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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period:  01/01/2024 - 12/31/2024
Adelphi University: Open Access Plus Coverage for: Individual/Individual + Family | Plan Type: OAP

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share 
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is 
only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go online at www.cigna.com/sp. For general 

definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You 
can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy.
Important Questions Answers Why This Matters:

What is the overall 
deductible?

For in-network providers: $750/individual or $1,500/family
For out-of-network providers: $1,500/individual or $3,000/family

Generally, you must pay all of the costs from providers up to the 
deductible amount before this plan begins to pay. If you have 
other family members on the plan, each family member must 
meet their own individual deductible until the total amount of 
deductible expenses paid by all family members meets the 
overall family deductible.

Are there services covered 
before you meet your 
deductible?

Yes. In-network preventive care & immunizations, office visits, in-
network prescription drugs, emergency room visits, urgent care 
facility visits, and out-of-network home health care.

This plan covers some items and services even if you haven’t yet 
met the deductible amount. But a copayment or coinsurance may 
apply. For example, this plan covers certain preventive services 
without cost-sharing and before you meet your deductible. See a 
list of covered preventive services at 
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles 
for specific services? No. You don't have to meet deductibles for specific services.

What is the out-of-pocket 
limit for this plan?

For in-network providers: $3,000/individual or $6,000/family
For out-of-network providers: $6,000/individual or $12,000/family 
Combined medical/behavioral and pharmacy out-of-pocket limit

The out-of-pocket limit is the most you could pay in a year for 
covered services. If you have other family members in this plan, 
they have to meet their own out-of-pocket limits until the overall 
family out-of-pocket limit has been met.

What is not included in the 
out-of-pocket limit?

Penalties for failure to obtain pre-authorization for services, 
premiums, balance-billing charges, and health care this plan 
doesn’t cover.

Even though you pay these expenses, they don't count toward 
the out-of-pocket limit.
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Important Questions Answers Why This Matters:

Will you pay less if you use a 
network provider?

Yes. See www.cigna.com or call 1-800-Cigna24 for a list of 
network providers.

This plan uses a provider network. You will pay less if you use a 
provider in the plan’s network. You will pay the most if you use an 
out-of-network provider, and you might receive a bill from a 
provider for the difference between the provider’s charge and 
what your plan pays (balance billing). Be aware your network 
provider might use an out-of-network provider for some services 
(such as lab work). Check with your provider before you get 
services.

Do you need a referral to see 
a specialist? No. You can see the specialist you choose without a referral.

All  copayment and  coinsurance costs shown in this chart are after your  deductible has been met, if a  deductible applies.

What You Will PayCommon
Medical Event Services You May Need
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Generic drugs (Tier 1)

$10 copay/prescription (retail 
30 days),  $20 
copay/prescription (retail 90 
days);  $20 copay/prescription 
(home delivery 90 days)
Deductible does not apply

Not covered

Preferred brand drugs (Tier 
2)

$30 copay/prescription (retail 
30 days),  $60 
copay/prescription (retail 90 
days);  $60 copay/prescription 
(home delivery 90 days)
Deductible does not apply

Not covered

If you need drugs to treat 
your illness or condition

More information about 
prescription drug coverage 
is available at 
www.cigna.com

Non-preferred brand drugs 
(Tier 3)

$50 copay/prescription (retail 
30 days),  $100 
copay/prescription (retail 90 
days);  $100 copay/prescription 
(home delivery 90 days)
Deductible does not apply

Not covered

Coverage is limited up to a 90-day 
supply (retail and home delivery); up 
to a 30-day supply (retail) and a 90-
day supply (home delivery) for 
Specialty drugs.
Certain limitations may apply, 
including, for example: prior 
authorization, step therapy, quantity 
limits.
In-network Federally required 
preventive drugs will be provided at 
no charge.

Facility fee (e.g., 
ambulatory surgery center) 20% coinsurance 40% coinsurance 50% penalty for no out-of-network 

precertification.If you have outpatient 
surgery Physician/surgeon fees 20% coinsurance 40% coinsurance 50% penalty for no out-of-network 

precertification.

Emergency room care $250 copay/visit
Deductible does not apply

$250 copay/visit
Deductible does not apply

Per visit copay is waived if admitted.
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important Information
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Rehabilitation services
$30 copay/PCP visit**

$50 copay/ Specialist visit**
**Deductible does not apply

40% coinsurance/PCP visit

40% coinsurance/ Specialist 
visit

50% penalty for failure to precertify 
out-of-network speech therapy 
services. Coverage is limited to 
annual max of: 30 days per therapy 
each for Pulmonary rehab, Cognitive 
therapy services, Physical and 
Occupational therapies and Speech 
therapy.

Limits are not applicable to mental 
health conditions for Physical, Speech 
and Occupational therapies.

Habilitation services
$30 copay/PCP visit**

$50 copay/ Specialist visit**
**Deductible does not apply

40% coinsurance/PCP visit

40% coinsurance/ Specialist 
visit

50% penalty for failure to precertify 
out-of-network speech therapy 
services. Services are covered when 
Medically Necessary to treat a mental 
health condition (e.g. autism) or a 
congenital abnormality.

Limits are not applicable to mental 
health conditions for Physical, Speech 
and Occupational therapies.

Skilled nursing care 20% coinsurance 40% coinsurance
50% penalty for no out-of-network 
precertification.
Coverage is limited to 120 days 
annual max.

Durable medical equipment 20% coinsurance 40% coinsurance 50% penalty for no out-of-network 
precertification.

Hospice services
20% coinsurance/inpatient 
services
20% coinsurance/outpatient 
services

40% coinsurance/inpatient 
services
40% coinsurance/outpatient 
services

50% penalty for failure to precertify 
out-of-network inpatient hospice 
services.

If your child needs dental Children's eye exam Not covered Not covered None
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Children's glasses Not covered Not covered Noneor eye care
Children's dental check-up Not covered Not covered None

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

 Cosmetic surgery
 Dental care (Adult)
 Dental care (Children)
 Eye care (Children)

 Long-term care
 Non-emergency care when traveling outside the 

U.S.
 Private-duty nursing

 Routine eye care (Adult)
 Routine foot care
 Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
 Acupuncture
 Bariatric Surgery

 Chiropractic care
 Hearing aids (in-network only/$5,000 maximum 

per Calendar Year)

 Infertility treatment
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Your Rights to Continue Coverage:
There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Department of Labor’s Employee 
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options may be available to you, too, including buying 
individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-

https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act/
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About these Coverage Examples:
This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might 
pay under different health plans. Please note these coverage examples are based on self-only coverage.

 
Peg is Having a Baby

(9 months of in-network pre-natal care and a 
hospital delivery)

 Managing Joe's type 2 Diabetes
(a year of routine in-network care of a well- 

controlled condition)

 Mia's Simple Fracture
(in-network emergency room visit and follow up 

care)
 

■ The plan's overall deductible $750
■ Specialist copayment $50
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%

 
■ The plan's overall deductible $750
■ Specialist copayment $50
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%

 
■ The plan's overall deductible $750
■ Specialist copayment $50
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20% 

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia) 

This EXAMPLE event includes services like:
Primary care physician office visits (including 
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter) 

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy) 

Total Example Cost $12,700
  

In this example, Peg would pay:
Cost Sharing  

Deductibles $750
Copayments $30
Coinsurance $2,200

What isn't covered  
Limits or exclusions $20
The total Peg would pay is $3,000

 Total Example Cost  $5,600
  

 In this example, Joe would pay:
 Cost Sharing  

 Deductibles  $120
 Copayments  $800
 Coinsurance  $0

 What isn't covered  
Limits or exclusions  $40
The total Joe would pay is  $960

20%  What isn't covered  

In this example, Joe would pay:

 Cost Sharing

 

 Deductibles  $120 Copayments $800
 
Deductibles q 0 0 1 RG 0.60000002 w 2.73600006 12.89500046 m 57.97800064 12.89500046 l S Q Q Q q 1 0 0 1 164.80000305 0 cm -0.5 0 m 55.90000153 0 l 55.90000153 15.77000046 l -0.5 15.77000046 l h W n q 1 0 0 1 0.5 1 cm BT /FAAAAH 12 Tf 1 0 0 -1 40.71900177 11.24499989 Tm 0 g [( $0)] TJ ET Q Q Q q 1 0 0 1 0 102.38999939 cm q 0.87058824 0.91764706 0.96470588 rg 0 0 m 164.80000305 0 l 164.80000305 14.77000046 l 0 14.77000046 l h f* Q q -1 -1 m 165.80000305 -1 l 165.80000305 15.77000046 l -1 15.77000046 l h W n q 1 0 0 1 5.4000001 1 cm BT /FAAAAH 12 Tf 1 0 0 -1 61.00999832 11.24499989 Tm 0 g [( )] TJ /FAACGC 12 Tf 1 0 0.34906587 -1 63.74599838 11.24499989 Tm [(What isn')-1(t covered)] TJ ET Q Q q 0.87058824 0.91764706 0.96470588 rg 164.80000305 0 m 219.70001221 0 l 219.70001221 16 12.8949995 m 57.97800064 12.8949995 l S Q Q Q q 1 0 0 1 164.80000305 0 cm -0.5 0 m 55.90000153 0 l 55.90000153 15.77000046 l -0.5.77000046 l h W n q 1 0 0 1 5.4000001 1 cm BT /FAAAAH 12 Tf 1 0 0 -1 41.36399841 11.24499989 Tm 0 g [( )] TJ ET Q Q Q q 1 0 0 1 0 117.16000366 cm q -1 0 m 165.30000305 0 l 165.30000305 15.770 0 -1 2.73600006 11.24499989 Tm 0 0 1 rg [(Coinsurance)] TJ ET AH 12 Tf 1 0 0 -1 0 11.24499989 Tm 0 g [(Limits)-1( or exclusion)-1(s)] TJ ET Q Q q 1 0 0 1 164.80000305 0 cm -0.5 0 m 55.90000153 0 l 55.90000153 15.77000046 l -0.5 15.77000046 l h W n q 1 0 0 1 0.5 1 cm BT /FAAAAH 12 Tf 1 0 0 -1 35.24599838 11.24499989 Tm 0 g [( $40)] TJ ET Q Q Q q 1MiaT 1 0 131.92999268 cm q 0.75294119 0.90980393 0.98431373 rg 0 1 m 164.30000305 1 l 164.30000305 14.77000046 l 0 14.77000046 l h f* Q q -1 0 m 165.30000305 0 l 165.30000305 15.77000046 l -1 15.77000046 l h W n q 1 0 0 1 5.4000001 1 cm BT /FAAABA 12 Tf 1 0 0 -1 0 11.24499989 Tm 0 g [(The total Joe would pay is00046 l h W n q 1 0 0 1 5.4000001 1 cm BT /F373 rg 165.31,39 0.90980393 0.98431373 rg 165.30000305 1 m 219.75 1 l 219.75 14.77000046 l 165.30000305 14.77000046 l h f* Q q 1 0 0 1 164.80000305 0 cm -0.5 0 m 55.95000076 0 l 55.95000076 15.77000046 l -0.5 15.77000046 l h W n q 1 0 0 1 0.5 1 cm BT /FAAAAH 12 Tf 1 0 0 -1989 Tm 0 g [( )] TJ /FAAAAH 12 Tf [($960)] TJ ET Q Q Q q 0.43921569 0.68627453 0.8509804 RG 164.80000305 1 m 164.80000305 14.77000046 l S Q q 0.43921569 0.68627453 0.8509804 RG 164.80000305 59.08000183 m 164.80000305 72.8500061 l S Q q 0.43921569 0.68627453 0.8509804 RG 164.80000305 73.8500061 m 164.80000305 87.62001038 l S Q q 0.43921569 0.68627453 0.8509804 RG 164.80000305 88.62001038 m 164.80000305 102.39001465 l S Q q 0.43921569 0.68627453 0.8509804 RG 164.80000305 118.16001892 m 164.80000305 131.93002319 l S Q q 0.43921569 0.68627453 0.8509804 RG 164.80000305 132.93002319 m 164.80000305 146.70002747 l S Q q 0.43921569 0.68627453 0.8509804 RG 0 0.5 m 219.70001221 0.5 l S Q q 0.43921569 0.68627453 0.8509804 RG 0 15.27000046 m 219.70001221 15.27000046 l S Q q 0.43921569 0.68627453 0.8509804 RG 0 43.81000137 m 219.70001221 43.81000137 l S Q q 0.43921569 0.68627453 0.8509804 RG 0 58.58000183 m 219.70001221 58.58000183 l S Q q 0.43921569 0.68627453 0.8509804 RG 0 73.3500061 m 219.70001221 73.3500061 l S Q q 0.43921569 0.68627453 0.8509804 RG 0 88.12001038 m 219.70001221 88.12001038 l S Q q 0.43921569 0.68627453 0.8509804 RG 0 102.89001465 m 219.70001221 102.89001465 l S Q q 0.43921569 0.68627453 0.8509804 RG 0000244 cm q 1 0 0 1 0 210.2539978 cm q 1 0 0 1 245 0 cm -1 -1 m 231.5 -1 l 231.5 1.8509804 RG 0 132.43002319 m 219.7000122urance)] TJ ET3 0 85485001/FAAAAH 12 Tf 7s0044 cm q 18 cm 7s0044 cm q 1627Q Q q 1 0-1 -1 27Q Q q 1 0-1 1 0 0 1 -0.69999999 79.44000244 cm q 1 0 0 1 0 48.60400009 cm q 1 0 0 1 489.95001221 0 cm -1 -1 m 231.5 -1 l 231.5 61.6699983 0.984313 0 11038038  0 138.1206 0 1385 S Q q  1 48499969 m 86.8.12001038 0 11038038  0 138.1206 0 1385 S Q 132.43002319210.2532.43002319499969 m 86.8.12001038 0 11038038  0 138.1206 0 1385 S Q 40305 -1419499969 m 86.8.12001038 0 11038038  0 138.1206 0 1385 S Q2319 l1 14.319 l499969 m 86.8.12001038 0 11038038  0 138.1206 0 1385 S Q200244 cm q 1 0mQ200244 cm q 1499969 m 86.8.12001038 0 11038038  0 138.1206 0 1385 S Q720044 cm q 16Tf 7s0044 cm q 1499969 m 86.8.12001038 0 11038038  0 138.1206 0 1385 S Q1 15.7RG 164 1 043002319 62001038 m 16 0 11038038  0 138.1206 0 1385 S Q 4415.7RG 164700062001038 m 16 0 11038038  0 138.1206 0 1385 S Q200244 cm q 17RG 167s0094 cm q 17RG 01038 m 16 0 11038038  0 138.1206 0 1385 S Q4849.169 m 86.0.2532.4300231949.169 m 86.8.12001038 0 11038038  0 138.1206 0 1385 S Q 40349.169 m 86.0..319 l49.169 m 86.8.12001038 0 11038038  0 138.1206 0 1385 S Q200244 cm q 149.169 m 86.0.7s0044 cm q 149.169 m 86.8.1200465 m 219.7006.01 102.8 0 0 1 RG 1.20000005 w 8573386218 cm 73386214400159 m8790-1 -14400159 m8790-1 1 0 0 1 -0.69999999 79.444410159 m87907000122urance
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current  C i g n a  customers,  call  t h e  n u m b e r  on  t h e  back  o f  your  ID  card.  Otherwise,  call  1.800.244.6224 

(TTY: Dial  711).  ATENCIÓN:  Si  u s t e d  h a b l a  u n  idioma que  no  s e a  i n g l é s ,  tiene  a  su  disposición  servicios  gratuitos  d e  a s i s t e n c i a  l i n g ü í s t i c a .  S i  e s  u n  c l i e n t e  
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mailto:ACAGrievance@Cigna.com
mailto:ACAGrievance@Cigna.com
mailto:ACAGrievance@Cigna.com
http://www.hhs.gov/ocr/office/file/index.html


 


