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Summary of Coverage
Employer: Princeton University

Group Policy: GP-397432

SOC: 3A

Issue Date: October 15, 2002

Effective Date: January 1, 2003

Employee:

The benefits shown in this Summary of Coverage are available for you and your eligible
dependents.

Eligibility

You are in an Eligible Class if you are a regular full-time employee of an Employer
participating in this Plan and your Employer has determined that you reside within the
Service Area covered under this Plan.

If you elect to have coverage under any other dental plan sponsored by your Employer
and such coverage becomes effective, this Booklet-Certificate will no longer apply.  A new
Booklet-Certificate will be issued to you.  Contact your Employer for information as to
when coverage under any other dental plan may be effective.

Your Eligibility Date, if you are then in an Eligible Class, is the Effective Date of this Plan.
Otherwise, it is first day of the calendar month coinciding with or next following the date
you commence active work for your Employer or, if later, the date you enter the Eligible
Class.

You may cover your:

• wife or husband; and
• unmarried children who are under 23 years of age.

Any other unmarried child under age 25 who goes to school on a regular basis and
depends on you for support will be covered as a dependent.

Your children include:

• Your biological children.

DMO Dental

Employees

Dependents
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• Your adopted children.
• Your stepchildren.
• Any other child you support who has a parent-child relationship with you.

If:

you have completed and signed a "Declaration of Domestic Partnership";
and

the Declaration is acceptable to your Employer;

you may also cover as your dependent a person:

who is your "domestic partner"; and

who is named as such in your Declaration.

No person may be covered both as an employee and dependent and no person may be
covered as a dependent of more than one employee.

Enrollment Procedure
You will get a form to fill out.  Sign and return it to your Employer.

Effective Date of Coverage

Your coverage will take effect on your Eligibility Date.

Coverage for your dependents will take effect on the date yours takes effect if, by then,
you have signed the form to enroll.  Also, in order to be sure coverage is in force for any
new dependents you acquire, you should report any changes.

Employees

Dependents
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Health Expense Coverage
Your Booklet-Certificate spells out the period to which each maximum applies.  These
benefits apply separately to each covered person.  Read the coverage section in your
Booklet-Certificate for a complete description of the benefits payable.

Dental Care Schedule

Primary Care Dentist Services
Type A Services The Copayment percentage is 0%
Type B Services The Copayment percentage is 0%
Type C Services The Copayment percentage is 40%

Participating Specialist Dentist
Services
Type B Services The Copayment percentage is 0%
Type C Services The Copayment percentage is 40%

Orthodontic Services The Copayment percentage is 50%
Orthodontic Lifetime Maximum There is no lifetime maximum for services

provided by Participating Specialist Dentists.

Deductible Amount There is no deductible for services provided
by Primary Care Dentists and Participating
Specialist Dentists.

Employees and Dependents

Applies to Covered Services
Provided by Primary Care
Dentists and Participating
Specialists
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Adjustment Rule
If, for any reason, a person is entitled to a different amount of coverage, coverage will be
adjusted as provided elsewhere in the group contract, except that an increase is subject to
any Active Work Rule described in Effective Date of Coverage section of this Summary of
Coverage.

Benefits for claims incurred after the date the adjustment becomes effective are payable in
accordance with the revised plan provisions.  In other words, there are no vested rights to
benefits based upon provisions of this Plan in effect prior to the date of any adjustment.

General
This Summary of Coverage replaces any Summary of Coverage previously in effect under
the group contract.  Requests for amounts of coverage other than those to which you are
entitled in accordance with this Summary of Coverage cannot be accepted.

The insurance described in this Booklet-Certificate will be provided under Aetna Life
Insurance Company policy form GR-29.

KEEP THIS SUMMARY OF COVERAGE
WITH YOUR BOOKLET-CERTIFICATE



Additional Information Provided by

Princeton University

The following information is provided to you in accordance with the Employee Retirement
Income Security Act of 1974 (ERISA).  It is not a part of your booklet-certificate.  Your
Plan Administrator has determined that this information together with the information
contained in your booklet-certificate is the Summary Plan Description required by ERISA.

In furnishing this information, Aetna is acting on behalf of your Plan Administrator who
remains responsible for complying with the ERISA reporting rules and regulations on a
timely and accurate basis.

Employer Identification Number:
21-0634501

Plan Number:
501

Type of Plan:
Welfare

Type of Administration:
Group Insurance Policy with:

Aetna Life Insurance Company
151 Farmington Avenue
Hartford, CT  06156

Plan Administrator:
Benefits Committee
Princeton University
1 New South
Princeton, NJ  08544

Agent For Service of Legal Process:
Benefits Committee
Princeton University
1 New South
Princeton, NJ  08544

End of Plan Year:
December 31

Source of Contributions:
Employee

Procedure for Amending the Plan:
The Employer may amend the Plan from time to time by a written instrument signed by the
Princeton Benefits Committee.



Your booklet-certificate contains information on reporting claims.  Claim forms may be
obtained at your place of employment.  These forms tell you how and when to file a claim.

Note:  If applicable state law requires the Plan to take action on a claim or appeal in a
shorter timeframe, the shorter period will apply.

You may file claims for Plan benefits, and appeal adverse claim decisions, either yourself
or through an authorized representative.  If your claim is denied in whole or in part, you
will receive a written notice of the denial from Aetna Life Insurance Company.  The notice
will explain the reason for the denial and the review procedures.

An "authorized representative" means a person you authorize, in writing, to act on your
behalf.  The Plan will also recognize a court order giving a person authority to submit
claims on your behalf, except that in the case of a claim involving urgent care, a health
care professional with knowledge of your condition may always act as your authorized
representative.

Urgent Care Claims

If the Plan requires advance approval of a service, supply or procedure before a benefit
will be payable, and if the Plan or your physician determines that it is an urgent care claim,
you will be notified of the decision not later than 72 hours after the claim is received.

"Urgent Care" means services received for a sudden illness, injury or condition that is not
an emergency condition but requires immediate outpatient medical care that cannot be
postponed.  An urgent situation is one that is severe enough to require prompt medical
attention to avoid serious deterioration of a person's health; this includes a condition that
would subject a person to severe pain that could not be adequately managed without
prompt treatment.

If there is not sufficient information to decide the claim, you will be notified of the
information necessary to complete the claim as soon as possible, but not later than 24
hours after receipt of the claim.  You will be given a reasonable additional amount of time,
but not less than 24 hours, to provide the information, and you will be notified of the
decision not later than 48 hours after the end of that additional time period (or after
receipt of the information, if earlier).

Other Claims (Pre-Service and Post-Service)

If the Plan requires you to obtain advance approval of a service, supply or procedure
before a benefit will be payable, a request for advance approval is considered a pre-
service claim.  You will be notified of the decision not later than 15 days after receipt of the
pre-service claim.

For other claims (post-service claims), you will be notified of the decision not later than 30
days after receipt of the claim.

Claim Procedures

Filing Dental Claims under the
Plan



For either a pre-service or a post-service claim, these time periods may be extended up to
an additional 15 days due to circumstances outside the Plan's control.  In that case, you
will be notified of the extension before the end of the initial 15 or 30 day period.  For
example, they may be extended because you have not submitted sufficient information, in
which case you will be notified of the specific information necessary and given an
additional period of at least 45 days after receiving the notice to furnish that information.
You will be notified of the Plan's claim decision no later than 15 days after the end of that
additional period (or after receipt of the information, if earlier).

For pre-service claims which name a specific claimant, medical condition, and service or
supply for which approval is requested, and which are submitted to a Plan representative
responsible for handling benefit matters, but which otherwise fail to follow the Plan's
procedures for filing pre-service claims, you will be notified of the failure within 5 days
(within 24 hours in the case of an urgent care claim) and of the proper procedures to be
followed.  The notice may be oral unless you request written notification.

Ongoing Course of Treatment

If you are receiving an ongoing course of treatment, you will be notified in advance if the
Plan intends to terminate or reduce benefits for the course of treatment so that you will
have an opportunity to appeal the decision before the termination or reduction takes
effect.  If the course of treatment involves urgent care, and you request an extension of
the course of treatment at least 24 hours before its expiration, you will be notified of the
decision within 24 hours after receipt of the request.

With the exception of urgent care claims, you will have 180 days following receipt of an
adverse benefit decision to appeal the decision.  You will be notified of the decision not
later than 30 days (for pre-service claims) or 60 days (for post-service claims) after the
appeal is received.  You may submit written comments, documents, records and other
information relating to your claim, whether or not the comments, documents, records or
information were submitted in connection with the initial claim.  You may also request that
the Plan provide you, free of charge, copies of all documents, records and other
information relevant to the claim.

If your claim involves urgent care, an expedited appeal may be initiated by a telephone call
to Member Services.  Aetna's Member Services telephone number is on your
Identification Card.  You or your authorized representative may appeal urgent care claim
denials either orally or in writing.  All necessary information, including the appeal
decision, will be communicated between you or your authorized representative and the
Plan by telephone, facsimile, or other similar method.  You will be notified of the decision
not later than 72 hours after the appeal is received.

As a participant in the group insurance plan you are entitled to certain rights and
protections under the Employee Retirement Income Security Act of 1974.  ERISA provides
that all plan participants shall be entitled to:

Receive Information about Your Plan and Benefits

Examine, without charge, at the Plan Administrator’s office and at other specified
locations, such as worksites and union halls, all documents governing the Plan, including
insurance contracts, collective bargaining agreements, and a copy of the latest annual
report (Form 5500 Series) that is filed by the Plan with the U.S. Department of Labor and
available at the Public Disclosure Room of the Pension and Welfare Benefit
Administration.
Obtain, upon written request to the Plan Administrator, copies of documents governing

Filing an Appeal of an Adverse
Benefit Determination for a
Dental Claim

ERISA Rights



the operation of the Plan, including insurance contracts, collective bargaining agreements,
and copies of the latest annual report (Form 5500 Series), and an updated Summary Plan
Description.  The Administrator may make a reasonable charge for the copies.

Receive a summary of the Plan’s annual financial report.  The Plan Administrator is
required by law to furnish each participant with a copy of this summary annual report.

Receive a copy of the procedures used by the Plan for determining a qualified domestic
relations order (QDRO) or a qualified medical child support order (QMCSO).

Continue Group Health Plan Coverage

Continue health care coverage for yourself, your spouse, or your dependents if there is a
loss of coverage under the Plan as a result of a qualifying event.  You or your dependents
may have to pay for such coverage.  Review this summary plan description and the
documents governing the Plan for the rules governing your COBRA continuation
coverage rights.

Reduction or elimination of exclusionary periods of coverage for preexisting conditions
under your group health plan, if you have creditable coverage from another plan.  You
should be provided a certificate of creditable coverage, free of charge, from your group
health plan or health insurance issuer when you lose coverage under the Plan, when you
become entitled to elect COBRA continuation coverage, when your COBRA continuation
coverage ceases, if you request it before losing coverage, or if you request it up to 24
months after losing coverage.

Without evidence of creditable coverage, you may be subject to a preexisting condition
exclusion for 12 months after your enrollment date in your coverage under this Plan.
Contact your Plan Administrator for assistance in obtaining a certificate of creditable
coverage.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants, ERISA imposes duties upon the people
who are responsible for the operation of the employee benefit plan.  The people who
operate your Plan, called “fiduciaries” of the Plan, have a duty to do so prudently and in
your interest and that of other plan participants and beneficiaries.  No one, including your
employer, your union, or any other person, may fire you or otherwise discriminate against
you in any way to prevent you from obtaining a welfare benefit or exercising your rights
under ERISA.

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right
to know why this was done, to obtain documents relating to the decision without charge,
and to appeal any denial, all within certain time schedules.

Under ERISA there are steps you can take to enforce the above rights.  For instance, if
you request materials from the Plan and do not receive them within 30 days you may file
suit in a federal court.  In such a case, the court may require the Plan Administrator to
provide the materials and pay up to $ 110 a day until you receive the materials, unless the
materials were not sent because of reasons beyond the control of the Administrator.

Enforce Your Rights



If you have a claim for benefits which is denied or ignored, in whole or in part, you may
file suit in a state or federal court.  In addition, if you disagree with the Plan’s decision or
lack thereof concerning the status of a domestic relations order or a medical child support
order, you may file suit in a federal court.

If it should happen that plan fiduciaries misuse the Plan's money or if you are
discriminated against for asserting your rights, you may seek assistance from the U.S.
Department of Labor or you may file suit in a federal court.  The court will decide who
should pay court costs and legal fees.  If you are successful, the court may order the
person you have sued to pay these costs and fees.  If you lose, the court may order you
to pay these costs and fees, for example, if it finds your claim is frivolous.

If you have any questions about your Plan, you should contact the Plan Administrator.

If you have any questions about this statement or about your rights under ERISA, you
should contact:

• the nearest office of the Pension and Welfare Benefits Administration, U.S. Department
of Labor, listed in your telephone directory; or

• the Division of Technical Assistance and Inquiries, Pension and Welfare Benefits
Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington
D.C. 20210.

You may also obtain certain publications about your rights and responsibilities under
ERISA by calling the publications hotline of the Pension and Welfare Benefits
Administration.

Provider Networks

If plan benefits differ depending on whether care is given by, or accessed through, a
network provider, you may obtain, without charge, a listing of network providers from
your Plan Administrator, or by calling the toll - free Member Services number on your ID
Card.  A current list of providers in the Aetna network is available through DocFind®, at
www.aetna.com.

Assistance with Your
Questions

Additional Information


