
 

    
  

 
 

 
 
 
 

 
 

  
  

  

  
    

 
 

   

    
  
    

   

   
     
  

 

  

April 30, 2026 

There are upcoming changes* to your plan’s drug 
coverage — and we want to be sure you’re ready 

For the 2026/2027 plan year, you’ll see changes to the drugs your Advanced Control Plan-
Aetna: California covers. It’s important that you review the changes in the chart enclosed. Talk 
to your doctor about how these changes might impact you. 

Find out how to keep your costs low 
If the status of your current drug is changing, you may pay more for refilling them on or after 
your plan renewal date. So, we want to make sure you understand your options and what to do 
next. 

What to do if your drugs are changing 
Talk to your doctor to  find out if changing to a preferred drug is right for you. If they agree,  
have them  send a new prescription to your pharmacy so it’s ready for you to fill.  

Your doctor may decide it’s best for you to stay on your current drug. If so, they can ask for 
medical exception. Or you can call us at the number on your member ID card to request one. If 
approved, you’ll still pay your plan copay or cost-share, after you meet your plan’s deductible or 
out-of-pocket requirements. 

Need more support? We’re here to help. 
• Visit the website listed on your member ID card to view your current plan details. 
• Call us at the number on your member ID card. 

* In  accordance with state law  or insurer policies, changes to drug  coverage are not effective for  
commercial fully insured plans (including  HMOs) in  Arizona,  Iowa, Minnesota, Louisiana, New  
York, North Dakota, Texas, and in most circumstances Connecticut and Vermont, until the  
plans’ renewal date.  Additional state  specific disclaimers for  Maryland, Tennessee and  
Washington  are listed later within this document.  
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Changes for the 2026/2027 plan year 

The changes listed in this chart are based on your plan information as of the date of this letter. 
Some drugs listed may require prior authorization. For more drug coverage information, 
including estimates for the current cost of your drugs based on the applicable plan year, view 
your formulary plan on the website listed on your member ID card. You can also find options that 
may cost you less. Keep in mind, these costs will depend on several things, like where you are 
with your deductible. 

UPPER CASE = brand-name drug lower case = generic drug 

DRUG_NAME CHANGES 
ADBRY Moving to non-preferred specialty tier 

ALPROLIX Non-formulary; not covered. Covered options include: BENEFIX, 
REBINYN 

ANNOVERA Non-formulary; not covered. Covered options include: 
etonogestrel-ethinyl estradiol vaginal ring, Haloette; For clients that 
have adopted the Affordable Care Act (ACA) Women's Preventive 
Services Benefit, this drug will be covered without cost sharing; 

APTIOM Moving to non-preferred brand tier 

ARMOUR THYROID Non-formulary; not covered. Covered options include: levothyroxine 
tabs, liothyronine 

AUSTEDO XR Non-formulary; not covered. Covered options include: 
tetrabenazine, AUSTEDO, INGREZZA 

AUSTEDO XR PATIENT 
TITRATION KIT 

Non-formulary; not covered. Covered options include: 
tetrabenazine, AUSTEDO, INGREZZA 

AUTOSOFT 30 INFUSION 
SET/23"/13MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

AUTOSOFT 30 INFUSION 
SET/43"/13MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

AUTOSOFT 90 INFUSION 
SET/23"/6MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

AUTOSOFT 90 INFUSION 
SET/23"/9MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

AUTOSOFT 90 INFUSION 
SET/43"/6MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

AUTOSOFT 90 INFUSION 
SET/43"/9MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 
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DRUG_NAME CHANGES 
AUTOSOFT XC INFUSION 
SET/23"/6MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

AUTOSOFT XC INFUSION 
SET/23"/9MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

AUTOSOFT XC INFUSION 
SET/32"/6MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

AUTOSOFT XC INFUSION 
SET/43"/6MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

AUTOSOFT XC INFUSION 
SET/43"/9MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

BELSOMRA Drug list addition (preferred brand) 

BONSITY Drug list addition (preferred specialty); Preauthorization required; 
Quantity limits apply. Covered up to 1 pen every 28 days 

BRILINTA Moving to non-preferred brand tier 

BRIUMVI Drug list addition (preferred specialty); Preauthorization required; 
Quantity limits apply. Covered up to 3 vials every 168 days 

CIMERLI Moving to non-preferred specialty tier 

colchicine 0.6 mg Drug list addition (preferred generic); Quantity limits apply. Covered 
up to 60 caps every 25 days 

COMBIVENT RESPIMAT Non-formulary; not covered. Covered options include: ipratropium-
albuterol inhalation  solution, ANORO ELLIPTA, STIOLTO RESPIMAT  

COPAXONE Moving to non-preferred specialty tier 

COPIKTRA Non-formulary; not covered. Covered options include: BRUKINSA, 
CALQUENCE 

DIFICID Moving to non-preferred brand tier 

DYSPORT Drug list addition (preferred specialty); Preauthorization required 

ENTRESTO Moving to non-preferred brand tier 

ENTYVIO Drug list addition (non-preferred specialty); Preauthorization 
required; Quantity limits apply. Covered up to 1 vial every 56 days 

ENTYVIO PEN Drug list addition (preferred specialty); Preauthorization required; 
Quantity limits apply. Covered up to 2 pens every 28 days 

EPYSQLI Drug list addition (preferred specialty); Preauthorization required; 
Quantity limits apply. Covered up to 12 vials every 28 days 

EUCRISA Preauthorization required; Quantity limits apply. Covered up to 60 g 
every 25 days 
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DRUG_NAME CHANGES 
FILSPARI TAB 200MG Drug list addition (preferred specialty); Preauthorization required; 

Quantity limits apply. Covered up to 60 tabs every 30 days 
FILSPARI TAB 400MG Drug list addition (preferred specialty); Preauthorization required; 

Quantity limits apply. Covered up to 30 tabs every 30 days 

FORTEO Non-formulary; not covered. Covered options include: teriparatide, 
zoledronic acid, BONSITY, OSPOMYV, STOBOCLO, TYMLOS 

FYCOMPA Moving to non-preferred brand tier 

IBTROZI Moving to preferred specialty tier 

INVEGA HAFYERA Drug list addition (preferred brand) 

INVEGA SUSTENNA Moving to preferred brand tier 

INVEGA TRINZA Drug list addition (preferred brand) 

JAKAFI Moving to preferred specialty tier 
MENOPUR Moving to non-preferred specialty tier 

MITIGARE Non-formulary; not covered. Covered options include: colchicine 

MOBI 2ML CARTRIDGE Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

NP THYROID Non-formulary; not covered. Covered options include: levothyroxine 
tabs, liothyronine 

ODACTRA Moving to preferred brand tier 

OLUMIANT Drug list addition (preferred specialty); Preauthorization required; 
Quantity limits apply. Covered up to 30 tabs every 30 days 

ONZETRA XSAIL Non-formulary; not covered. Covered options include: almotriptan, 
eletriptan, frovatriptan, naratriptan, rizatriptan, sumatriptan, 
zolmitriptan, NURTEC ODT, TOSYMRA, UBRELVY 

ORENCIA INJ 50/0.4ML Moving to non-preferred specialty tier 

ORENCIA INJ 87.5/0.7ML Moving to non-preferred specialty tier 

ORTHOVISC Drug list addition (preferred specialty); Preauthorization required 

OSENVELT Drug list addition (preferred specialty); Preauthorization required; 
Quantity limits apply. Covered up to 1 vial every 28 days 

OSPOMYV Drug list addition (preferred specialty); Preauthorization required; 
Quantity limits apply. Covered up to 1 syringe every 6 months 

OTREXUP Moving to non-preferred specialty tier 

PERSERIS Moving to non-preferred brand tier 

PROLIA Non-formulary; not covered. Covered options include: teriparatide, 
zoledronic acid, BONSITY, OSPOMYV, STOBOCLO, TYMLOS 
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DRUG_NAME CHANGES 
PYZCHIVA SC (by Sandoz) Non-formulary; not covered. Covered options include: Crohn's 

Disease: ADALIMUMAB-ADAZ, ADALIMUMAB-FKJP, ENTYVIO SC, 
HYRIMOZ (by Cordavis), PYZCHIVA SC (by Cordavis), RINVOQ,  
SKYRIZI SC, TREMFYA SC, YESINTEK SC; Psoriasis: ADALIMUMAB-
ADAZ, ADALIMUMAB-FKJP,  BIMZELX, HYRIMOZ (by Cordavis),  
OTEZLA, OTEZLA XR, PYZCHIVA SC (by Cordavis), SKYRIZI SC, 
SOTYKTU, TREMFYA SC, YESINTEK SC; Psoriatic Arthritis:  
ADALIMUMAB-ADAZ, ADALIMUMAB-FKJP, COSENTYX  SC, 
ENBREL, HYRIMOZ (by Cordavis), OTEZLA, OTEZLA XR, PYZCHIVA  
SC (by Cordavis), RINVOQ, SKYRIZI SC, TREMFYA SC, YESINTEK  
SC; Ulcerative Colitis:  ADALIMUMAB-ADAZ, ADALIMUMAB-FKJP,  
ENTYVIO SC, HYRIMOZ (by Cordavis), PYZCHIVA SC (by Cordavis),  
RINVOQ, SKYRIZI SC, TREMFYA SC, VELSIPITY, YESINTEK SC, 
ZEPOSIA  

REVLIMID Non-formulary; not covered. Covered options include: lenalidomide 

SAXENDA Moving to non-preferred brand tier 

SOLIRIS Non-formulary; not covered. Covered options include: EMPAVELI, 
EPYSQLI 

SPRAVATO 56MG DOSE Moving to preferred specialty tier 
SPRAVATO 84MG DOSE Moving to preferred specialty tier 

STELARA SC Non-formulary; not covered. Covered options include: Crohn's 
Disease: ADALIMUMAB-ADAZ, ADALIMUMAB-FKJP, ENTYVIO SC, 
HYRIMOZ (by Cordavis), PYZCHIVA SC (by Cordavis), RINVOQ, 
SKYRIZI SC, TREMFYA SC, YESINTEK SC; Psoriasis: ADALIMUMAB-
ADAZ, ADALIMUMAB-FKJP, BIMZELX, HYRIMOZ (by Cordavis), 
OTEZLA, OTEZLA XR, PYZCHIVA SC (by Cordavis), SKYRIZI SC, 
SOTYKTU, TREMFYA SC, YESINTEK SC; Psoriatic Arthritis:  
ADALIMUMAB-ADAZ, ADALIMUMAB-FKJP, COSENTYX  SC, 
ENBREL, HYRIMOZ (by Cordavis), OTEZLA, OTEZLA XR, PYZCHIVA  
SC (by Cordavis), RINVOQ, SKYRIZI SC, TREMFYA SC, YESINTEK  
SC; Ulcerative Colitis:  ADALIMUMAB-ADAZ, ADALIMUMAB-FKJP,  
ENTYVIO SC, HYRIMOZ (by Cordavis), PYZCHIVA SC (by Cordavis),  
RINVOQ, SKYRIZI SC, TREMFYA SC, VELSIPITY, YESINTEK SC, 
ZEPOSIA  
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DRUG_NAME CHANGES 
STOBOCLO Drug list addition (preferred specialty); Preauthorization required; 

Quantity limits apply. Covered up to 1 syringe every 6 months 
SUPARTZ FX Non-formulary; not covered. Covered options include: DUROLANE, 

EUFLEXXA, GELSYN-3, ORTHOVISC 

T:FLEX T:LOCK INSULIN 
CARTRIDGE 4.8ML 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

T:SLIM X2 3 ML 
CARTRIDGE 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

TACLONEX Moving to non-preferred brand tier 

TANDEM T:SLIM ASFT 30 
PK10 23" 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

TANDEM T:SLIM ASFT 30 
PK14 23" 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

TANDEM T:SLIM ASFT XC 
PK10 23" 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

TANDEM T:SLIM ASFT XC 
PK14 23" 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

TANDEM T:SLIM TRUSTL 
PK10 23" 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

TEGSEDI Moving to non-preferred specialty tier 

TOSYMRA Drug list addition (preferred brand); Quantity limits apply. Covered 
up to 18 units every 25 days 

TRUSTEEL INFUSION 
SET/23"/6MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

TRUSTEEL INFUSION 
SET/23"/8MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

TRUSTEEL INFUSION 
SET/32"/6MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

TRUSTEEL INFUSION 
SET/32"/8MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

TURALIO Drug list addition (non-preferred specialty); Preauthorization 
required; Quantity limits apply. Covered up to 120 caps every 30 
days 
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DRUG_NAME CHANGES 
TWYNEO Non-formulary; not covered. Covered options include: adapalene 

gel 0.1%, adapalene-benzoyl peroxide, benzoyl peroxide-
erythromycin, clindacin-P, clindamycin-benzoyl peroxide gel 1.2%-
2.5%, 1.2%-3.75%, dapsone, differin gel 0.1%, ery pads,  
erythromycin, sulfacetamide, tretinoin cream, gel 0.01%, 0.025%, 
0.04%, 0.1%, AKLIEF, EPIDUO, EPIDUO FORTE, WINLEVI  

TYRUKO Drug list addition (preferred specialty); Preauthorization required; 
Quantity limits apply. Covered up to 1 vial every 28 days 

UDENYCA ONBODY Non-formulary; not covered. Covered options include: FULPHILA 
ULTOMIRIS Drug list addition (non-preferred specialty); Preauthorization 

required; Quantity limits apply. Covered up to 8 cartridges every 28 
days 

VANRAFIA Drug list addition (preferred specialty); Preauthorization required; 
Quantity limits apply. Covered up to 30 tabs every 30 days 

VARISOFT INFUSION 
SET/23"/13MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

VARISOFT INFUSION 
SET/23"/17MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

VARISOFT INFUSION 
SET/32"/13MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

VARISOFT INFUSION 
SET/43"/17MM 

Non-formulary; not covered. Covered options include: OMNIPOD 5/ 
DASH, TWIIST INSULIN INFUSION PUMP AND SUPPLIES 

VEMLIDY Non-formulary; not covered. Covered options include: entecavir, 
lamivudine, tenofovir disoproxil fumarate 

VEVYE Drug list addition (preferred brand) 

VTAMA Preauthorization required; Quantity limits apply. Covered up to 60 g 
every 25 days 

VYNDAMAX Moving to preferred specialty tier 

VYVANSE Non-formulary; not covered. Covered options include: 
amphetamine-dextroamphetamine mixed salts ext-rel, 
dexmethylphenidate ext-rel, dextroamphetamine ext-rel, 
lisdexamfetamine, methylphenidate ext-rel, Azstarys 

XDEMVY Preauthorization required; Quantity limits apply. Covered up to 10ml 
every 6 weeks 

XELJANZ SOL 1MG/ML Moving to non-preferred specialty tier 
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DRUG_NAME CHANGES 
XEMBIFY Moving to preferred specialty tier 

XGEVA Non-formulary; not covered. Covered options include: pamidronate 
30 mg/10 mL and 90 mg/10 mL, zoledronic acid 4mg/5mL, 
OSENVELT 

XIIDRA Non-formulary; not covered. Covered options include: RESTASIS, 
VEVYE 

XYOSTED Drug list addition (non-preferred brand); Preauthorization required 

YUTREPIA Drug list addition (preferred specialty); Preauthorization required; 
Quantity limits apply. Covered up to 140 capsules every 28 days 

ZORYVE Preauthorization required; Quantity limits apply. Covered up to 60 g 
every 25 days 

ZYDELIG Non-formulary; not covered. Covered options include: BRUKINSA, 
CALQUENCE 
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Information is subject to change. 

Your plan may not cover certain drugs to treat conditions such as infertility, erectile dysfunction  
and weight loss. Not all health  services  are covered. See plan documents  for a  complete  
description of  benefits, exclusions,  limitations  and  conditions  of  coverage. To  check  coverage and  
copay  information  for  a  specific  medicine,  log  into your  member  website.  For  questions,  please  
call the toll-free number on your member ID card.  

For fully insured plans (including HMOs) in Maryland, changes in prior authorization 
requirements for previously authorized immune globulin (human) and drugs used in the 
treatment of a mental disorder may not apply on reauthorization under certain conditions. 

For fully insured plans in Washington, certain changes to drugs prescribed for the treatment of 
a serious mental illness may not apply until the plans' renewal date under certain conditions. 

For fully  insured plans in  Tennessee,  certain changes to  drugs  previously authorized  may not  
apply  until  the plans' renewal date under certain conditions.  

Health  benefits and  health  insurance  plans are  offered,  administered  and/or  underwritten  by  
Aetna  Health  Inc., Aetna Health Insurance Company of New  York, Aetna  Health Assurance  
Pennsylvania Inc., Aetna Health  Insurance company and/or Aetna Life Insurance  Company  
(Aetna). In Florida, by Aetna  Health  Inc.  and/or Aetna Life Insurance Company. In  Utah  and  
Wyoming  by  Aetna  Health  of  Utah  Inc.  and  Aetna  Life  Insurance  Company.  In  Maryland,  by  Aetna  
Health  Inc., 151 Farmington Avenue, Hartford, CT 06156. Each insurer  has sole  financial  
responsibility  for  its own  products.  Pharmacy  benefits  are  administered  by  an  affiliated  pharmacy  
benefit manager, CVS Caremark. Aetna® is  part of the CVS Health® family of companies.  

Drug  products  are  identified  by  unique  numerical  product  identifiers,  called  National  Drug  Codes  
(NDC), which identify  the manufacturer, strength, dosage  form, formulation  and package size.  

This document contains trademarks or registered trademarks of  CVS Pharmacy, Inc. or one of  its 
affiliates;  it  may  also contain  references to products that are  trademarks or  registered  trademarks 
of entities not affiliated with CVS Health.  

Policy forms issued in Oklahoma include: 
Medical Multiple: AL HGrpPol 09, AL HCOC 14, AL HSOB 12, AL HSOBNM 12.  
HMO-POS Combo: HI HGrpAg 07, HI GrpAgAmend-2025  01, HC HCOC  13, HC HSOB  12.   
Policy forms issued in Missouri include: 
HMO: HI HGrpAg 07, HI GrpAgAmend-2025 01, HI HCOC 13, HI HSOB 12 
POS: HO HGrpPol 05, HO POSRider  11  
PPO: AL HGrpPol 07, AL GrpPolAmend-2024 01, AL GrpPolAmend-2025 01, AL HCOC-PPO 14, AL HSOB-PPO 12 
EPO: AL HGrpPol 07, AL GrpPolAmend-2024 01,   AL GrpPolAmend-2025 01, AL HCOC-EPO 14, AL HSOB-EPO 12  
TC: AL HGrpPol 07, AL GrpPolAmend-2024 01, AL GrpPolAmend-2025 01, AL HCOC-TC 14, AL HSOB-TC 12 
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Discrimination is Against the Law 
Aetna complies with applicable California and Federal civil rights laws and does not 
discriminate on the basis of race, color, national origin, ethnic group, ancestry, religion, marital 
status, gender, gender identity, sexual orientation, age, disability, medical condition, genetic 
information, or sex (consistent with 45 CFR § 92.101(a)(2) and California 2 CCR § 14025). Aetna 
does not exclude people or treat them less favorably because of race, color, national origin, 
ethnic group, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, 
age, medical condition, genetic information, or disability.  

Aetna: 
• Provides people with disabilities reasonable modifications and free appropriate

auxiliary aids and services to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic

formats, other formats).
• Provides free language assistance services to people whose primary language is not

English, which may include:
o Qualified sign language interpreters
o Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and services, or language 
assistance services, call 1-800-872-3862 (TTY: 711) or the number on the back of your ID card. 

If you believe that Aetna has failed to provide these services or discriminated in another way 
on the basis of race, color, national origin, ethnic group, ancestry, religion, sex, marital status, 
gender, gender identity, sexual orientation, age, medical condition, genetic information, or 
disability, by action or inaction, you can file a grievance with:  

Civil Rights Coordinator  
Attn: 1557 Coordinator  
CVS Pharmacy, Inc.  
1 CVS Drive, MC 2332, (HMO customers: P.O. Box 14032 Lexington, KY 40512-4032) 
Woonsocket, RI 02895  
Phone: 1-800-648-7817, TTY: 711
Email: CRCoordinator@aetna.com

You can file a grievance in person, by mail, or email. If you need help filing a grievance, the 
Civil Rights Coordinator is available to help you.  
Please visit https://www.aetna.com/individuals-families/member-rights-resources/complaints- 
grievances-appeals.html#california for information about how to file a complaint or grievance 
with the California Department of Insurance or California Department of Managed Health Care 
(for HMO enrollees).  

tel:18008723862
tel:711
tel:18006487817
tel:711
mailto:CRCoordinator@aetna.com
https://www.aetna.com/individuals-families/member-rights-resources/complaints-%20grievances-appeals.html#california
https://www.aetna.com/individuals-families/member-rights-resources/complaints-%20grievances-appeals.html#california


You can also file a civil rights complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint 
Portal, available at https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf, or by mail or phone at: 

U.S. Department of Health and Human Services 
200 Independence Avenue, SW  
Room 509F, HHH Building  
Washington, D.C. 20201  
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at https://www.hhs.gov/ocr/complaints/index.html. 
This notice is available at Aetna’s website: https://www.aetna.com/.

“Aetna” is the brand name used for products and services provided by one or more of the 
Aetna group of companies offering and administering health and dental plans and other 
products such as life, disability, and long-term care insurance. In California, this includes 
Aetna’s wholly-owned subsidiaries Aetna Life Insurance Company, Aetna Health of California 
Inc., Aetna Better Health of California Inc., Aetna Dental of California Inc., and Health and 
Human Resource Center Inc., and its other affiliates licensed in California. Aetna’s ultimate 
parent is CVS Health Corporation (“CVS Health”). 

https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
tel:18003681019
tel:8005377697
https://www.hhs.gov/ocr/complaints/index.html
https://www.aetna.com/


Language accessibility statement 
Interpreter services are available for free. 
TTY: 711

To access language services at no cost to you, call 1-800-385-4104. 

Para acceder a los servicios de idiomas sin costo, llame al 1-800-385-4104. (Spanish)

如欲使用免費語言服務，請致電 1-800-385-4104. (Chinese)

Nếu quý vi   muốn sử du ng miễn phí các di  ch vu  ngôn ngữ, hãy go i tới số 1-800-385-4104. 

(Vietnamese)

Para ma-access ang mga serbisyo sa wika nang wala kayong babayaran, tumawag sa 

1-800-385-4104. (Tagalog)

무료 언어 서비스를 이용하려면 1-800-385-4104 번으로 전화해 주십시오. (Korean)

Անվճար լեզվական ծառայություններից օգտվելու համար զանգահարեք  

1-800-385-4104 հեռախոսահամարով: (Armenian)

مازه  ، ب ا س  ب ان  ب ه طوز زای گ ان  دمات  ز  (Persian-Farsi)ی ماس ب گ ت ری د.4104-385-800-1 ب رای دست رسی ب ه خ 

Для того чтобы бесплатно получить помощь переводчика, позвоните по телефону 

1-800-385-4104. (Russian)

言語サービスを無料でご利用いただくには、 1-800-385-4104   までお電話ください。

( Japanese)

اء الای صال علی الرق م ، الرخ  ه  وی ه  دون  أ ی  ی گلف   (Arabic). 4104-385-800-1للحصول علی الح دمات  اللغ 

ਤੁਹਾਡੇ ਲਈ ਬਿਨਾਾਂ ਬਿਸੇ ਿੀਮਤ ਵਾਲੀਆਾਂ ਭਾਸ਼ਾ ਸੇਵਾਵਾਾਂ ਦੀ ਵਰਤੋਂ ਿਰਨ ਲਈ, 1-800-385-4104 ‘ਤੇ ਫ਼ੋਨ ਿਰੋ। (Punjabi)

ដ ើម្បើទទួលនដេវាផ្នែកភាសាដោយមិ្នគិតថ្លៃពើអ្ែកេូម្ទូរេពទទដលខ 1-800-385-4104 ។ 

(Mon-Khmer, Cambodian)

Xav tau kev pab txhais lus tsis muaj nqi them rau koj, hu 1-800-385-4104. (Hmong)

आपके लिए बिना बकसी कीमत के भाषा सेवाआं का उपयोग करने के लिए, 1-800-385-4104 पर कॉि करं। (Hindi)

หากท่านต้องการเข้าถึงการบรกิารทางด้านภาษาโดยไม่มีค่าใช้จ่าย โปรดโทร 1-800-385-4104. (Thai)

tel:711


Notice of Language Assistance 
HMO and DMO-based plans:
IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You 
may also be able to get this letter written in your language. For free help, please call right 
away at 1-877-287-0117. Planes basados en DMO y HMO –

IMPORTANTE: ¿Puede leer esta carta? En caso de no poder leerla, le brindamos nuestra 
ayuda. También puede obtener esta carta escrita en su idioma. Para obtener ayuda 
gratuita, por favor llame de inmediato al 1-877-287-0117.

Traditional Plans: 
No Cost Language Services. You can get an interpreter. You can get documents read to you 
and some sent to you in your language. For help, call us at the number listed on your ID 
card or 1-877-287-0117. For more help call the CA Dept. of Insurance at 1-800-927-4357 
English 

Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer documentos y 
que le envíen algunos en español. Para obtener ayuda, llámenos al número que figura en 
su tarjeta de identificación o al 1-877-287-0117. Para obtener más ayuda, llame al 
Departamento de Seguros de CA al 1-800-927-4357. Spanish

GR-69746-1  (07-25)

tel:18772870117
tel:18772870117
tel:18772870117
tel:18009274357
tel:18772870117
tel:18009274357
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