurance or:

• A $2.65 copay for covered generic drugs (including brand-name drugs treated as generics), with a maximum not to 
exceed the standard copay during the initial coverage stage.

• A $6.60 copay for all other covered drugs, with a maximum not to exceed the standard copay during the initial 
coverage stage.
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PRESCRIPTION DRUG PLANS  (CONTINUED)  

Medicare Part D Income-Related Medicare Adjustment Amount (D-IRMAA)

There is an additional Part D premium for “high earners.” The Social Security Administration determines an individual’s 
obligation based on the benefi ciary’s tax return two years prior.

Individual tax return Part D premium

$85,000 or less Standard Part D premium

$85,001–$107,000 Standard Part D premium + $12.30/month

$107,001–$160,000 Standard Part D premium + $31.80/month

$160,001–$214,000 Standard Part D premium + $51.30/month

Over $214,000 Standard Part D premium + $70.80/month

You will not be billed for a standard Part D premium while you are covered under an AEP Comprehensive Medical plan 
retiree option because AEP pays it. But the additional Part D premiums will be deducted from your Social Security check. 
If your Social Security check is not enough to cover the additional Part D premium, you will be billed by Medicare.

Important Medicare information 

If you enroll in Medicare Prescription Drug coverage through anyone other than AEP, you will lose your

eligibility for AEP retiree medical plan coverage, including the prescription drug coverage that is provided 

as part of your AEP retiree medical plan, for that year.
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DENTAL PLANS   
This section provides a summary of the two AEP retiree dental plan options available to you and 
your dependents. Please carefully read this section, as well as your 2015 Personal Enrollment 
Worksheet, before making your elections. 

See your options 

Depending on where you live, you may have more than one dental plan option from which to choose. Your options may include:

• Aetna Dental Preferred Provider Organization Plan (DPPO) Plan: O� ered in all areas.

• Aetna Dental Maintenance Organization Plan (DMO) Plan: – O� ered in limited areas.

• No coverage: You may choose to waive dental coverage. 

Waiving dental coverage

Once you waive AEP retiree dental coverage, you lose your eligibility for this coverage permanently and will not be able 
to enroll at a later date.

DPPO Plan

Under the DPPO Plan, you can visit a dentist in the Aetna DPPO Plan network or outside the network; however, you  generally 
pay less out of your own pocket when you visit in-network dentists. 

The DPPO Plan pays 100% of your preventive care expenses (subject to frequency limits) with no deductible, up to Aetna’s 
recognized charges. It also pays a percentage of Aetna’s recognized charges for most other expenses, after you meet an 
annual deductible. 

The DPPO Plan also has a discount feature. Dentists participating in Aetna’s Preferred Dental program will o� er discounted 
fees for care and services. So, while the percentage you pay for care and services will be the same regardless of the dentist 
you visit, you may pay less out of your pocket when you visit a preferred dentist. For more information, you can call Aetna 
at 1-800-243-1809.

DPPO Plan coverage

Your annual deductible 
(applies to basic and major restorative expenses only)

$50 individual/$150 family

Preventive care Plan pays 100% of eligible expenses (no deductible).

Basic restorative care Plan pays 80% after deductible.*

Major restorative care Plan pays 50% after deductible.*

Orthodontia care (eligible dependent children under age 19) Plan pays 50% of eligible expenses (no deductible).

Lifetime orthodontia maximum $1,500/lifetime per covered person

Annual maximum benefi t $1,500/year per covered person

* Up to network discounted rates or recognized charge if out-of-network provider is used.
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DENTAL PLANS (CONTINUED) 

DMO Plan

If you are enrolled in the DMO Plan for 2014 and you are no longer eligible for the DMO Plan in 2015, you will be automatically 
defaulted into the DPPO Plan covering the same eligible dependents if you do not make a dental election during Annual 
Enrollment (October 23 through November 13, 2014). 

If you enroll in the DMO Plan, you must choose a primary care dentist (PCD) who participates in Aetna’s DMO Plan network. 
Each covered family member you enroll can select his or her own PCD. 

• Visit DocFind®, Aetna’s online provider directory, at www.aetna.com/docfi nd and select the plan titled “Dental 
Maintenance Organization (DMO),” to fi nd a PCD in your area or to see if your dental provider is in the Aetna DMO 
Plan network. 

• You may also call Aetna at 1-800-243-1809 and request a PCD in your area. 

• When you visit your PCD, show your member ID card to receive covered services. Your PCD will verify your eligibility 
from a member roster.

• You can change your PCD as often as once a month by logging on to Aetna Navigator at www.aetna.com or by calling 
Aetna at 1-800-243-1809. Changes made on or prior to the 15th of the month take e� ect the fi rst of the next month. 
Changes made after the 15th of the month will take e� ect the fi rst of the month following the next month.

If you need more information on the DMO plan, refer to your Summary Plan Description (SPD) and summaries of subsequent changes.

Important note

Aetna cannot guarantee the availability or continued participation of a particular dental provider. Either Aetna 

or any DPPO Plan or DMO Plan network provider may terminate the provider contract or limit the number 

of patients accepted in a practice. Before enrolling in a dental plan, it’s a good idea to verify that the provider 

is in-network and is accepting new patients.
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DPPO Plan/DMO Plan comparison

Plan feature DPPO Plan DMO Plan

Cost-sharing arrangement Coinsurance (the percentage of 
covered expenses you pay)

Copay (the amount you pay at the 
time of service)

Primary care dentist 
(PCD) election

Not required Required at enrollment. 
Contact Aetna with your election 
after December 1, 2014. 

Annual deductible
(the amount you pay before the 
plan pays)

$50 individual/$150 family No deductible

Annual maximum
(the maximum amount the plan will 
pay out in a plan year)

$1,500 No limit

Orthodontics eligibility Children under age 19 Adults and children

Orthodontics out-of-pocket 
maximum

No limit $2,400 copay

Orthodontics lifetime benefi t 
maximum

$1,500 No limit

Out-of-network benefi ts Visit any licensed dentist to receive 
benefi ts. You will typically pay lower 
out-of-pocket costs if you choose a 
dentist who participates in the Aetna 
DPPO Plan network.

Contact Aetna at 1-800-243-1809 
for state-required benefi ts (out-of-
network coverage not available in 
Arizona, Texas, North Carolina, 
New Jersey and California).

Referrals
(the PCD directs you to seek dental 
care from another dental professional)

None required Referrals are required, except when 
you visit an orthodontist in the DMO 
Plan network.

Procedures NOT covered You are responsible for the cost of 
procedures not covered by your plan. 
Note: Participating DPPO Plan dentists 
o� er discounts on procedures not 
covered by the plan.

You are responsible for the cost of 
procedures not covered by your plan.

Tip

For significant dental expenses, it’s always a good idea to have your dentist file a request for predetermination 

of coverage with Aetna prior to undergoing the procedure.
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VISION PLAN 
This section provides a summary of the vision plan available to you and your dependents. 
Please carefully read this section, as well as your 2015 Personal Enrollment Worksheet, 
before making your elections. 

See your options  

Your vision coverage options include:

• EyeMed Comprehensive Vision Plan.

• No coverage.

Waiving vision coverage

Retirees: Even if you have previously waived AEP vision coverage or do not elect it this Annual Enrollment, you may still 
elect this coverage in the future — either during a future Annual Enrollment or within 31 days of a qualifi ed change in 
family status. 

Surviving spouses and dependents: Once you waive AEP vision coverage, you lose your eligibility for this coverage 
permanently and will not be able to enroll at a later date.

EyeMed Comprehensive Vision Plan

AEP’s EyeMed Comprehensive Vision Plan provides coverage through the Fidelity Security Life Insurance Company for eye 
exams, contacts (including disposable contacts) and eyeglass lenses and frames. It also off ers discounts on special features 
such as scratch-resistant lenses, laser eye surgery and more. 

Proper eye care can lead to the early detection and treatment of vision-related complications. EyeMed participants can 
take advantage of the discounted retinal imaging exam option; in addition, members who have Type 1 or Type 2 diabetes 
are eligible for a follow-up exam and additional testing two times per benefi t year.

Benefits are provided through EyeMed Vision Care’s Access national network of private practice optometrists, 
ophthalmologists, opticians and retailers, such as Sears Optical, Target Optical, most Pearle Vision locations and 
LensCrafters. Discounts may not be available at all network providers. Prior to an appointment, you should confi rm with 
your provider that discounts are off ered. To locate an EyeMed network provider, contact EyeMed at 1-866-723-0513 
or visit www.enrollwitheyemed.com/access.

If you use an out-of-network provider, you will pay in full at the time of your appointment, submit your receipts and claim 
form to EyeMed and receive reimbursement according to the Vision Plan coverage table below. Be sure to submit your 
claim for services and materials (even if purchased on diff erent dates) at the same time to receive the maximum reimbursement. 

Refer to the Vision Care Summary Plan Description in the Plan Information section of www.ibenefi tcenter.com/aep for 
complete details of the benefi ts under this plan or contact EyeMed at 1-866-723-0513 or visit www.eyemedvisioncare.com.

EyeMed secondary purchase plan

After your initial benefi ts have been utilized, you are able to receive the following additional discounts when you use 
network providers:

• 20% discount off  frames or lenses.

• 40% discount off  a complete pair of eyeglasses.

• 15% discount off  conventional contact lenses.
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Vision Plan coverage

Frequency of services

Eye exam Once every 12 months*

Standard plastic lenses Once every 12 months*

Frames Once every 12 months*

Contact lenses Once every 12 months* (in lieu of lenses and frames)

Plan services You pay (in-network) You pay (out-of-network)

Eye exam $0 100% of expenses over $35 allowance

Standard plastic lenses (per pair)

Single vision $10 100% of expenses over $25 allowance

Bifocals $10 100% of expenses over $40 allowance

Trifocals $10 100% of expenses over $55 allowance

Lenticular $10 100% of expenses over $55 allowance

Lens options

Tint (standard and gradient) $15 100% of expenses

UV coating $15** 100% of expenses

Standard scratch-resistance $15** 100% of expenses

Standard polycarbonate $40 100% of expenses

Standard antirefl ective $45 100% of expenses

Standard progressive $75 100% of expenses

Other add-ons and services 80% of retail price 100% of expenses

Frames

Frames 80% of the retail cost over $130 allowance 
for any frame (benefi t contingent on 

purchase of prescription lenses)

100% of expenses over $50 allowance

Contact lenses

Conventional 85% of expenses over $130 allowance 100% of expenses over $92 allowance

Disposables 100% of expenses over $130 allowance 100% of expenses over $92 allowance

Medically necessary $0 100% of expenses over $200 allowance

Laser vision correction (through 
the U.S. Laser Network)

85% of the retail price or 95% 
of the promotional price

100% of expenses

* The 12-month period (365 days) is measured from the date the exam is performed or from the date the lenses or frames are ordered.

** LensCrafters o� ers these options as part of the base lens at no additional cost.

Accessing your explanation of benefits

All explanation of benefits (EOB) will automatically be provided in electronic format via EyeMed’s 

member website. If you wish to receive paper EOBs through the mail, contact EyeMed customer 

service at 1-866-723-0513.
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ADDITIONAL VOLUNTARY BENEFITS 

Auto & Home Group Insurance 

MetLife off ers a variety of property and casualty insurance policies to AEP participants at group rates. Policies include:

• Auto.

• Home.

• Landlord’s rental dwelling.

• Condo.

• Mobile/motor home.

You may be eligible for one or more policy discounts such as multicar, antitheft device, safety device (air bags, etc.), 
good student, resident student, new home, security system, etc. You will be billed each month by MetLife for the cost 
of your coverage.

You can enroll or discontinue coverage in the MetLife Auto & Home Group Insurance plan at any time. Call 1-800-438-6388 
or visit the MetLife website at www.metlife.com/mybenefi ts to learn more or get a quote. 

If you are currently enrolled in the MetLife Auto & Home Insurance plan, enrollment in 2015 will automatically continue, 
unless you notify MetLife that you do not want to continue participation.

Veterinary Pet Insurance 

You may also purchase Veterinary Pet Insurance (VPI). A VPI policy provides protection for your pet at discounted group 
rates. Coverage includes:

• Offi  ce visits.

• X-rays.

• Diagnostic tests.

• Lab fees.

You can take your pet to any licensed veterinarian worldwide. You will be billed each month by MetLife for the cost of 
your coverage. You can enroll or discontinue coverage in the Veterinary Pet Insurance plan at any time. Call MetLife at 
1-800-438-6388 or visit the MetLife website at www.metlife.com/mybenefi ts. If you are currently enrolled in the VPI plan, 
participation in 2015 will continue automatically, unless you notify MetLife that you do not want to continue participation.

• Renter’s.

• Recreational vehicles.

• Boat.

• Personal excess liability (umbrella).

• Prescriptions.

• Treatments.

• Surgeries.

• Hospitalization.
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TOOLS AND RESOURCES 

Online tools 

These easy-to-use tools on the AEP Benefi ts Center website at www.ibenefi tcenter.com/aep can help you understand 
your benefi ts, make informed decisions and pursue your wellness goals. 

• Cost compare: Instantly estimate the total costs of participating in each of AEP’s retiree medical plans, including 
premiums and out-of-pocket costs. 

• Medical plan comparison tool: See a side-by-side comparison of medical plan details, including how specifi c services 
are covered. 

• Health Care Decoder: This website makes it fun and easy to understand health care reform, use your benefi ts wisely 
and make smart decisions about your health. 

Resources in this package  

The following materials are included in this package:

• This 2015 AEP Health & Welfare benefi ts guide.

• Personal Enrollment Worksheet: This form shows your 2015 benefi t options, your default elections and the associated 
contributions to be withheld from your pension check or billed to you. Carefully check the personal information on this 
form. If necessary, you may make changes to each dependent’s information when you enroll.
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ENROLLMENT INSTRUCTIONS

During this year’s Annual Enrollment window — October 23 through November 13, 2014 — you will need to elect your 
2015 benefi ts through the AEP Benefi ts Center, either online or by phone. Simply follow the steps below.

Note: If you do not enroll during Annual Enrollment, you will automatically be enrolled in the same coverage you have 
now, covering the same eligible dependents, for 2015. Your coverage will be e� ective from January 1, 2015, through 
December 31, 2015.

Also, if you are a surviving spouse and do not make any changes to your benefi ts during this Annual Enrollment, you 
MUST respond to the remarriage section of the enrollment instructions.

Online 

1. Visit www.ibenefi tcenter.com/aep.

– Returning visitor? Log in with your user name and password. 

– New visitor? For your initial login to the AEP Benefi ts Center website, click Get Started. You will be asked to 
provide the last four digits of your Social Security number, last name (including name suffi  x such as Jr, Sr, II, etc.), 
date of birth and postal code of your home mailing address. During the registration process, you will create 
a personalized user name and password, which you will need to provide anytime you return to the website. 
You will also be prompted to answer some security questions.

2. Click on the Health tab, review Your Current Coverage and use the tools available to help you evaluate 
your options.

3. When you’re ready to make your elections, click Enroll Now. Review each of your elections on the enrollment checklist 
page, including your covered family members and make any applicable changes for 2015.

4. Once you are satisfi ed, click Submit My Elections. You will then see a screen verifying that your elections have been 
saved. You may click Print a Copy if desired.Print a Copy if desired.Print a Copy

5.  In early December, you will receive your enrollment confi rmation statement by mail. Please review it carefully for accuracy. 
If you fi nd a discrepancy, contact the AEP Benefi ts Center immediately. 

By phone 

If you have questions or need help enrolling, experienced service representatives are ready to help:

• Call the AEP Benefi ts Center at 1-888-237-2363 (1-888-AEP-BENE), option 1, between 8 am and 5 pm ET, any business 
day, and confi rm your identity to speak with a representative. Between October 23 and November 13, representatives 
will be available until 6:30 pm.

• Representatives are also available for online chats at www.ibenefi tcenter.com/aep during those hours, or you can 
email a representative from the website anytime.

Do you need to designate a beneficiary? 

If you have AEP life insurance, click the “Beneficiaries” link while you’re enrolling to see a summary of your 

beneficiary data on file. To modify your existing beneficiary data, click “Change,” or to add new beneficiary 

data, click “Add.” Any changes or additions will go into effect as soon as you submit your elections. 
?
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CONTACT INFORMATION*

Benefi t Provider Phone number Website

Medical Aetna 1-800-243-1809 www.aetna.com

Prescription drug Express Scripts Medicare
(over-age-65 retirees and 
dependents)

AEP Prescription Drug Plan 
(under-age-65 dependents)

1-877-703-7344

1-800-841-3045

www.express-scripts.com

Dental Aetna 1-800-243-1809 www.aetna.com

Vision EyeMed 1-866-723-0513 www.eyemedvisioncare.com

Life insurance Minnesota Life 
Insurance Company

1-877-491-5268 No website available

Long-term 
care insurance

Note: This plan was 
closed to new participants 
starting June 30, 2013.

Prudential 1-877-237-5820 No website available

Auto & Home 
Group Insurance and 
Veterinary Pet Insurance

MetLife 1-800-438-6388 www.metlife.com/mybenefi ts

AEP retiree website www.aepretirees.com

General benefi t inquiries AEP Benefi ts Center 
(administered by Mercer)

1-888-237-2363 
(1-888-AEP-BENE), 
option 1

www.ibenefi tcenter.com/aep

*This is a list of possible provider contact information. It does not imply you are a participant of each plan. 

Has your personal information changed?  

To ensure that you continue to receive important communications from AEP, contact the AEP Benefits Center 

at 1-888-237-2363 (1-888-AEP-BENE), option 1, if any of your personal contact information has changed. ?
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BENEFITS ELIGIBILITY AND COVERAGE 

When coverage begins 

The elections you make this Annual Enrollment take e� ect on January 1, 2015, and continue through December 31, 2015, 
unless you have a qualifying change in family or employment status as described on the following page in the section 
“Changing coverage during the year.” 

When coverage ends

Your coverage in the plans ends on the last day of the month in which:

• Your required contributions are not paid.

• The plan ends.

• You are no longer eligible.

• You elect to enroll in a Medicare Part D prescription drug program other than the AEP-sponsored Part D plan (which 
would disqualify you from the medical and prescription drug plan only).

• You die.

Coverage for your dependents ends on the last day of the month in which:

• Your coverage ends.

• Your dependent enrolls in a Medicare Part D prescription drug program other than the AEP-sponsored Part D plan 
(which would disqualify your dependent from the medical and prescription drug plan only).

• Your dependents are otherwise no longer eligible. 

If your coverage under the medical, dental or vision plan ends, you and your dependents may, under certain circumstances, 
be eligible to continue coverage under COBRA. Also see “Surviving spouse and dependent eligibility for AEP benefi ts” 
on page 22.
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Changing coverage during the year

After the Annual Enrollment period for your 2015 benefi ts (October 23–November 13, 2014), you may not elect to change 
or cancel your coverage until the next Annual Enrollment period unless you experience a qualifying life event that a� ects 
your eligibility for coverage, and you process that change through the AEP Benefi ts Center no later than 31 days after it 
occurs. In addition, a change can only be made if it is due to, and consistent with, the qualifying life event that a� ects your 
eligibility for coverage. 

A qualifying life event may include: 

• Change in your domestic partnership or legal marital status, including marriage, divorce or annulment.

• Change in the number of your dependents — including birth, adoption of a child, placement for adoption or acquiring 
a child through marriage or legal guardianship.

• Death of your spouse, domestic partner or a covered dependent child.

• Gain or loss of legal custody of a dependent.

• Dependent satisfi es (or ceases to satisfy) dependent eligibility requirements, including attainment of limiting age.

• A signifi cant change in your health coverage or the coverage provided through your spouse’s or domestic partner’s employment.

• A change in the employment status of you, your spouse or domestic partner or your dependent (part-time to full-time, 
commencement or termination of employment, etc.).

• Taking or returning from an unpaid leave of absence for your spouse or domestic partner.

• A court order requiring a change in coverage.

• A change in residence that aff ects your eligibility for coverage.

• You or your covered dependent becomes eligible for Medicare.

To process a qualifying life event and change your coverage, you may: 

• Log on to www.ibenefi tcenter.com/aep, then click on the “Life Status Change” link and follow the prompts to enter 
your changes and elect your new coverage.

• Or call the AEP Benefi ts Center at 1-888-237-2363 (1-888-AEP-BENE), option 1, between 8 am and 5 pm ET, any business 
day, and confi rm your identity to speak with a representative. Between October 23 and November 13, representatives 
will be available until 6:30 pm.

Coverage changes due to a qualifi ed life event become e� ective the day the change in status occurred, as long as you 
processed the event within 31 days. 
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BENEFITS ELIGIBILITY AND COVERAGE (CONTINUED)

Other opportunities to enroll/change coverage outside of Annual Enrollment

• If you decline coverage for yourself or your dependents because you have other medical or vision coverage, you may 
be able to enroll yourself or your dependents in the AEP Medical or Vision Plan at a later date if you lose that other 
coverage. Also, if you add a dependent as a result of a marriage or domestic partnership, birth, placement for adoption 
or acquiring a child through legal guardianship, you may be able to enroll other eligible dependents in that plan. 

• You may request enrollment in the AEP Medical Plan midyear if you notify the AEP Benefits Center within 60 days 
after you or your dependent either (1) loses eligibility for Medicaid or coverage through the Children’s Health Insurance 
Program (CHIP) that is administered by your state or (2) becomes eligible to participate in a premium assistance 
program under Medicaid or CHIP.

Your eligibility for AEP benefi ts

You are eligible to participate in the retiree benefi ts if you were an active, full-time or permanent part-time employee who 
retired from a Participating AEP System Company and you were at least age 55 with 10 or more years of service* on your 
retirement date. If you were disabled when you elected to take a distribution from the Company-provided qualifi ed defi ned 
benefi t pension plan, you may be eligible for benefi t coverage. Refer to the AEP Comprehensive Medical Plan Summary 
Plan Description for Retirees and Surviving Dependents Age 65 and Older, issued 2010, found in the Plan Information 
section of www.ibenefi tcenter.com/aep, for a list of Participating AEP System Companies.

You are not eligible for retiree benefi ts if you were subject to a collective bargaining agreement that does not provide 
specifi cally for coverage under a particular plan.

*  You will not receive service credit toward eligibility for retiree coverage for any service during which you were classifi ed as a temporary 

employee, independent contractor or leased employee or otherwise paid for your services based upon a fee or contract. 

Surviving spouse and dependent eligibility for AEP benefi ts 

• Survivors of active employees (not retiree-benefi t-eligible): Surviving spouses of active employees who were not 
retiree benefi t eligible on the date of death can elect to continue medical, dental and/or vision coverage until the earlier 
of age 65 or remarriage, if the surviving spouse was enrolled in those plans at the time of the employee’s death. Surviving 
dependent children of an active employee who was not retiree benefi t eligible on the date of death can elect to continue 
medical, dental and/or vision coverages until they reach the limiting age, if the surviving dependent child was enrolled 
in those plans at the time of the employee’s death.

• Survivors of active employees (retiree-benefi t-eligible): Surviving spouses of active employees who were retiree 
benefi t eligible on the date of death can elect to continue medical, dental and/or vision coverage until remarriage if the 
surviving spouse was enrolled in those plans at the time of the employee’s death. Surviving dependent children of an 
active employee who was retiree benefi t eligible on the date of death can elect to continue medical, dental and/or vision 
coverages until they reach the limiting age, if the surviving dependent child was enrolled in those plans at the time of the 
employee’s death.

• Survivors of retirees: Surviving spouses of retirees can elect medical, dental and/or vision coverage until remarriage, 
if the surviving spouse was enrolled in the medical, dental and/or vision plans at the time of the retiree’s death. Surviving 
dependent children of retirees can elect medical, dental and/or vision coverage until the limiting age if the surviving 
dependent child was enrolled in those coverages at the time of the retiree’s death.

Note: Domestic partners and the children of domestic partners are not eligible for survivor medical, dental or vision 
benefi ts. However, AEP will off er COBRA-like coverage to Alternative Family Members under applicable plans. Refer to the 
“Continuing Coverage through COBRA” sections of your Summary Plan Descriptions for additional information.
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Paying for coverage

Your cost of coverage under the AEP benefi t program will depend on:

• Your eligibility for a grandfathered retirement group, if applicable.

• The dependents you elect to cover.

• The option in which you enroll.

Unless you are in a grandfathered group, your contributions for retiree medical coverage for 2015 are based on your age 
and years of service at retirement, as follows:

Age + years of service             Contribution percentage of total cost

65–69 46%

70–74 42%

75–79 36%

80–84 32%

85–89 26%

90–94 22%

95+ 20%

Your 2015 Personal Enrollment Worksheet provides your monthly cost for each of the benefi t options available to you. If 
you receive a monthly pension benefi t, your contribution will generally be deducted from your pension check. Otherwise, 
you will be billed monthly for your contribution. 

Important note

Failure to make required contributions will result in the termination of coverage and may prohibit your 

future enrollment in AEP plans.

Coverage levels

When you enroll in either the medical, dental or vision plan, you may also choose whom you want to cover. Your coverage 
level and cost is based on the dependents you enroll. Coverage levels include:

• Participant* only.

• Retiree + spouse.

• Retiree or surviving spouse + child(ren).

• Retiree + family.

In addition to electing medical, dental or vision coverage for yourself and your eligible dependent children or children for 
whom you serve as legal guardian, you (the retiree) can elect coverage for your alternative family members as follows:

• Retiree + domestic partner.

• Retiree + domestic partner’s child(ren).

• Retiree + domestic partner + his or her child(ren).

You may choose the same or di� erent coverage levels for the medical, dental and vision plans. You must enroll in coverage 
before you can enroll your eligible dependents.

*  A retiree’s surviving spouse or surviving child will be considered a “participant” only if described in the “Surviving spouse and dependent 

eligibility for AEP benefi ts” section on the previous page.
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BENEFITS ELIGIBILITY AND COVERAGE (CONTINUED)

Eligible dependents*

It is important that you review the AEP dependent eligibility defi nitions to ensure that all of your covered dependents 
or any dependents you want to add during Annual Enrollment meet the defi nition. If any one of your currently covered 
dependents no longer meets the eligibility requirements listed, you should contact the AEP Benefi ts Center as soon as 
possible to report this information. Covering ineligible dependents under your AEP medical, dental or vision 
plans is considered a violation of AEP’s Rules of Conduct and could subject you to disciplinary action, 
up to and including termination of benefi ts.

Note: Your eligible dependents do not include any individual who is also covered as an AEP employee/retiree or who 
is covered by another AEP employee or retiree as a dependent.

*  Surviving dependents may be covered only if they also are described in the “Surviving spouse and dependent eligibility for AEP benefi ts” 

section on page 22.

Your eligible dependents include your:

Spouse:

• As defi ned by the state in which you live, including common law marriages. 

• Same-sex spouse: If the state in which the marriage takes place allows same-sex marriages to be performed (regardless 
of whether the state in which you live recognizes it). 

Note: Upon divorce or legal separation by a court decree, a spouse ceases to be eligible for coverage regardless of whether 
the divorce decree or court order requires you to provide coverage for your former spouse. It is your responsibility to inform 
the AEP Benefi ts Center of a divorce or legal separation. Failure to do so in a timely manner will not prevent their 
loss of coverage retroactively BUT WILL result in their loss of eligibility to elect COBRA continuation coverage.

Domestic partner:

To qualify, you and your domestic partner must certify and declare that you meet the criteria below. You and your domestic partner: 

• Must be the same gender as you. 

• Must not be related to you by blood. 

• Must be at least 18 years of age or older. 

• Must be jointly financially responsible for basic living expenses defined as the cost of food, shelter and any other 
expenses of maintaining a household. Your partner need not contribute equally or jointly to the cost of these expenses 
as long as you agree that you both are responsible for the cost. 

• Must have been living with you in the same residence for at least six consecutive months with the intent to continue 
doing so indefi nitely. 

• Must be in a serious and committed relationship. 

• Must not be legally married to anyone else, be in a partnership with another individual or have had another partner 
within the prior six months. The determination of whether you are legally married will be based upon the law of the state 
in which you reside or where the marriage takes place. 

• Must be legally competent — that is, legally and mentally capable of entering into a legally enforceable contract. 

• Must reside in a state that hasn’t allowed same-sex marriages to be performed within its borders for a period of at least 
six consecutive months. 

• Must have an affi  davit of domestic partnership on fi le at the AEP Benefi ts Center. 
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Note: If (1) you terminate your domestic partner relationship or (2) your domestic partner ceases to satisfy the criteria 
above for an eligible domestic partner, you must notify the AEP Benefi t Center to discontinue your domestic partner from 
coverage. Failure to do so in a timely manner will not prevent their loss of coverage retroactively BUT WILL result in their 
loss of eligibility to elect COBRA continuation coverage. You may cover your domestic partner whether or not he or 
she qualifi es as your tax dependent. If your domestic partner is not a tax dependent, you will incur imputed 
income on that benefi t coverage. 

Additionally, when you enroll one or more dependents, you will be required to declare whether or not they are considered 
your federal income tax dependent under Sections 152 and 106 if the Internal Revenue Code for group health coverage 
purposes. To claim your domestic partner as a group health coverage tax dependent, the domestic partner must: 

• Receive over half of his or her support from you for the year (support includes food, shelter, clothing, medical and 
dental care and education and must be compared to total support, including the partner’s income). 

• Have as his or her principal abode your home for the year and be a member of your household for the year. 

• Not break any local laws by engaging in the relationship. 

• May not be a qualifying child tax dependent of another taxpayer. 

• Meet the IRS residency test (in general, be a citizen or national of the US, Mexico or Canada). 

It is recommended that you consult a tax advisor. Falsely certifying a tax dependent may result in charges 
of tax fraud. 

If it is determined at a later date that your domestic partner cannot legally be claimed as your dependent 
for group health coverage purposes, and you have not paid for the insurance with after-tax dollars, nor have 
imputed income on the portion of premiums paid by AEP, any reimbursement made to you on behalf of your 
domestic partner will result in taxable income to you. 

Children:

To qualify for coverage, your dependent child(ren) must meet all of the following criteria: 

• Child is under age 26 and the child is:

– Your natural child or the natural child of your spouse or domestic partner, or 

– A child legally adopted by you, your spouse or domestic partner or placed with you, your spouse or domestic 
partner for adoption, or

– Your foster child, or 

– A child who resides in your household for whom you, your spouse or your domestic partner are the court-
appointed guardian, or

– A child for whom you are required to provide coverage as a result of a Qualifi ed Medical Child Support Order 
(QMSCO).  

– Any other child you claim as a dependent on your federal income tax return, provided that neither natural parent 
of the child lives with the child and you are acting as the child’s guardian. 

Disabled dependents:

To qualify for coverage beyond the child limiting age, your disabled child(ren) must meet all the criteria listed under the 
“Children” section above plus: 

• Disability must have occurred prior to age 26. 

• Remain continuously covered. 
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BENEFITS ELIGIBILITY AND COVERAGE  (CONTINUED)
You must submit proof that the child reaching age 26 is disabled and incapable of self-support within 31 days after he 
or she reaches age 26. If you are enrolling the child for the fi rst time after the child has already reached age 26, you must 
submit proof that the child has been disabled and incapable of self-support since age 26 within 31 days after enrolling the 
child. The claims administrator has the right to require, at reasonable intervals, proof that the child continues to be disabled 
and incapable of self-support. If you fail to submit any required proof or if you refuse to permit a medical examination of the 
child, he or she will not be considered disabled and therefore not eligible for coverage. 

Important note

Dependent Social Security numbers, or tax identification numbers for non-US citizens, must be 

provided to AEP within six months of adding a dependent. You must enroll your dependent within 

31 days of a qualifying event (or within 90 days of birth or adoption of a newborn), even if a Social 

Security number has not yet been obtained.

Tax considerations when covering your dependents

Certain AEP benefi ts qualify for tax advantages (such as before-tax employee contributions and nontaxable employer 
contributions) only to the extent that they cover the employee’s dependents as defi ned for tax purposes. AEP allows you 
to provide medical, dental, vision and, if applicable, AD&D coverage for certain dependents who may not qualify as your 
tax dependents. As a result, the contributions you make for their coverage may not qualify for tax-favored treatment, and 
you will be subject to imputed income on the value of the company-paid portion of their coverage and be taxed accordingly. 
If you have a claim under AD&D insurance for a dependent that is not a qualifi ed tax dependent, you will be responsible 
for the income tax reporting of the amount you receive. 

If your dependent child qualifi es under any of the following relationships and has not attained age 27 before the end of the 
year, he or she is considered your qualifi ed tax dependent for group health plan purposes: 

• Your son or daughter. 

• Your stepson or stepdaughter. 

• Your foster child (placed with you by an authorized placement agency or by court order). 

• Your or your spouse’s adopted child. 

• A child placed with you or your spouse for adoption. 

If your dependent child does not qualify under any of the relationships listed above, you should review the additional 
information provided on the AEP Benefi ts Center website before you enroll to help you determine whether your child 
qualifi es as a tax dependent for group health plan purposes.

If both you and your eligible dependents have AEP benefi ts

If both you and your spouse, domestic partner or eligible dependents are eligible for an AEP benefi t plan as an AEP retiree 
or employee:

• You may each enroll as a retiree or employee, as appropriate.

• One of you may enroll as a retiree or employee and the other as a spouse, domestic partner or eligible child.

• Neither of you may be covered as both a retiree or an employee and as a dependent.

• Neither of you can cover the same eligible dependent children.
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IMPORTANT LEGAL NOTICES

Reconstructive surgery benefi t 

If you or a covered dependent has a mastectomy, the medical plan will cover reconstruction of the breast on which the 
mastectomy was performed, prosthesis treatment of other physical complications and surgical reconstruction of the other 
breast for appearance. Coverage may be subject to appropriate annual deductibles and coinsurance provisions for the 
medical plan you choose.

Availability of summary health information

As a retiree, the health benefi ts available to you represent a signifi cant component of your benefi t package. They also 
provide important protection for you and your family in the case of illness or injury.

Your plan o� ers a series of health coverage options. Choosing a health coverage option is an important decision. To help 
you make an informed choice, your plan makes available a Summary of Benefi ts and Coverage (SBC), which summarizes 
important information about any health coverage option in a standard format, to help you compare across options. 

The SBC is available on the web at www.ibenefi tcenter.com/aep. A paper copy is also available, free of charge, by 
calling 1-888-237-2363 (1-888-AEP-BENE), option 1.

Notice of privacy practices 

TO: Participants in the American Electric Power System Group Health Plans (American Electric Power System Comprehensive 
Medical Plan, American Electric Power System Comprehensive Dental Plan, EyeMed Comprehensive Vision Plan and 
American Electric Power System Health Care Flexible Spending Account Plan).

AEP GROUP HEALTH PLANS NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

The American Electric Power System (AEP) group health plans (the plans) are required by federal law, specifi cally, the 
Health Insurance Portability and Accountability Act of 1996 (known as HIPAA), to protect the privacy of your protected 
health information (PHI) and to provide you with notice of their privacy practices (the notice). For purposes of this notice, 
the AEP group health plans consist of the following:

• American Electric Power System Comprehensive Medical Plan (this includes benefi ts administered by vendors such 
as Aetna, Anthem Blue Cross and Blue Shield, Magellan Behavioral Health, Healthways and Express Scripts).

• American Electric Power System Comprehensive Dental Plan (benefi ts administered by Aetna eff ective January 1, 2010).

• EyeMed Comprehensive Vision Plan (providing benefi ts insured by Fidelity Security Life Insurance Company).

• American Electric Power System Health Care Flexible Spending Account Plan (administered by PayFlex).

Note: If you are covered by a health care option that is insured or that is an HMO, you should also receive a separate notice 
from your insurer or HMO regarding its privacy practices.

This notice explains: How your PHI may be used, and what rights you have regarding this information.
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IMPORTANT LEGAL NOTICES  (CONTINUED)
How the plans may use and disclose your information: Generally, in order to manage your health plans e� ectively, the plans 
are permitted by law to use and disclose your PHI in certain ways without your authorization:

• For treatment: The plans may use and disclose your PHI to coordinate or manage health care services you receive 
from providers. For example, if you are unable to provide your medical history as the result of an accident, the plans may 
advise an emergency room physician about the types of prescription drugs you currently take.

• For payment: The plans may use and disclose your PHI to determine plan eligibility and responsibility for coverage and 
benefi ts. For example, to make sure that you receive the correct benefi ts and to make sure claims are paid accurately, the 
plans may use your information when they confer with other health plans to resolve a coordination of benefi ts issue. The 
plans may also use your PHI for utilization review activities.

• For health care operations: The plans may use your PHI in several ways, including plan administration, quality 
assessment and improvement and vendor review. The plans also may contact you with prescription drug refi ll reminders 
or to provide information about treatment alternatives or other health-related benefi ts and services available under the 
plans, including, but not limited to, condition management, maternity management and lifestyle management services.

The plans are prohibited from using or disclosing genetic information for underwriting purposes, and will not use or 
disclose any of your PHI which contains genetic information for underwriting purposes.

Other permitted uses and disclosures

Federal rules allow the plans to use and disclose your PHI, without your authorization, for several additional purposes, 
in accordance with law:

• Public health.

• Reporting and notifi cation of abuse, neglect or domestic violence.

• Oversight activities of a health oversight agency.

• Judicial and administrative proceedings.

• Law enforcement.

• Research, as long as certain privacy-related standards are satisfi ed.

• To a coroner, medical examiner or a funeral director.

• To organ, eye or tissue donation programs.

• To avert a serious threat to health or safety.

• Specialized government functions (for example, military and veterans’ activities, national security and intelligence, 
federal protective services, medical suitability determinations, correctional institutions and other law enforcement 
custodial situations).

• Workers’ compensation or similar programs established by law that provide benefi ts for work-related injuries or illness.

• Other purposes required by law, provided that the use or disclosure complies with and is limited to the relevant 
requirements of such law.

Who may use or disclose your protected health information (PHI)

The plans have agreements with their contracted benefi t vendors who provide claims administration and other services 
in connection with the plans and who are obligated to assist the plans in complying with HIPAA when handling PHI. These 
vendors are generally considered business associates and are required by HIPAA to protect your PHI in the same manner 
as the plans.
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The plans also permit the disclosure of your PHI to certain employees of AEP (the plan sponsor) in connection with payment 
and health care operation activities. AEP has designated a limited number of employees who are the only ones permitted 
to access and use your PHI for these plan operations and administration activities. If you are covered by a health care 
option that is insured or an HMO, the insurer or HMO also may disclose PHI to these AEP employees in connection with 
their payment and health care operations activities.

When appropriate, the plans may also share two types of information that, under certain circumstances, may be considered 
PHI, with other AEP employees:

• Enrollment/disenrollment data: Information on whether you participate in a plan or whether you have enrolled or 
disenrolled from a plan option.

• Summary health information: Summaries of claims from which names and other identifying information have 
been removed.

AEP may not use or disclose your PHI for employment-related actions, such as hiring or termination, or for any other 
purposes not authorized by the HIPAA privacy rules.

Unless you have objected in writing to AEP Benefi ts Center through the address located at the end of this notice, the plans 
may disclose your PHI to a family member, relative, close personal friend or any other person whom you identify when that 
information is directly relevant to the person’s involvement with your care or payment related to your care.

The plans also may use your PHI to notify a family member, your personal representative, another person responsible for 
your care or certain disaster relief agencies of your location, general condition or death. If you are incapacitated, there is 
an emergency or you otherwise do not have the opportunity to agree to or object to this use or disclosure, the plans will do 
what in their judgment is in your best interest regarding such disclosure and will disclose only information that is directly 
relevant to the person’s involvement with your health care.

The plans will make other uses and disclosures only after you authorize them in writing. You may revoke your authorization 
in writing at any time.

Your rights regarding PHI

You have the right to the following:

• Inspect your PHI, except for psychotherapy notes, if applicable.

• Request that inaccurate information be amended or corrected.

• Request a copy of your PHI for a reasonable cost-based fee; however, requests for psychotherapy notes may not be honored.

• Receive a paper copy of this notice, even if you agreed to receive it electronically.

• Receive an accounting of certain disclosures of your PHI made by the plans for purposes other than treatment, payment 
or health care operations or those which you previously authorized in writing. The accounting will only include qualifying 
disclosures made within the past six years prior to the receipt of your written request. You may receive one free accounting 
in a 12-month period, with additional requests made available for a reasonable cost-based fee.

Right to request restrictions 

In writing, you may ask the plans and each individual vendor to restrict disclosures to your family members, relatives, 
friends or other persons you identify who are involved in your care or payment for your care.
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You may also ask the plans or an individual vendor to restrict how it uses and discloses your PHI as it carries out payment, 
treatment or health care operations. This request must be in writing and done separately for each vendor you wish to comply 
with the restrictions. The plans and the vendors are not required to agree to these requests, unless your request is to limit 
the disclosure of PHI for payment or health care operations related to a health care item or service that you or another 
person (other than the plans) has paid in full. No plan or vendor will comply with any request to limit uses or disclosures 
of PHI for which they are required by law to disclose to the appropriate authorities.

Right to receive notice of a breach

The plans are required to notify you by fi rst class mail or email (if you have indicated a preference to receive communications 
from the plans via email) of any breach of unsecured PHI as soon as possible, but in no event later than 60 days following 
the discovery of the breach. Unsecured PHI is any PHI that is not secured through the use of technology identifi ed by the 
U.S. Department of Health and Human Services to render the PHI unreadable, unusable and undecipherable to unauthorized 
users. The notifi cation will include a brief description of the breach, the type of unsecured PHI involved, steps the plans 
are taking to investigate the breach and mitigate losses, steps you should take to protect yourself from potential harm 
resulting from the breach and contact information to permit you to ask questions or obtain additional information.

Right to request confi dential communications

You may request to receive your PHI by alternative means or at an alternative location if you reasonably believe that other 
disclosure could pose a danger to you. For example, you may only want to have PHI sent by mail or to an address other 
than your home.

For more information about exercising these rights, contact the AEP Benefi ts Center at 1-888-237-2363 (1-888-AEP-BENE), option 1.

Complaints

If you believe that your privacy rights have been violated or that the privacy or security of your unsecured PHI has been 
compromised, you may fi le a written complaint without fear of reprisal or retaliation. Direct your complaint to the plan(s) 
or with the appropriate regional offi  ce of the Offi  ce of Civil Rights, U.S. Department of Health and Human Services, based 
on the location where the alleged violation took place. You may determine the appropriate region to contact by referring 
to the following website: www.hhs.gov/ocr/o�  ce/about/rgn-hqaddresses.html. You also may fi le a complaint with 
the Secretary of the U.S. Department of Health and Human Services by writing to him or her at the following address: The 
Hubert H. Humphrey Building, 200 Independence Avenue, S.W., Washington, D.C. 20201. To fi le a complaint with one or 
more of the plans, contact the AEP Benefi ts Center at the address listed below. All complaints must be submitted in writing.

About this notice

The plans are required to provide you this notice regarding our privacy policies and procedures, and to abide by the terms 
of this notice. The plans reserve the right to change the terms of this notice and to make the new notice provisions e� ective 
for all PHI they maintain. If the plans change this notice, you will receive a new notice from the plans by personal, electronic 
or mail delivery or by other permitted means. The AEP Benefi ts Center will maintain a copy of the current notice at all times.

Contacting the AEP Benefi ts Center

You may exercise the rights described in this notice by contacting the AEP Benefi ts Center. The AEP Benefi ts Center also 
will provide you with additional information as you may request. The contact information is:

AEP Benefi ts Center
P.O. Box 9740
Providence, RI 02940-9740
Telephone: 1-888-237-2363 (1-888-AEP-BENE), option 1
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NOTICE OF PREMIUM ASSISTANCE OPPORTUNITIES 

Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP) 

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 
programs. If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium assistance 
programs but you may be able to buy individual insurance coverage through the Health Insurance Marketplace. For more 
information, 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 
Medicaid or CHIP offi  ce to fi nd out if premium assistance is available.  

If you or your dependents are NOT currently enrolled in Medicaid 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 offi  ce, dial 1-877-KIDS NOW or visit 
www.insurekidsnow.gov to fi nd out how to apply. If you qualify, ask your state if it has a program that might help you www.insurekidsnow.gov to fi nd out how to apply. If you qualify, ask your state if it has a program that might help you www.insurekidsnow.gov
pay the premiums for an employer-sponsored plan.  

If you or your dependents are eligible for premium assistance under 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 enrollment” 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, contact the Department of Labor at 
www.askebsa.dol.gov or call 1-866-444-EBSA (3272).www.askebsa.dol.gov or call 1-866-444-EBSA (3272).www.askebsa.dol.gov

If you live in one of the following states, you may be eligible for assistance paying your employer health plan 
premiums. The following list of states is current as of July 31, 2014. Contact your state for more information 
on eligibility.

ALABAMA – Medicaid

Website: http://www.medicaid.alabama.gov

Phone: 1-855-692-5447

ALASKA – Medicaid

Website: http://health.hss.state.ak.us/dpa/programs/medicaid

Phone (Outside of Anchorage): 1-888-318-8890

Phone (Anchorage): 1-907-269-6529

ARIZONA – CHIP

Website: http://www.azahcccs.gov/applicants

Phone (Outside of Maricopa County): 1-877-764-5437

Phone (Maricopa County): 1-602-417-5437

COLORADO – Medicaid

Website: http://www.colorado.gov

Phone (In state): 1-800-866-3513

Phone (Out of state): 1-800-221-3943

FLORIDA – Medicaid

Website: https://www.fl medicaidtplrecovery.com

Phone: 1-877-357-3268

GEORGIA – Medicaid

Website: http://dch.georgia.gov

Click on “Programs," then “Medicaid," then "Health Insurance 
Premium Payment (HIPP)"

Phone: 1-800-869-1150

IDAHO – Medicaid and CHIP

Website: www.accesstohealthinsurance.idaho.gov

Phone: 1-800-926-2588

CHIP Website: www.medicaid.idaho.gov

CHIP Phone: 1-800-926-2588

INDIANA – Medicaid

Website: http://www.in.gov/fssa

Phone: 1-800-889-9949

IOWA – Medicaid

Website: www.dhs.state.ia.us/hipp

Phone: 1-888-346-9562

KANSAS – Medicaid

Website: https://www.kdheks.gov/hcf

Phone: 1-800-792-4884
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KENTUCKY – Medicaid

Website: http://chfs.ky.gov/dms/default.htm

Phone: 1-800-635-2570

LOUISIANA – Medicaid

Website: http://www.lahipp.dhh.louisiana.gov

Phone: 1-888-695-2447

MAINE – Medicaid

Website:  http://www.maine.gov/dhhs/ofi /public-assistance/
index.html

Phone: 1-800-977-6740

TTY: 1-800-977-6741

MASSACHUSETTS – Medicaid and CHIP

Website: http://www.mass.gov/MassHealth

Phone: 1-800-462-1120

MINNESOTA – Medicaid

Website: http://www.dhs.state.mn.us
Click on “Health Care,” then “Medical Assistance”

Phone: 1-800-657-3629

MISSOURI – Medicaid

Website: http://www.dss.mo.gov/mhd/participants/pages/hipp.htm

Phone: 1-573-751-2005

MONTANA – Medicaid

Website:  http://medicaidprovider.hhs.mt.gov/clientpages/
clientindex.shtml

Phone: 1-800-694-3084

NEBRASKA – Medicaid

Website: www.ACCESSNebraska.ne.gov

Phone: 1-800-383-4278

NEVADA – Medicaid

Website: http://dwss.nv.gov

Phone: 1-800-992-0900

NEW HAMPSHIRE – Medicaid

Website:  http://www.dhhs.nh.gov/oii/documents/hippapp.pdf

Phone: 1-603-271-5218

NEW JERSEY – Medicaid and CHIP

Website:  http://www.state.nj.us/humanservices/dmahs/
clients/medicaid

Phone: 1-800-356-1561

CHIP Website: http://www.njfamilycare.org/index.html

CHIP Phone: 1-800-701-0710

NEW YORK – Medicaid

Website: http://www.nyhealth.gov/health_care/medicaid

Phone: 1-800-541-2831

NORTH CAROLINA – Medicaid

Website: http://www.ncdhhs.gov/dma

Phone: 1-919-855-4100

NORTH DAKOTA – Medicaid

Website: http://www.nd.gov/dhs/services/medicalserv/medicaid

Phone: 1-800-755-2604

OKLAHOMA – Medicaid and CHIP

Website: http://www.insureoklahoma.org

Phone: 1-888-365-3742

OREGON – Medicaid and CHIP

Website:  http://www.oregonhealthykids.gov
http://www.hijossaludablesoregon.gov

Phone: 1-877-314-5678

PENNSYLVANIA – Medicaid

Website:  http://www.dpw.state.pa.us/hipp

Phone: 1-800-692-7462

RHODE ISLAND – Medicaid

Website: www.ohhs.ri.gov

Phone: 1-401-462-5300

SOUTH CAROLINA – Medicaid

Website: http://www.scdhhs.gov

Phone: 1-888-549-0820

SOUTH DAKOTA – Medicaid

Website: http://dss.sd.gov

Phone: 1-888-828-0059

TEXAS – Medicaid

Website: https://www.gethipptexas.com

Phone: 1-800-440-0493

UTAH – Medicaid and CHIP

Website: http://health.utah.gov/upp

Phone: 1-866-435-7414

VERMONT – Medicaid

Website: http://www.greenmountaincare.org

Phone: 1-800-250-8427
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VIRGINIA – Medicaid and CHIP

Website: http://www.dmas.virginia.gov/rcp-HIPP.htm

Phone: 1-800-432-5924

CHIP Website: http://www.famis.org

CHIP Phone: 1-866-873-2647

WASHINGTON – Medicaid

Website: http://hrsa.dshs.wa.gov/premiumpymt/Apply.shtm

Phone: 1-800-562-3022 ext. 15473

WEST VIRGINIA – Medicaid

Website: www.dhhr.wv.gov/bms

Phone: 1-877-598-5820, HMS Third Party Liability

WISCONSIN – Medicaid

Website: http://www.badgercareplus.org/pubs/p-10095.htm

Phone: 1-800-362-3002

WYOMING – Medicaid

Website: http://www.health.wyo.gov/healthcarefi n/equalitycare

Phone: 1-307-777-7531

To see if any other states have added a premium assistance program since July 31, 2014, or for more information on special 
enrollment rights, contact either:

U.S. Department of Labor  U.S. Department of Health and Human Services
Employee Benefi ts Security Administration Centers for Medicare & Medicaid Services
www.dol.gov/ebsa  www.cms.hhs.gov
1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565

OMB Control Number 1210-0137 (expires 10/31/2016)
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