
  

 

 
 

2025 Health & Insurance Summary Plan Description (SPD) 
Summary of Material Modifications (SMM) 
Effective January 1, 2025 

 
This notice is a summary of material modifications to the benefit plans described in the 2025 

Morgan Stanley Health Benefits & Insurance Summary Plan Description booklet (the “SPD"). This 

notice describes changes and supplements to the SPD effective January 1, 2025. A copy of the SPD 

is available through the Morgan Stanley intranet or HR Services. 

 

Keep a copy of this notice with your records. If you have any questions, please contact HR Services 

(toll-free) at 1-877-MSHR-411 (1-877-674-7411); outside North America, call (toll) +1 718-354- 

1343. Representatives are available weekdays between 9 a.m. and 7 p.m. Eastern Time, except 

certain US holidays. 
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MEDICAL PLAN 

 
Applied Behavior Analysis (ABA) Therapy benefit 
 
Page 54 
 

The following replaces the ABA Therapy benefit in the chart on page 54:  

 
1 Visit limits apply; contact the number on the back of your Health Plan ID card for more information 

PLAN 
FEATURES 

OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D  
(SUREST) 

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

Outpatient Care1 (continued) 

Applied 
Behavior 
Analysis (ABA) 
Therapy 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$10 $150 
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Mental Health/Substance Abuse benefit 
 
Page 55 
 
The following replaces the Mental Health/Substance Abuse benefit in the chart on page 55: 

PLAN FEATURES OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D (SUREST) 

 

Mental Health/Substance Abuse42   
Plan’s Network Aetna: Choice POS II; Cigna: Cigna Behavioral Health; Surest: United Behavioral Health  
Inpatient 2 Cigna: 

100%, no 
deductible, 
if receiving 
care at a 
preferred 
facility. 
 
Cigna non-
preferred 
facilities 
and Aetna: 
80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after 
annual 
deductible 

Cigna: 
100%, no 
deductible, 
if receiving 
care at a 
preferred 
facility. 
 
Cigna non-
preferred 
facilities 
and Aetna: 
80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after 
annual 
deductible 

Cigna: 
100%, 
after 
annual 
deductible, 
if receiving 
care at a 
preferred 
facility.  
 
Cigna non-
preferred 
facilities 
and Aetna: 
80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after 
annual 
deductible 

$1,600 $4,800 

Outpatient3
6 
Preauthoriz
ation 
required for 
Mental 
Health and 
Substance 
Abuse 
intensive 
outpatient 
programs. 

Cigna: 
100%, no 
deductible, 
if receiving 
care at a 
preferred 
facility 
 
Cigna non-
preferred 
facilities 
and Aetna: 
80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after 
annual 
deductible 

Cigna: 
100%, no 
deductible, 
if receiving 
care at a 
preferred 
facility 
 
Cigna non-
preferred 
facilities 
and Aetna: 
80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after 
annual 
deductible 

Cigna: 
100%, 
after 
annual 
deductible, 
if receiving 
care at a 
preferred 
facility 
 
Cigna non-
preferred 
facilities 
and Aetna: 
80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after 
annual 
deductible 

$75 $150 

 

 

 

 

 
  

 
2 Coinsurance is waived for members enrolled in Cigna if treatment is received at certain preferred facilities for substance abuse. Please contact the number on the back of your health plan ID 

card for more information.  

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 
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Health Savings Account (HSA) 
 
Page 117 
 
The following statement is added to page 117 prior to the subsection titled “Tax Advantages” to 

provide clarity on dependents eligibility for HSA distributions: 

Note: If you have an HSA, you can keep your health care dependents on your high-deductible health plan 
(HDHP) until they turn 26 years old. However, the IRS only allows you to use your own HSA funds to pay for 
qualified medical expenses for any dependents you claim on your tax return. This means that once your child 
turns 24, they may still be on your HDHP, but you can’t use your HSA for their medical expenses. 

According to IRS guidance in Publication 969 (Health Savings Accounts and Other Tax-Favored Health 
Plans), an individual with an HSA may take a distribution to pay for qualified medical expenses for the 
following persons: 
 

• The HSA holder 
• The HSA holder’s spouse 
• All dependents the HSA holder can claim on his/her tax return 
• Any person the HSA holder could have claimed as a dependent on his/her tax return except for the 

fact that: 
1. That person filed a joint return; 
2. The person had gross income of $5,050 or more; or 
3. The HSA holder, or spouse if filing jointly, could be claimed as a dependent on someone else’s tax 

return. 
 
If your child is no longer a student, then the age 24 rule is included in the definition of dependent who is a 
student for who can be claimed as a tax dependent in the definition of a Qualifying Relative relating to students 
does not apply and the age limit is age 19 instead. 

Once your child is no longer your tax dependent, they are eligible to open their own HSA, even if they are still 
enrolled in your HDHP. Since they are part of your family HDHP, they can contribute up to the family 
maximum. Additionally, you can contribute to your child’s HSA on their behalf if you choose to. You should 
note, though, if you contribute to your child’s HSA, your child will receive the tax benefits for those 
contributions – not the parent. Please confirm with your tax advisor the status of your dependents before 
contributing to an HSA. 
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This Summary Plan Description (SPD) is for current and former employees (and  
their eligible dependents) of Morgan Stanley Services Group Inc. (the “Company” or 
“Morgan Stanley”) and participating affiliates. 

This SPD is in effect January 1, 2025, and is for the Morgan Stanley Health Benefits and Insurance Plan, the 
Morgan Stanley Medical Plan, the Morgan Stanley Retiree Medical Plan and the Morgan Stanley Employee 
Assistance Plan.  
The Morgan Stanley Health Benefits and Insurance Plan consists of the following components: 
• Life Insurance, 
• Disability, 
• Business Travel Accident, 
• Accidental Death and Dismemberment, 
• Flexible Spending Accounts, 
• Vision, 
• Dental, 
• Long-Term Care Insurance, 
• Legal Assistance, and 
• Accident, Critical Illness and Hospital Indemnity Insurance (not subject to ERISA guidelines). 

Each of the components of the Morgan Stanley Health Benefits and Insurance Plan, the Morgan Stanley 
Medical Plan, the Morgan Stanley Retiree Medical Plan and the Morgan Stanley Employee Assistance Plan 
are referred to in this SPD as a “Plan” and collectively as the “Plans.” Certain other programs that are available 
to employees are also described in this booklet. 

The portions of this SPD that pertain to each Plan, along with any underlying insurance contracts relating to 
that Plan, together comprise that Plan’s official documents. If there is any conflict between the terms of a 
Plan document and any other materials, including any verbal representation, the Plan document 
governs. Benefits under the Plans that are insured are payable under the Plans only to the extent payable 
under the relevant insurance contracts. If there is any discrepancy between the terms of the insurance 
contracts and any other Plan documents, the insurance contracts govern.  

Morgan Stanley and its benefit Plans are not responsible for any data errors or processing delays. The Plan 
Administrator may correct any errors at any time. If you notice an error, you must contact HR Services 
immediately. If you do not contact HR Services immediately to correct any errors, you may not do so at a later 
date, and you may be entitled only to those benefits shown on the confirmation statement and/or the website. 
Check your confirmations and statements to ensure that your elections are correctly reflected. 

The information contained in this document is general in nature, is not individual tax advice, and may not be 
used to avoid any tax or tax penalty. Tax laws are complex and may change, and their application may vary 
based on the circumstances. Morgan Stanley and its benefit Plans do not provide tax or legal advice. 

Morgan Stanley also cannot advise you on your rights, options or responsibilities under Medicare, Medicaid, 
any non-Firm benefit program in which you may participate, or any state or federally provided benefits. You 
are responsible for consulting your own advisors. 

The Plan Administrator may require you to periodically verify your and your dependents’ data. Providing false 
or misleading information may lead to legal or disciplinary action by Morgan Stanley, including employment 
termination and cancellation of executive compensation. This SPD does not guarantee coverage; the 
administrators of each Plan have ultimate authority for determining eligibility. 
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Morgan Stanley’s benefit Plans may be amended or discontinued at any time, including to curtail benefits for 
some or all covered individuals, to change the cost of coverage and to implement changes required by federal, 
state and local legislation. 

Certain other benefit plans and programs offered by Morgan Stanley are described in separate summary 
description documents. For more information, call HR Services or log in to the Benefit Center website. 
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Introduction 
At Morgan Stanley, benefits are an important 
part of your total compensation. This SPD was 
created to provide you with details about the 
programs available to you and your eligible 
dependents as an employee of Morgan Stanley. 

Morgan Stanley Benefits 
Morgan Stanley’s U.S. benefits comprise the 
following Plans: 
• Medical Plans (your home zip code will 

determine which regional options may be 
available to you): 
− Option A through Aetna or Cigna, 
− Option B through Aetna or Cigna, 
− Option C through Aetna or Cigna, 
− Option D through Surest, a UnitedHealthcare 

company 
− HMSA Medical Plan—Hawaii, 
− Kaiser Permanente Health Maintenance 

Organization (HMO)—Hawaii, Northern and 
Southern California (in-network  
coverage only), 

− Cigna Global Health Medical Plan—
international locations, and 

− Integrated Fertility Benefit administered by 
Maven Clinic for Medical Plan Options A, B, 
C, and D. 

• Retiree Medical Plan, 
• Employee Assistance Plan (including the Lyra 

Mental Health Benefit), 
• Dental Plans: 

− Option A, through MetLife or Delta Dental 
− Option B, through MetLife or Delta Dental 
− Cigna Global Health Dental Plan—

international locations. 
• Vision Plans: 

− Vision Service Plan (VSP) Option A,  
− Vision Service Plan (VSP) Option B. 

• Flexible Spending Accounts (FSA): 
− Health Care Flexible Spending Account, 
− Dependent Day Care Flexible  

Spending Account, and 
− Limited Purpose Flexible Spending Account. 

• Health Savings Account (HSA), 
• Life Insurance Plan, Accidental Death and 

Dismemberment Insurance Plan, and Business 
Travel Accident Plan (collectively, the “Life and 
Accident Insurance Plans”): 
− Basic Life, 
− Employee Supplemental Life, 
− Group Variable Universal Life (GVUL), 
− Spouse/Domestic Partner Life, 
− Child Life, 
− Basic Accidental Death & Dismemberment, 
− Supplemental Accidental Death & 

Dismemberment, and 
− Business Travel Accident. 

• Disability Plans: 
− Short-Term Disability, 
− Long-Term Disability, 
− Individual Disability Policy, and 
− Corporate Excess Disability Insurance  

(CEDi) Policy. 
• Legal Assistance Plan, 
• Long-Term Care Insurance Plans: 

− Prudential LTC Program (no new entrants), 
− MetLife LTC Program (no new entrants), 
− John Hancock LTC Program  

(no new entrants), 
− MassMutual (no new entrants), and 
− Individual LTC Program (AllState). 

• Critical Illness Insurance, 
• Accident Insurance, and 
• Hospital Indemnity Insurance. 

One Medical 
One Medical’s primary and preventive care is 
available to employees, spouses/partners and 
children enrolled in the Morgan Stanley Medical 
Plan national options administered by Aetna, 
Cigna, or Surest (Options A, B, C and D). The Firm 
will cover the cost of One Medical membership. 
With this membership, you will have access to 
125+ One Medical offices throughout the country 
that offer a range of services from annual wellness 
visits to care for everyday ailments to management 
of chronic conditions like diabetes and depression, 
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as well as access to 24/7 on-demand virtual care, 
including video chats, via the One Medical app.  
Services provided in-office or remote visits by in-
office providers are subject to the Morgan Stanley 
Medical Plan design (e.g., deductibles, 
coinsurance or copays). Most 24/7 on-demand 
virtual services provided via the app are available 
at no cost to you. 

Livongo Diabetes Management and 
Support Program 

The Diabetes Management and Support Program 
by Livongo (part of Teladoc Health) is available, 
free of charge, to Morgan Stanley employees, 
spouses/partners and children enrolled in the 
Morgan Stanley Medical Plan national options 
administered by Aetna, Cigna, or Surest, as well as 
regional Medical Plan options administered by 
Kaiser or HMSA. Members must have a clinical 
diagnosis of diabetes to be eligible for the 
program. 
Members enrolled in the program receive the 
following benefits:  

• Connected meter: Automatically uploads 
your blood glucose readings to your 
secure online account and provides real-
time personalized tips; optional family 
alerts keep everyone aware of low and 
high glucose readings. 

• Support from coaches when you need 
it: Communicate with a coach anytime 
about diabetes, nutrition or lifestyle 
changes. 

• Unlimited strips at no cost to you: When 
you are about to run out, Livongo ships 
more supplies, right to your door; you also 
receive a lancing device, lancets and a 
carrying case. 

To register or learn more information, please visit 
www.livongo.com/morganstanley/diabetes or call 
Livongo Member Support at 1-800-945-4355. 

2nd.MD Second Opinion Services  
2nd.MD, also known as 2nd MD by Accolade, 
gives you quick access to the world’s top doctors 
for virtual second opinions. Speak with a 2nd.MD 
specialist if you or a family member receives a 
diagnosis or recommendation for surgery, needs 
help understanding a treatment plan or wants 

insight into how to better manage a chronic 
condition. The Firm makes this service available at 
no cost to you. 
2nd.MD is available to all eligible employees, 
dependents, adult children, parents, parents-in-law, 
grandchildren and grandparents and does not 
depend on whether you are enrolled in other 
benefits described in this SPD. 

Accolade Care Advocates 
Accolade provides benefits advocacy and 
healthcare navigation. Depending on your medical 
plan enrollment, they also provide the customer 
service and clinical management functions that are 
otherwise provided by a traditional medical plan 
vendor. They are the only point of contact for all 
medical plan questions and will connect you with 
the full range of Morgan Stanley benefits and 
resources based on your needs.  
Accolade Care Advocates and Nurses will work 
with you and your family 1-on-1 to answer benefits 
questions and ensure your health care needs are 
met. Call on them for questions big or small—for 
instance, when you want to find an in-network 
provider; have a billing issue with your medical 
claims; join the Firm as a new employee; or have a 
major life event, such as illness, a new child, 
marriage or taking a leave of absence.  
The Accolade Care Advocates program is not 
affiliated with any Plan or provider, and its services 
are confidential. This service is available at no cost 
to eligible employees, pre-65 retirees and COBRA 
participants as well as their spouse/domestic 
partner and dependent children. 
For those who are benefits-eligible and are enrolled 
in the Morgan Stanley Medical Plan with Aetna or 
Cigna, Accolade’s Care Advocates will provide full 
support for condition and clinical case management, 
complex medical conditions, medical or pharmacy 
claims issues, benefits questions and clinical 
guidance. Specific areas are: 
• Assist with resolving medical claims and appeals 

to Aetna or Cigna for billing issues 
• Schedule and prepare for appointments 
• Find a new in-network medical provider 
• Consult with nurses 
• Discuss care location or telehealth options 
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• Understand your health plan coverage 
• Education and referrals to available wellness, 

point solutions and ancillary programs 
• Treatment decision support 
• Condition Management  
• Clinical Case Management 
Accolade Assist offers limited support for members 
who are enrolled in the Morgan Stanley Medical 
Plan with Surest, Kaiser, HMSA and Cigna Global 
and those who have waived medical coverage 
through Morgan Stanley. 
The member experience for Accolade Assist is 
similar to the full-member experience, with phone, 
app, and web access to Accolade Care Advocates 
and Nurses. Accolade Assist can:  
• Provide basic education and guidance on where 

to go for the information needed 
• Help navigate non-medical plan-related benefits 

and programs, such as condition management 
solutions, wellbeing offerings, family support  
and more 

• Assist with symptom triage, directing to the 
appropriate site of care, and educating on how to 
find an appropriate in network provider 

You may contact an Accolade Care Advocate at 
866-386-0076 or if you are an employee, type 
“Accolade” in the Morgan Stanley intranet browser 
and access with your Morgan Stanley desktop 
credentials. If accessing outside of the firm’s 
network, you can log in via 
https://member.accolade.com or download the 
Accolade app Accolade Care Advocates are 
available 8 AM  - 11 PM, ET. Their nurse line is 
available 24/7 for urgent clinical questions; 
however, employees should call 911 (or your local 
emergency services number) in the case of an 
emergency.  

HR Services 
Throughout this SPD, there are references to HR 
Services and the Benefit Center. 

HR Services is a full-service resource available to 
you as an employee of Morgan Stanley, and 
representatives can support your questions related 
to your benefits – including enrolling in or changing 
benefits, benefits eligibility, dependent verification, 
beneficiary designation, and retirement questions. 
HR Services Representatives are available to 
assist you Monday through Friday, from 9 a.m. to 7 
p.m. ET, and can be reached toll-free at 877-
MSHR-411 (877-674-7411). 
The Benefit Center website is your self-service 
portal to process online transactions such as 
reporting a Qualified Life Event, electing a 
beneficiary and enrolling in your benefits during the 
Annual Enrollment period. You can access the 
Benefit Center website by typing benefits/ in your 
browser and using your regular Morgan Stanley 
credentials (though the first time you access the 
site, you will have to create a separate username 
and password). If you are not on the Firm’s 
intranet, you can access the site via 
morganstanley.com/benefits and create a 
username and password. 
Whenever you use the Benefit Center website to 
initiate a transaction online or speak with an HR 
Services Representative, you are authorizing the 
Plan Administrator to process your elections as if 
you had given your written, signed authorization to 
do so. Morgan Stanley and the Plans are not 
responsible for any delay in processing transactions 
due to system unavailability, incomplete information, 
administrative delay or any other reason that may 
impact the processing of your transactions. 

Telemedicine 
If you need medical assistance and your regular 
physician is not available or you are unable to make 
it to the doctor’s office, you may videoconference or 
speak with a U.S. board-certified doctor, day or 
night, about common conditions like bronchitis, 
allergies, rashes, ear infections, pink eye and 
urinary tract infections. Telemedicine physicians can 
even write a prescription, when appropriate, and 
send it to the pharmacy of your choice.  
One Medical’s primary and preventive care is 
available to employees, spouses/partners and 
children enrolled in the Medical Plan options 
administered by Aetna, Cigna, or Surest. The Firm 
will cover the cost of your One Medical 

https://member.accolade.com/
https://morganstanley.com/benefits
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membership. Through the One Medical app, you 
can connect with a provider when you’re sick, 
including colds, injuries and allergies, have an 
urgent medical question or need a prescription refill. 
One Medical’s virtual care team is there when your 
regular doctor isn’t available and can help you skip 
unnecessary trips to the ER or urgent care. 
Conveniently start a video chat, use Treat Me Now 
or message a One Medical provider. 
Alternatively, if you or your dependents are 
enrolled in the Medical Plan through Aetna, Cigna, 
Surest, Kaiser or HMSA, you can access 
telemedicine through the Plan. The cost of a 
consultation varies based on your Medical Plan 
provider. Please call the number on the back of 
your Medical Plan ID card to confirm the cost of 
your telemedicine appointment through your 
Health Plan Administrator.  

To register or consult with a doctor, visit either 
www.MyAetnaWebsite.com to register for your 
member website, www.mycigna.com (refer to 
“Telehealth Connection”), or Surest 
(benefits.surest.com). Kaiser members can call the 
number on the back of their Medical Plan ID card or 
log on to their kp.org account via their mobile 
device or computer. HMSA members can call the 
number on the back of their Medical Plan ID card or 
visit hmsa.com/well-being/online-care.  

Telemedicine is only available to employees and 
dependents enrolled in the Medical Plan through 
Aetna, Cigna, Surest, Kaiser or HMSA.  

Eligibility 
Eligible Employee 
Except as otherwise provided herein, you may 
elect to participate in the Plans if you are actively 
employed and a U.S. benefits-eligible employee of 
Morgan Stanley, which is defined as either: 
• A full-time salaried employee, 
• An hourly employee scheduled to work 50% of 

the standard workweek or a minimum of 20 
hours per week,  

• A part-time salaried employee regularly 
scheduled to work at least 50% of the full- 
time workweek, 

• A former retiree (at least age 55 with a minimum 
of five years of service at termination) who has 
been rehired as a salaried employee and 
regularly scheduled to work at least 25% of the 
full-time workweek (see the “Continuation of 
Coverage During Work or Life Events” section 
on page 29 for more information), 

• An hourly employee who was first hired as an 
hourly employee before July 1, 2004, and has 
continuously participated in the Medical Plan 
since July 1, 2004 (Medical Plan only), 

• An hourly employee who transferred directly 
from Citigroup in connection with the creation of 
Morgan Stanley Smith Barney in 2009 (or a 
Delayed Transfer individual) but only if you were 
eligible to participate in the Citigroup health and 
insurance plans immediately before the transfer 
date (continuous participation required), or 

• An hourly employee working in Hawaii (Medical 
Plan only). 

You must also either: 
• Live in the U.S., 
• Be a U.S. expatriate or U.S. benefits-eligible 

international employee, 
• Be an international employee who is eligible for 

U.S. benefits based on work location, or  
• Be an inpatriate employee designated as 

“benefits eligible” by the Firm. 
Please be advised that each Plan Administrator 
has sole discretion in determining whether an 
employee is a U.S. benefits-eligible employee for 
that Plan. 
The Employee Assistance Plan is available to all 
U.S. employees of Morgan Stanley without regard 
to whether the employee is classified as “U.S. 
benefits eligible” but is subject to the exclusions 
listed in the section titled “Individuals Who Are Not 
Eligible.” 

Individuals Who Are Not Eligible 
You are not a benefits-eligible employee if you are 
classified by Morgan Stanley as a non-benefits- 
eligible worker, an intern, summer associate, 
contingent worker, leased worker, independent 
contractor or consultant, regardless of whether 
such classification is subsequently upheld for any 
purpose by a court or federal, state or local 
administrative authority. 

http://www.mycigna.com/
file://MSAD.MS.COM/ROOT/NA/NY/LIB/OOD/BENEFITS/HEALTH%20&%20WELLNESS/Communications/Communication%20PDFs/New%20Structure/Cross%20Vendors/SPDs/Health%20and%20Insurance/2025%20SPD%20-%20Work%20in%20Progress/benefits.surest.com
https://hmsa.com/well-being/online-care
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Additionally, you will not be a benefits-eligible 
employee if: 
• You are covered by a collective bargaining 

agreement to which Morgan Stanley, or an 
affiliate is a party, unless such agreement 
provides for participation in the Plans, 

• You were hired as part of an acquisition on or 
after January 1, 2006, unless the Plan 
Administrator provides for your participation in 
the Plans, and 

• You are one of certain transferees from 
Citigroup to Morgan Stanley Smith Barney who 
were not benefits eligible upon transfer. 

If you have questions about whether you are 
eligible for a particular Plan, please contact HR 
Services at 877-MSHR-411 (877-674-7411). 

Dependent Eligibility 
Your eligible dependents include: 
• Your spouse or domestic partner (see the 

“Domestic Partner Eligibility” section on page 11 
for important information about domestic  
partner benefits), 

• Your or your spouse’s/domestic partner’s 
dependent children through the end of the 
month in which they turn age 26. Dependent 
children up to age 26 are eligible for coverage 
even if they no longer live with you, are not 
dependents on your tax return and are no longer 
students, and 

• Your or your spouse’s/domestic partner’s fully 
disabled children, to the extent provided below. 

An eligible spouse includes your opposite-sex or 
same-sex spouse, provided you are not legally 
separated. 
An eligible dependent child includes: 
• Your biological children, 
• Your stepchildren, 
• Your legally adopted children, 
• Your foster children and any children placed with 

you for adoption, and 
• Any children for whom you are the legal 

guardian, have legal custody, may claim a tax 
exemption as a noncustodial parent or have an 
obligation to cover under a Qualified Medical 
Child Support Order. 

Children born to your dependent children are not 
your eligible dependents unless you have legal 
custody or may claim a tax exemption for them as 
a noncustodial parent. Additionally, your and your 
spouse’s/domestic partner’s parents and 
grandparents are not eligible dependents. 
These dependent eligibility rules are not a 
guarantee of coverage. Each Plan Administrator 
has sole discretion in determining eligibility based 
on the Plan’s coverage rules. Each Plan 
Administrator also reserves the right to request 
proof of dependent status. 
Certain eligibility requirements may differ for 
specific Plans, as noted in the appropriate section 
of this SPD. 

Definition of “Fully Disabled” 
To be eligible for coverage as a fully disabled child 
beyond a Plan’s otherwise applicable maximum 
age, you must submit proof that your child is fully 
disabled to your Health Plan Administrator within 31 
days after your child loses Plan coverage due to 
reaching the Plan’s maximum age of 26. 
Your child is considered fully disabled if: 
• They are not able to earn their own living 

because of a mental or physical handicap that 
started while a covered dependent under the 
Plan and prior to the date they lost Plan 
coverage due to reaching the maximum age for 
eligibility as a dependent (age 26), and 

• They depend chiefly on you or another care 
provider for support. “Another care provider” 
means the child requires a community-
integrated living arrangement, group home, 
supervised apartment, or other residential 
services licensed or certified by a state 
department of health. 

If your hire date is on or after January 1, 2022, and 
your disabled adult child reached age 26 prior to 
your commencement of employment with Morgan 
Stanley, the following will apply to your fully 
disabled adult child’s eligibility for dependent 
coverage. You must submit proof to each Plan 
Administrator to support your fully disabled adult 
child’s eligibility for coverage, including proof your 
child’s disability began prior to the child turning 
age 26, and proof of child’s continuous health 
coverage from the age of 26 until your date of hire 
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with Morgan Stanley under your prior employer’s 
medical plan or your child’s individual coverage with 
a separate policy, and proof of parent/child 
relationship. 
Your child is considered fully disabled if: 
• They are not able to earn their own living 

because of a mental or physical handicap that 
started while a covered dependent under your 
prior employer’s medical plan and prior to the 
date they lost your prior employer’s medical 
plan’s coverage due to reaching the maximum 
age for eligibility as a dependent (age 26), and 

• They depend chiefly on you or another care 
provider for support. “Another care provider” 
means the child requires a community-
integrated living arrangement, group home, 
supervised apartment, or other residential 
services licensed or certified by a state 
department of health. 

For all fully disabled dependents, coverage will 
cease at the earliest of: 
• Cessation of the handicap or dependency, 
• 60 days after proof of the continuation of the 

handicap or dependency has been requested 
but not provided, or 

• Termination of dependent coverage for any 
reason other than reaching maximum age. 

Each Plan has the right to require proof of the 
continuation of the handicap, including the right to 
examine your child (at the Plan’s own expense and 
the discretion of the Health Plan Administrator) 
from time to time, while the handicap continues. 
The Health Plan Administrators have sole 
discretion for determining whether your child 
qualifies as a fully disabled dependent. Coverage 
under one Plan does not guarantee coverage 
under other Plans. 

Qualified Medical Child Support Orders 
A Qualified Medical Child Support Order (QMCSO) 
is a judgment, decree or court order that: 
• Requires child support or health care benefits 

coverage (medical, dental and vision) for the 
child of an eligible participant in a group health 
plan, and 

 
3 Except the Health Care, Dependent Day Care, and Limited Purpose FSAs and 
the Health Savings Account, as required by the Internal Revenue Code. 

• Enforces a law concerning medical child support 
under a group health plan (medical, dental and 
vision) as provided by state Medicaid laws. 

A QMCSO can apply only to an employee's 
children. A QMCSO may not provide for coverage 
of current or former spouses or domestic partners, 
or the dependents of domestic partners. The Plan 
Administrator determines whether an order meets 
the requirements of a QMCSO based on the Plan's 
QMCSO procedures. 
A QMCSO can require health coverage (medical, 
dental and vision) even if the eligible employee 
does not have legal custody of the child. A child 
who receives benefits under a QMCSO is known 
as an “alternate recipient.” Children eligible for 
benefits under a QMCSO include any children who 
would be eligible dependents under the terms of 
the group health plan if the employee had legal 
custody. 
A Qualified Medical Child Support Order (QMCSO) 
can be sent to the Plan Administrator by either:   

- Mailing to P.O. Box 299082, Lewisville, TX 
75029-9082,  

- Faxing to 1-847-442-0899, or 
- Uploading to www.qocenter.com 

If a Plan receives a valid QMCSO, the employee 
and all relevant parties will be notified by the Plan 
Administrator. An employee who is responsible for 
providing benefits to a child under the terms of a 
QMCSO may change their coverage election as 
necessary to comply (see the “Qualified Life 
Events” on page 21). 

Domestic Partner Eligibility 
Morgan Stanley extends benefits under the Plans3 
to eligible employees’ unmarried domestic partners 
of the same or opposite sex. To be eligible for 
coverage, your domestic partnership must meet 
one of the following criteria: 
• You and your partner have entered into a lawful 

civil union or similar relationship that is permitted 
by state or foreign law, or 

• You and your partner are registered as domestic 
partners through a governmental domestic 
partnership registry, or 
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• You and your partner are registered as domestic 
partners through HR Services. 

For your domestic partner to be registered through 
HR Services, your relationship must meet all of the 
following criteria: 
• You are both at least 18 years of age and 

mentally competent, 
• You share a close and committed personal 

relationship, 
• You are not married to, in a civil union or similar 

relationship with, or a domestic partner of 
anyone else, 

• You are not related by blood closer than 
permitted for marriage under the law of your 
state, 

• You share a primary residence, and 
• You are not married to each other. 
If you divorce and enter into a domestic partner 
relationship with your prior spouse, a six-month 
waiting period applies before you may register your 
former spouse as a domestic partner. 
Additionally, you must request and complete a 
Domestic Partnership Affidavit from HR Services 
and return it to register your domestic partnership. 
If your domestic partner and their eligible 
dependents qualify as your dependents under 
federal tax law, you may pay for their coverage 
under the Medical, Dental and Vision Plans with 
before-tax dollars. See IRS Publication 502 for the 
applicable rules. If they qualify as your eligible 
dependents, you may indicate so on the Benefit 
Center website during enrollment by selecting the 
appropriate box on the enrollment page.4  
You cannot claim a person as a dependent under 
federal tax law: 
• If you could be claimed as a dependent by 

another taxpayer, 
• Unless that person is a U.S. citizen, U.S. 

resident alien, U.S. national, or a resident of 
Canada or Mexico for some part of the year, and 

• Unless that person is your qualifying child or 
qualifying relative. 

To be a qualifying child: 

 
4 The final determination of the tax status of a dependent is made by the IRS. 
Checking the box on the enrollment page is no guarantee that the IRS will not  
impose a tax or penalties on the cost of coverage. 

• The child must be your son, daughter, adopted 
child, stepchild, foster child, brother, sister, half-
brother, half-sister, stepbrother, stepsister or a 
descendant of any of them, 

• The child must be (a) under age 19 at the end of 
the year and younger than you (or your spouse if 
filing jointly), (b) under age 24 at the end of the 
year and a full-time student as well as younger 
than you (or your spouse if filing jointly), or (c) 
any age if permanently and totally disabled, 

• The child must have lived with you for more than 
half of the year,  

• The child must not have provided more than half 
of their own support for the year, and 

• If the child meets the rules to be a qualifying child 
for more than one person, you must be the 
person entitled to claim the child as a  
qualifying child. 

To be a qualifying relative: 
• The person cannot be your qualifying child or 

the qualifying child of anyone else, 
• The person must be (a) your child, stepchild, 

foster child or descendant of any of them, (b) 
your brother, sister, half-brother, half-sister, 
stepbrother or stepsister, (c) your father, mother, 
grandparent or other direct ancestor (not a foster 
parent), (d) your stepfather or stepmother, (e) a 
son or daughter of your brother or sister, (f) a 
son or daughter of your half-brother or half-
sister, (g) a brother or sister of your mother or 
father, (h) your son-in-law, daughter-in-law, 
father-in-law, mother-in-law, brother-in-law or 
sister-in-law, or (i) must live with you as a 
member of your household and your relationship 
does not violate local law. Any of these 
relationships that are created by marriage may 
not have ended by death or divorce, 

• The person’s gross income for the year must be 
less than $5,050 (2024) and $5,200 (2025), and 

• You must provide more than half of the person’s 
total support for the year. 

If your domestic partner and their eligible 
dependents are not your dependents under federal 
tax law, the full cost of their medical coverage will 

https://www.irs.gov/pub/irs-pdf/p502.pdf
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be added to your taxable income and reported on 
your Form W-2 as imputed income. 
If your domestic partnership status changes (for 
example, you marry or terminate your civil union or 
partnership), you must contact HR Services within 
31 days to make the appropriate changes and 
elections. Notifying HR Services in a timely manner 
will ensure your proper tax status and withholdings 
are reported to Payroll. 
If your domestic partner (and his or her eligible 
dependents) becomes your same-sex spouse or 
dependent under state tax law, please contact 
Payroll, as your tax withholding may be impacted. 

Important Dependent Eligibility 
Information 
You cannot be covered under the Plans as both an 
employee and a dependent. Additionally, an 
individual cannot be covered as a dependent of 
more than one employee (for example, if both 
parents are eligible employees, both parents 
cannot cover the same child). If you are married to 
another eligible employee, you may both elect 
individual coverage, or one of you may elect 
“Yourself Plus Spouse or Domestic Partner” or 
“Yourself Plus Family” coverage (see the 
“Coverage Levels” section). If you choose 
“Yourself Plus Spouse or Domestic Partner” or 
“Yourself Plus Family” coverage, your 
spouse/domestic partner must decline coverage as 
an employee. 

Dependent Verification and Audit 
When enrolling dependents for coverage, you must 
verify that they meet the requirements for 
dependent coverage. Morgan Stanley and the Plan 
Administrators have the right to audit elections and 
representations made by employees and 
dependents. Any misrepresentation may result in 
legal or disciplinary action, including termination of 
employment and forfeiture of executive 
compensation. Additionally, Morgan Stanley has 
the right to recover the amount of any benefits paid 
to or on behalf of an ineligible person. 

Changes to Dependent Status and 
Coverage 
If your dependent becomes ineligible for coverage 
due to divorce, marriage or any other reason, you 

must notify HR Services within 31 days of the 
event. Additionally, if your dependent is eligible for 
COBRA continuation coverage (see the 
“Continuation Coverage Rights Under COBRA” 
section on page 201 for more information), you 
must notify HR Services within 60 days of the date 
of the qualifying event. Regardless of when you 
notify HR Services, your dependent’s coverage will 
end retroactive to the last day of the month in 
which they no longer meet the dependent eligibility 
requirements, and you will be responsible for 
repayment of any benefits paid after eligibility 
ends. 

Participating in the Plans 
Coverage Levels 
Morgan Stanley offers the following coverage 
categories: 
• No Coverage: You are waiving coverage for 

yourself and all eligible dependents, 
• Yourself Only: Coverage for you only, 
• Yourself Plus Spouse/Domestic Partner: 

Coverage for you and your spouse/domestic 
partner only, 

• Yourself Plus Children: Coverage for you and 
your children only, and 

• Yourself Plus Family: Coverage for you, your 
spouse/domestic partner and children. 

You may enroll your dependents only in the Plans 
in which you also choose to participate, unless 
otherwise noted. 
You may elect “coverage” or “no coverage” for the 
Legal Plan and “no coverage” for the automatically 
enrolled LTD portion of the Disability Plan, and the 
amount of coverage (based on eligibility) desired 
for Employee Supplemental Life Insurance, 
Supplemental AD&D Insurance, Spouse/Domestic 
Partner Life and Child Life. If you elect “coverage” 
under the Legal Plan, all eligible family members 
(spouse/domestic partner, eligible dependents and 
extended family members, as applicable) may 
have access to the Legal Plan depending on the 
option you choose. 

Cost of Coverage 
Listed below is an overview of how costs are 
calculated. 
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Paying for Benefits on a Before-Tax and  
After-Tax Basis 
Costs for any optional benefits programs in which 
you enroll will be deducted from your pay on either 
a before-tax or after-tax basis. Different rules apply 
to domestic partner coverage. 
If you are paid from a U.S.-dollar-based Payroll, 
your Medical, Dental and Vision Plan, FSA and 
HSA contributions made through Payroll are 
generally before-tax Payroll deductions. This 
means that your share of the costs of these benefit 
programs is deducted from your pay before federal 
and, in most cases, state and local income taxes 
are withheld. Your premiums for Long-Term 
Disability, Legal Plan, Long-Term Care Insurance, 
Accident, Critical Illness and Hospital Indemnity 
Insurance Plans, and Life and Accidental Death 
and Dismemberment insurance benefits are 
generally after-tax Payroll deductions; as a result, 
benefits paid from these Plans are generally not 
subject to federal income tax. Employees on a 
non-U.S.-dollar-based Payroll typically pay for all 
coverage through after-tax Payroll deductions. 
Premiums are also deducted on an after-tax basis 
for your domestic partner and his or her dependent 
children if they do not qualify as your dependents 
under federal tax law. By law, the full value of their 
coverage is added to your taxable income and 
reported on your Form W-2 as imputed income. 
For more information, please see the “Domestic 
Partner Eligibility” section on page 11. 

Medical, Dental and Vision 
Morgan Stanley generally shares the cost of 
medical and dental coverage. You pay the full cost 
of vision coverage. 
For medical coverage, your share of the cost is 
determined by the coverage level you elect and 
your Benefits Eligible Earnings (as defined in the 
“Benefits Eligible Earnings” section on page 15). 
The cost for dental and vision coverage is based 
only on the coverage level you elect. 

Employee Assistance Plan 
Morgan Stanley pays the full cost of coverage 
under the Employee Assistance Plan for active 
employees and their eligible dependents. On 

termination of employment, the cost of coverage is 
paid by the individual through COBRA, if elected.  

Life and Accident Insurance 
Morgan Stanley pays the full cost of: 
• Basic Life Insurance, 
• Basic Accidental Death and Dismemberment 

(AD&D) Insurance, and 
• Business Travel Accident Insurance (BTA).  
You pay the full cost of: 
• Employee Supplemental Life Insurance: 

− Your cost is based upon your attained age at 
the beginning of the calendar year and the 
amount of coverage selected. 

• Spouse/Domestic Partner and Child Life 
Insurance: 
− Your cost for Spouse/Domestic Partner and 

Child Life Insurance is based upon your 
attained age at the beginning of the calendar 
year and the amount of coverage selected, 

− The cost of Child Life Insurance does not 
depend on the number of children that you 
cover or their age. 

• Supplemental AD&D Insurance coverage for 
yourself and your eligible dependents: 
− Your cost is based on the type and amount of 

coverage you elect (your “Principal Sum”), 
− The cost of coverage does not depend on your 

age or the number of children that you cover. 
Supplemental Life and Accident Insurance 
programs are after-tax Payroll deductions. 

Disability 
• Short-Term Disability (STD): 

−  If you work in a State that offers a state 
disability plan separate from the Morgan 
Stanley provided STD plan you must apply for 
benefits through the applicable state disability 
plan. For your convenience, the amount of 
state-provided STD benefits you are eligible to 
receive is included in your Morgan Stanley 
disability check. You must apply for the 
state disability plan and return the amount 
of state benefits you subsequently receive 
thereunder to Morgan Stanley. You are not 
entitled to receive more than the total amount 
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of Morgan Stanley STD benefits. Any state-
provided STD benefits are an offset to the 
STD benefits provided under the Plan. If you 
have any questions, please contact MetLife 
for information about your state-mandated 
STD coverage.  

− If you become eligible to receive STD benefit 
payments under any other group STD plan, 
you will not be eligible for STD payments 
under the Morgan Stanley Disability Plan. 

• Long-Term Disability: 
− You pay the full cost of Long-Term Disability 

(LTD) coverage with after-tax Payroll 
deductions. If you claim LTD benefits, they are 
generally free from federal income tax. See the 
section on page 15 for information about how 
Benefits Eligible Earnings are used to determine 
the cost of LTD and the benefit amount. 

• Individual Disability Insurance: 
− You pay the full cost of Individual Disability 

Insurance coverage and will be billed directly 
by the Plan Administrator. 

• Corporate Excess Disability Insurance (CEDi): 
− You pay the full cost of CEDi coverage and 

will pay through after-tax Payroll deductions. 
The cost of this coverage is determined by 
and available from the administrator. 

Legal Assistance 
You pay the full cost of Legal Assistance coverage 
through after-tax Payroll deductions. 

Long-Term Care 
You pay the full cost of Long-Term Care (LTC) 
coverage through either after-tax Payroll 
deductions or direct billing with after-tax dollars.5 
Premiums are based on the coverage option you 
select, including your Daily Benefit Amount and 
your age on the date your coverage first becomes 
effective. Individuals who have coverage but are 
not receiving a paycheck from Morgan Stanley are 
billed directly by the Plan Administrator. The cost 
of LTC coverage is determined by and available 
from the applicable LTC Plan Administrator. 

 
5 Certain enrollees in Long-Term Care insurance whose coverage transferred from 
MetLife to Prudential pay for coverage through direct billing or direct  
debit and not through payroll deductions. All MassMutual and Allstate LTC policies 
have been designed to be paid through direct billing. 

Accident, Critical Illness and Hospital 
Indemnity Insurance 
You pay the full cost of coverage and we will pay 
Aflac through after-tax Payroll deductions. The cost 
of this coverage is determined by and available 
from Aflac. 
Please Note: If you take an unpaid leave of 
absence, you must pay for all health and insurance 
benefits coverage on an after-tax basis and be 
billed directly from HR Services. If you are enrolled 
in supplemental insurance, you will be billed 
directly by your provider. 
For information about your personal benefit costs, 
please visit the Benefit Center website. 

Benefits Eligible Earnings 
Benefits Eligible Earnings (BEEs) are calculated at 
your hire date and again each fall prior to the 
annual enrollment process (“Annual Enrollment”) 
for use in the upcoming calendar year. For 
example, when BEEs are calculated for 2025 
Annual Enrollment, prior year’s Eligible Pay is 
determined with reference to 2023 Eligible Pay. 
Benefits Eligible Earnings for a year are not 
necessarily the same as your W-2 pay. Benefits 
Eligible Earnings are used to determine: 
• Your Medical Plan contributions, 
• The amount of LTD and BTA coverage available 

to you, 
• The cost of your LTD coverage, 
• The amount of Supplemental Life Insurance and 

Supplemental AD&D Insurance coverage 
available to you, and  

• Your eligibility for an individual disability policy. 
(To determine if you are eligible, please see the 
“Individual Disability Income Insurance Policy” 
section on page 159). 

Your Benefits Eligible Earnings are generally the 
higher of your: 
• Annualized base pay upon hire or prior to 

Annual Enrollment, or 
• Prior calendar year’s Eligible Pay at the time of 

hire (for new hires) or prior to Annual 
Enrollment, which is your actual full calendar 
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year earnings, including deferred compensation 
in the year paid, less certain other amounts. This 
is generally similar, but not identical, to your 
prior year’s Form W-2 earnings. 

If you are a new hire who is not a Financial 
Advisor, you may submit your prior year’s 
Form W-2 earnings from your previous employer to 
your HR Representative within 31 days of your hire 
date. For newly hired Financial Advisors, Benefits 
Eligible Earnings (BEE) is determined based upon 
the greater of your base pay, 40% of your T12, or 
your prior year’s Form W-2 (if submitted within 
31 days of your hire). T12 is the trailing 12-month 
Gross Production which was determined during 
your recruitment process. The Firm may consider 
numerous factors, including but not limited to, 
information provided by the candidate related to 
the business conducted at their prior firm, including 
assets under management and gross revenue 
generated by such assets during the preceding 
12 months, as well as the candidate’s work 
experience and whether the candidate’s business 
mix at their prior firm would be compatible with 
Morgan Stanley. 40% is applied to T12 as a proxy 
for take-home pay. 
Note: If your Form W-2 from the prior calendar 
year is not yet available, you may submit your last 
pay stub of the year from your former employer 
that shows your annualized earnings. 
If you rejoin the Firm within 31 days of your 
termination of employment, your Benefits Eligible 
Earnings will be the same as prior to your 
termination. 
If you have any questions about Benefits Eligible 
Earnings, please contact HR Services. 
Excluding new hires or newly benefits-eligible 
employees (inclusive of acquired employees due to 
a corporate transaction such as an acquisition or 
merger), if your Benefits Eligible Earnings are at 
least two pay bands higher than your actual 
Form W-2 earnings from all sources (determined 
by Morgan Stanley), you may be eligible for a 
hardship adjustment to your Benefits Eligible 
Earnings. You must contact HR Services and 
submit appropriate documentation no later than 
March 15 of the year for which you are requesting 
an adjustment. 

Hardship adjustments are granted at the discretion 
of the Plan Administrator and do not carry over 
from year to year. No adjustments will be made 
unless you submit your request by March 15 and 
all of the requirements for an adjustment are met. 

Eligible Pay 
For purposes of calculating your Benefits Eligible 
Earnings, Eligible Pay is your annual (full-year) 
gross salary from Morgan Stanley reflected on your 
Form W-2, less any amounts not related to 
performance (such as taxable relocation 
expenses). Eligible Pay is limited to a maximum of 
$500,001. 
Eligible Pay includes, but is not limited to: 
• Base pay, 
• Most bonus payments, 
• Incentive and deferred compensation (when 

paid), 
• Commissions, 
• Cash performance awards (when paid), 
• Overtime, 
• Premium pay, 
• Night premiums, 
• Retroactive pay, 
• Shift differential, 
• Vacation pay, 
• Allowances, and 
• Amounts deferred under the Flexible Spending 

Accounts, Health Savings Account, Commuter 
Benefits Program and 401(k) Plan. 

Eligible Pay does not include: 
• Referral fees, 
• Relocation expenses and allowances, 
• Amounts paid prior to your start date (except 

prior employer W-2 pay (see the discussion in 
“Benefits Eligible Earnings” section on page 15), 

• Employee expense reimbursements, 
• Imputed income, 
• Certain bonuses to satisfy a loan, 
• Benefits paid under any Plan or Payroll,  

practice due to retirement, disability or death of 
an employee, or his or her dependents, 

• Retention awards, and 
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• Similar types of pay, as determined by the Plan 
Administrator. 

Benefits Enrollment 
You may elect coverage under the Plans within 31 
days of the date of your health benefits eligibility, 
which is generally your hire date. Elections made 
during this 31-day window are retroactive to your 
first day of employment or benefits eligibility, 
whichever is later. You may also elect coverage 
each year during the Plans’ Annual Enrollment 
period. 
You may also make certain benefit elections up to 
90 days after your health benefits and insurance 
eligibility. However, if you make elections more 
than 31 days after benefits eligibility, coverage will 
be prospective only from the date of your election, 
and you will need to provide Evidence of 
Insurability (EOI) under some Plans. Additionally, if 
you do not enroll in certain benefit programs within 
31 days of your initial eligibility date but elect at a 
later date, such as during Annual Enrollment, you 
may be required to provide EOI. You must enroll 
new dependents in a timely manner in order for 
them to be covered. 
If you wish to participate in a Flexible Spending 
Account (FSA) or a Health Savings Account (HSA) 
for the current year, you must enroll prior to 
November 1. If your hire or benefits eligibility date 
is on or after November 1, you will be unable to 
contribute to an FSA or HSA until the start of the 
new calendar year. 
You will receive coverage under the Employee 
Assistance Plan (at no cost to you) while you are 
actively employed by Morgan Stanley without 
regard to any other benefits elections you may 
make (including default coverage for benefits-
eligible employees who make no elections). 

Unless you make elections or waive coverage 
through the Benefit Center website or HR 
Services during your enrollment period, you 
will be automatically enrolled in the following 
benefits: 
• Medical Plan: 

− Option B through either Aetna or Cigna based 
upon your home state of residence, at the 
“Yourself Only” coverage level, 

− HMSA, if located in Hawaii, at the “Yourself 
Only” coverage level, and 

− Cigna Global Health Medical Plan, if an 
expatriate or a U.S. benefits-eligible 
international employee, at the “Yourself Only” 
coverage level. 

• STD coverage (no cost to you), 
• LTD coverage, 
• $50,000 Basic Life Insurance (no cost to you), 
• $50,000 Basic AD&D Insurance (no cost to you), 

and 
• BTA Insurance (no cost to you). 
You will receive no coverage in the following 
benefits: 
• Dental, 
• Vision, 
• Flexible Spending Accounts (FSA), 
• Health Savings Account (HSA), 
• Supplemental Life, 
• Supplemental AD&D, 
• Individual Disability Insurance, 
• CEDi, 
• Legal Assistance, 
• Long-Term Care (LTC), 
• Commuter Benefits Program (CBP), 
• Critical Illness Insurance, 
• Accident Insurance, and 
• Hospital Indemnity and Insurance. 
If you do not elect or waive coverage during 
Annual Enrollment and you were enrolled in 
Morgan Stanley benefits during the prior year, your 
default coverage, in addition to LTD, will be your 
prior year’s coverage, with the exception of FSA 
and HSA. You must make an active election 
each year if you want to fund an HSA or FSA. 
You will be automatically reenrolled in LTD 
coverage unless you decline coverage each 
year.  
If you do not actively elect or waive coverage 
within the required time frame of 31 days of your 
eligibility for health benefits and insurance, you 
may not change your coverage until the next 
Annual Enrollment, unless you experience a 
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Qualified Life Event (QLE) (see the “Qualified Life 
Events” section on page 21 for more information).  
To elect or waive benefits, visit the Benefit Center 
website at morganstanley.com/benefits or through 
the Morgan Stanley intranet. If you have any 
questions, contact HR Services at 877-MSHR-411 
(877-674-7411). 
Please be sure to enroll in benefits within the 
31-day time frame and check your elections so 
that you and your family have the coverage 
you want. 

Coordination of Benefits 
The Medical (including Prescription Drug) and 
Dental Plans contain a “nonduplication of benefits” 
provision. This ensures that Morgan Stanley’s 
Plans in combination with any other plans, 
including Medicare, do not pay more than the 
amount they would pay on their own. 
For example, if you cover your spouse as a 
dependent and your spouse is covered by another 
medical or dental plan that pays benefits equal  
to or greater than those paid under the  
Morgan Stanley Plan, the Morgan Stanley Plan  
will not make any additional payment with respect 
to your spouse. If the other plan pays benefits that 
are less than those the Morgan Stanley Plan would 
pay, then the Morgan Stanley Plan will pay the 
difference, up to the amount that would have been 
paid for your spouse’s claim on its own. 
The following coordination-of-benefits rules apply 
when an individual is covered by more than  
one plan: 
The plan covering the individual as an employee is 
considered “primary” and pays benefits up to  
plan limits. 
• The plan covering the individual as a dependent 

is considered “secondary” and pays only to the 
extent that charges are eligible for 
reimbursement under the second plan. This 
means that your bills are first submitted to the 
plan covering the individual as an employee, 
and any unpaid balances are then submitted to 
the plan covering the individual as a dependent, 

• If an expense is for a child, the plan covering the 
parent whose birthday occurs earlier in the year 
(month and day) is primary and pays the child’s 

benefits first. The other parent’s plan  
is secondary, and 

• The plan providing coverage to the active 
employee (or dependent of an active employee) 
is primary and will pay benefits before the plan 
that covers the individual as a retired employee 
(or dependent of a retired employee). 

For dependents of divorced or legally separated 
parents: 
• If there is a court order that makes one parent 

financially responsible for the medical or dental 
expenses of the child, that parent’s plan  
is primary, 

• If there is no court order and the parent with 
custody has not remarried, that parent’s plan  
is primary, and 

• If there is no court order and the parent with 
custody has remarried, that parent’s plan is 
primary to the plan of the stepparent. The plan 
of the stepparent is primary to the parent  
without custody. 

Please note that these rules assume that the 
individual covered by both plans is enrolled under 
both plans. 

Right to Receive and Release 
Necessary Information 
Certain facts about health care coverage and 
services are needed to apply these coordination-
of-benefits rules and to determine benefits 
payable. The Plan Administrator may obtain the 
necessary information it needs from, or give such 
information to, other organizations or persons for 
the purpose of applying these coordination-of-
benefits rules and determining benefits payable 
under this Plan and other benefit plans. The Plan 
Administrator need not inform nor solicit the 
consent of any person to share or receive this 
information. Any person claiming benefits under 
the Plans must give the Plan Administrator any 
information required to apply relevant rules and 
determine benefits payable. If you do not provide 
the necessary information, your claim for benefits 
will be denied. 

Medicare 
If you are eligible for Medicare and actively working 
for Morgan Stanley, the Morgan Stanley Medical 

http://morganstanley.com/benefits
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Plan is your primary medical coverage. You need 
not enroll in Medicare until you are no longer 
actively working for Morgan Stanley. 
If you are eligible for Medicare and no longer 
actively working for Morgan Stanley or you are on 
Long-Term Disability (or your spouse is no longer 
actively working for Morgan Stanley) but are 
covered under the Morgan Stanley Medical Plan 
(for example, as a retiree, a COBRA participant or 
Medicare-disabled employee), Medicare is 
considered primary and pays first. Once 
Medicare has determined how much it will pay, 
you may submit any uncovered expenses to 
the Morgan Stanley Medical Plan as the 
secondary payer. 
To receive maximum medical coverage, it is 
important to enroll in Medicare (medical 
insurance) once you are no longer an actively 
working Morgan Stanley employee, because your 
benefits under the Medical Plan will be computed 
as though you have received Medicare benefits, 
even if you have not enrolled in this coverage. 
Note: If you are on Long-Term Disability and you 
or your spouse is eligible for Medicare due to age 
(generally at age 65), it is important to enroll in 
Medicare, as benefits under the Morgan Stanley 
Plan will be computed as though you are receiving 
Medicare benefits, even if you (or your spouse) 
haven’t enrolled.  
You must enroll in Medicare Parts A and B 
when you first become eligible or you may 
incur a penalty. If you decide to enroll in Medicare 
at a date later than your initial Medicare eligibility 
date, you may be subject to a lifetime late 
enrollment penalty from Medicare. 
Morgan Stanley is not responsible for advising you 
as to your rights and responsibilities under 
Medicare. You are solely responsible for your 
decision as to whether and when to enroll in 
Medicare; Morgan Stanley does not monitor 
enrollment in Medicare and therefore will not 
advise you when you should enroll in Medicare. 
For Medicare Part D (Prescription Drug coverage), 
you will have a special enrollment period after your 
Morgan Stanley coverage ends, and you will not 
have to pay a penalty as long as proof of creditable 
coverage is provided. All Morgan Stanley Medical 

Plans provide creditable Prescription Drug 
coverage. 
If you are eligible for Medicare and are still actively 
working, you are entitled to the same 
Morgan Stanley medical benefits offered to other 
active employees. If you elect Medicare coverage, 
Medicare is the secondary payer, paying only for 
those charges not covered by the Morgan Stanley 
Medical Plan. If you defer enrollment in Medicare 
because you are actively working and covered 
under the Morgan Stanley Medical Plan, there will 
not be a penalty for late enrollment, provided you 
enroll in Medicare in a timely manner upon 
retirement, termination or loss of coverage. 
These rules also apply to your spouse and eligible 
dependents covered under the Morgan Stanley 
Medical Plan, regardless of your age, for as long 
as you are still working for Morgan Stanley. Your 
domestic partner must enroll in Medicare as 
soon as they are eligible. For your domestic 
partner, Medicare is primary and pays first, even if 
you are still actively working for Morgan Stanley 
and your domestic partner is covered under the 
Plan as an eligible dependent. 
If you are on Long-Term Disability and approved 
for Medicare, Medicare will be your primary 
medical plan coverage, and the Morgan Stanley 
Medical Plan (if enrolled) will be your secondary 
coverage. 
To receive maximum medical coverage, it is 
important to enroll in Medicare Parts A and B once 
you are approved for Medicare, because your 
benefits under the Medical Plan will be computed 
as though you have received Medicare benefits, 
even if you have not enrolled in this coverage. 
If you are age 65 or over and enrolled in 
Morgan Stanley Retiree medical coverage with 
Kaiser, you must enroll in Medicare and assign 
your Medicare benefits to Kaiser. Failure to assign 
your Medicare benefits to Kaiser within 60 days 
after you enroll in Medicare will result in 
termination of your and your dependents’ Morgan 
Stanley medical coverage, retroactive to the date 
of your Medicare eligibility. 
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Important Information About the 
Morgan Stanley Medical Plan 
Right to Reimbursement (Subrogation 
Agreement) 
If you or any other person receives a Recovery in 
any form, including (but not limited to) a judgment, 
settlement, payment or compensation of any type 
with respect to an injury or condition for which the 
Medical Plan has provided benefits or advanced 
money (regardless of fault, negligence or 
wrongdoing) from any tortfeasor, liability insurer, 
uninsured or underinsured motorist insurer, 
medical plan coverage, or other source (a 
“Recovery”), you or such other person must repay 
the Medical Plan in full for any benefits that have 
been or may be paid, payable or advanced by the 
Medical Plan (the “Subrogated Amount”), including 
any reasonably foreseeable expenses not yet 
incurred, whether or not you or such other person 
has been “made whole” for the injuries or condition 
suffered. 
Each person receiving benefits or advanced 
money from the Plan has an obligation and duty to 
reimburse the Plan to the extent of the Subrogated 
Amount and is deemed to give the Plan a first lien 
on any Recovery for the Subrogated Amount. 
The Plan may also, in its sole discretion, seek to 
impose a constructive trust through the courts on a 
Recovery to the extent of the Subrogated Amount. 
This right of first priority in contravention of any 
“make whole” doctrine shall not be affected or 
limited in any way by the manner in which the 
person or entity responsible for paying any 
Recovery designates or characterizes the 
Recovery. The Plan specifically disclaims the 
“common fund doctrine,” and any payment of the 
Subrogated Amount to the Plan shall be without 
reduction, setoff or abatement, or attorneys’ fees or 
costs incurred by you or any other person in 
obtaining the Recovery. You or any other claimant 
of a Recovery must promptly inform the Plan of the 
filing of a lawsuit, making a claim against any third 
party, the scheduling of settlement negotiations, or 
the intention of any third party to make payment of 
any kind to your benefit or on your behalf to which 
this section may reasonably apply. 
If it is determined that a third party may be 
responsible for the payment of benefits or money 

advanced by the Plan, you or any other person 
may be contacted by the Plan or its Representative 
to provide information regarding any potential 
Recovery, and you or such other person consent to 
being so contacted and agree to cooperate in 
obtaining any Recovery. Furthermore, you and any 
other person who may receive a potential 
Recovery agree to segregate and hold any 
Recovery in a separate fund for the purpose of 
reimbursing the Plan the Subrogated Amount until 
such time as the Subrogated Amount has been 
reimbursed to the Plan. 
The Plan may, in its sole discretion, require you or 
any other person, as a precondition of payment of 
benefits or advance of money, to sign a written 
assignment of any Recovery to the Plan to the 
extent of the Subrogated Amount. In the event that 
the Plan does not receive payment of the 
Subrogated Amount, the Plan and the Plan 
Administrator have the full discretion and authority, 
either together or individually, to bring any action 
against you or any other person who has received 
or may receive a Recovery in any capacity, or 
against any person responsible for the injuries or 
condition suffered, or for the payment of any 
potential Recovery, or to reduce or set off the 
Subrogated Amount against future benefit 
payments. Such action may include filing suit 
against you or such other person in a court of law 
to recover 100% of the Subrogated Amount plus 
the Plan’s attorneys’ fees and court costs related to 
such suit. 
Except as stated in the Plan or as required by 
applicable law, the Plan is not required to pay any 
expenses for past illnesses or injuries that are 
settled where you or another person have received 
a Recovery, and the Plan’s rights of subrogation 
and reimbursement of the Subrogated Amount 
apply even if the original injury or illness happened 
before coverage under the Plan began. 
The payment of benefits under the Plan is 
conditioned upon the terms of this section, and 
each person receiving benefits or advanced money 
from the Plan agrees that such benefits or money 
is paid or advanced on condition of full 
reimbursement to the Plan in the event of a 
Recovery. By accepting any benefits under the 
Plan, you are indicating your agreement to repay 
the Subrogated Amount. The Plan’s rights to 
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subrogation and reimbursement of the Subrogated 
Amount will not be reduced by any equitable 
defenses that may be raised by you or any third 
party (whether such third party has received 
benefits or is responsible for payment of a 
Recovery), including, but not limited to, any 
common fund doctrine, contributory negligence 
doctrine, “make whole” doctrine, or uninsured 
motorist rules or statutes. If any court of competent 
jurisdiction finds any portion of this section void or 
unenforceable, such portion shall be of no force 
and effect but shall not affect the validity or 
enforceability of any other portion hereof. 
These subrogation and related rights apply to the 
coverage features under the Medical Plan, 
including prescription drug coverage, Retiree 
Medical Plan, Dental Plan, Vision Plan and 
Disability Plan. 

Qualified Life Events 
When you enroll in benefits, your elections 
generally are irrevocable for the entire calendar 
year. There are special situations that are referred 
to as Qualified Life Events (QLEs), in which you 
may change your elections during the year. QLEs 
are events that affect your or your spouse’s legal 
marital status, number of dependents, employment 
status, other newly available coverage or 
dependent eligibility status, as well as certain plan 
costs or coverage changes. 
If you have a QLE and are eligible to make 
changes to your benefits, you must contact HR 
Services or visit the Benefits Center within 31 days 
of the QLE. Generally, the changes you make to 
your benefits as a result of your QLE within this 31-
day window will be retroactive to the date of the 
QLE. You may also make certain changes to your 
benefit elections up to 90 days after your QLE. 
However, if you make changes to your elections 
more than 31 days after your QLE, your election 
will be prospective from the date of that election 
only, except for the birth or adoption of a child, in 
which case your medical plan elections will be 
retroactive to the date of the QLE. Additionally, if 
you make changes to your elections more than 31 
days after your QLE, you will need to provide EOI 
under some benefit programs. Call HR Services at 
877-MSHR-411 (877-674-7411) for more 
information. 

Any changes you make to your benefits as a result 
of a QLE must meet the following criteria: 
• Consistency Rule: You may only change your 

elections in a manner consistent with your QLE. 
For example, if you have a new dependent due 
to birth, adoption or marriage, you may add 
medical coverage for that dependent, 

• Domestic Partners: You may enroll your 
domestic partner in the Plans within 31 days of 
the date you first meet the criteria listed in the 
“Domestic Partner Eligibility” section on page 11. 
Note that in general, FSA expenses for your 
domestic partner are not eligible for 
reimbursement (see the “Flexible Spending 
Accounts (FSA) for Health Care and Dependent 
Day Care” section on page 119), 

• Supplemental Aflac Coverages Excluded 
From Retroactive Application: You may enroll 
in Aflac coverage as a result of a QLE. However, 
the Aflac coverage will generally be effective the 
first of the month following the QLE and will not 
be effective retroactively back to the date of the 
QLE 

• FSA: If you increase your FSA contribution 
amount as a result of a QLE, only expenses 
incurred on or after the date of the QLE are 
eligible for reimbursement from the 
additional amount, and 

• You cannot decrease your FSA contribution 
amount below the amount already contributed 
to, or—if higher—paid from, your FSA during the 
year. You may only change your FSA election 
for a given year prior to November 1 of that year. 

Note: You do not need to experience a QLE to 
make changes to your HSA contribution amount. 
You may change your HSA contribution amount at 
any time, up to the IRS contribution limit. 
Note: These provisions relating to QLEs do not 
allow a retiree who has waived coverage to elect 
coverage at a later date. Once a retired or 
terminated employee ceases to participate in a 
Plan, he/she may not enroll in that Plan again. 

HIPAA 
You may also be eligible to make a special 
enrollment election under the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA). 
If you decline enrollment for yourself or your 
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dependents (including your spouse) because of 
other health coverage, and you are an eligible 
employee under Morgan Stanley’s Plans, you may 
be able to enroll in the Morgan Stanley health 
Plans if you or your dependents lose eligibility for 
that other coverage (or if the employer stops 
contributing toward your or your dependents’ 
coverage). 

In addition, if you have a new dependent as a 
result of marriage, birth, adoption or placement for 
adoption, you may be able to enroll yourself and 
your dependents under the HIPAA special 
enrollment rules. 
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Qualified Life Events6 Chart 
This chart identifies the different types of Qualified Life Events (QLEs) that may occur throughout your 
employment with Morgan Stanley and actions you may take. Any election change must be consistent with your 
QLE. For more information, call HR Services, or log on to the Benefit Center website and choose “Change 
Your Coverage” from the top menu bar. 

QUALIFIED LIFE EVENT ALLOWED CHANGES ACTIONS TO TAKE 

• Marriage (Same-Sex and Opposite-Sex 
Marriages), 

• Addition of Dependents (including Birth, 
Adoption or Placement for Adoption). 

• Medical, Dental and Vision: 
- Elect, increase or change 

coverage for yourself, your 
spouse/domestic partner and/or 
eligible dependents, 

- Drop coverage if enrolled in 
spouse’s plan. 

• Employee Assistance Plan: 
- Spouses and dependents to age 

26 are automatically enrolled.   

• HSAs or FSAs:7 
- Start or increase contributions if 

prior to November 1, 

- Stop or decrease contributions if 
prior to November 1. 

• Life (may be subject to EOI) and 
Accident Insurance: 
- Elect, increase or change 

coverage for yourself, your 
spouse/domestic partner and/or 
eligible dependents,  

- Drop coverage if enrolled in 
spouse’s/domestic partner’s 
plan.  

• LTD and CEDi (may be subject to EOI); 
Accident, Critical Illness and Hospital 
Indemnity Insurance; and Legal 
Assistance: 
- Elect coverage, 

- Drop coverage if enrolled in 
spouse’s/domestic partner’s 
plan. 

• Contact HR Services within 31 days of 
the QLE8,  

• Visit the Benefit Center website and 
select the “Change Your Coverage” tab 
on the homepage, or choose “My 
Profile,” “Health and Insurance” or 
“Change Your Coverage” in the top 
menu bars to: 
- Review and modify your 

elections, 

- Review and update your 
beneficiaries, 

- Review any QLE-specific next 
steps and/or additional forms to 
complete, 

- Update your personal 
information via the Workday link 
on Morgan Stanley Today, the 
employee portal, and 

- Confirm that your dependents 
are eligible for coverage. 

  

 
6 IRS rules limit the changes you may make for a QLE related to a domestic partner. Call HR Services for more information. 
7 If you start or increase contributions, only expenses incurred after the QLE can be applied to the new amount. 
8 Changes initiated more than 31 days after but within 90 days of the QLE will be prospective from the date of your election. Certain changes may require you to provide EOI.  

Contact HR Services for up-to-date information on enrollment periods. 
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Qualified Life Events9 Chart (continued) 
QUALIFIED LIFE EVENT ALLOWED CHANGES ACTIONS TO TAKE 

• Death of Spouse • Medical, Dental and Vision: 
- Elect coverage for yourself 

and/or eligible dependents if you 
lose coverage under spouse’s 
plan, 

- Drop coverage for spouse. 

• FSAs:10 
- Start or increase contributions if 

prior to November 1 and you or 
your dependents lose coverage 
under spouse’s plan, 

- Stop or decrease contributions if 
prior to November 1. 

• Life (may be subject to EOI) and 
Accident Insurance: 
- Elect or change coverage. 

• LTD (may be subject to EOI), Critical 
Illness and Accident Insurance, and 
Legal Assistance: 
- Elect or drop coverage. 

• Contact HR Services within 31 days of 
the QLE9, 

• Visit the Benefit Center website and 
select the “Change Your Coverage” tab 
to: 
- Review and modify your 

elections, 

- Review and update your 
beneficiaries,  

- Review any QLE-specific next 
steps and/or additional forms to 
complete, and 

- Update your personal 
information via the Workday link 
on Morgan Stanley Today, the 
employee portal.  

• Employee or Spouse/Domestic 
Partner Gets Other Coverage 

• Medical, Dental and Vision: 
- Change or drop coverage for 

yourself, your spouse/domestic 
partner and/or eligible 
dependents.  

• FSAs:8 

- Stop or decrease contributions if 
prior to November 1. 

• Life (may be subject to EOI) and 
Accident Insurance: 

- Elect, change or drop coverage. 

• LTD (may be subject to EOI), Accident, 
Critical Illness and Hospital Indemnity 
Insurance, and Legal Assistance: 

- Elect or drop coverage.  

• Contact HR Services within 31 days of 
the QLE11, 

• Visit the Benefit Center website and 
select the “Change Your Coverage” tab 
to: 

- Review and modify your 
elections, 

- Review and update your 
beneficiaries, 

- Review any QLE-specific next 
steps and/or additional forms to 
complete, and 

- Update your personal 
information via the Workday link 
on Morgan Stanley Today, the 
employee portal. 

  

 
9 IRS rules limit the changes you may make for a QLE related to a domestic partner. Call HR Services for more information. 
10 If you start or increase contributions, only expenses incurred after the QLE can be applied to the new amount. 
11 Changes initiated more than 31 days after but within 90 days of the QLE will be prospective from the date of your election. Certain changes may require you to provide EOI. 
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Qualified Life Events12 Chart (continued) 
QUALIFIED LIFE EVENT ALLOWED CHANGES ACTIONS TO TAKE 

• Employee or Dependent Loses 
Eligibility (e.g., Due to Death, Age 
Maximum) 

• Medical, Dental and Vision: 

- Decrease coverage level, 

- Drop coverage for dependent. 

• FSAs:13 

- Start contributions if prior to 
November 1, 

- Stop or decrease contributions if 
prior to November 1. 

• Life (may be subject to EOI) and 
Accident Insurance: 

- Change or drop coverage.  

• Contact HR Services within 31 days of 
the QLE12,  

• Visit the Benefit Center website and 
select the “Change Your Coverage” tab 
to: 

- Review and modify your 
elections. 

• Coverage ends on the last day of the 
month that the dependent loses 
eligibility, 

• Your dependent may be eligible to elect 
COBRA and extend Medical, Dental 
and/or Vision benefits, or the Employee 
Assistance Plan at his or her own 
expense. 

• Unpaid Leave of Absence (including 
Unpaid Military Leaves) 

• Medical, Dental, Vision, Life and 
Accident Insurance; LTD; Accident, 
Critical Illness and Hospital Indemnity 
Insurance; Legal Assistance: 

- Drop coverage. 

• FSAs.11 

-- Drop coverage. 

• Contact HR Services within 31 days of 
the QLE12, 

• Visit the Benefit Center website and 
select the “Change Your Coverage” tab 
to: 

- Review and modify your 
elections. 

• You will be billed on a post-tax basis for 
the cost of your benefits, as applicable. 
Your commuter benefits will cease due 
to your leave and you will have to 
reenroll upon your return from leave. 

• Return From Unpaid Leave of 
Absence (including Unpaid Military 
Leaves) 

• Medical, Dental and Vision: 

- Elect or increase coverage.  

• FSAs,11 

- Start or increase contributions if 
prior to November 1. 

• Life (may be subject to EOI) and 
Accident Insurance: 

- Elect or increase coverage for 
yourself, your spouse and/or 
eligible dependents. 

• LTD (may be subject to EOI), Accident, 
Critical Illness and Hospital Indemnity 
Insurance, and Legal Assistance: 

• Contact HR Services within  
31 days of the QLE14, 

• Visit the Benefit Center website and 
select the “Change Your Coverage” tab 
to: 

- Review and modify your benefit 
Plan elections. 

 
12 IRS rules limit the changes you may make for a QLE related to a domestic partner. Call HR Services for more information. 
13 If you start or increase contributions, only expenses incurred after the QLE can be applied to the new amount. 
14 Changes initiated more than 31 days after but within 90 days of the QLE will be prospective from the date of your election. Certain changes may require you to provide EOI.  

This time frame may be extended under recent legislation. Please contact HR Services for up-to-date information on enrollment periods. 
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- Elect coverage. 
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Qualified Life Events15 Chart (continued) 
QUALIFIED LIFE EVENT ALLOWED CHANGES ACTIONS TO TAKE 

• Transfer to or Return From an 
Expatriate or Short-Term 
International Assignment 

• Medical, Dental and Vision: 
- Elect, change or drop coverage 

for yourself, your 
spouse/domestic partner and/or 
eligible dependents, 

- Drop coverage if enrolled in 
spouse’s/domestic partner’s 
plan. 

• FSAs:14  

- Start or increase contributions if 
prior to November 1, 

- Stop or decrease contributions if 
prior to November 1. 

• Life (may be subject to EOI) and 
Accident Insurance: 

- Elect, change or drop coverage. 

• LTD (may be subject to EOI) and Legal 
Assistance: 

- Elect or drop coverage. 

• Contact HR Services within 31 days of 
the QLE15, 

• Visit the Benefit Center website and 
select the “Change Your Coverage” tab 
to: 

- Review and modify your 
elections, 

- Review and update your 
beneficiaries, 

- Review any QLE-specific next 
steps and/or additional forms to 
complete, 

- Update your personal 
information via the Workday link 
on Morgan Stanley Today, the 
employee portal,  

- Confirm that your dependents 
are eligible for coverage, and 

- If transferring to an Expatriate or 
Short-Term International 
Assignment, coverage through 
the Employee Assistance Plan 
ends on the last day of the 
month in which you transfer; you 
will be eligible to elect COBRA 
and extend coverage at your 
own expense. 

• Qualified Medical Child Support 
Order (QMCSO) 

• Medical, Dental and Vision: 

- Allow employee to comply with 
QMCSO. 

• FSAs:16 

- Start or increase contributions to 
comply with QMCSO if prior to 
November 1. 

• Life and Accident Insurance, LTD, and 
Legal Assistance: 

- Not applicable. 

• Contact HR Services within 31 days of 
the QLE15, 

• Upon processing of your QMCSO, your 
coverage will automatically be updated 
to reflect the QMCSO’s requirements. 

- Visit the Benefit Center website 
review your coverage. 

• Dependent Loss of Other Health 
Coverage (e.g., Employer Coverage, 
CHIP, Medicaid) 

• Medical, Dental and Vision: 

- Elect or change coverage for 
yourself, your spouse/domestic 
partner and/or eligible 
dependents. 

• FSAs:14  

• Contact HR Services within 31 days of 
the QLE17, 

• Visit the Benefit Center website and 
select the “Change Your Coverage” tab 
to: 

- Review and modify your 
elections, 

 
15 IRS rules limit the changes you may make for a QLE related to a domestic partner. Call HR Services for more information. 
16 If you start or increase contributions, only expenses incurred after the QLE can be applied to the new amount. 
17 Changes initiated more than 31 days after but within 90 days of the QLE will be prospective from the date of your election, except for the birth, adoption or foster placement of a child.  

Certain changes may require you to provide EOI. This period may be extended due to coronavirus-related rules. Please contact HR Services for more information. 
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- Start or increase contributions if 
prior to November 1. 

• Life and Accident Insurance, LTD, and 
Legal Assistance: 

- Not applicable. 

- Confirm that your dependents 
are eligible for coverage.  
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Continuation of Coverage During Work or Life Events 
If your work status changes, you may lose eligibility for certain benefit Plans. In some cases, you may be 
permitted to elect COBRA to continue health benefits at your own cost for a period of time. 
For more information, please see the “Continuation Coverage Rights Under COBRA” section on page 201. 
This chart shows the impact of certain changes in your work status. 

CHANGE IN WORK STATUS IMPACT ON BENEFITS ACTIONS TO TAKE 

• Terminate Employment, Retire 
or Become Ineligible for U.S. 
Benefits 

• Coverage under the Medical, Dental and 
Vision Plans and the Employee 
Assistance Plan for you and your 
dependents ends on the last day of the 
month that the change in work status occurs, 

• Depending on your age and service, you 
may be eligible for retiree medical coverage; 
see the “Retiree Medical Coverage” section 
on page 88 for more information. 

• You may continue medical, dental and 
vision coverage and the Employee 
Assistance Plan at your own expense 
through COBRA, typically for up to 
18 months. See the “Continuation 
Coverage Rights Under COBRA” section 
on page 201 for more information, 

• If you are eligible for retiree medical 
coverage, you may (but are not required 
to) elect COBRA first before electing 
retiree medical coverage. 

• Contributions to your FSAs end when your 
work status changes. FSA contributions do 
not continue to the end of the month, 

• If you have a balance in your Health Care 
FSA (HCFSA) or Limited Purpose Flexible 
Spending Account (LPFSA), you are only 
eligible to receive reimbursement for eligible 
health care expenses incurred while actively 
employed.  

• If your LPFSA or HCFSA account has a 
positive balance, you may elect to 
continue COBRA coverage through the 
end of the calendar year (which will allow 
you to submit expenses for 
reimbursement through your HCFSA or 
LPFSA while you participate through 
COBRA). This coverage is paid on an 
after-tax basis,  

• If you transfer to a non-U.S. benefits-
eligible position at Morgan Stanley, you 
may submit claims for HCFSA or LPFSA 
expenses incurred through the end of 
the calendar year of your transfer.  

• Payroll contributions to your HSA end when 
your work status changes. 

• The money in your HSA remains yours 
to use to pay for qualified health care 
expenses now or in the future. You may 
roll your HSA balance over to a new 
account. 
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Continuation of Coverage During Work or Life Events (continued) 
CHANGE IN WORK STATUS IMPACT ON BENEFITS ACTIONS TO TAKE 

• Terminate Employment, Retire 
or Become Ineligible for U.S. 
Benefits (continued) 

• Life and Accident Insurance (except BTA) 
ends on the last day of the month in which 
your employment ends or you lose eligibility, 

• BTA coverage ends as of your date of 
termination, retirement or loss of eligibility. 

• You may convert or port your Basic and 
Supplemental Life Insurance coverage 
by contacting MetLife within 60 days of 
your loss of coverage. Refer to the “Life 
and Accident Insurance” section on page 
131 for more information. 

 • LTD coverage ends on your termination, 
retirement or loss of U.S. benefits eligibility. 

• You may be able to convert or port some 
or all of your coverage by contacting 
MetLife within 60 days of your loss of 
coverage. Refer to the “About the LTD 
Program” section on page 152 for more 
information. 

• Accident, Critical Illness and Hospital 
Indemnity Insurance coverage ends on 
termination, retirement or loss of U.S. 
benefits eligibility. 

• You may be able to convert or port some 
or all of your coverage. Refer to the 
“Accident, Critical Illness” section on 
page 182 for more information. 

• Legal Assistance Plan coverage ends on 
termination, retirement or loss of U.S. 
benefits eligibility. Open matters will continue 
to be covered.  

• You may be eligible to continue 
coverage at your own expense for 30 
months. See the “Legal Assistance Plan” 
section on page 166 for more 
information. 

• CEDi coverage ends on your termination, 
retirement or loss of U.S. benefits eligibility.  

• You may be able to port your coverage. 
Refer to the “Corporate Excess Disability 
Insurance (CEDi) Program” section on 
page 161 for more information. 

• Dependent Becomes Ineligible 
for Benefits 

• Coverage under the Medical, Dental and 
Vision Plans and the Employee Assistance 
Plan for your dependent will end on the last 
day of the month in which the dependent 
becomes ineligible for benefits, 

• Reimbursements for your dependent’s FSA 
expenses will end when they no longer 
qualify as your eligible dependent. 

• Your dependent may continue medical, 
dental and vision coverage and the 
Employee Assistance Plan at their own 
expense, generally for up to 36 months 
through COBRA, 

• You must notify HR Services within 60 
days of your dependent's ineligibility. 
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Continuation of Coverage During Work or Life Events (continued) 
CHANGE IN WORK STATUS IMPACT ON BENEFITS ACTIONS TO TAKE 

• Dependent Becomes Ineligible 
for Benefits (continued) 

• Coverage for your dependent under the 
Supplemental Life and Accident Plans will 
end on the last day of the month that they 
become ineligible for benefits. 

• Coverage under Supplemental Life 
Insurance may be converted to an 
individual policy, 

• Refer to the “Life and Accident 
Insurance” section on page 131 for more 
information. 

• Legal Assistance Plan coverage will end 
when your dependent no longer qualifies as 
your eligible dependent. Coverage will 
continue for matters that were open prior to 
the loss of eligibility. 

 

• Rehire • If you are rehired within 31 days of your 
termination and in the same calendar year, 
your previous benefits coverage will 
automatically be reinstated: 

- FSA and HSA coverage will be 
reinstated only if you are rehired prior 
to  
November 1. 

• If you are rehired more than 31 days after 
your termination or in a new calendar year, 
you must make new benefits elections or 
you will receive default coverage (subject to 
EOI, where applicable): 

- FSA and HSA coverage for the year 
of rehire may be elected only if you 
are rehired prior to November 1. 

• If you are not eligible to make new 
benefits elections: 

- Confirm that your dependents are 
eligible for coverage. 

• If you are eligible to make new benefits 
elections: 

- Log on to the Benefit Center 
website to elect coverage within 
31 days or you will receive 
default coverage, 

- You may be required to provide 
EOI upon enrollment in certain 
benefit Plans, and 

- Confirm that your dependents are 
eligible for coverage. 

• Generally, prior service with 
Morgan Stanley will count in determining 
eligibility for retiree medical coverage. 
Prior service as a consultant or other 
person classified by Morgan Stanley as 
a nonemployee does not count. Special 
rules may apply to employees with prior 
service from an acquired or merged 
company. Call HR Services at 
877-MSHR-411 (877-674-7411) for more 
information. 

  



 
 

 

2025 Health Benefits and Insurance Summary Plan Description 

 
32 

 

Continuation of Coverage During Work or Life Events (continued) 
CHANGE IN WORK STATUS IMPACT ON BENEFITS ACTIONS TO TAKE 

Leaves of Absence (LOA) 

• Paid LOA  
(Includes STD and Paid 
Military Leaves) 

• Coverage continues under the Medical, 
Dental and Vision Plans, and you will 
continue to pay premiums through Payroll 
deductions. 

• If you incur claims while on a paid 
military leave and are covered under 
both Morgan Stanley’s Plans and the 
U.S. Defense Department plan, the 
Morgan Stanley Plan is considered 
primary. For more information, see the 
“Coordination of Benefits” section on 
page 18. 

• BTA terminates on the day your leave 
begins. 

• BTA will automatically resume when you 
return from leave. 

• Coverage continues under the FSA, HSA, 
Life, LTD, LTC, Accident, Critical Illness 
and Hospital Indemnity Insurance, CEDi, 
and Legal Assistance Plans, and you will 
continue to pay premiums through Payroll 
deductions, 

• Coverage continues under the Employee 
Assistance Plan. 

• Any disability you incur during your 
military leave may be subject to 
exclusions under the LTD Plan. For 
more information, see the “Disability 
Plan” section on page 147. 

• Unpaid LOA  
(Includes LTD and Unpaid 
Military and Political Leaves) 

• Coverage under the Medical, Dental and 
Vision Plans continues; you must pay 
premiums on time, 

• For political leaves, you may continue 
coverage under the Medical, Dental and 
Vision Plans, and pay premiums at the 
COBRA rate. 

• You will be billed monthly by HR 
Services, 

• The Company cannot share in the cost 
of coverage while you are on a political 
leave. 

• HCFSA and LPFSA coverage continues 
while on leave and will be billed monthly on 
an after-tax basis, 

• HSA contributions will cease. You may 
choose to contribute directly to your HSA 
with personal contributions or reinstate your 
Payroll deductions upon your return from 
leave.  

• If you do not pay for LPFSA or HCFSA 
coverage in a timely manner, expenses 
incurred while on leave will not be 
eligible for reimbursement, 

• You may submit Eligible Expenses to 
your HSA for reimbursement. 

• DDCFSA terminates on the day your leave 
begins. 

• You may reinstate your DDCFSA Payroll 
deductions upon your return from leave. 

• BTA terminates on the day your leave 
begins. 

• BTA will automatically resume when you 
return from leave. 
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Continuation of Coverage During Work or Life Events (continued) 
CHANGE IN WORK STATUS IMPACT ON BENEFITS ACTIONS TO TAKE 

Leaves of Absence (LOA) (continued) 

• Unpaid LOA (continued) • Basic and Supplemental AD&D Insurance 
may continue for up to 24 months: 

- Employees on a political leave may 
participate in Supplemental AD&D 
Insurance only. Basic AD&D 
Insurance will terminate on the day 
your leave begins and resume when 
you return. 

• You may continue Basic and Supplemental 
Life Insurance coverage up to age 65: 

- Employees on a political leave may 
continue Supplemental Life Insurance 
only. 

• You will be billed monthly by HR 
Services, 

• Any disability you incur during your leave 
may be subject to exclusions under the 
Disability Plan. For more information, 
see the “Disability Plan” section on page 
147. 

• You may continue LTD coverage for six 
months as long as you continue to pay for 
coverage on time. 

 

• If you are on an Unpaid LOA (except 
approved FMLA leaves) and become 
disabled, you are not eligible for STD 
payments unless you return to work prior 
to beginning your disability leave, 

• You may elect LTD coverage within 31 
days of your return. You may be required 
to provide EOI. 

• You may continue LTC coverage by making 
payments directly to your provider. 

• You will be billed monthly by the 
provider. 

• You may continue Accident, Critical Illness 
and Hospital Indemnity Insurance 
coverage by making payments directly to 
Aflac.  

• You will be billed by HR Services.  

• You may continue CEDi coverage by making 
payments directly to the provider. 

• You will be billed monthly by the 
provider. 

• You may continue Legal Assistance Plan 
coverage. You must pay premiums on time. 

• You will be billed by HR Services.  

 • Coverage continues under Lyra through 
COBRA. . 

If you elect to continue your Lyra coverage 
through COBRA, you will be billed monthly 
by HR Services 
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Continuation of Coverage During Work or Life Events (continued) 
CHANGE IN WORK STATUS IMPACT ON BENEFITS ACTIONS TO TAKE 

• Death • If you are an active employee at the time of 
your death, coverage under the Medical, 
Dental and Vision Plans for your covered 
dependents will continue at the same level of 
coverage for one year, as long as they remain 
otherwise eligible. Morgan Stanley pays the 
cost of this coverage. If your children are your 
only dependents enrolled in Medical, Dental 
and Vision Plans coverage at the time of your 
death, COBRA coverage will be offered, and 
they will not be eligible for the one year of 
coverage paid by the Firm, 

• If you are an active employee and eligible for 
retiree medical coverage at the time of death, 
your covered dependents may be eligible for 
retiree medical coverage after the year of 
Company-provided coverage ends. See the 
“Retiree Medical Coverage” section on 
page 88 for details, and 

• If you are retired at the time of your death, 
your dependents may continue retiree medical 
coverage at their own expense, if enrolled at 
the time of your death. See the “Retiree 
Medical Coverage” section on page 88 for 
details. 

• After the year of Company-provided 
coverage ends, your covered 
dependents may continue medical, 
dental and vision coverage at their own 
expense, through retiree medical 
coverage, if eligible, or COBRA. See the 
“Continuation Coverage Rights Under 
COBRA” section on page 201 for details,  

• If your dependents are eligible for 
Medicare, the year of coverage provided 
by Morgan Stanley will be primary to any 
Medicare coverage. After the year of 
coverage provided by Morgan Stanley 
ends, Plan benefits will be paid as if 
Medicare is primary, regardless of 
whether you enroll in Medicare. Your 
dependents should enroll in Medicare 
Part B as soon as eligible to avoid 
incurring a late enrollment penalty. 

• Contributions to an FSA will end at the time of 
your death.  

• Your dependents may submit eligible 
LPFSA or HCFSA claims for 
reimbursement through April 30 of the 
calendar year following your death, 

• Your dependents may submit eligible 
DDCFSA claims for reimbursement 
through the end of the calendar year of 
your death. 

• Your contributions to an HSA will end at the 
time of your death. 

• Treatment of HSA will depend on the 
designated HSA beneficiary. Contact HR 
Services for more information. 

• Dependent coverage under the Life and 
Accident Insurance Plans will cease on the 
date of your death. 

• Dependents may convert their 
Supplemental Life Insurance to an 
individual policy within 60 days of your 
death. Refer to the “Life and Accident 
Insurance” section on page 131 for more 
information. 

• If you were disabled for at least 180 
consecutive days and receiving or due to 
receive an LTD monthly benefit at the time of 
your death, your eligible survivor or estate will 
receive a lump-sum payment equal to three 
times your monthly benefit, paid by the LTD 
provider.  
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Continuation of Coverage During Work or Life Events (continued) 
CHANGE IN WORK STATUS IMPACT ON BENEFITS ACTIONS TO TAKE 

• Death (continued) • Coverage under the Legal Assistance Plan 
will end on the date of your death, 

• The Plan covers eligible legal fees for 
covered services that were open and 
pending prior to your death. 

 

• LTC coverage will end on the date of your 
death, 

• Coverage under the Employee Assistance 
Plan will cease for eligible dependents on 
the date of your death.  

• Your contributions to the cost of your 
coverage that were paid before your 
65th birthday may be refunded to your 
estate. The amount returned will be 
reduced by the amount of benefits paid 
to you. This feature is not available to 
residents of the state of Washington, 

• Eligible dependents may continue 
coverage under the Employee 
Assistance Plan at their own expense 
through COBRA, typically for up to 18 
months. See the “Continuation Coverage 
Rights Under COBRA” section on page 
201 for more information. 

Transfers 

• U.S. Local to U.S. 
Expatriate 

• Coverage under the U.S. Medical and 
Dental Plans will end and you will be 
automatically enrolled in the Cigna Global 
Health Medical and/or Dental Plan options, at 
your current coverage level, Coverage under 
Lyra will end, 

• All other coverage continues including 
Vision, LTD, Life and Accident, and Legal 
Assistance, except FSA. 

• You will continue to pay premiums 
through Payroll deductions. 

 • If you are a U.S. expatriate or receive a 
portion of your pay from a U.S.-dollar-based 
Payroll, your FSA contributions will continue, 

• If you do not receive any portion of your pay 
from a U.S.-dollar-based Payroll, your FSA 
contributions will end on your transfer date, 
and 

• Your HSA contributions will end on your 
transfer date. However, you will still have 
access to your prior HSA contributions to pay 
for out-of-pocket medical expenses.  

• Reimbursement claims from your 
LPFSA and HCFSA can be submitted 
for eligible expenses incurred until your 
last date of active work prior to your 
expat assignment. You may continue to 
incur claims for reimbursement for the 
DCFSA until the end of the calendar 
year while actively employed. 
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Continuation of Coverage During Work or Life Events (continued) 
CHANGE IN WORK STATUS IMPACT ON BENEFITS ACTIONS TO TAKE 

Transfers (continued) 

• U.S. Local to Short-Term 
Assignee (Domestic and 
International) 

• All benefit Plan elections remain the same, 
except coverage under the Employee 
Assistance Plan will end, 

• You may choose to elect Cigna Global 
Health Medical and/or Dental Plan options if 
your new work location is not in the U.S., and 

• You may choose to elect a different Medical 
Plan option if your current option is not 
available in your new U.S. work location. 

• You will continue to pay premiums 
through Payroll deductions. 

• Benefits Eligible Employee to 
Non-U.S. Benefits Eligible 
International Location 

• You will no longer be eligible for U.S. 
benefits coverage, 

• All Medical, Dental, Vision, Lyra, HSA, 
FSA, Life and AD&D coverage will end on 
the last day of the month in which you 
transfer, 

• LTD coverage ends as of the date of 
transfer, 

• LTC coverage ends the last day of the month 
in which coverage is terminated, and 

• The Legal Assistance Plan will continue to 
cover eligible legal fees only for services that 
were open prior to the date of your loss of 
U.S. benefits eligibility.  

• You may continue Medical, Dental, 
Vision and Lyra coverage for a period of 
time at your own expense, through 
COBRA. Note: Lyra coverage is not 
available if you are not physically located 
within the United States. See the 
“Continuation Coverage Rights Under 
COBRA” section on page 201 for details, 

• You may continue to incur DDCFSA, 
LPFSA and HCFSA claims for 
reimbursement through the end of the 
calendar year while actively employed,  

• You may continue LTD, LTC and Legal 
coverage by making payments directly to 
the Plan Administrator. 
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• U.S. Expatriate Short-Term 
Assignee or U.K. Global on 
U.S. Benefits to U.S. Benefits 
Eligible 

• If enrolled in the Cigna Global Health Medical 
and Dental Plans, coverage will end: 

− Unless you timely elect otherwise, 
Medical coverage will automatically 
default to Option B administered by Aetna 
or Cigna, or if you are a resident of 
Hawaii, the HMSA Medical Plan, at the 
coverage level you had in the Cigna 
Global Health Medical Plan, 

− Dental coverage will default to the MetLife 
Dental Option A at the coverage level you 
had in the Cigna Global Health Dental 
Plan. 

• Coverage under the Vision, LTD, Life and 
Accident, Legal Assistance and LTC Plans 
will remain the same, 

• If you participate in the FSAs, your 
contributions will continue,  

• If you were not previously enrolled in FSA 
coverage, you may begin contributions only if 
prior to November 1, and 

• Coverage will begin under the Employee 
Assistance Plan. 

• You may contact HR Services within 31 
days of the transfer to make changes to 
your elections,18 

• You will continue to pay premiums 
through Payroll deductions. 

Medical Plan 
The Morgan Stanley Medical Plan is designed 
to help you and your family maintain your 
health and well-being while managing medical 
expenses. 
Morgan Stanley offers eligible employees a choice 
of national medical coverage options administered 
by national providers. Morgan Stanley generally 
shares in the cost of your medical care premiums. 
Your Medical Plan options include: 
• Option A administered by Cigna or Aetna, 
• Option B administered by Cigna or Aetna, and 
• Option C administered by Cigna or Aetna. 
• Option D administered by Surest, a 

UnitedHealthcare company. 
Please note that the national options are not 
available to residents of Hawaii. 
Based on your home zip code, you may be eligible 
to participate in one or more of the following 
regional medical coverage options: 

 
18  In addition, you may also make changes to your benefit elections up to 90 days after your transfer. However, if you make changes to your elections more 

than 31 days after your transfer, coverage will be prospective from the date of your election only, except for the birth, adoption and foster placement life 
event, and you will need to provide EOI under some benefit programs. The 31-day period may be extended based on recent legal updates. Please contact 
HR Services for more information. 

• HMSA Medical Plan—Hawaii, 
• Kaiser Permanente HMO—Hawaii, Northern and 

Southern California (in-network coverage only), 
and 

• Cigna Global Health Medical Plan— 
international locations. 

Each of the coverage options features quality 
service and support as well as Prescription Drug 
coverage, but one may be more ideally suited to 
your individual situation. To help you understand 
the differences between the coverage options and 
which may be best for you, below is a brief 
summary with more detailed descriptions to follow. 
• Options A, B and C: These options are all 

administered by Aetna or Cigna. You may use 
both in- and out-of-network services but may 
receive significant cost savings when using 
providers within the Aetna or Cigna networks. 
The Aetna network is the Aetna Choice POS II 
(CPII). Network and the Cigna network is the 
Cigna Open Access Plus network. 
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• Option A: Covers the same benefits as 
Options B and C but has a lower deductible and 
out-of-pocket maximum. As a result, your 
per-paycheck premium will be higher, 

• Option B: Designed for employees who wish to 
keep their per-paycheck premiums lower and 
pay higher out-of-pocket expenses when 
medical services are received, 

• Option C: Covers the same benefits as Options 
A and B but has higher deductibles and out-of-
pocket maximums than the other coverage 
options and lower per-paycheck premiums. In 
Option C, coordination of deductibles and out-of-
pocket maximums for prescription drug 
coverage works differently than Options A, B, 
and D. Under Option C, eligible participants can 
enroll in a Health Savings Account (HSA), a pre-
tax account funded with your own contributions 
to be used to pay for eligible future health care 
expenses, 

• Option D: This option is administered by Surest, 
a UnitedHealthcare Company. It covers similar 
services to Options A, B, and C but has a 
different plan design which includes set fees 
called copays – no deductibles or coinsurance.  
Most services have tiered copays where higher 
quality providers have lower copays. This copay 
structure is intended to help people make 
informed decisions around which providers to 
use. You may use both in-and out-of-network 
services, but copays will be higher for out-of-
network services. The plan uses 
UnitedHealthcare’s Choice Plus network. 

• HMSA Medical Plan: This option is available 
only to employees who live in Hawaii. HMSA 
features in- and out-of-network coverage 
options, 

• Kaiser Permanente HMOs: These options are 
available only to employees living in Hawaii, 
Northern California and Southern California. The 
Kaiser Permanente HMOs are designed for 
those employees who wish to keep medical care 
costs low and receive all services within the 
Kaiser network. Out-of-network benefits are not 
available with the Kaiser options, 

• Cigna Global Health Medical Plan: The Cigna 
Global Health Medical Plan is available only to 
certain U.S. benefits-eligible international 

employees, U.S. expatriates and certain U.S. 
inpatriates. Employees and dependents receiving 
care in the U.S. may access the Cigna Open 
Access Plus network under this coverage option, 
and 

• Integrated Fertility Benefit through Maven 
Clinic: Individuals enrolled in Medical Plan 
Option A, B, or C administered by Cigna or 
Aetna or Option D, administered by Surest, will 
access fertility benefits via the Integrated Fertility 
Benefit administered by Maven Clinic. See the 
Maven Integrated Fertility Benefit Administration 
section beginning on page 63. 

Executive Health Program 
Members of the Morgan Stanley Operating 
Committee and other executive officers are eligible 
to participate in the Morgan Stanley Executive 
Health Program. The Executive Health Program 
includes an annual executive physical. In addition, 
Operating Committee members with three or more 
years of service at retirement may participate in the 
UHC Retiree Medical Plan (“Core Plan”) or the 
Cigna Global Health Medical Plan. For the 
purposes of determining years of service for 
eligibility to participate in the Core Plan or the 
Cigna Global Health Medical Plan, service at 
certain legacy entities, as determined in the Plan 
Administrator’s sole discretion, including service 
with acquired or merged companies and each of 
their respective business units, shall count toward 
the calculation of the “three or more years of 
service” requirement. See the “Grandfathered 
Retiree (Core Plan) Coverage” section on page 95 
for details. 

COBRA 
When you are no longer eligible to participate in 
the Medical Plan (under any coverage option), you 
and your eligible dependents may have an 
opportunity to continue coverage at your own 
expense under COBRA for a period of time. See 
the “Continuation Coverage Rights Under COBRA” 
section on page 201 for more information. 

Summary of Benefits Coverage 
As part of the Affordable Care Act, Summaries of 
Benefits and Coverage (SBC) are available on the 
Benefit Center website. You may also wish to 
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review the Plan Coverage Comparison Charts in 
this SPD and the SBC Uniform Glossary, which 
can be found on the Department of Labor website 
at https://www.dol.gov/agencies/ebsa/laws-and-
regulations/laws/affordable-care-act/for-employers-
and-advisers/summary-of-benefits. 
Affordable Care Act (ACA) 
Notwithstanding anything in this SPD to the 
contrary, the Medical Plan complies with the ACA. 
Specifically: 

• Lifetime or Annual Limits. The Medical Plan 
does not impose a lifetime or annual limit on 
the dollar value of Essential Health Benefits 
provided. “Essential Health Benefits” are 
health-related items and services that fall 
into ten categories, as defined in the ACA 
and as further determined by the Secretary 
of Health and Human Services. 

• No Rescission of Coverage. The Medical 
Plan will not cancel or discontinue medical 
benefits with a retroactive effect with respect 
to you or your covered dependents except in 
the event of fraud, intentional 
misrepresentation, nonpayment of 
premiums, etc. 

• No Pre-existing Condition Exclusion. The 
Medical Plan will not impose a pre-existing 
condition exclusion on medical benefits. 

• No Cost Sharing on Recommended 
Preventive Care. The medical benefits under 
the Medical Plan will not require Participant 
cost-sharing on recommended preventive 
care provided by in-network providers. 

• Coverage of Clinical Trials. Medical benefits 
under the Medical Plan shall not deny 
participation in an approved clinical trial for 
which a Participant is a “qualified individual 
with respect to the treatment of cancer or 
another life-threatening disease or condition, 
or deny (or limit or impose additional 
conditions on) the coverage of routine patient 
costs for drugs, devices, medical treatment, or 
procedures provided or performed in 
connection with participation in such an 
approved clinical trial. A Participant 
participating in such an approved clinical trial 
will not be discriminated against on the basis 
of his or her participation in the approved 

clinical trial. For purposes of this provision, the 
terms “qualified individual,” “life threatening 
disease or condition,” approved clinical trial” 
and “routine patient costs” shall have the same 
meaning as found in Section 2709 of the 
Public Health Services Act. 

• Cost Sharing Limits.  Medical benefits under 
the Medical Plan shall comply with the overall 
cost-sharing limit (i.e., out-of-pocket maximum) 
mandated by the ACA. For purposes of this 
provision, cost-sharing includes deductibles, 
coinsurance, copays or similar charges, and 
any other required expenditure that is a 
qualified medical expense with respect to 
Essential Health Benefits covered under the 
Plan. Cost-sharing shall not include premiums, 
balance billing amounts for non-network 
providers or spending for services that are not 
covered under the Medical Plan. 
Notwithstanding the foregoing, the company 
reserves the right to maintain bifurcated out-of-
pocket maximums as permitted by law. 

• Patient Protections.  To the extent applicable, 
medical benefits under the Medical Plan shall 
comply with the patient protections regarding 
choice of health care professionals and 
Medical Emergency care services under Public 
Health Services Act Section 2719A. 

Surprise Medical Billing 
Issued as part of the Consolidated Appropriations 
Act of 2021, the No Surprises Act prevents 
surprise medical bills in connection with claims for 
services to treat an emergency medical condition 
that are performed by out-of-network providers, 
and limits the amount you may be required to pay.  
Mental Health Parity 
Notwithstanding anything in this SPD to the 
contrary, the Medical Plan will provide parity 
between mental health or substance use disorder 
benefits (including treatment for alcoholism as 
described below) and medical/surgical benefits 
with respect to financial requirements and 
treatment limitations under group health plans and 
health insurance coverage offered in connection 
with the Plan, as required by Code Section 9812 
and ERISA Section 712, and the regulations 
thereunder.  Specifically: 

https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act/for-employers-and-advisers/summary-of-benefits
https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act/for-employers-and-advisers/summary-of-benefits
https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act/for-employers-and-advisers/summary-of-benefits
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• Lifetime or Annual Dollar Limits.  The Medical 
Plan will not impose an aggregate lifetime or 
annual dollar limit, respectively, on mental 
health or substance use disorder benefits. 

• Financial Requirement or Treatment 
Limitations.  The Medical Plan will not apply 
any financial requirement or treatment 
limitation (whether quantitative or 
nonquantitative) to mental health or substance 
use disorder benefits in any classification (as 
determined by the plan administrator in 
accordance with applicable regulations) that is 
more restrictive than the predominant financial 
requirement or treatment limitation of that type 
applied to substantially all medical/surgical 
benefits in the same classification. 

• Criteria for medical necessity determinations.  
The criteria for making medical necessity 
determinations relative to claims involving 
mental health or substance use disorder 
benefits will be made available by the plan 
administrator to any current or potential 
participant, beneficiary, or in-network provider 
upon request. 

The manner in which these restrictions apply to the 
Plan will be determined by the plan administrator in 
its sole discretion in light of applicable regulations 
and other guidance. 

Medical Plan—National Coverage 
Options 
With Options A, B and C, you will pay a percentage 
of the cost of services or coinsurance. When using 
doctors and hospitals in the Aetna and Cigna 
networks, Options A, B and C will all pay 100% for 
office visits for preventive care. Most other in-
network services are reimbursed at 80% of the 
charge after you meet an annual deductible.  
With Option D, you will have no deductible and pay 
flat copays.   When using doctors and hospitals in 
the Surest network, Option D will have no copay 
for office visits for preventive care. Most services 
have tiered copays where higher-quality providers 
have lower copays and lower-quality providers 
have higher copays. This copay structure is 
intended to help people make informed decisions 
around which providers to use. 
 

For Options A, B, C and D, you are not required to 
designate a Primary Care Physician (PCP) to 
coordinate your care. Additionally, you do not need 
referrals to see a specialist. In-network care is 
intended to offer you quality coverage and 
administrative ease at a lower out-of-pocket cost to 
you. 
Options A, B, C and D offer you the freedom to 
choose in-network and out-of-network care. Out-of- 
network care generally is covered similarly to 
benefits for in-network care, except that you have a 
higher annual deductible to meet, and a higher 
coinsurance percentage, for Options A, B and C, or 
higher copays in Option D.  
 
Benefit reimbursements are based on Eligible 
Expenses, determined by the Health Plan 
Administrator after you meet the annual deductible 
(for Options A, B and C). You are responsible for 
charges over Eligible Expenses, as determined by 
the Health Plan Administrator. 
Morgan Stanley has delegated to Aetna, Cigna 
and Surest the discretion and authority to decide 
whether a treatment or supply is a Covered Health 
Service and how the Eligible Expenses will be 
covered by the Plan. 
Covered services are largely consistent across 
both Aetna, Cigna and Surest, and these 
administrators determine Eligible Expenses for 
out-of-network services similarly. Please read 
below for additional information. 
All Medical Plan participants who retain a private 
Primary Care Physician may submit any services 
received for reimbursement to your Medical Plan 
Administrator (Aetna, Cigna, or Surest) based on 
the provider’s otherwise applicable billing rates and 
the terms of the Plan. A statement from the 
provider showing the service codes and rates must 
be provided to the Medical Plan Administrator to 
obtain reimbursement. 
  

Eligible Expenses for Out-of-Network Services 
(Aetna) 

Eligible expenses are determined by Aetna. Aetna 
determines the Recognized Charge, which is the 
amount of an Out-of-Network provider’s charge 
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that is eligible for coverage under the Plan. Your 
applicable member cost share is determined based 
on the Recognized Charge. Unless prohibited by 
applicable law or agreement, Out-of-Network 
providers may also bill you for the difference 
between the Recognized Charge and their 
charges, and you may be financially responsible 
for that amount (e.g., balance billing).  If you 
receive a bill from an Out-of-Network provider for 
more than the member responsibility indicated on 
the Explanation of Benefits (EOB), please call the 
phone number on the back of your Medical Plan ID 
card. Aetna may try to negotiate directly with the 
provider on your behalf. 
If your service was received from a National 
Advantage Program (NAP) health care provider, a 
pre-negotiated rate may be paid and becomes the 
Recognized Charge. NAP providers are out-of-
network providers that have contracts with Aetna, 
directly or through third-party vendors, that include 
a pre-negotiated charge for services.  NAP 
providers are not in-network providers, and Aetna 
may choose to terminate specific providers from 
NAP. If your service was not received from a NAP 
provider, but your provider agrees to a claim 
specific rate or discount negotiated by Aetna or a 
third-party vendor, this will become the Recognized 
Charge.  

If your claim is not paid as outlined above, or the 
service above was received from a health care 
provider that does not agree to a pre-negotiated 
charge for services from Aetna or a third-party 
vendor, the Recognized Charge for specific 
services or supplies will be calculated using 300% 
of the Medicare fee schedule for a similar service 
or supply. In the event that Medicare doesn’t have 
a rate, calculated in accordance with such service 
or supply, Aetna may use one or more of the 
following: 

- The method the Centers for Medicare & 
Medicaid Services (CMS) uses to set 
Medicare rates  

- How much other providers charge or 
accept as payment 

- How much work it takes to perform a 
service   

- Other items needed to you, the 
Recognized Charge to decide a 
“reasonable” amount rate 

Eligible Expenses for Out-of-Network Services 
(Cigna) 
Eligible Expenses for out-of-network services, also 
referred to as the Maximum Reimbursable Charge 
(MRC), is the maximum amount that your plan will 
pay an out-of-network health care provider for a 
Covered Expense. Your applicable out-of-network 
responsibility/member cost share is determined 
based on the MRC. Unless prohibited by 
applicable law or agreement, out-of-network 
providers may also bill you for the difference 
between the MRC and their charges, and you may 
be financially responsible for that amount (e.g., 
balance billing). If you receive a bill from an out-of-
network provider for more than the What I Owe 
amount on the Explanation of Benefits (EOB), 
please call the phone number on the back of your 
Medical Plan ID card. Cigna may try to negotiate 
directly with the provider on your behalf.  
If an out-of-network provider is willing to agree to a 
rate that Cigna, in its discretion, determines to be 
market competitive, then that rate will become the 
MRC used to calculate the out-of-network 
allowable amount for a Covered Expense. An out 
of-network provider can agree to a rate by: (i) 
entering into an agreement with Cigna or one of 
Cigna’s third-party vendors that establishes the 
rate the out-of-network provider is willing to accept 
as payment for the out-of-network Covered 
Expense; or (ii) accepting a payment from Cigna 
based on an allowed amount that Cigna or one of 
Cigna’s third-party vendors has determined is a 
market competitive rate without billing you and/or 
obligating you to pay the difference between the 
payment amount and the charged amount. 
If an out-of-network provider does not agree to a 
market competitive rate as described in the 
previous paragraph, then the MRC will be based 
on an amount required by law, or if no amount is 
required by law, then the lesser of: 

- the provider’s normal charge for a similar 
service or supply; or 300% of the Medicare 
fee schedule. In the event Medicare 
doesn’t have a published rate for a 
particular service or supply, Cigna may, in 
its discretion, determine the MRC based 
on a rate for a comparable service or 
supply by applying a methodology similar 
to Medicare. 
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Eligible Expenses for Out-of-Network Services 
(Surest) 
The Surest Plan generally provides Benefits for 
medical Claims incurred with an out-of-network 
Provider at a lower level. As a result, if you choose 
to seek Covered Health Services out-of-network, 
except as described below, you will be responsible 
for the difference between the amount billed by the 
out-of-network provider or facility and the amount 
Surest determines to be the Eligible Charge for 
reimbursement (plus any applicable copayments). 
The amount in excess of the Eligible Charge could 
be significant, and this amount will NOT apply to 
the out-of-network, out-of-pocket maximum. You 
may want to ask the out-of-network provider about 
their billing practices before you receive care. 

• For Covered Health Services that are 
Ancillary Services received at certain 
in-network facilities on a non-
Emergency basis from out-of-network 
providers, you are not responsible (and 
the out-of-network provider may not bill 
you) for amounts in excess of your 
copayment, which is based on the 
Recognized Amount as defined in this 
section 

• For Covered Health Services that are non-
Ancillary Services received at certain 
in-network facilities on a non-
Emergency basis from out-of-network 
providers who have not satisfied the 
notice and consent criteria as 
described below, you are not responsible 
(and the out-of-network provider may not 
bill you) for amounts in excess of your 
copayment, which is based on the 
Recognized Amount as defined in this 
section  

• For Covered Health Services that are 
Emergency Health Services provided by 
an out-of-network provider, you are not 
responsible (and the out-of-network 
provider may not bill you) for amounts in 
excess of your applicable copayment, 
which is based on the Recognized Amount 
as defined in this section. 

• For Covered Health Services that are air 
ambulance services provided by an out-
of-network provider, you are not 
responsible (and the out-of-network 
provider may not bill you) for amounts in 
excess of your applicable copayment, 
which is based on the rates that would 

apply if the service was provided by an in-
network provider. 

Eligible Charges are determined in accordance 
with our reimbursement policy guidelines or as 
required by law. 

When Covered Health Services are received 
from an out-of-network provider as described 
below, Eligible Charges are determined as 
follows: 

• For non-Emergency Covered Health 
Services received at certain in-network 
facilities from out-of-network providers 
when such services are either Ancillary 
Services, or non-Ancillary Services that 
have not satisfied the notice and consent 
criteria of section 2799B-2(d) of the Public 
Health Service Act with respect to a visit 
as defined by the Secretary, the Eligible 
Charge is based on either: 

 The reimbursement rate as 
determined by applicable federal or 
state law or by an applicable state All 
Payer Model Agreement. 

 The initial payment made by the 
Claims Administrator or the amount 
subsequently agreed to by the out-of-
network provider and the Claims 
Administrator. 

 The amount determined by 
Independent Dispute Resolution (IDR). 

For the purpose of this provision, “certain 
network facilities” are limited to a hospital 
(as defined in 1861(e) of the Social 
Security Act); a hospital outpatient 
department; a critical access hospital (as 
defined in 1861(mm)(1) of the Social 
Security Act); an ambulatory surgical 
center as described in section 
1833(i)(1)(A) of the Social Security Act; 
and any other facility specified by the 
Secretary. 

IMPORTANT NOTICE: For Ancillary 
Services, and for non-Ancillary Services 
provided without notice and consent, you 
are not responsible, and an out-of-network 
provider may not bill you, for amounts in 
excess of your applicable copayment, 
which is based on the Recognized Amount 
as defined in this section. 

• For Emergency health care services 
provided by an out-of-network 
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provider, the Eligible Charge is based 
on either: 
 The reimbursement rate as 

determined by applicable federal or 
state law or by an applicable state 
All Payer Model Agreement. 

 The initial payment made by us or 
the amount subsequently agreed to 
by the out-of-network provider and 
us. 

 The amount determined by 
Independent Dispute Resolution 
(IDR). 

IMPORTANT NOTICE: You are not 
responsible, and an out-of-network 
provider may not bill you, for amounts in 
excess of your applicable copayment, 
which is based on the Recognized 
Amount as defined in this section. 

• For air ambulance transportation 
provided by an out-of-network 
provider, the Eligible Charge is based on 
either: 
 The reimbursement rate as 

determined by applicable federal or 
state law or by an applicable state 
All Payer Model Agreement. 

 The initial payment made by the 
Claims Administrator or the amount 
subsequently agreed to by the out-
of-network provider and the Claims 
Administrator. 

 The amount determined by 
Independent Dispute Resolution 
(IDR). 

IMPORTANT NOTICE: You are not 
responsible, and an out-of-network 
provider may not bill you, for amounts in 
excess of your copayment, which is 
based on the rates that would apply if 
the service was provided by an in-
network provider, which is based on the 
Recognized Amount as defined in this 
section. 

• For ground ambulance transportation 
provided by an out-of-network 
provider, the Eligible Charge, which 
includes mileage, is a rate agreed upon 
by the out-of-network provider and the 
Claims Administrator, or, unless a 
different amount is required by applicable 
law, determined based on the median 

amount negotiated with in-network 
providers for the same or similar service. 

Except as described above, out-of-network 
Benefits apply to Covered Health Services that are 
provided by an out-of-network provider, or Covered 
Health Services that are provided at an out-of-
network facility. If you are using an out-of-network 
provider, you are responsible for ensuring that any 
necessary Prior Authorizations and Pre-Admission 
Notifications have been obtained, or the services 
may not be covered by the Surest Plan. 

If Surest confirms that care is not available from an 
in-network provider, Surest will work with you to 
coordinate care through an out-of-network provider 
as outlined in the written policy established by 
Surest. Covered Health Services rendered by an 
out-of-network provider will be processed at the in-
network Benefit level when there are no available 
in-network providers. Requests for this Benefit 
should be made by calling Surest Member 
Services at the number on your member ID card 
before you obtain such services. 

Out-of-network providers are not required to file 
Claims with Surest. If you get Covered Health 
Services outside of the Surest network and the 
provider and/or facility requires that you remit the 
full amount, contact Surest Member Services for a 
Claim form to file a Claim for reimbursement. This 
may require an itemized bill from the provider. 

Depending on the service you receive and the 
provider you receive it from, you may have access 
to a discount through the network partner’s Shared 
Savings Program for out-of-network providers. As 
part of this program, some providers have agreed 
to discount their charges for Covered Health 
Services. If you receive Covered Health Services 
from these providers, the out-of-network 
copayment will remain the same as for receiving 
Covered Health Services from out-of-network 
providers who have not agreed to discount their 
charges; however, the total that you owe may be 
less when you receive Covered Health Services 
from Shared Savings Program providers than from 
other out-of-network providers because the Eligible 
Expense may be a lesser amount. These discounts 
are not always known until the service is rendered 
and cannot be determined in advance. 

 
Recognized Amount is defined as the amount 
which the copayment is based on for the below 



  
 

 

2025 Health Benefits and Insurance Summary Plan Description 

 
44 

 

Covered Health Services when provided by out-of-
network providers: 

• Out-of-network Emergency Health Care 
Services. 

• Non-Emergency Covered Health Care 
Services received at certain Network facilities by 
out-of-network Physicians, when such services are 
either Ancillary Services, or non-Ancillary Services 
that have not satisfied the notice and consent 
criteria of section 2799B-2(d) of the Public Service 
Act. For the purpose of this provision, “certain 
Network facilities” are limited to a hospital (as 
defined in 1861(e) of the Social Security Act); a 
hospital outpatient department; a critical access 
hospital (as defined in 1861(mm)(1) of the Social 
Security Act)’ an ambulatory surgical center 
described in section 1833(i)(1)(A) of the Social 
Security Act; and any other facility specified by the 
Secretary. 

The amount is based on one of the following in the 
order listed below as applicable: 

• An All Payer Model Agreement if adopted; 

• Applicable state law; or 

• The lesser of the qualifying payment 
amount as determined under applicable 
law or the amount billed by the provider or 
facility. 

The Recognized Amount for air ambulance 
services provided by an out-of-network provider 
will be calculated based on the lesser of the 
qualifying payment amount as determined under 
applicable law or the amount billed by the air 
ambulance service provider.  

Note: Covered Health Services that use the 
Recognized Amount to determine your cost 
sharing may be higher or lower than if cost sharing 
for these Covered Health Services were 
determined based upon an Eligible Expense. 

 
IMPORTANT NOTICE: Out-of-network providers 
may bill you for any difference between the 
provider’s billed charges and the Eligible Expenses 
described here (e.g., balance billing), and this 
difference is not covered by the Medical Plan or 
applied toward your out-of-pocket maximum under 
the Medical Plan. 

Choosing a Medical Plan Coverage 
Option 
To help you determine which coverage option is 
best for you, log on to the Benefit Center website 
and: 
• Go to the “Enroll in Your Benefits” page, 
• Under “Tools and Calculators,” click “Medical”: 

− Select “Compare Your Medical Options” to 
compare up to three options at one time, 

− Select “Find a Doctor” to check if your doctor, 
hospital or other health care provider 
participates in a network. 

Based on your home zip code, you may be eligible 
to participate in a regional Medical Plan; see 
“Medical Plan—Regional Coverage Options” 
beginning on page 86. 
The “Schedule of Benefits” describes your share of 
the cost for covered services under each option. 
The “Exclusions” chart defines services not 
covered under the Medical Plan options. 
For instructions on how to log on to the Benefits 
Center website, please reference the “HR 
Services” section of the Introduction in this 
document. 

Important Information About the 
Medical Plan Administered by 
Aetna, Cigna and Surest 
Traveling Abroad 
If you become sick or injured while traveling 
outside of the U.S., Eligible Expenses for 
nonemergency services will be reimbursed at the 
out-of-network benefit level and are subject to the 
annual deductible. Emergency services received 
outside the U.S. will be paid at the same level as 
emergency services received in the U.S. 
You will have to pay upfront for the services 
received and then submit a claim form for 
reimbursement. You may also need to provide 
receipts and an itemized bill from the provider 
explaining what services were rendered. You are 
encouraged to obtain copies of all medical 
documents and records before returning to the 
U.S. in case your claims administrator needs 
additional information. Consider seeking all routine 
medical treatment in the U.S. prior to going abroad. 
Note: Fertility benefits administered by Maven are 
limited to care provided in the U.S.  
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Preauthorization and Medical Necessity 
Requirements 
To help guide your course of treatment, Aetna, 
Cigna and Surest require that you receive 
preauthorization before receiving certain services. 
This includes a review of the treatment or 
procedure by your health Plan option to ensure 
that it meets the definition of “medically 
necessary.”  
• If you are receiving services from an in-network 

provider, your doctor will submit the necessary 
information,  

• If you are receiving services from an out-of- 
network provider, you are responsible for 
obtaining authorization prior to obtaining the 
service. 

• Preauthorization and medical necessity 
requirements may vary between Aetna, Cigna 
or Surest. If you have any questions about 
whether a service requires preauthorization, call 
the number on the back of your Medical Plan ID 
card.  

• Failure to receive preauthorization for any 
service requiring it will result in the service not 
being covered, even if the service is 
determined to be medically necessary. Amounts 
you pay for services that are required to be 
preauthorized, but are not, will not be applied to 
your annual deductible or coinsurance limit, 
even if they are otherwise Eligible Expenses. 

Medical Necessity 
When evaluating requests for preauthorization, the 
Medical Plan Administrator (Aetna, Cigna or 
Surest) will review the recommended course of 
treatment to ensure that it meets the Medical Plan 
Administrator’s (Aetna, Cigna, or Surest) standards 
for medical necessity.  
Medical necessity is based on the following 
principles, as evaluated by the health Plan option: 
• Clinical evidence: Credible, published scientific 

evidence supported by controlled clinical trials or 
observational studies, 

• Rigorous and consistent clinical management of: 
− Clinical effectiveness: Treatment of illness, 

injury, disease or symptom must be proven to 
be clinically effective, 

− Clinical appropriateness: Type, frequency, 
extent and duration of services must be 
appropriate for the individual member, and 

− Cost effectiveness: Services must not be 
more costly than alternative services that are 
at least as likely to produce equivalent 
therapeutic and diagnostic results. 

Examples of services for which Aetna, Cigna 
and Surest require preauthorization include, 
but are not limited to, the below.  
Please note that this list is subject to change at 
any time and there may be services subject to prior 
authorization that are not specifically noted in this 
list, as determined by Aetna, Cigna, or Surest.  
• Applied Behavioral Analysis (ABA) Therapy  
• All inpatient admissions, which must be made at 

least five business days prior to a scheduled 
admission or within 48 hours following an 
emergency admission  

• Biofeedback 
• Cardiology services: (such as electrophysiology 

implants, cardiac catheterization, pacemaker 
insertion, implantable cardioverter defibrillators, 
echocardiograms and stress echocardiograms 
and diagnostic catheterization)  

• Cellular and Gene Therapy 
• Chemotherapy 
• Chiropractic services  
• Clinical Trials 
• Cochlear implant  
• Congenital heart disease surgery  
• Dialysis service  
• Durable medical equipment 
• Electro-convulsive treatment  
• Eligible dental services 
• Enteral nutrition  
• External prosthetic appliances: 
• Gastroenterology (Esophagoscopy/ 

Esophagogastroduodenoscopy (EGD), 
commonly called Upper GI, and most capsule 
endoscopy procedures)  

• Genetic Testing including BRCA testing (breast 
cancer susceptibility)  
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• Home health care - including private duty 
nursing and home infusion therapy 

• Home oxygen  
• Hospice  
• Hospital stays for newborns  
• Injectable drugs (other than self-injectable)  
• Maternity admission  
• Nonemergency ambulance  
• Nuclear cardiology  
• Outpatient radiology services, including CT, 

PET, MRI, MRA and nuclear medicine  
• Outpatient therapeutics (such as dialysis, 

intensity-modulated radiation therapy, 
MR-guided focused ultrasound, IV infusion)  

• Physical therapy/occupational therapy (PT/OT)  
• Proton-beam therapy  
• Psychological testing  
• Radiation therapy  
• Reconstructive or cosmetic procedures  
• Septoplasty/rhinoplasty  
• Skilled nursing  
• Sleep-disorder tests and treatments  
• Speech therapy  

• Surgery (inpatient or outpatient)  
• Temporomandibular joint (TMJ) treatment  
• Transplants  
• Vein procedures  

Cigna Pathwell Specialty Program 
Certain Medical Pharmaceuticals that are used for 
treatment of complex chronic conditions, are high 
cost, and are administered and handled in a 
specialized manner may be subject to additional 
coverage criteria or require administration by a 
participating provider in the network for the Cigna 
Pathwell Specialty Network. Cigna determines 
which injections, infusions, and implantable drugs 
are subject to these criteria and requirements. 
The Cigna Pathwell Specialty Network includes 
contracted physician offices, ambulatory infusion 
centers, home and outpatient hospital infusion 
centers, and contracted specialty pharmacies. 
When the Cigna Pathwell Specialty Network 
cannot meet the clinical needs of the customer as 
determined by Cigna, exceptions are considered 
and approved when appropriate. 
A complete list of those Medical Pharmaceuticals 
subject to additional coverage criteria or that 
require administration by a participating provider in 
the Cigna Pathwell Specialty Network is available 
at www.cigna.com/PathwellSpecialty. 

 

http://www.cigna.com/PathwellSpecialty
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Schedule of Benefits for the Medical Plan—National Coverage Options 
Listed below is a general summary of covered services under the Medical Plan administered by Aetna, Cigna, 
and Surest. For the “Schedule of Benefits” for regional options, please visit the Benefit Center website or 
contact the Health Plan Administrator directly. 

PLAN 
FEATURES 

OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D  
(SUREST) 

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

Deductible, Out-of-Pocket and Lifetime Maximums   

Annual 
Deductible19, 

20, 21 

$600 per 
person; 
$1,250 
family 
maximum 

$1,200 per 
person; 
$2,500 family 
maximum 

$1,200 per 
person; 
$2,500 family 
maximum 

$2,400 per 
person; 
$5,000 family 
maximum 

$2,300 per 
person;  
$4,600 family 
maximum 
(true family 
deductible), 
combined 
Medical and 
Prescription  

$4,600 per 
person;  
$9,200 family 
maximum 
(true family 
deductible),co
mbined 
Medical and 
Prescription  

None None 

Annual Out-of-
Pocket 
Maximum22 

$2,000 per 
person; 
$5,000 
family 
maximum 

$4,000 per 
person; 
$10,000 family 
maximum 

$3,000 per 
person; 
$7,500 family 
maximum 

$6,000 per 
person; 
$15,000 
family 
maximum 

$5,500 per 
person; 
$11,000 
family 
maximum, 
combined 
Medical and 
Prescription 

$11,000 per 
person; 
$20,000 family 
maximum, 
combined 
Medical and 
Prescription 

$3,500 per 
person; 
$8,750 
family 
maximum 

$7,000 per 
person; 
$20,000 
family 
maximum 

Lifetime 
Benefit 
Maximum 

Across Plans A, B C and D: None, except $75,000 for fertility, administered by Maven (see 
page 63 for details) 

  

Professional Services   

Office Visits 
Preventive 
Care  

100%; no 
annual 
deductible 

60% of Eligible 
Expenses; no 
annual 
deductible 

100%; no 
annual 
deductible 

60% of 
Eligible 
Expenses; no 
annual 
deductible 

100%; no 
annual 
deductible 

60% of 
Eligible 
Expenses; no 
annual 
deductible 

$0 $100 

PCP/Specialist/ 
Nonspecialist 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible  

60% of 
Eligible 
Expenses 
after annual 
deductible  

$10 to $75 $150 

Allergy Testing 
and Treatment 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible  

60% of 
Eligible 
Expenses 
after annual 
deductible  

$70 $210 

Anesthesia 80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible  

60% of 
Eligible 
Expenses 
after annual 
deductible  

Included in 
admission, 
procedure, 
or office visit 
copay 

Included in 
admission, 
procedure, 
or office visit 
copay 

 

 
19 Amounts paid to out-of-network providers count toward out-of-network deductible and out-of-network out-of-pocket maximum, only 
20 Amounts paid for preventive drugs in Option C will count toward the out-of-pocket maximum and not be applied to the deductible. 
21 If you elect family coverage under Option C, your family must reach the in-network deductible of $4,600 or the $9,200 out-of-network deductible before the 
Plan will begin paying for any member of the family. 

22 Annual out-of-pocket maximum includes the annual deductible. 
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Schedule of Benefits for the Medical Plan—National Coverage Options 
(continued) 
PLAN 
FEATURES 

OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D  
(SUREST) 

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

Professional Services (continued) 

Cochlear 
Implant  
Specific criteria 
apply; contact 
the number on 
the back of your 
health plan ID 
card for more 
information. 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible  

60% of 
Eligible 
Expenses 
after annual 
deductible  

$2,400 $7,000 

Dental23, 24 

 
80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

Varies by 
provider and 
service 

Varies by 
provider and 
service 

Expanded 
Women’s 
Preventive 
Care 
Services:25 

• Breastfeeding 
support, 
supplies and 
counseling,26 

• Contraception 
methods and 
counseling, 

• Domestic 
violence 
screening, 

• Gestational 
diabetes 
screening, 

• HIV 
screening 
and 
counseling, 

• Human 
papillomaviru
s screening 
(beginning at 
age 30 and 
every three 
years 
thereafter), 

• Sexually 
transmitted 
infections 
counseling, 
and 

• Well-woman 
visits. 

100% 
covered, no 
deductible 

60% of 
Eligible 
Expenses; no 
annual 
deductible 

100% 
covered, no 
deductible 

60% of 
Eligible 
Expenses; 
no annual 
deductible 

100% 
covered, no 
deductible 

60% of 
Eligible 
Expenses; no 
annual 
deductible 

$0 $100 

 
23 Preauthorization is required and you must meet the standards for medical necessity. Failure to preauthorize will result in reimbursement of services being denied. 
24 Eligible services include only those required to sound, natural teeth if rendered within six months of an accidental injury or due to congenital anomaly 
(exclusion under Aetna); limit extended to 12 months if medically necessary. TMJ treatment is also covered (nonsurgical TMJ treatment may be covered 
under the Dental Plan; check with your dental carrier for details). Note: A congenital anomaly is a physical developmental defect that is present at the time of 
birth, and that is identified within the first 12 months following birth. Examples include cleft defect, Pierre-Robin sequence, hemifacial microsomia, and 
Treacher Collins syndrome 

25 In- and out-of-network services are combined when applying all visit, day and dollar maximums. 
26 Limited to one manual or standard breast pump per birth, as ordered or prescribed by a physician. 
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Schedule of Benefits for the Medical Plan—National Coverage Options 
(continued) 
PLAN 
FEATURES 

OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D  
(SUREST) 

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

Professional Services (continued) 

Fertility27, 28, 

29(Includes 
Cryopreservati
on, Artificial 
Insemination, 
IVF)  
Subject to the 
Firm’s family 
building per 
household 
lifetime 
maximum 
benefit of 
$75,000 for 
medical/Rx 
across all plans; 
in-and out-of-
network 
combined; cross 
applies with any 
Firm-provided 
adoption/surroga
cy 
reimbursement. 
See the “”Maven 
Integrated 
Fertility Benefit” 
on page 63 

Administere
d by Maven: 
80% after 
annual 
deductible; 

No coverage Administered 
by Maven: 
80% after 
annual 
deductible; 

No coverage Administered 
by Maven: 
80% after 
annual 
deductible; 

No coverage Administered 
by Maven; 
Contact 
Surest for 
details 

No coverage  

Radiologis 
Anesthesiologi
st, Pathologist, 
Laboratory 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

Covered – 
contact 
Surest for 
details 

Covered – 
contact 
Surest for 
details 

Surgeon and 
Assistant 
Surgeon 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

Covered – 
contact 
Surest for 
details 

Covered – 
contact 
Surest for 
details 

 
27 In- and out-of-network services are combined when applying all visit, day and dollar maximums. 
28 Cryopreservation storage is limited to a one-time 12-month period and must be associated with a cycle covered under Maven; The 12-month period begins 
immediately following the related treatment. 

29 Includes services related to a diagnosis and treatment of infertility once a condition of infertility has been diagnosed and services related to enabling conception 
regardless of an infertility diagnosis 
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Schedule of Benefits for the Medical Plan—National Coverage Options 
(continued) 
PLAN 
FEATURES 

OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D  
(SUREST) 

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

Professional Services (continued) 

Transplants  Cigna: 
100% at 
LifeSource 
Facility; 80% 
at Non-
LifeSource 
Facility after 
annual 
deductible 
 
Aetna: 
100% at 
Institutes of 
Quality 
(IOQ); 80% 
after annual 
deductible at 
other in-
network 
facilities 

60% of Eligible 
Expenses after 
annual 
deductible 
 
 

Cigna: 100% 
at LifeSource 
Facility; 80% 
at Non-
LifeSource 
Facility after 
annual 
deductible 
Aetna: 100% 
at Institutes 
of Quality 
(IOQ); 80% 
after annual 
deductible at 
other in-
network 
facilities 

60% of 
Eligible 
Expenses 
after annual 
deductible 
 

Cigna: 100% 
at LifeSource 
Facility after 
annual 
deductible; 
80% at Non-
LifeSource 
Facility after 
annual 
deductible 
Aetna: 100% 
at Institutes of 
Quality (IOQ) 
after annual 
deductible; 
80% after 
annual 
deductible at 
other in-
network 
facilities 

60% of 
Eligible 
Expenses 
after annual 
deductible 
 

Bone 
Marrow and 
Solid Organ 
Transplant: 
$1,700 
Corneal 
Transplant: 
$1,800 
Cellular and 
Gene 
Therapy: 
$1,700 

Not Covered 

Bariatric 
Surgery 
See “Surgery 
Exclusions” on 
page 76. 

Aetna: 
100% at 
Institutes of 
Quality 
(IOQ); 80% 
after annual 
deductible at 
other in-
network 
facilities 
Cigna: 
100% at 
Cigna 
Certified 
Hospitals for 
Bariatric 
Surgery; 
80% after 
annual 
deductible at 
other in-
network 
facilities 
 

60% of Eligible 
Expenses after 
annual 
deductible 

Aetna: 100% 
at Institutes 
of Quality 
(IOQ); 80% 
after annual 
deductible at 
other in-
network 
facilities 
Cigna: 100% 
at Cigna 
Certified 
Hospitals for 
Bariatric 
Surgery; 80% 
after annual 
deductible at 
other in-
network 
facilities 
 

60% of 
Eligible 
Expenses 
after annual 
deductible 

Aetna: 100% 
at Institutes of 
Quality (IOQ) 
after annual 
deductible; 
80% after 
annual 
deductible at 
other in-
network 
facilities 
Cigna: 100% 
covered after 
deductible is 
met at Cigna 
Certified 
Hospitals for 
Bariatric 
Surgery; 80% 
after annual 
deductible at 
other in-
network 
facilities 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$150 to 
$1,100 

Not covered 
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Schedule of Benefits for the Medical Plan—National Coverage Options 
(continued) 
PLAN 
FEATURES 

OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D  
(SUREST) 

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

Professional Services (continued) 

Surgeries for 
Gender 
Affirmation30 
See “Surgery 
Exclusions” on 
page 76. 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$75 to 
$1,600 
copayment/s
tay 

$150 to 
$4,800 
copayment/s
tay 

Surgeries for 
General 
Disorders 
See “Surgery 
Exclusions” on 
page 76. 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$150 to 
$2,500 

Up to 
$7,000 

Second 
Surgical 
Opinion 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

Varies by 
service and 
provider 

Varies by 
service and 
provider 

Multiple Surgical 
Procedures on the  
Same Day 

Plan coverage levels vary for subsequent procedures when more than one surgical procedure is performed 
on the same day. Contact the number on the back of your Health Plan ID card for more information. 

Voluntary 
Sterilization 

100% for 
women;  
80% 
covered for 
men after 
annual 
deductible 

60% of Eligible 
Expenses for 
men after 
annual 
deductible (no 
annual 
deductible for 
women) 

100% for 
women;  
80% covered 
for men after 
annual 
deductible 

60% of 
Eligible 
Expenses for 
men after 
annual 
deductible 
(no annual 
deductible for 
women) 

100% for 
women;  
80% covered 
for men after 
annual 
deductible 

60% of 
Eligible 
Expenses for 
men after 
annual 
deductible (no 
annual 
deductible for 
women) 

$0 for 
women; $80 
to $240 for 
men  

$100for 
women; 
$640 for men 

Abortion 80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$100 $300 

Birthing Center 80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$625 to 
$1,600 

$4,800 

Hospice31 
(Including 
Bereavement 
Counseling) 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

Home 
Hospice 
Visit: $30 per 
visit 
Inpatient 
Hospice 
Care: $1,600 
per stay 

Home 
Hospice 
Visit: $90 per 
visit 
Inpatient 
Hospice 
Care: $4,800 
per stay 

 
30 Preauthorization is required and you must meet the standards for medical necessity. Failure to preauthorize will result in reimbursement of services  
being denied. 

31 Preauthorization is required and you must meet the standards for medical necessity. Failure to preauthorize will result in reimbursement of services being denied. 
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Schedule of Benefits for the Medical Plan—National Coverage Options 
(continued) 
PLAN 
FEATURES 

OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D  
(SUREST) 

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

Professional Services (continued) 

Hospital Room 
Charge 
Accidental 
Injury; 
Maternity/Well 
Newborn32; 
Medical 
Rehabilitation; 
Semiprivate 
Room 
Accommodatio
ns (Private 
Room Paid at 
Semiprivate 
Rate) 

80% after 
annual 
deductible; 
deductible 
waived for 
well 
newborn 

60% of Eligible 
Expenses after 
annual 
deductible; 
deductible 
waived for well 
newborn 

80% after 
annual 
deductible; 
deductible 
waived for 
well newborn 

60% of 
Eligible 
Expenses 
after annual 
deductible; 
deductible 
waived for 
well newborn 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

Included in 
admission or 
surgery 
copay 

Included in 
admission or 
surgery 
copay 

Hospital 
Services 
Inpatient 
Surgery 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

Varies by 
provider and 
status 

Varies by 
provider 
and status 

Skilled Nursing 
Facility 33 
Aetna and 
Cigna is limited 
to 150 days 
annually 
(combined in- 
and out-of-
network). 
Surest is limited 
to 120 days 
annually 
(combined in- 
and out-of-
network). 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$1,200 per 
stay 

$4,800 per 
stay 

Emergency Care 

Emergency Air 
and Ground 
Ambulance 
Service; 

80% after 
annual 
deductible 

80% after 
annual 
deductible 

80% after 
annual 
deductible 

80% after 
annual 
deductible 

80% after 
annual 
deductible 

80% after 
annual 
deductible 

$250 $250 

Nonemergency 
Air and Ground 
Ambulance 
Services 

Not  
covered 

Not  
covered 

Not  
covered 

Not  
covered 

Not  
covered 

Not  
covered 

$250; 
subject to 
prior 
authorization 

$250; 
subject to 
prior 
authorization 

Hospital 
Emergency 
Room 

80% after 
annual 
deductible 

80% after 
annual 
deductible 

80% after 
annual 
deductible 

80% after 
annual 
deductible 

80% after 
annual 
deductible 

80% after 
annual 
deductible 

$500 $500 

 
32 Hospital stays longer than 48 hours for a vaginal delivery or 96 hours for a Caesarean section require preauthorization. 
33 In- and out-of-network services are combined when applying all visit, day and dollar maximums. 
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Schedule of Benefits for the Medical Plan—National Coverage Options 
(continued) 
PLAN 
FEATURES 

OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D  
(SUREST) 

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

Emergency Care (continued) 

Urgent Care 
Center 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$50 $150 

Outpatient Care34 

Acupuncture 
Limited to 20 
visits per 
calendar year. 
Must be 
performed by an 
MD or certified 
acupuncturist 
and may only be 
covered for 
certain 
conditions. 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$40 $80 

Chemotherapy/ 
Radiation and 
Blood Therapy 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

Chemothera
py: $15 to 
$520per visit 
Radiation 
Therapy: $30 
to $1,750 per 
visit 

Chemothera
py: $105 to 
$1,560 per 
visit 
Radiation 
Therapy: 
$120 to 
$5,250 per 
visit 

Chiropractic 
Care  
Aetna and 
Cigna: Limited 
to 30 visits per 
calendar year. 
Surest: Limited 
to 20 visits per 
calendar year 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$20 $40 

Diagnostic X-
Rays, Lab 
Tests and 
Procedures  
(Non-
preventive)  

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$0 $0 

Nutritional  
Counseling 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$0 $100 

 
34 Visit limits apply; contact the number on the back of your Health Plan ID card for more information 
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Schedule of Benefits for the Medical Plan—National Coverage Options 
(continued) 
PLAN 
FEATURES 

OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D  
(SUREST) 

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

Outpatient Care35 (continued) 

Occupational 
Therapy 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$10 to $40 $80 

Applied 
Behavior 
Analysis (ABA) 
Therapy 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$10 $150 

Physical 
Therapy 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$10 to $40 $80 

Presurgical 
Testing 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

Varies by 
provider and 
service 

Varies by 
provider and 
service 

Respiratory 
and Cardiac 
Therapy36 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$30 per visit $60 per visit 

Speech and 
Hearing 
Therapy36  

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$10 to $40 $80 

Ambulatory or 
Outpatient 
Surgery; Clinic 
and Other 
Outpatient 
Services 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

Varies by 
provider and 
service 

Varies by 
provider and 
service 

Vision Therapy 80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible; 
 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible; 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible; 

$10 per visit $195 per 
visit 

 
35 Visit limits apply; contact the number on the back of your Health Plan ID card for more information 
36 Preauthorization may be required and you may need to meet the standards for medical necessity. Failure to preauthorize will result in reimbursement of services 

being denied. 
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Schedule of Benefits for the Medical Plan—National Coverage Options 
(continued) 
PLAN 
FEATURES 

OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D  
(SUREST) 

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

Mental Health/Substance Abuse 

Plan’s Network Aetna: Choice POS II; Cigna: Cigna Behavioral Health; Surest: United Behavioral Health  

Inpatient 37 Cigna: 
100%, no 
deductible, if 
receiving 
care at a 
preferred 
facility. 
Cigna non-
preferred 
facilities and 
Aetna: 
80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

Cigna:  
100%, no 
deductible, if 
receiving 
care at a 
preferred 
facility. 
Cigna non-
preferred 
facilities and 
Aetna: 
80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

Cigna: 100%, 
after annual 
deductible, if 
receiving care 
at a preferred 
facility.  
Cigna non-
preferred 
facilities and 
Aetna: 
80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$1,600 $4,800 

Outpatient36 
Preauthorization 
required for 
Mental Health 
and Substance 
Abuse intensive 
outpatient 
programs. 

Cigna: 
100%, no 
deductible, if 
receiving 
care at a 
preferred 
facility 
Cigna non-
preferred 
facilities and 
Aetna: 
80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

Cigna:  
100%, no 
deductible,  
if receiving 
care at a 
preferred 
facility 
Cigna non-
preferred 
facilities and 
Aetna: 
80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

Cigna: 100%, 
after annual 
deductible, if 
receiving care 
at a preferred 
facility.  
Cigna non-
preferred 
facilities and 
Aetna: 
80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$75 $150 

Preventive/Wellness Care38, 39, 40 

Cholesterol 
(Hypercholeste
rolemia) 
Screening  
Limited to one 
per calendar 
year. 

100% 60% of Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

$0 $0 

 
37 Coinsurance is waived for members enrolled in Cigna if treatment is received at certain preferred facilities for substance abuse. Please contact the number on the 

back of your health plan ID card for more information.  
38 In- and out-of-network services are combined when applying all visit, day and dollar maximums. 
39 Diagnostic screenings are subject to certain frequency limits, based on age. Medically necessary screenings are not subject to limitations. 
40 The Preventive/Wellness Care limits listed are guidelines only. Additional screenings may be approved by your Health Plan Administrator. Please contact the number 

on the back of your Health Plan ID card to confirm coverage. 
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Schedule of Benefits for the Medical Plan—National Coverage Options 
(continued) 
PLAN 
FEATURES 

OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D  
(SUREST) 

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

Preventive/Wellness Care41, 42, 43 (continued) 

Colon Cancer 
Screening 
Sigmoidoscopy: 
Cigna: age 50+; 
Aetna: age 45+; 
Surest: ages 45-
75; limited to 
one every five 
years. 
Colonoscopy: 
Cigna: age 50+; 
Surest: ages 45-
75 
Aetna: age 45+;; 
limited to one 
every  
10 years.  

100% 60% of Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

$0 $100 

Diagnostic X-
Rays, Scans 
and Lab Tests 
(Preventive)  

100% 60% of Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

$0 $100 

Preventive 
Immunizations  
(Includes 
Travel 
Immunizations) 

100% 60% of Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

$0 $100 

Mammography 
Age 40+; limited 
to one per 
calendar year. 

100% 60% of Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

$0 $100 

Prostate 
Cancer 
Screening 
(PSA) 
Up to age 40: 
Limited to one 
every two 
calendar years. 
Age 40+: 
Limited to one 
per calendar 
year. 

100%  Cigna: 60% of 
Eligible 
Expenses; no 
annual 
deductible; 
 

100%  Cigna: 60% 
of Eligible 
Expenses; no 
annual 
deductible; 
 

100% Cigna: 60% of 
Eligible 
Expenses; no 
annual 
deductible; 
 

$0 $100 

 
41 In- and out-of-network services are combined when applying all visit, day and dollar maximums. 
42 Diagnostic screenings are subject to certain frequency limits, based on age. Medically necessary screenings are not subject to limitations. 
43 The Preventive/Wellness Care limits listed are guidelines only. Additional screenings may be approved by your Health Plan Administrator. Please contact the number 

on the back of your Health Plan ID card to confirm coverage. 
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Schedule of Benefits for the Medical Plan—National Coverage Options 
(continued) 
PLAN 
FEATURES 

OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D  
(SUREST) 

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

Preventive/Wellness Care44, 45, 46 (continued) 

Routine GYN 
Exam (Includes 
Pap Smear) 
Aetna: Cervical 
cancer 
screenings 
considered 
preventive for 
women ages 21 
and up, limited 
to one per 
calendar year 
Cigna: Cervical 
cancer 
screenings 
considered 
preventive for 
women ages 21 
– 65, limited to 
one every three 
calendar years 
Surest: Cervical 
cancer 
screenings 
considered 
preventive for 
women ages 21 
– 65, limited to 
one per 
calendar year 
Contact the 
number on the 
back of your 
Health Plan ID 
card to confirm 
coverage 

100% 60% of Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

$0 $100 

Routine 
Physical Exam 
and Related 
Lab Tests 
Age 3+: Limited 
to one per 
calendar year. 

100% 60% of Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

$0 $100 

Well-Baby Care 
Birth to 36 
months.  

100% 60% of Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

100% 60% of 
Eligible 
Expenses; no 
annual 
deductible 

$0 $100 

 
44 In- and out-of-network services are combined when applying all visit, day and dollar maximums. 
45 Diagnostic screenings are subject to certain frequency limits, based on age. Medically necessary screenings are not subject to limitations. 
46 The Preventive/Wellness Care limits listed are guidelines only. Additional screenings may be approved by your Health Plan Administrator. Please contact the number 

on the back of your Health Plan ID card to confirm coverage. 
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Schedule of Benefits for the Medical Plan—National Coverage Options 
(continued) 
PLAN 
FEATURES 

OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D  
(SUREST) 

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

Preventive/Wellness Care47, 48, 49 (continued) 

Hearing 
Evaluation 
Aetna and 
Cigna: 
Diagnostic 
hearing 
evaluations 
limited to one 
per year 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$30 $90 

Routine Vision 
Exam 
Limited to one 
per calendar 
year. 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$0 $195 

Other 

Birth Control 
(IUDs, 
Injections and 
Diaphragms) 

100% 
covered; no 
annual 
deductible 

60% of Eligible 
Expenses; no 
annual 
deductible 

100% 
covered; no 
annual 
deductible  

60% of 
Eligible 
Expenses; no 
annual 
deductible 

100% 
covered; no 
annual 
deductible 

60% of 
Eligible 
Expenses; no 
annual 
deductible 

$0 $100 

Hearing Aids 
Aetna and 
Cigna: Up to 
age 19: $3,000 
maximum 
benefit every 24 
months Age 
19+: $3,000 
maximum 
benefit every 36 
months. 
Surest: $3,000 
maximum 
benefit every 36 
months 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$250 $500 

Home Health 
Care/ Private 
Duty Nursing50 

Limited to 200 
days per 
calendar year. 
Please contact 
the number on 
the back of your 
Health Plan ID 
card to confirm 
coverage and 
visit maximums. 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$30 $90 

 
47 In- and out-of-network services are combined when applying all visit, day and dollar maximums. 
48 Diagnostic screenings are subject to certain frequency limits, based on age. Medically necessary screenings are not subject to limitations. 
49 The Preventive/Wellness Care limits listed are guidelines only. Additional screenings may be approved by your Health Plan Administrator. Please contact the number 

on the back of your Health Plan ID card to confirm coverage. 
50 In- and out-of-network services are combined when applying all visit, day and dollar maximums. Please contact the number on the back of your health plan ID card 

for more information about visit maximums.  
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Schedule of Benefits for the Medical Plan—National Coverage Options 
(continued) 
PLAN 
FEATURES 

OPTION A  
(AETNA OR CIGNA) 

OPTION B  
(AETNA OR CIGNA) 

OPTION C  
(AETNA OR CIGNA) 

OPTION D  
(SUREST) 

 In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

In- 
Network 

Out-of-
Network 

Other (continued) 

Newborn 
Circumcision 
(Performed in a 
Hospital as 
Part of Initial 
Hospital Stay) 

80% after 
annual 
deductible 

60% of Eligible 
Expenses after 
annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible 

$20 $450 

Prescribed 
Durable 
Medical 
Equipment51 
 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible; 
 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible; 
 

80% after 
annual 
deductible 

60% of 
Eligible 
Expenses 
after annual 
deductible; 
 

$0-$500 per 
piece of 
equipment 
based on 
tier. Contact 
Surest to 
confirm 
coverage.  

Up to $1,000 
per piece of 
equipment 
based on 
tier. Contact 
Surest to 
confirm 
coverage. 

 

 

 
51 Preauthorization is required and you must meet the standards for medical necessity. Failure to preauthorize will result in reimbursement of services  
being denied. 
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Medical Plan Travel and Lodging Guidelines 
If you have Medical Plan coverage administered by Aetna, Cigna, or Surest, you may be eligible for the travel 
and lodging benefit for medical services where in-network care or covered services are not available within a 
certain range from your primary residence. Mileage and participation requirements may vary for certain 
conditions and Health Plan Administrators– please see below for details. Exclusions may apply and you 
should call the number on the back of your Health Plan ID card prior to incurring the expenses. 
 
Aetna Travel and Lodging Guidelines 
The Medical Plan coverage administered by Aetna includes a travel and lodging benefit for situations when in-
network care is not locally available. You are eligible for the travel benefit if you need to travel for care, as 
outlined below. Prior authorization is required.  
Services managed by National Medical Excellence, Institutes of Excellence or Quality, and Gene 
Therapy: $10,000 lifetime limit per procedure; member must live more than 100 miles from the facility and 
obtain prior authorization.  
All other medical and behavioral health services: $10,000 limit per occurrence or procedure. Please call 
the number on the back of your Health Plan ID card to confirm coverage prior to incurring expenses.  

Cigna Travel and Lodging Guidelines 
The Medical Plan coverage administered by Cigna includes a travel and lodging benefit for situations when in-
network care is not locally available. You are eligible for the travel benefit if you need to travel for care, as 
outlined below. Prior authorization is required. 

 

Service  
You are eligible for the travel 
benefit if…  Benefit Limit1  

Transplants  
You use a LifeSource Facility and 
there is no such provider within 
50 miles of your primary 
residence  

$25,000 lifetime limit for bone 
marrow transplants, $10,000 
lifetime limit for all other 
transplants; separate from other 
travel reimbursements  

Gene therapy  
You use a Cigna Designated 
Facility and there is no such 
provider within 60 miles of your 
primary residence  

$10,000 lifetime limit; separate 
from other travel reimbursements  

All other medical and behavioral 
health services52  

You use an in-network provider 
and there is no in-network 
provider or care available within 
100 miles of your primary 
residence  

$10,000 lifetime limit, separate 
from other travel reimbursements  

 
Surest Travel and Lodging Guidelines 
The Plan covers expenses for travel and lodging for the Participant and a travel companion as follows: 

• Transportation of the participant and one companion who is traveling on the same day(s) to and/or 
from the site of the qualified procedure provided by a Designated Provider for care related to one of the 
programs listed below. 

 
52 Fertility benefits administered through Maven are eligible for the Cigna Travel and Lodging benefit. 
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• The eligible expenses for lodging for the participant (while not a hospital inpatient) and one 
companion. 

• If the participant is an enrolled dependent minor child, the transportation expenses of two companions 
will be covered. 

• Travel and lodging expenses are only available if the participant resides at least 50 miles from the 
Designated Provider. 

• Reimbursement for certain lodging expenses for the participant and their companion(s) may be 
included in the unearned taxable income of the Plan participant if the reimbursement exceeds the per diem 
rate. 

• The transplant program offers a lifetime maximum of $10,000 per participant ($25,000 lifetime 
maximum for bone marrow transplant), including transplant donor search and procurement, for all 
transportation and lodging expenses incurred by you and reimbursed under the Plan in connection with all 
qualified procedures.  

The Claims Administrator must receive valid receipts for such charges before you will be reimbursed. 
Reimbursement is as follows: 

Lodging 

• A per diem rate, up to $50.00 per day, for the patient or the caregiver if the patient is in the Hospital. 

• A per diem rate, up to $100.00 per day, combined for the patient and one caregiver. When a child is 
the patient, two persons may accompany the child.  

Examples of items that are not covered: 

o Groceries. 

o Alcoholic beverages. 

o Personal or cleaning supplies. 

o Meals. 

o Over-the-counter dressings or medical supplies. 

o Deposits. 

o Utilities and furniture rental, when billed separate from the rent payment. 

o Phone calls, newspapers, or movie rentals. 

Transportation 

• Automobile mileage (reimbursed at the IRS medical rate) for the most direct route between the 
patient's home and the in-network Provider or Designated Provider. 

• Taxi, Uber/Lyft fares (not including limos or car services / rental cars). 

• Economy or coach airfare. 
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• Parking. 

• Trains. 

• Boat. 

• Bus. 

• Tolls. 

Listed below are the items that are covered, excluded, or limited under the travel and lodging benefit 
administered by Aetna, Cigna, or Surest. 

Covered Items 

Lodging • Allowance of $100 per day for two people ($50 for one). 

Travel • 100% covered, up to total lifetime maximum (Cigna and Surest) or occurrence 
maximum (Aetna) listed above (if you are enrolled in Plan Option C through Aetna or 
Cigna, deductible and coinsurance apply), 

• Air, train and bus fares at coach rates; personal car mileage, car rental, including 
mileage (if charged by car rental agency); gas; parking (excluding valet) and tolls, 

• Transportation of the patient and one companion who is traveling on the same day(s) to 
and/or from the site where the services are given for the purposes of an evaluation, the 
procedure or other treatment, or necessary post-discharge follow-up. 

Items Not Covered 

Convenience and Entertainment • Telephone, fax, 
• Movies, books and video rentals. 

Groceries • Alcoholic beverages, paper products, toiletries, personal hygiene products. 

Miscellaneous • Laundry service or dry cleaning, laundry detergent, 

• Gratuities of any kind, 

• Cooking utensils, appliances, meals and furniture.  

Travel • First-class and business-class airfare; U-Hauls. 

• Travel and Lodging Guidelines  

 

• Aetna: A maximum Benefit of $10,000 per Covered Person per eligible treatment 
applies for all travel and lodging expenses reimbursed under this Plan during the entire 
period that person is covered under this Plan. 

• Cigna and Surest: A maximum Benefit of $10,000 per Covered Person applies for all 
travel and lodging expenses reimbursed under this Plan during the entire period that 
person is covered under this Plan. A separate maximum Benefit of $25,000 per 
Covered Person applies for bone marrow transplants during the entire period that 
person is covered under this Plan 

• Original and itemized receipts must be submitted to be eligible for reimbursement. 
• For more information, please call the number on your Health Plan ID card. 
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Maven Integrated Fertility Benefit Administration 
If you are enrolled in the Firm’s Medical Plan with Aetna, Cigna, or Surest, your fertility benefits will be 
administered by Maven Clinic. The Plan deductible and coinsurance, as well as the Firm’s lifetime family 
building lifetime household maximum, will continue to apply to these services, but Maven will administer the 
claims and coordinate with Aetna, Cigna, or Surest to ensure coordination across Plan deductibles and out-of-
pocket maximums.  

Additionally, a person seeking coverage must meet the following requirements: 
• The person receiving the fertility services must have enrolled with Maven Clinic, the administrator of the 

fertility benefit program; and  
• The Covered Fertility Services must be incurred while the person receiving the fertility services was enrolled 

in the Aetna, Cigna, or Surest Medical Plan options. 

Benefits 
Your fertility benefit through Maven covers the services listed in the Fertility Services section below. If a 
service or procedure is not listed, it is not covered by Morgan Stanley’s fertility benefit program managed by 
Maven.  

Covered Fertility Services are subject to cost-share consistent with Aetna’s, Cigna’s, and Surest’s Plan design 
(e.g., deductible, coinsurance, copay). You will be responsible for paying your portion of the cost-share prior to 
incurring Covered Fertility Services payable under this fertility benefit program. 

The fertility benefit program provides benefits for Covered Fertility Services, up to a per household lifetime 
maximum of $75,00053. The $75,000 lifetime maximum applies to all fertility-related services processed 
through the fertility benefits program. Fertility benefit coverage of $75,000 lifetime maximum is provided on a 
per household per lifetime basis. Once the household lifetime maximum is reached, no further services will be 
covered under the Plan. The $75,000 household lifetime maximum may not be reset by switching Medical Plan 
administrators. See page 225 in the Glossary section for additional information on the definition of Lifetime 
Maximum 

Note that in cases where both an eligible employee and their eligible dependent(s) are employees of Morgan 
Stanley and both are enrolled in Morgan Stanley’s Medical Plan, a per household $75,000 lifetime maximum 
would still apply. 

Fertility Services 
You may receive benefits for Covered Fertility Services for the following eligible services: 

• Procedures related to initial evaluation and timed intercourse (TI); including but not limited to: 
– Office visit(s) 
– Related blood work 
– Related ultrasounds 
– Hysterosalpingography (HSG) or Saline Sonogram (SIS) 
– Semen analysis 

• Procedures related to intrauterine insemination (IUI); including but not limited to: 
– All of the above, and 
– Simple or complex sperm wash & prep  
– Insemination 

• Procedures related to preservation of eggs, sperm, and/or embryos; including but not limited to: 
– All of the above, and 

 
53 For the purposes of the Morgan Stanley Family Building benefit, ‘household’ is defined as an eligible employee and their eligible dependents as defined in the Plan 
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– Anesthesia 
– Assisted hatching 
– Blastocyst culture 
– Embryo biopsy and culture 
– Intracytoplasmic sperm injection (ICSI) 
– Oocyte identification and fertilization 
– Preparation and cryopreservation of eggs, sperm, and/or embryos 
– Retrieval  
– Tissue storage (one year)54 

• Procedures related to in vitro fertilization (IVF); including but not limited to:  
– All of the above, and 
– Embryo thaw 
– Embryo transfer 
– INVOcell 

• Medications related to egg stimulation, retrieval, and transfer 
• Embryology diagnostic and screening tests specified herein: Preimplantation genetic screening (PGS), 

Preimplantation genetic testing (PGT)  
• Surgery to reverse prior surgery that prevented the person operated on from having children (reversal of 

sterilization) 
• The following are male fertility services only:  

o Consultations with a licensed fertility specialist,  
o Male factor evaluation, including but not limited to semen analysis, bloodwork, and ultrasounds 
o Hormone therapy for infertility  
o Percutaneous epididymal sperm aspiration (PESA) 
o Testicular sperm extraction (TESE) 
o Microdissection testicular sperm extraction (mTESE) 
o Testicular Sperm Aspiration (TESA)  
o Microepididymal Sperm Aspiration (MESA)  
o Percutaneous Vasal Sperm Aspiration / Vasal Sperm Aspiration (PVSA /VASA) 
o Varicocele (unilateral and bilateral)  
o Surgery to reverse prior sterilization (vasectomy reversal) 

• Treatment for male factor infertility procedures; including but not limited to: 
– Testicular sperm extraction (TESE) 
– Percutaneous epididymal sperm aspiration (PESA) 
– Testicular microdissection 
– Varicocele 

Services not listed are not covered. 

Payment and Reimbursement 

 
54 Cryopreservation storage is limited to a one-time 12-month period and must be associated with a cycle covered under Maven; The 12-month period begins 
immediately following the related treatment. 
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If you use a Maven Performance Network (MPN) (in-network) provider, you will be charged your applicable 
member cost share, but the remaining Plan costs of Covered Fertility Services will be automatically submitted 
to and processed by Maven Wallet as the services are received, up to the lifetime maximum. This means you 
will generally not have to submit claims or request reimbursement for Covered Fertility services provided by 
the MPN provider.  
As noted above, Covered Fertility Services are subject to cost-share consistent with Aetna, Cigna, or Surest’s 
plan design (e.g., deductible, coinsurance, copay). You will be responsible for paying your portion of the cost-
share of Covered Fertility Services payable under this fertility benefit program. 
Ancillary services prescribed by the MPN provider to outside labs, facilities, or non-MPN providers may be 
covered under this fertility benefit program and may require you to submit for reimbursement through Maven.  
In limited circumstances with the Plan Administrator’s prior approval, you may continue using your out-of-
network provider. Note: fertility benefits covered by Maven are limited to care provided in the U.S.  
For more information, please contact your Maven Care Advocate for a Network Exception Request Form or 
email support@mavenclinic.com. If your request is approved, you will be able to submit eligible out-of-pocket 
expenses for reimbursement of Covered Fertility Services incurred up to your benefit maximum through the 
exception expiration date through Maven Wallet (remember you are responsible for paying your deductible, 
copay or coinsurance; these are not reimbursable). You must request an exception to utilize an out-of-network 
provider at least 14 days prior to receiving services from that provider. 
If you have an approved exception to use a non-MPN (out-of-network) provider, you will pay the full cost of the 
Covered Fertility Services out-of-pocket and then submit a request for reimbursement for the Plan’s portion of 
the eligible Covered Fertility Services to Maven Wallet, up to the lifetime maximum.  
You must submit a request for reimbursement of Covered Fertility Services within 180 days of when the 
Covered Fertility Service was incurred.  
If you do not have an approved exception to use a non-MPN provider, your services will not be covered or 
reimbursed by the Plan.  
If you terminate participation in the Plan, you may submit for reimbursement of eligible expenses (incurred 
before the date you terminate participation) during the Period of Coverage up to 90 days after your participation 
terminates or when the expense submission timeline of 180 days elapses – whichever date is earliest.  
All claims should be submitted through the Maven Clinic mobile application.  
If you do not wish to submit your claim through the Maven Clinic mobile application, please email 
support@mavenclinic.com or write Maven Clinic Co., at 160 Varick Street, 6th Floor, New York, NY 10013, 
Attn: Wallet Operations. 
 
 

Medical Plan—National Coverage Options Exclusions 
Listed below are services, supplies, medical care and/or treatment options that are excluded under Medical 
Plan coverage administered by Aetna, Cigna, or Surest. The below list of exclusions and limitations is subject 
to change, and you must contact the number on the back of your Health Plan ID card directly for information 
about any additional exclusions that may apply. For regional options exclusions, please visit the Benefit Center 
website or contact the regional option’s Plan Administrator directly. 

CATEGORY EXCLUSIONS 

Act of War • Any loss caused or contributed to by any declared or undeclared act of war, riots or 
insurrection or by an illness or injury sustained while in the armed forces of any country. 

Acupuncture • Services not performed by an MD or a certified acupuncturist, 

• Services provided by an Oriental Medical Doctor (OMD). 

mailto:support@mavenclinic.com
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Cryopreservation • Subject to the Firm’s family building per household lifetime maximum benefit amount of 
$75,000 and limited to 12 months of storage. 

• Certain exclusions and limitations apply. Contact Plan Administrator for details. 

Custodial/Convalescent Care • The following services for confinement for custodial or convalescent care, rest cures or long-
term custodial health care: 

- Nonhealth-related services such as daily living assistance (including, but not limited 
to, feeding, dressing, bathing, transferring, ambulating), 

- Health-related services that do not seek to cure or that are provided when the 
patient’s medical condition is not changing, 

- Health-related services that do not require continued administration by trained 
medical personnel to be delivered safely and effectively, and 

- Other custodial services or self-care activities, homemaker services and services 
primarily for rest, domiciliary or convalescent care. 

Dental Services • Any dental services, other than those required as a result of an accidental injury to sound, 
natural teeth if service is provided within six months of injury (or within 12 months if medically 
necessary); or due to a congenital syndrome or teeth lost due to cancer treatment (Aetna 
does not cover dental services due to a congenital syndrome or teeth lost due to cancer 
treatment); doctor’s services for X-ray examinations in conjunction with mouth conditions due 
to a periodontal or periapical disease; or any condition (other a malignant tumor) involving 
teeth, surrounding tissue or structure, the alveolar process or the gingival tissue, 

• Care of or treatment to the teeth, gums or supporting structures, including, but not limited to, 
periodontal treatment, endodontic services, extractions, implants or any treatment to improve 
the ability to chew or speak, with the exception of services related to treatment of 
temporomandibular joint (TMJ) disorders, 

• Oral appliances or orthotic splints, even if related to the treatment of TMJ (not an exclusion 
under Surest), 

• Surgical correction or other treatment of malocclusion, 

• Preventive care, diagnosis, treatment of or related to the teeth, jawbones or gums, including: 

- Transplant preparation (Cigna only), 

- Extraction, restoration and replacement of teeth, 

- Medical or surgical treatments of dental conditions, 

• Services to improve dental clinical outcomes, 

• Dental implants where a clinically acceptable alternative is available, 

• Dental braces, and 

• Dental X-rays, supplies and appliances, and all associated expenses, including 
hospitalizations. 

NOTE: The following procedures and treatments may be covered, as determined by the Health 
Plan Administrator, as noted below: 

• Initiation of immune suppressives, 

• The direct treatment of acute traumatic injury, cancer or cleft palate, 

• Anesthesia and any related facility charges for dental procedures, limited to the following: 
- Individual who is age 7 years or younger, 
- Individual who is severely psychologically impaired or developmentally disabled, 

- Individual who has one or more significant medical disorders or diseases that 
preclude the use of other local anesthesia or conscious sedation or for which careful 
monitoring is required during and immediately following the planned procedure. 
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Medical Plan—National Coverage Options Exclusions (continued) 
CATEGORY EXCLUSIONS 

Eligibility • Charges for treatment or supplies received (a) before coverage under the Plan begins, or (b) 
after it is terminated, including health services for medical conditions beginning before the 
date your coverage under the Plan starts, 

• Expenses incurred by a dependent if they are covered as an employee for the same services 
under the Plan. 

Experimental/Investigative • Treatments of any kind that are considered by the Plan Administrator to be experimental, 
investigative and educational or provided primarily for research (see Experimental, 
Investigational or Unproven Services definition in the Glossary, starting on page 222). 
Benefits will not be provided even if the Experimental, Investigational or Unproven Service, 
treatment, device or pharmacological regimen is the only available treatment for a particular 
condition. 

Fertility • Services not received under the Maven Integrated Fertility Benefit, 

• The following services related to Gestational Carrier or Surrogate: 
- Fees for the use of a Gestational Carrier or Surrogate, 
- Insemination costs of Surrogate or transfer of embryo to Gestational Carrier except 

as provided under Additional Benefit Coverage for Reciprocal IVF or Partner IVF, 
- Pregnancy services for a Gestational Carrier or Surrogate who is not a Covered 

Person, 
- Fees or direct payment to a donor for sperm or ovum donations, 
- Long-term storage (longer than one year) of reproductive materials such as sperm, 

eggs, embryos, ovarian tissue and testicular tissue. Monthly fees for maintenance 
and/or storage of frozen embryos after 12 months are not covered under the Plan,  

- Any experimental, investigational or unproven fertility procedures or therapies, as 
determined by the Plan Administrator, 

- Donor services and nonmedical costs of oocyte or sperm donation, such as donor 
agency fees, 

- Ovulation predictor kits, 
- Artificial reproductive treatments done for nongenetic disorder sex selection or 

eugenic (selective breeding) purposes, 
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Medical Plan—National Coverage Options Exclusions (continued) 
CATEGORY EXCLUSIONS 

Fitness • Membership fees or costs for health clubs, weight loss clinics and similar programs, 

• Physical conditioning programs such as athletic training, bodybuilding, exercise, fitness, 
flexibility and/or general motivation, and 

• Personal trainers. 

Foot Care  • Routine foot care, including paring and removing of corns, bunions, calluses, toenails, flat 
feet, fallen arches, weak feet and chronic foot strain, except to treat severe systemic 
disease; Foot care related to diabetes and peripheral vascular disease is covered, 

• Symptomatic complaints of the feet, except capsular or bone surgery related to bunions and 
hammertoes, 

• Shoe orthotics, except for custom-molded shoe inserts prescribed to treat a disease or 
illness of the foot, 

• Hygienic and preventive maintenance foot care, including: 
- Cleaning and soaking the feet, 
- Applying skin creams in order to maintain skin tone, 
- Other services that are performed when there is not a localized illness, injury or 

symptom involving the foot, and 

• Treatment of subluxation of the foot. 

Government Agency/Laws/Plans • Services or supplies furnished by or reimbursable through a government-sponsored agency 
or program (except as provided under the Medicare secondary payer rules), 

• Services for care provided in any government hospital or facility when the individual is 
eligible for government benefits, 

• Services or supplies (a) furnished by or for any government, unless payment is legally 
required, or (b) to the extent that such services or supplies are provided by any 
governmental program or law under which the individual is, or could be, covered: 
- Item (b) does not apply to Medicaid or to any law or plan when its benefits are in 

addition to a private plan or program. 

• Services covered under Workers’ Compensation, no-fault automobile insurance or similar 
statutory programs, 

• Services furnished by governmental plans, 

• Health services for treatment of military service-related disabilities, when you are legally 
entitled to other coverage and facilities are reasonably available to you, and 

• Health services while on active military duty. 

Hearing • Aetna and Cigna: Hearing aids, in excess of $3,000 Plan maximum every 36 months for 
persons age 19 and over and every 24 months for children up to age 19. 

• Surest: $3,000 maximum benefit every 36 months 

Hospital Charges  • Charges made by a hospital for confinement in a special area of the hospital that provides 
nonacute care, including, but not limited to, the type of care given by the facilities listed 
below. If that type of facility is otherwise covered under this Plan option, then benefits for that 
covered facility which is part of a hospital are payable at the coverage level for that facility, 
not at the coverage level for a hospital: 
- Adult or child day care center, 
- Birth center (birth centers are paid at the same rate as the hospital benefit), 
- Halfway house, 
- Hospice, 
- Skilled nursing facility, 
- Treatment center, and 
- Vocational rehabilitation center. 

• Any other area of a hospital that renders services on an inpatient basis for care other than 
the acute care of sick, injured or pregnant persons. 
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Medical Plan—National Coverage Options Exclusions (continued) 
CATEGORY EXCLUSIONS 

Medical Supplies and Appliances • Devices used specifically as safety items or to affect performance in sports-related activities, 

• Prescribed or nonprescribed supplies and disposable supplies including, but not limited to, 
elastic stockings, ace bandages, other bandages, skin preparations, test strips, gauze, splints, 
bedpans, compresses, support hose, devices not intended for reuse, and dressings (ostomy 
supplies and catheters are covered), and 

• Tubings, nasal cannulas, connectors and masks are not covered except when used with 
durable medical equipment. 

 

Medications • Services for prescription and nonprescription medications, unless administered while in a 
hospital or emergency room (may be covered by prescription drug benefits), 

• Prescription drug products for outpatient use that are filled by a prescription order or refill 
(may be covered by prescription drug benefits), 

• Self-injectable medications (may be covered under prescription drug benefits), and 

• Noninjectable medications given in a physician’s office, except as required in an emergency, 

• Outpatient prescription or non-prescription drugs and medicines (may be covered under 
prescription drug benefits) 

• Specialty prescription drugs unless stated otherwise in this SPD (may be covered under 
prescription drug benefits) 

 

Mental Health/Substance Abuse  • Any court-ordered treatment,therapy, supplies, or any treatment or therapy ordered as a 
condition of parole, probation or custody or visitation evaluations unless medically necessary 
and otherwise covered under the Plan, 

• Treatment of disorders which have been diagnosed as organic mental disorders associated 
with permanent dysfunction of the brain, 

• Services that are solely educational in nature or otherwise paid under state or federal law or 
purely education purposes, 

• Tuition or services that are school-based for children and adolescents required to be 
provided by, or paid for by, the school under the Individuals with Disabilities Education Act,  

• Services performed in connection with conditions not classified in the current edition of the 
Diagnostic and Statistical Manual of the American Psychiatric Association, 

• Services for mental health/substance abuse that extend beyond the period necessary for  
short-term evaluation, diagnosis, treatment, or crisis intervention, 

• Outside of an assessment, services as treatments for the primary diagnoses of learning 
disabilities, pyromania, kleptomania, gambling disorder, and paraphilic disorders, 

• Treatment provided in connection with or to comply with involuntary commitments, police 
detentions and other similar arrangements, unless authorized by the Health Plan Administrator 
(Aetna, Cigna or Surest) or its mental health/substance abuse vendor, and 

• Services or supplies for the diagnosis or treatment of mental illness, alcoholism or substance 
abuse disorders that, in the reasonable judgment of the Health Plan Administrator or its mental 
health/substance abuse vendor, are any of the following: 

- Not consistent with prevailing national standards of clinical practice for the treatment 
of such conditions, 

- Not consistent with prevailing professional research demonstrating that the services 
or supplies will have a measurable and beneficial health outcome, 

- Typically do not result in outcomes demonstrably better than other available treatment 
alternatives that are less intensive or more cost-effective, 

- Not consistent with the Health Plan Administrator’s or its mental health/substance 
abuse vendor’s guidelines or best practices as modified from time to time, and 
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- The Health Plan Administrator or its mental health/substance abuse vendor may 
consult with professional clinical consultants, peer review committees or other 
appropriate sources for recommendations and information regarding whether a 
service or supply meets any of these criteria. 

• Nonroutine and routine use of psychological testing without preauthorization. 

 
Medical Plan—National Coverage Options Exclusions (continued) 

CATEGORY EXCLUSIONS 

Miscellaneous  • Lamaze classes, 

• Ecological or environmental medicine, diagnosis and/or treatment, 

• Herbal medicine or holistic or homeopathic care, including drugs, 

• Acupressure, aromatherapy, hypnotism, Rolfing and other forms of alternative medicine as 
defined by the Office of Alternative Medicine of the National Institutes of Health, 

• Chelation therapy, except to treat heavy metal poisoning, 

• Circumcision not performed in a hospital as part of initial hospital stay, 

• Naturopaths and naturalists, 

• Massage therapy, 

• Enteral feedings and other nutritional and electrolyte formulas, including infant formula, 
donor breast milk, nutritional supplements, dietary supplements, electrolyte supplements, 
diets for weight control or treatment of obesity (including liquid diets or food), food of any 
kind (diabetic, low-fat, low-cholesterol), oral vitamins and oral minerals, except when a 
certain enteral formula is needed as the sole source of nutrition or for the treatment of inborn 
errors of metabolism, 

• Feedings provided through a feeding tube necessary to treat a metabolic condition or to treat 
and control symptoms and progressions of an illness or disease (if covered by your Medical 
Plan option) require preauthorization. If services are not preauthorized, coverage will be 
denied (not an exclusion under Cigna), 

• Vitamins, minerals, megavitamin and nutrition-based therapy, 

• Services payable by another plan or insurer under the Coordination of Benefits provisions of 
the Medical Plan, 

• Travel or transportation expenses, even though prescribed by a physician, unless provided 
and approved under the Travel and Lodging provision, 

• If an out-of-network provider waives copays and/or the annual deductible for a particular 
health service, no benefits are provided for the health service for which the copays and/or 
annual deductible are waived, 

• Respite care, 

• Psychosurgery, 

• Stem cell maintenance and storage, 

• Treatment of benign gynecomastia (abnormal breast enlargement in males) unless 
determined to be medically necessary by the Health Plan Administrator, 

• Medical and surgical treatment of excessive sweating (hyperhidrosis) (not an exclusion 
under Cigna), 

• Medical and surgical treatment for snoring, except when provided as a part of treatment for 
documented obstructive sleep apnea, 
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• Appliances for snoring, 
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Medical Plan—National Coverage Options Exclusions (continued) 
CATEGORY EXCLUSIONS 

Miscellaneous (continued) • Any charges for room or facility reservations or record processing, 
• Any charges higher than the actual charge. The actual charge is defined as the provider’s 

lowest routine charge for the service, supply or equipment, 
• Any charge for services, supplies or equipment advertised by the provider as free, 
• Any charges by a provider sanctioned under a federal program for reason of fraud, abuse or 

medical competency, 
• Any charges prohibited by federal anti-kickback or self-referral statutes, 
• Any charges by a resident in a teaching hospital where a faculty physician did not supervise 

services, 
• Treatment consisting of routine, long-term or nonmedically necessary care provided to 

prevent recurrences or to maintain the patient’s current status, 
• Spinal treatment, including chiropractic and osteopathic manipulative treatment, to treat an 

illness such as asthma or allergies, 
• Services performed by Christian Science practitioners, 
• Craniosacral/cranial therapy, 
• Dance and movement therapy, 
• Applied kinesiology, 
• Prolotherapy, 
• Extracorporeal shock wave lithotripsy (ESWL) for musculoskeletal and orthopedic conditions, 
• Nonmedical counseling or ancillary services, including, but not limited to, custodial services, 

education, training, vocational rehabilitation, behavioral training, biofeedback, 
neurofeedback, hypnosis, sleep therapy, employment counseling, back-to-school and return-
to-work services, work hardening programs, driving safety, and services, training, 
educational therapy or other nonmedical ancillary services for learning disabilities, autism or 
mental retardation, 

• Therapy or treatment intended primarily to improve or maintain general physical condition or 
for the purpose of enhancing job, school, athletic or recreational performance, including, but 
not limited to, routine, long-term or maintenance care which is provided after the resolution of 
the acute medical problem and when significant therapeutic improvement is not expected, 
and 

• Blood administration for the purpose of general improvement in physical condition. 
• Services provided by a spouse, civil union partner, domestic partner, parent, child, stepchild, 

brother, sister, in-law, or any household member 
• Services, devices and supplies such as drugs or preparations designed primarily to enhance 

your strength, physical condition, endurance or physical performance 
• Coverage available to you under workers’ compensation or a similar program under local, 

state or federal law for any illness or injury related to employment or self-employment 
• Any cost for a service when any out-of-network provider waives all or part of your 

copayment, payment percentage, deductible, or any other amount 
• A treatment, device, drug, service or supply to increase or decrease height or alter the rate 

of growth 
• Surgical procedures, devices and growth hormones to stimulate growth 
• Any service or supply for education, training or retraining services or testing. This includes: 

‒ Special education 
‒ Remedial education 
‒ Wilderness treatment programs (whether or not the program is part of a 

residential treatment facility or otherwise licensed institution) 
‒ Job training  
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‒ Job hardening programs 
• Educational services, schooling or any such related or similar program, including therapeutic 

programs within a school setting. 
Preventive Care • Services not categorized as preventive under the Plan, 

• Vision perception training. 

Smoking Cessation Programs • Transdermal patches/nicotine gum, 

Treatment and services provided in connection with tobacco dependency unless 
recommended by the United States Preventive Services Task Force (USPSTF). Programs 
provided by your Health Plan Administrator (Surest) may offer additional coverage. Please 
contact the number on the back of your medical plan ID card for more information. 
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Medical Plan—National Coverage Options Exclusions (continued) 
CATEGORY EXCLUSIONS 

Special Charges/Services  • Any services, treatments or supplies administered by a facility that is not licensed under state 
law, 

• Fees or charges made by an individual, agency or facility operating beyond the scope of its 
license, 

• Any services, treatments or supplies that are not medically necessary for the prevention, 
diagnosis or treatment of an illness, injury or pregnancy, as determined by your Health Plan 
Administrator (Aetna, Cigna or Surest), 

• Health services and supplies that do not meet the definition of Covered Health Services 
•  as defined in the Glossary, 

• Physical, psychiatric or psychological exams, testing, vaccinations, immunizations (except 
travel immunizations) or treatments that are otherwise covered under the Medical Plan when, 

- Required solely for purposes of career, education, sports or camp, travel,55 
employment, insurance, marriage or adoption, 

- Related to judicial or administrative proceedings or orders, 

- Conducted for purposes of medical research, and 

- Required to obtain or maintain a license of any type. 

• Services for hospital confinement primarily for diagnostic studies, 

• Education, training, and bed and board while confined in an institution that is mainly a school 
or other institution for training, a place of rest, a place for the aged or a nursing home, 

• Services, supplies, medical care or treatment given by one of the following members of the 
employee’s immediate family, 

- The employee’s spouse or domestic partner, 

- The child, brother, sister, parent or grandparent of either the employee or the 
employee’s spouse or domestic partner. 

• Services performed by a provider with your same legal residence, 

• Charges in excess of the Eligible Expenses fee, other than for out-of-network emergency 
room services or emergency transportation, 

• Services and supplies for which no charge is made or for which you or a dependent have no 
legal obligation, 

• Services given by volunteers or persons who do not normally charge for their services, 

• Services for telephone consultations (excluding telemedicine), charges for failure to keep a 
scheduled visit, charges for completion of a claim form or charges for giving information 
concerning a claim, 

• Charges for any confinement or treatment given in connection with a service or supply that is 
not covered under the Plan, 
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Medical Plan—National Coverage Options Exclusions (continued) 
CATEGORY EXCLUSIONS 

Special Charges/Services 
(continued) 

• Separate charges by interns, residents, house physicians or other health care professionals 
who are employed by the covered facility, 

• Services provided at a freestanding or hospital-based diagnostic facility without an order 
written by a physician or other provider. Services that are self-directed to a freestanding or 
hospital-based diagnostic facility. Services ordered by a physician or other provider who is 
an employee or representative of a freestanding or hospital-based diagnostic facility, when 
that physician or other provider (a) has not been actively involved in your medical care prior 
to ordering the service, or (b) is not actively involved in your medical care after the service is 
received. This exclusion does not apply to mammography testing, 

• Standby services required by a physician, 

• Services given by a pastoral counselor, 

• Expenses you would not be required to pay for if there were no health coverage, 

• Personal convenience or comfort items including TVs, telephones, first-aid kits, exercise 
equipment, air conditioners, humidifiers, saunas and hot tubs, 

• Devices and computers to assist in communication and speech, except when there is no 
other ability, verbally or otherwise, to communicate. Before purchasing one of these devices, 
there is a mandatory three-month rental period. Home remodeling to accommodate a health 
need (such as ramps and swimming pools) is excluded, 

• Medical, surgical, diagnostic, psychiatric, substance abuse or other health care services, 
technologies, supplies, treatments, procedures, drug therapies or devices that are, at the 
time of determination: 

- Not approved by the U.S. Food and Drug Administration (FDA) to be lawfully 
marketed for the proposed use, and not identified in the American Hospital Formulary 
Service or the U.S. Pharmacopoeia Dispensing Information as appropriate for the 
proposed use, 

- Subject to review and approval by any institutional review board for the proposed use, 
and 

- The subject of an ongoing clinical trial that meets the definition of a Phase 1, 2 or 3 
clinical trial as set forth in the FDA regulations, regardless of whether the trial is 
actually subject to FDA oversight, or not demonstrated through prevailing peer-
reviewed medical literature to be safe and effective for treating or diagnosing the 
condition or illness for which its use is proposed. 

• Nonrestorative therapies. 
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Medical Plan—National Coverage Options Exclusions (continued) 
CATEGORY EXCLUSIONS 

Surgery • Services for cosmetic procedures, which are defined as procedures or services that change 
or improve appearance without significantly improving physiological function (See, however, 
the Note below on covered gender affirmation services), as determined by your Health Plan 
Administrator (Aetna, Cigna, or Surest), except for reconstructive surgery following a 
mastectomy. Examples include: 
- Pharmacological regimens, nutritional procedures or treatments, 
- Scar or tattoo removal or revision procedures (such as salabrasion, chemosurgery 

and other such skin abrasion procedures), and 
- Skin abrasion procedures performed as a treatment for acne. 

• Reconstructive procedures are covered. Services are considered reconstructive procedures 
when a physical impairment exists, and the primary purpose of the procedure is to improve 
or restore physiologic function for an organ or body part. By “improving or restoring 
physiologic function,” it is meant that the target organ or body part is made to work better. 
Benefits for reconstructive procedures include breast reconstruction following a mastectomy 
and reconstruction of the nonaffected breast to achieve symmetry, as mandated by the 
Women’s Health and Cancer Rights Act of 1998, 

• Upper and lower jawbone surgery is not covered, except as required for direct treatment of 
acute traumatic injury or cancer or TMJ, and 

• Orthognathic surgery and jaw alignment, except as for the treatment of temporomandibular 
joint (TMJ) disorders or, except as treatment for obstructive sleep apnea or to repair or 
correct a severe facial deformity or disfigurement that orthodontics alone cannot correct, 
provided that the deformity or disfigurement is accompanied by a documented, clinically 
significant functional impairment and there is reasonable expectation that the procedure will 
result in meaningful functional improvement; or the orthognathic surgery is medically 
necessary as a result of tumor, trauma or disease; or the orthognathic surgery is performed 
prior to age 19 and is required as a result of a severe congenital facial deformity or 
congenital condition. Repeat or subsequent orthognathic surgeries for the same condition 
are covered only when the previous orthognathic surgery met the above requirements and 
there is a high probability of significant additional improvement as determined by the 
utilization review. Preauthorization is required. 

Note: Covered gender affirmation services may include any of the following: orchiectomy, 
penectomy, vaginoplasty, clitoroplasty, labiaplasty; hysterectomy, salpingo-oophorectomy, 
vaginectomy, metoidioplasty, scrotoplasty, urethroplasty, placement of testicular prostheses, 
phalloplasty,reduction thyroid chondroplasty, rhinoplasty, facial bone reconstruction, face lift, 
blepharoplasty, electrolysis, breast augmentation, and voice lessons/therapy. Diagnosis of 
gender dysphoria and preauthorization for covered gender affirmation surgeries and treatments 
are required. Please call the number on the back of your health plan ID card to confirm 
coverage before receiving treatment.  

Temporomandibular Joint (TMJ) 
Disorders  

• Oral appliances or orthotic splints, even if related to treatment of TMJ. 
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Medical Plan—National Coverage Options Exclusions (continued) 
CATEGORY EXCLUSIONS 

Transplant Services  • Health services for transplants involving mechanical or animal organs, 

• Health services connected with the removal of an organ or tissue from you for purposes of a 
transplant to another person, 

• Health services for organ and tissue transplants that are not listed below. Any multiple-organ 
transplant not listed below, unless determined by your Health Plan Administrator (Aetna, 
Cigna, or Surest) to be a proven procedure for the involved diagnoses: 

- Heart transplants, 

- Heart/lung transplants, 

- Lung transplants, 

- Kidney transplants, 

- Kidney/pancreas transplants, 

- Liver transplants, 

- Liver/small bowel transplants, 

- Pancreas transplants, 

- Small bowel transplants, and 

- Some bone marrow transplants; contact your Health Plan Administrator for 
information. 

Vision Care • Eyeglasses or contact lenses unless required due to accidental injury or cataract surgery 
(eyeglasses and contact lenses limited to the first pair of contact lenses or first pair of 
eyeglasses following keratoconus or cataract surgery only), 

• Surgery and other related treatment that are intended to correct nearsightedness, 
farsightedness, presbyopia and astigmatism, including procedures such as radial 
keratotomy, laser and other refractive eye surgery. 

Weight-Related • Weight loss programs, whether or not they are under medical supervision. Weight loss 
programs for medical reasons are also excluded, 

• Nonsurgical treatment of obesity, including morbid obesity, 

• Surgical treatment of obesity is excluded unless severe morbid obesity (defined as BMI 
greater than 40, or BMI of 35 with additional diseases or disorders); covered only with 
preauthorization, 

• Abdominoplasty, 

• Panniculectomy, and 

• Liposuction. 

Wigs/Toupees • Wigs or toupees, unless the cause of hair loss is cancer, alopecia, dermatophytosis of scalp, 
leukemia, lupus erythematosus, diseases that cause hair loss, burns or injuries that cause 
hair loss or prevent hair regrowth, and drugs that cause hair loss, including radiation or 
chemotherapy. For these purposes, there is a limit of one wig/toupee per calendar year. 
Wig/toupees from in-network providers will be reimbursed at a negotiated fee between your 
Health Plan Administrator and provider. Wig/toupees from out-of-network providers have a 
$1,000 maximum reimbursement per calendar year. Excludes hair transplants, hair weaving 
or any drug if it is used in connection with baldness or to promote hair growth. No additional 
allowance is payable for liquid adhesive, adhesive remover, wipes/solvents and tape. 
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Prescription Drugs  
The Morgan Stanley Medical Plan includes prescription drug coverage. If you elect Option A, B or C 
administered by Aetna or Cigna, or Option D administered by Surest, your prescription drug coverage is 
administered by Express Scripts.  
If you participate in one of the regional coverage options, prescription drug coverage is administered through 
your regional Health Plan Administrator. Please contact the Health Plan Administrator or visit its website for 
information about prescription drug copays, preferred drug or formulary lists and managed drug programs. 
Your prescription drug coverage includes a Tier 1 Generic, Tier 2 Preferred Brand-Name Formulary, Tier 3 
Nonpreferred Brand-Name Formulary, and Specialty Medications. 
Some prescription drugs have two names: the chemical or generic name, and the trademark or brand name. 
By law, both brand-name and generic equivalent drugs must contain the same active ingredients and meet the 
same standards for safety, strength and quality. Inactive ingredients, such as dyes, fillers and preservatives,  
may vary. 
Generic drugs are medications for which a patent has expired on the brand name medication. That means that 
competing companies can produce the same drug since it is no longer protected by a patent. Generic drugs 
are usually less costly than brand-name medications. Generic drugs, except for specialty generic medications, 
are listed under Tier 1. Preferred drugs, also referred to as “formulary” drugs, are brand-name drugs placed on 
Tier 2 at a lower coinsurance than brand-name drugs not on the preferred list. Nonpreferred drugs and 
specialty drugs are listed under Tier 3 formulary.  
The prescription drug program offers the option to fill your prescriptions at a retail pharmacy or through a Mail 
Service Program.  
Options A, B and D: When you have a prescription filled at a retail pharmacy, such as a drug store, you must 
first meet your annual prescription drug deductible before the Plan provides any payment. Prescription drug 
copays and coinsurance count toward your annual prescription drug out-of-pocket maximums and deductibles, 
but will not count toward your annual medical out-of-pocket maximums or deductibles if enrolled in Options A 
or B.  
• Mail service allows you to receive up to a 90-day supply of your prescription and usually reduces your out-

of-pocket expenses. 
Option C: Your prescription drug deductible and out-of-pocket maximum are combined with your medical 
deductible. Copays and coinsurance will apply toward your deductible and out-of-pocket maximum for 
nonpreventive drugs. Copays and coinsurance for any preventive drugs will apply only toward your out-of-
pocket maximum amounts. Preventative medications are covered at the applicable copay and coinsurance 
without regard to whether you have met your deductible. 
Lower-cost prescription drugs may be available to you outside of the prescription drug coverage provided 
under the Morgan Stanley Medical Plan through the use of coupons or prescription drug savings applications; 
however, any amounts spent on prescription drugs outside of this prescription drug coverage program will not 
be counted toward any deductibles or out-of-pocket maximums. 

Fertility Rx Through Maven 
If you are enrolled in Aetna, Cigna, or Surest and receiving fertility services through Maven, your fertility 
prescription drug coverage is administered through MavenRx. 
MavenRx is a fertility pharmacy benefit that includes concierge service and integrated payment. MavenRx 
leverages a formulary with negotiated rates and a network of pharmacy partners. Fertility prescription drug 
claims are submitted to Maven for review, approval, and payment or reimbursement. Maven integrates with 
Aetna, Cigna, Surest, and Express Scripts for prescription drug benefit accumulation against the Medical Plan 
and prescription drug annual deductible and out-of-pocket maximum. 
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Out-of-Network Coverage 
If you fill a prescription at a retail pharmacy that is not in Express Scripts’ network: 
• You will be reimbursed based upon the in-network cost of the drug, and will be responsible for any 

coinsurance due, according to the schedule on the following pages, and 
• You will be responsible for the difference in the total cost of the drug between an out-of-network pharmacy 

and an in-network pharmacy, 
• You will need to pay the entire cost up front and submit a claim form to Express Scripts with your receipt in 

order to be reimbursed. 
For example, if you have already met your annual deductible and the total cost of a Preferred Brand Name 
Drug is $120 at an out-of-network pharmacy and $100 at an in-network pharmacy: 
• You are responsible for the difference between $120-$100 ($20), and 
• Since you would be reimbursed for only the in-network cost of $100, based upon the schedule above, you 

would also be responsible for 30% coinsurance ($30), 
• You would pay $120 upfront and be reimbursed $70. 
As a result of the Affordable Care Act, certain over-the-counter drugs (such as aspirin, contraceptives, folic 
acid, etc.) may not require a copay or deductible if you have a prescription. 

Maintenance Medications Through Express Scripts  
If you use maintenance medications for an ongoing condition such as high blood pressure or diabetes, you are 
required to fill your maintenance drug prescriptions for a 90-day supply through the CVS Smart 90 program, 
Capsule Pharmacy, or the Express Scripts Pharmacy (home delivery). 
You will be provided three 30-day grace fills at a retail pharmacy. If you do not fill your medication through 
CVS Smart 90,Capsule network pharmacies, or Express Scripts home delivery, your claim will reject. This 
means you will have to pay the full cost at the pharmacy out of your own pocket, you will not be able to submit 
for reimbursement, and the payment will not count toward your plan’s deductible or out-of-pocket maximum.  
Members may continue to to fill acute medications in 30-day supplies at any in-network retail 
pharmacy.  
 
Express Scripts Pharmacy 
Express Scripts Pharmacy is Express Scripts’ mail-order option. To start using Express Scripts Pharmacy, you 
can choose between these easy options:  
• Call Express Scripts at the toll-free number on the back of your member ID card and let Express Scripts do 

all the work. For most medications, Express Scripts will be able to contact your doctor for you and arrange 
for your first mail-order supply, 

• Visit www.express-scripts.com. After logging in, select “Transfer your retail prescriptions” to get started. The 
Express Scripts Pharmacy will contact your doctor for you to obtain a 90-day prescription,  

• Ask your doctor for a new prescription for up to a 90-day supply, plus refills for up to one year (if 
appropriate). Then, ask your doctor to electronically send the prescription to the Express Scripts Pharmacy.  

To transfer any remaining maintenance medication refills from a retail pharmacy to home delivery, log in or 
register at www.express-scripts.com and look for “Transfer to home delivery” on the home page. Select the 
medications you’d like to transfer, click “Add to Cart” and check out. Express Scripts does the rest. 

Capsule Pharmacy 

Capsule Pharmacy provides free, same-day prescription delivery – including 90-day maintenance medications. 
To ger started, you can tell your provider to send your prescriptions to Capsule Pharmacy, or visit 

https://www.express-scripts.com/
https://www.express-scripts.com/
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www.capsule.com to transfer prescriptions from your old pharmacy to Capsule today. Once Capsule receives 
your prescription, within minutes you’ll receive a text to your mobile phone to schedule delivery. You’ll just pay 
your normal copay and a Capsule courier will hand deliver the medication to your door. Text, call, or chat with 
a pharmacist any time.  
Capsule is available in most US metro areas including the surrounding suburbs. Learn more and see if 
Capsule is in your area by visiting www.capsule.com. 

Filling Prescriptions Abroad 
If you have a prescription filled while traveling outside of the U.S., you will be required to pay the cost of the 
prescription and submit a claim form for reimbursement. Please submit the prescription drug receipt with a 
claim form to Express Scripts for processing. Prescriptions will be reimbursed based on the Express Scripts 
discounted rate, less any applicable copays, coinsurance and deductibles, but there must also be a 
corresponding U.S.-equivalent medication. 

Accredo, Express Scripts Specialty Pharmacy Program 
You are required to obtain your specialty medications through Express Scripts’ specialty pharmacy, Accredo, 
which provides many vital services not available through retail pharmacies. For non-urgent specialty 
medications, you are required to initiate filling at Accredo with the first fill, at the point when you are in greatest 
need of specialized pharmacy support and therapy education.  

SaveOnSP Program 
SaveOnSP is a specialty pharmacy copay assistance program that Express Scripts has partnered with to help 
you save money on certain specialty medications. If your specialty medication is on the SaveOnSP drug list, 
you can receive your medications free of charge ($0) if you enroll in the program. You will not be responsible 
for applicable copays if you enroll in the program. If you do not participate in the SaveOnSP program, you will 
be responsible for 30% of the cost of the drug. These specialty pharmacy drugs are considered nonessential 
health benefits under the Plan, so the cost of these drugs will not be applied toward satisfying your out-of-
pocket maximums. Express Scripts will notify you if you are eligible for the SaveOnSP program, or you can call 
SaveOnSP directly at 1-800-683-1074.  

Managing Prescription Drug Costs with the Step Therapy Program 
To help manage the continued escalation in health care costs, the Step Therapy Program was implemented to 
identify different medications that treat the same illnesses or conditions and recommend less expensive 
alternatives. Drugs included in the Step Therapy Program are grouped into categories, based on cost: 
• First-Line Drugs—Generic medications that are lower-cost alternatives than brand-name drugs. The Step 

Therapy Program is designed to encourage you and your physician to try or consider First-Line Drugs, 
because they often provide the same health benefit as more expensive drugs at a fraction of the cost, 

• Step 2 Drugs—Typically, brand-name drugs considered to be lower-cost alternatives to other brand-name 
drugs, and which provide effective treatment. Because they are not generic, Step 2 Drugs typically cost 
more than First-Line Drugs. You and your physician are encouraged to try Step 2 Drugs before higher-cost 
Step 3 Drugs (described below), 

• Step 3 Drugs—Brand-name drugs that are more expensive than First-Line Drugs and Step 2 Drugs. To 
reduce your prescription drug costs, it is recommended that you and your physician consider First-Line or 
Step 2 Drugs before Step 3 Drugs. 

As part of this program, certain drugs are designated as subject to the Step Therapy Program. When you 
submit a prescription for a drug included in the Step Therapy Program to a retail pharmacy or through the Mail 
Service program, and it is not for a drug included in the lowest available category, your pharmacist will let you 
know. (Sometimes there may be alternatives in only two of the three categories described.) Your pharmacist 

http://www.capsule.com/


  
 

 

2025 Health Benefits and Insurance Summary Plan Description 

 
81 

 

will then give you the option of paying the full cost of the drug or speaking to your physician about a suitable 
alternative medication. 
Only your physician can approve and change your prescription to a First-Line or Step 2 Drug. Your physician 
may call Express Scripts at 800-753-2851 to learn what alternative drugs are available for your condition or to 
find out whether a particular drug is part of the Step Therapy Program. 
Express Scripts may contact your physician to discuss the appropriate course of treatment and request 
consideration of a preferred drug or generic equivalent. This consultation may result in your physician 
prescribing a different dosage or brand-name product or generic drug in place of your original prescription. 
Express Scripts will not change your prescription without written consent from your physician. 

Prior Authorization 
Prior Authorization helps ensure that prescribed medications are being used for their approved indications and 
prevents medications from being used unnecessarily. 
Certain covered drugs are only allowed with Prior Authorization from Express Scripts, including Step 2 or 
Step 3 drugs in the Step Therapy Program. 
If you have any questions about whether a drug or a drug class requires Prior Authorization, contact Express 
Scripts by calling the number on the back of your Medical Plan ID card. 
If you submit a prescription for a drug that requires Prior Authorization to a retail pharmacy or through the Mail 
Service program and you have not obtained Prior Authorization, your pharmacist should let you know. Your 
pharmacist should give you the option of paying the full cost of the drug or following up with your physician. If 
your pharmacist tells you that your prescription needs Prior Authorization, it means that more information is 
needed. Only your physician can provide this information and request Prior Authorization. 
To obtain Prior Authorization, your physician may call Express Scripts at 800-753-2851. Prior Authorization is 
granted or denied by Express Scripts at its discretion. Express Scripts ensures clinically appropriate use of 
medications for approved conditions.  If your physician obtains Prior Authorization for a drug that requires it, 
your prescription can be filled at a cost that is equivalent to the Tier 2 Preferred Brand-Name or Tier 3 
Nonpreferred Brand-Name formulary drug costs, depending on the drug. This copay structure will also apply to 
Step 2 or Step 3 drugs that have received Prior Authorization. If your physician does not obtain Prior 
Authorization for a drug that requires it, you may fill your prescription as written, but you will pay the 
full cost of the drug and receive no Prescription Drug Plan benefits, and the amount you have paid will 
not count toward any deductibles or out-of-pocket maximums. 
Express Scripts may contact your physician to discuss the appropriate course of treatment and request 
consideration of a preferred drug or generic equivalent. This may result in your physician prescribing a 
different dosage or brand-name product or generic drug in place of your original prescription. Express Scripts 
will not change your prescription without written consent from your physician. It is always up to you and your 
physician to determine the most appropriate drug for you. 
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Prescription Drug Coverage Benefits at a Glance 
If you have Medical Plan coverage administered by Aetna, Cigna, or Surest, you will receive prescription drug 
coverage from Express Scripts. If you participate in the Grandfathered Morgan Stanley Grandfathered Retiree 
Medical Plan (the “Core Plan”), please refer to that section for the schedule of benefits. For a complete list of 
covered prescription drugs, visit www.express-scripts.com 

EXPRESS SCRIPTS 
FEATURES 

RETAIL PHARMACY PROGRAM MAIL SERVICE PROGRAM 

Annual Deductible for 
Option A, Option B, and 
Option D 

$50 per person 

$150 family maximum 

No annual deductible 
Maintenance Drugs: Maintenance medications must be 
purchased through a CVS, Capsule or Express Scripts 
pharmacy (home delivery). The participant will be provided 
three 30-day grace fills per medication at a retail pharmacy. 
At the fourth retail fill, the claim will reject if not purchased 
through a CVS, Capsule or Express Scripts pharmacy (home 
delivery) for a 90-day supply. This full cost for the drug will 
not apply toward the participant’s annual deductible or out-of-
pocket maximum amounts, if any, nor are participant’s able to 
submit for reimbursement 

Annual Deductible for 
Option C 

Combined medical and prescription 
drugs (applies to both retail and 
mail) 

$2,300 individual/$4,600 family 
(true family deductible) 

Preventive Drugs: Deductible 
does not apply 

Nonpreventive Drugs: Deductible 
applies before Plan pays benefits 

Maintenance Drugs: Maintenance medications must be 
purchased through a CVS, Capsule, or Express Scripts 
pharmacy (home delivery). The participant will be provided 
three 30-day grace fills per medication at a retail pharmacy. 
At the fourth retail fill, the claim will reject if not purchased 
through a CVS, Capsule or Express Scripts pharmacy (home 
delivery) for a 90-day supply or days’ supply. This full cost for 
the drug will not apply toward the participant’s annual 
deductible or out-of-pocket maximum amounts, if any, nor are 
participant’s able to submit for reimbursement, Additional 
three 30-day grace fills can be provided, upon request, if the 
dosage or medication is changed. 

 

Annual Out-of-Pocket 
Maximum for Option A, 
Option B, and Option D 

$2,450 per person 

$6,125 family maximum 

Applies to retail and mail  

 

Annual Out-of-Pocket 
Maximum for Option C 

In-Network 
$5,500 per person (combined medical and prescription drugs) 

$11,000 family maximum (combined medical and prescription drugs) 

 

Tier 1 Generic Drugs56 $10 copay for up to a 30-day 
supply 

$20 copay for up to a 90-day supply 

Tier 2 Preferred Brand-Name 
Drugs  
 

30% member coinsurance for up to 
a 30-day supply 

$25 minimum/$75 maximum  

30% member coinsurance for up to a 90-day supply 

$65 minimum/$150 maximum  

Tier 3 Nonpreferred  
Brand- Name Drugs 

(Includes all specialty drugs) 

40% member coinsurance for up to 
a 30-day supply 

40% member coinsurance for up to a 90-day supply 

$125 minimum/$300 maximum for non-specialty; $400 
maximum for specialty 

 
56 If the brand-name drug is requested when a generic alternative is available and the physician did not indicate the prescription with Dispense as Written 
(DAW), the member will pay the brand copay plus the difference in cost between the brand-name drug and generic. The surcharge will not apply to the 
member’s deductible nor the out-of-pocket maximum. 
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EXPRESS SCRIPTS 
FEATURES 

RETAIL PHARMACY PROGRAM MAIL SERVICE PROGRAM 

$50 minimum/$150 maximum for 
nonspecialty; $200 maximum for 
specialty 

Brand-Name Drugs, where 
generics are available 

Member pays the brand copay plus the difference in cost between the brand name and the 
generic; this cost will not apply to your annual deductible or your out-of-pocket maximum. This only 
applies if requested by member.  Penalty does not apply if physician mandates brand on the 
prescription by writing “dispense as written”. 

Cigna Pathwell Specialty 
Medical Pharmaceuticals 

In-network: Plan deductible, then 80% 
Out-of-network: No coverage 

 

Prescription Drug Exclusions and Limitations 
The following list of exclusions and limitations are applicable only if you are enrolled in the Medical Plan 
administered by Aetna, Cigna, and Surest, and receive prescription drug coverage through Express Scripts. 

MEDICATION EXCLUSION OR LIMITATION 

Most over-the-counter medications (any medication not 
requiring a prescription) and prescription drugs that have 
an over-the-counter equivalent 

Generally excluded, except for certain preventive drugs as mandated by 
the Affordable Care Act with a doctor’s prescription 

Devices for respiratory therapy, ostomy supplies or 
other pharmacy devices 

Excluded 

Hair loss prescriptions (for example, Propecia) Excluded 

Renova  Excluded 

Erectile dysfunction prescriptions (for example, Viagra) Limited to 8 units per 30-day supply 

Vitamins (for purposes other than prenatal), minerals 
and food supplements 

Generally excluded but contact Express Scripts to confirm coverage. 
Select prescription-only vitamins are covered.  

Infant formula or nutritional supplements Generally excluded, but contact Express Scripts to confirm coverage  

Prior Authorization fertility drugs Excluded when it exceeds the Firm’s combined $75,000 family building 
per household lifetime maximum; the lifetime maximum cross applies 
with any Firm-provided adoption/surrogacy reimbursement 

Specialty medications (including those for growth-
deficiency disorders, psoriasis, hepatitis C, severe allergic 
asthma and rheumatoid arthritis, cystic fibrosis, multiple 
sclerosis, pulmonary hypertension, cholesterol, 
corticotrophins, hemophilia, synagis, inflammatory 
conditions, fertility and new-to-market therapies) 

Diagnosis and Prior Authorization are required 

Prescription drugs used for cosmetic treatment Excluded 

Drug classes requiring Prior Authorization 
 

See page 81. 

If your physician does not obtain Prior Authorization for a drug that 
requires it, you may fill your prescription as written, but you will pay the 
full cost of the drug and receive no Prescription Drug Plan benefits. 

The Prior Authorization list is subject to change and may not reflect all 
drugs that require Prior Authorization. Contact Express Scripts with any 
questions. 

Insulin Pumps Excluded 
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MEDICATION EXCLUSION OR LIMITATION 

Zolgensma Excluded 

Medical Foods Excluded 

Blood and Blood Plasma Products Excluded 

Allergy Sera Excluded 

Gene Therapies (covered under medical) Excluded  
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Right to Reimbursement 
(Subrogation Agreement) 
The Medical Plan has the right to receive 
reimbursement for any recovery from a third party 
due to an injury or other condition for which the 
Plan provided benefits. This right is called 
“subrogation”. The Prescription Drug feature is a 
part of the Medical Plan and, therefore, the Medical 
Plan’s subrogation provisions apply. See the 
section called Right to Reimbursement 
(Subrogation Agreement) on page 20 for more 
information. 

Medical Plan—Regional Coverage 
Options 
HMSA Medical Plan 
Available to residents of Hawaii, the HMSA 
Medical Plan option is administered (and insured) 
by Hawaii Medical Service Association (HMSA), a 
Blue Cross Blue Shield company. HMSA offers a 
Preferred Provider Organization (PPO) plan, giving 
you the flexibility to use both in- and  
out-of-network services. 
Reimbursements for out-of-network services are 
based on the Eligible Expenses as determined by 
HMSA after you meet the annual deductible. You 
are responsible for charges over Eligible Expenses 
as determined by HMSA. 

Kaiser Permanente HMO Options 
Available to residents of Hawaii, and Northern and 
Southern California, the Kaiser HMO options 
provide benefits when you use the Kaiser 
Permanente network of doctors, hospitals and 
other health care providers. Kaiser Permanente 
features a broad network of providers, giving you 
choice and flexibility. You are encouraged to 
designate a PCP to coordinate your care and 
serve as your personal physician. 
Women may choose an OB-GYN as their PCP, 
and parents may choose a pediatrician as their 
child’s PCP. In addition, women do not need a 
referral or authorization to seek care from an  
in-network OB-GYN specialist. No coverage is 
provided for services received outside of the Kaiser 
network, other than out-of-area urgent and 
emergency care. 

Cigna Global Health Medical Plan 
The Cigna Global Health Medical Plan option is 
available to certain U.S. expatriates and 
international employees who are U.S. benefits- 
eligible, as well as certain former employees who 
were members of the Operating Committee and 
have three years of service with the Firm or other 
legacy Morgan Stanley entities and acquired or 
merged companies. While overseas, you may use 
any hospital, doctor or other health care provider 
you choose. It is administered (and insured) by 
Cigna Global Health. 
If you require medical care while in the U.S., you 
may also see any provider you choose. Any 
inpatient hospital admission in the U.S. requires 
prenotification by contacting Cigna Global Health’s 
management team at least five days prior to your 
scheduled admission or within 48 hours after an 
emergency admission. 
Note: If you are eligible to enroll in the Cigna 
Global Health Medical Plan, you are also eligible to 
enroll in dental coverage through the Cigna Global 
Health Dental Plan. See page 106 for more 
information. 
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Medical Plan—Regional Options Benefits at a Glance 
This chart provides a high-level overview of some features of the HMSA, Kaiser Permanente and Cigna Global 
Health Medical Plans. For questions, contact the Health Plan Administrator directly. 

MEDICAL 
PLAN 
FEATURES HMSA (HAWAII) 

KAISER 
HMO 
(HAWAII)  

KAISER 
HMO  
(SO. CA) 

KAISER 
HMO  
(NO. CA) 

CIGNA GLOBAL HEALTH INTERNATIONAL 
 AND U.S. 

 
In-
Network 

Out-of- 
Network 

In-Network 
Only 

In-Network 
Only 

In-Network 
Only 

International 
(Outside the 
U.S.) 

U.S. In-
Network 

U.S. Out-of-
Network 

Office 
Visits 

$12 copay 70% of 

Eligible 

Expenses, 

after annual 

deductible 

$15 copay $20 copay $20 copay; 

no annual 

deductible 

80% after 

annual 

deductible 

80% after 

annual 

deductible 

60% of Eligible 

Expenses, after 

annual 

deductible57 

Most 
Preventive 
Care 

100% 70% of 

Eligible 

Expenses, 

after annual 

deductible 

100% 100% 100%; no 

annual 

deductible 

100% 100% of 

Eligible 

Expenses 

100% of Eligible 

Expenses 

Preventive 
X-Ray and 
Lab Work 

100% if 

preventive 

 

90% 

inpatient 

80% 

outpatient 

if 

diagnostic  

70% of 

Eligible 

Expenses, 

after annual 

deductible 

 

100% if 

preventive 

$15 copay 

basic labs 

and X-ray 

20% 

coinsurance 

complex 

labs, 

imaging and 

testing  

100% if 

preventive 

 

100% if 

preventive; 

no annual 

deductible 

$10 copay 

per service; 

no annual 

deductible 

 

100% if 

preventive 

100% if 

preventive  

100% of Eligible 

Expenses if 

preventive 

Annual 
Deductible 

None $100 per 

person  

$300 family 

maximum 

None None $500 per 

person 

$1,000 

family 

maximum 

$500 per 

person 

$1,500 family 

maximum 

 

$500 per 

person 

$1,500 family 

maximum 

 

$1,500 per 

person 

$4,500 family 

maximum 

Annual 
Out-of-
Pocket 
Maximum 

$2,500 per person 

$7,500 family maximum 

Prescription Coverage: 

$3,600 per person 

$4,200 family maximum 

$2,500 per 

person  

$7,500 family 

maximum 

$1,500 per 

person 

$3,000 family 

maximum 

$3,000 per 

person 

$6,000 family 

maximum 

$4,000 per 

person 

$10,000 family 

maximum 

$4,000 per 

person 

$10,000 family 

maximum 

$4,000 per 

person 

$10,000 family 

maximum 

Lifetime 
Benefits 
Maximum58 

None                  None None  None None Unlimited Unlimited Unlimited 

Hospital 
Stay 

90% 70% of 

Eligible 

Expenses, 

after 

annual 

deductible 

90% $250 copay 90%, after 

annual 

deductible 

80%, after 

annual 

deductible 

80%, after 

annual 

deductible 

60% of Eligible 

Expenses, after 

annual deductible 

 
57 U.S. out-of-network service 
58 Lifetime maximums may apply to infertility services and vary by health plan; contact the number on the back of your medical plan ID card to confirm the infertility 
coverage and limitations.  
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Medical Plan—Regional Options Benefits at a Glance (continued) 
MEDICAL 
PLAN 
FEATURES HMSA (HAWAII) 

KAISER 
HMO 
(HAWAII) 

KAISER 
HMO  
(SO. CA) 

KAISER 
HMO  
(NO. CA) 

CIGNA GLOBAL HEALTH INTERNATIONAL  
AND U.S. 

 

In-Network 
Out-of- 
Network 

In-Network 
Only 

In-Network 
Only 

In-Network 
Only 

International 
(Outside the 
U.S.) 

U.S. In-
Network 

U.S. Out-of-
Network 

Outpatient 
Surgery 

80% (Non-
Cutting 
Surgery) 
90% (Cutting 
Surgery) 
90% 
(Ambulatory 
Surgical 
Center) 

70% of 
Eligible 
Expenses, 
after 
annual 
deductible 

90%  $20 copay 90%, after 
annual 
deductible 

80%, after 
annual 
deductible 

80%, after 
annual 
deductible 

60% of Eligible 
Expenses, after 
annual deductible 

Emergency 
Room 
 

80%  80%  $100 copay $50 copay 90%, after 
annual 
deductible 

80%, after 
annual 
deductible 

80%, after 
annual 
deductible 

80% of Eligible 
Expenses, after 
annual deductible 
(Except if not a true 
emergency, then 
60% of Eligible 
Expenses, after 
annual deductible) 
 

 

PHARMACY PLAN 
FEATURES 

HMSA (HAWAII) KAISER HMO 
(HAWAII) 

KAISER HMO 
(SO.CA) 

KAISER HMO 
(NO. CA) 

CIGNA GLOBAL HEALTH 
INTERNATIONAL AND U.S. 

PARTICIPATING 
PHARMACY59 

PARTICIPATING 
PHARMACY60 

PARTICIPATING 
PHARMACY60 

PARTICIPATING 
PHARMACY60 

OUTSIDE THE 
U.S. 

INSIDE THE U.S. 

Generic 30-Day 
Retail 

$7 copay Maintenance: $3 
copay 
Other: $15 copay 

$15 copay $10 copay All drugs 
covered at 20% 
after meeting the 
deductible 
 

30-day Retail: 20% 
coinsurance at 
participating 
pharmacy; 40% 
coinsurance at 
nonparticipating 
pharmacy 
90-Day Mail 
Order: 20% 
coinsurance at 
participating 
pharmacy; not 
covered at 
nonparticipating 
pharmacy 

90-Day 
Mail 
Order 

$11 copay Maintenance: $6 
copay 
Other: $30 copay 

$30 copay $20 copay 

Brand 
Name 

30- Day 
Retail 

Preferred: $30 
copay 
Nonpreferred: 
$75 copay 

$50 copay $30 copay $30 copay 

90-Day 
Mail 
Order 

Preferred: $65 
copay 
Nonpreferred: 
$200 copay 

$100 copay $60 copay $60 copay 

Specialty 30-Day 
Retail 

Preferred: $100 
copay 
Nonpreferred: 
$200 copay 

$200 copay 10% coinsurance, 
$100 max. 

20% coinsurance, 
$150 max. 

90-Day 
Mail 
Order 

Not Covered Not Covered  Varies by drug Varies by drug 

Out-of-Pocket 
Maximum 

$3,600 Individual 
$4,200 Family  

Counts toward the plan’s out-of-pocket maximum 

 
59 Nonparticipating mail-order pharmacies not covered. Nonparticipating pharmacies for specialty drugs not covered. If using a nonparticipating retail 
pharmacy, you will be charged the copay, plus 20% of the remaining eligible charge. 
60 Starting January 1, 2025, Kaiser will no longer offer coverage for GLP-1s and other anti-obesity medications prescribed solely for weight loss in patients with a BMI 
less than 40. Please contact your plan for more details.  
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Retiree Medical Coverage 
Morgan Stanley offers retiree medical coverage to help offset the expenses of 
medical costs for you and your family in retirement. 
Upon retirement from Morgan Stanley, you may be eligible to elect retiree medical coverage for yourself and 
your eligible dependents. 

IF YOU ARE: 
YOUR 
COVERAGE 
OPTION: 

COVERAGE OPTION 
FOR SPOUSE/ 
DOMESTIC 
PARTNER/ 
DEPENDENTS: 

PRESCRIPTION 
DRUG 
COVERAGE: COMMENTS: 

At least age 55 

At least five years of service 

Covered by Morgan Stanley 
Medical Plan at retirement 

OR 

Age + service = at least 70 

At least five years of service 

Covered by Morgan Stanley 
Medical Plan at retirement 

OR 

At least five years of service and 
age 54 and Released; OR age + 
service = 68 and Released 

Until age 
65/Medicare 
eligibility, the 
Morgan 
Stanley 
Medical Plan 

After age 
65/Medicare 
eligibility, UHC 
Connector 
Model 

Until age 65/Medicare 
eligibility, the  
Morgan Stanley 
Medical Plan 

After age 65/Medicare 
eligibility, UHC 
Connector Model 

Note that 
spouse/domestic 
partner and dependent 
coverage is only 
available while you are 
enrolled; dependent 
coverage generally 
expires at age 26. 

Until age 
65/Medicare 
eligibility, the 
Morgan Stanley 
Medical Plan 

After age 
65/Medicare 
eligibility, Medicare 
Part D.  

Morgan Stanley drug 
coverage is 
“creditable” so you 
may enroll within 63 
days of becoming 
eligible with no 
Medicare penalties. 

Be sure to enroll in 
Medicare Parts A, B 
and D as soon as 
you are eligible. If 
you do not, you may 
not enroll in UHC 
Connector Model, 
and you will not have 
prescription drug 
coverage. You may 
incur penalties if you 
enroll in Medicare 
late. 

Age 55 

10 years of service before 
Jan 1, 1989 

Covered as an active 
employee of a qualifying 
business at retirement61 

OR 

Member of the Morgan Stanley 
Operating Committee with three or 
more years of service at retirement 

The Grandfathered 
Retiree Medical 
Plan (also referred 
to as the “Core 
Plan”) 

The Core Plan 

Note that 
spouse/domestic 
partner and dependent 
coverage is only 
available while you are 
enrolled; dependent 
coverage generally 
expires at age 26. 

As a part of the 
Core Plan through 
Express Scripts 

Morgan Stanley 
drug coverage is 
considered 
“creditable” so you 
may not need to 
enroll in Part D. 

 

None of the above No retiree 
medical 
coverage is 
available. 

COBRA 
coverage may 
be available for 
a limited period 
of time. 

No retiree medical 
coverage is available. 

COBRA coverage may 
be available for a 
limited period of time. 

No prescription drug 
coverage is 
available. 

If COBRA coverage 
is elected for 
medical, it will 
include prescription 
drug coverage. 

Be sure to enroll in 
Medicare as soon as 
you are eligible. If 
you do not, you will 
not have any retiree 
medical or 
prescription drug 
coverage, and you 
may incur penalties if 
you enroll late. 

 
61  Qualifying businesses are Institutional Securities, Institutional Investment Management, Van Kampen Investments, an infrastructure group supporting any of 

the foregoing. Morgan Stanley’s payroll records control for purposes of determining whether you were considered an active employee of a qualifying 
business, regardless of your actual duties. Special rules apply to employees hired in connection with the acquisition by Morgan Stanley of a business. Call 
HR Services for details. 
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Eligibility 
Eligible Retirees 
You are eligible to enroll in retiree medical 
coverage if you are participating in the  
Morgan Stanley Medical Plan as an active 
employee on the day before your retirement date 
and you meet the following requirements: 
• You have a minimum of five years of service and 

are at least age 55, or 
• You have a minimum of five years of service and 

your age plus years of service is at least 70.  
Most service in a U.S. benefits-eligible position 
(including service in a non-U.S. location, as a full-
time or hourly employee who became eligible for 
benefits as of January 1, 2020, or part-time 
employee scheduled to work 50% or more of the 
full-time work week) counts toward determining 
eligibility for retiree medical coverage. Your service 
will count regardless of the length of any breaks in 
service. If your break in service is less than 12 
months, you are considered to be continuously 
employed, and your years of service will not reflect 
a break in service. 
If you are a Morgan Stanley employee participating 
in a non-U.S. medical program on the day before 
your retirement date but were previously covered 
by the U.S. Medical Plan for a minimum of five 
years, you may be eligible for retiree medical 
coverage. Please contact HR Services for more 
information. 
If you transferred directly from Citigroup in 
connection with the creation of Morgan Stanley 
Smith Barney (now known as Morgan Stanley 
Wealth Management) and you do not meet the 
eligibility requirements stated above on your 
retirement date, you may be eligible for retiree 
medical coverage if you met the following eligibility 
for Citigroup’s retiree medical coverage on the date 
of your transfer: 
• You were age 50 with a minimum of five years of 

service, and  
• Your age plus service was equal to at least 60.  
If you worked at a company that was acquired by 
Morgan Stanley, special rules may apply in 

 
62 Your dependents may be able to enroll up to 90 days after their QLE. 
However, if they enroll more than 31 days after their QLE, coverage will 
be prospective only, from the date of enrollment.  

determining the number of years of service used to 
determine your eligibility. Please contact HR 
Services for more information. 
Members of the Morgan Stanley Operating 
Committee with three or more years of service at 
the time of retirement will also be eligible for retiree 
medical coverage under the Morgan Stanley 
Grandfathered Retiree Medical Plan (also referred 
to as the “Core Plan”) or the Cigna Global Health 
Medical Plan (for retirees who are based outside 
the U.S.). For purposes of determining years of 
service for eligibility to participate in either plan, 
service at certain legacy entities, as determined in 
the Plan Administrator’s sole discretion, including 
service with certain acquired or merged companies 
and each of their respective business units, shall 
count toward calculation of the three or more years 
of service requirement. Operating Committee 
members can enroll in the Core Plan or the Cigna 
Global Health Medical Plan at any time following 
retirement.  

Reduction in Hours or Change in Status 
If you lose eligibility for medical benefits due to a 
reduction in hours worked or a change in status, you 
will be eligible to continue your coverage through 
COBRA at your own expense. Please contact HR 
Services for more information.  

Dependent Eligibility 
If your spouse or domestic partner is covered as 
an eligible dependent in the Morgan Stanley 
Medical Plan on the day before your retirement 
date or if they later enroll within 31 days of a 
Qualified Life Event (QLE), they are eligible for 
retiree medical coverage.62 Subject to the other 
terms of the Plan, they remain eligible for coverage 
until the date of their death or the date you drop 
coverage or die, as long as they remain an eligible 
dependent. 
If your eligible dependent children are covered by 
the Morgan Stanley Medical Plan on the day 
before your retirement date or if they are later 
enrolled within 31 days of a QLE, they are eligible 
for retiree medical coverage until the earliest of: 
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• The date they reach the applicable age limit,  
• The date they no longer qualify as eligible 

dependents for any reason, 
• The date you drop coverage, 
• The date you die, or  
• The date both you and your spouse or domestic 

partner (if applicable) are no longer eligible for 
coverage for any reason. 

Special Eligibility Rules for Release 
If your employment terminates due to Release, as 
defined in the Glossary, you have a minimum of 
five years of service and either (1) are within one 
year of becoming eligible for retiree medical 
coverage, or (2) your age plus service equal at 
least 68 on your Release date, you may be eligible 
for retiree medical coverage. You do not have to 
be enrolled in the Medical Plan on the day before 
your Release to be eligible for retiree medical 
coverage; however, you may enroll only yourself in 
coverage at that time if you were not enrolled 
immediately prior to your Release Date.  

Retiree Medical Coverage 
Options 
Your retiree medical coverage options depend on 
the date of and your age at retirement, and 
whether you are eligible for grandfathered 
coverage. 
Retirees and their covered dependents fall into 
three categories: 
• Pre-Medicare Eligible—You are not yet eligible 

for Medicare. 
• Medicare Eligible—You are eligible for 

Medicare. 
• Grandfathered (“Core Plan”) Coverage—You 

are grandfathered based on your most recent 
hire date and when you first met eligibility 
requirements for Morgan Stanley retiree 
medical.63 

Information about the coverage categories and 
options available is included below.  

 
63 Special rules apply to employees hired in connection with the 

acquisition by Morgan Stanley of a business. Call HR Services for 
details. 

Pre-Medicare Eligible 
If you are not yet eligible for Medicare, your 
medical coverage options are the same as those 
available to active employees. Based on your 
home ZIP code, you may have a choice of the 
following medical plans: 
• Option A (administered by Aetna or Cigna)  
• Option B (administered by Aetna or Cigna)  
• Option C (administered by Aetna or Cigna) 
• Option D (administered by Surest) 
• HMSA Medical Plan—Hawaii  
• Kaiser Permanente HMO—Hawaii, Northern and 

Southern California (in-network coverage only) 
• Cigna Global Health Medical Plan (International 

locations)  
Note: Morgan Stanley may change the retiree 
medical options available at its discretion at 
any time. 
For details about each of the available options, 
please see the Affordable Care Act (ACA) 
Notwithstanding anything in this SPD to the 
contrary, the Medical Plan complies with the ACA. 
Specifically: 

• Lifetime or Annual Limits. The Medical Plan 
does not impose a lifetime or annual limit on 
the dollar value of Essential Health Benefits 
provided. “Essential Health Benefits” are 
health-related items and services that fall 
into ten categories, as defined in the ACA 
and as further determined by the Secretary 
of Health and Human Services. 

• No Rescission of Coverage. The Medical 
Plan will not cancel or discontinue medical 
benefits with a retroactive effect with respect 
to you or your covered dependents except in 
the event of fraud, intentional 
misrepresentation, nonpayment of 
premiums, etc. 

• No Pre-existing Condition Exclusion. The 
Medical Plan will not impose a pre-existing 
condition exclusion on medical benefits. 

• No Cost Sharing on Recommended 
Preventive Care. The medical benefits under 
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the Medical Plan will not require Participant 
cost-sharing on recommended preventive 
care provided by in-network providers. 

• Coverage of Clinical Trials. Medical benefits 
under the Medical Plan shall not deny 
participation in an approved clinical trial for 
which a Participant is a “qualified individual 
with respect to the treatment of cancer or 
another life-threatening disease or condition, 
or deny (or limit or impose additional 
conditions on) the coverage of routine patient 
costs for drugs, devices, medical treatment, or 
procedures provided or performed in 
connection with participation in such an 
approved clinical trial. A Participant 
participating in such an approved clinical trial 
will not be discriminated against on the basis 
of his or her participation in the approved 
clinical trial. For purposes of this provision, the 
terms “qualified individual,” “life threatening 
disease or condition,” approved clinical trial” 
and “routine patient costs” shall have the same 
meaning as found in Section 2709 of the 
Public Health Services Act. 

• Cost Sharing Limits.  Medical benefits under 
the Medical Plan shall comply with the overall 
cost-sharing limit (i.e., out-of-pocket maximum) 
mandated by the ACA. For purposes of this 
provision, cost-sharing includes deductibles, 
coinsurance, copays or similar charges, and 
any other required expenditure that is a 
qualified medical expense with respect to 
Essential Health Benefits covered under the 
Plan. Cost-sharing shall not include premiums, 
balance billing amounts for non-network 
providers or spending for services that are not 
covered under the Medical Plan. 
Notwithstanding the foregoing, the company 
reserves the right to maintain bifurcated out-of-
pocket maximums as permitted by law. 

• Patient Protections.  To the extent applicable, 
medical benefits under the Medical Plan shall 
comply with the patient protections regarding 
choice of health care professionals and 
Medical Emergency care services under Public 
Health Services Act Section 2719A. 

Surprise Medical Billing 
Issued as part of the Consolidated Appropriations 
Act of 2021, the No Surprises Act prevents 
surprise medical bills in connection with claims for 
services to treat an emergency medical condition 
that are performed by out-of-network providers, 
and limits the amount you may be required to pay.  
Mental Health Parity 
Notwithstanding anything in this SPD to the 
contrary, the Medical Plan will provide parity 
between mental health or substance use disorder 
benefits (including treatment for alcoholism as 
described below) and medical/surgical benefits 
with respect to financial requirements and 
treatment limitations under group health plans and 
health insurance coverage offered in connection 
with the Plan, as required by Code Section 9812 
and ERISA Section 712, and the regulations 
thereunder.  Specifically: 
• Lifetime or Annual Dollar Limits.  The Medical 

Plan will not impose an aggregate lifetime or 
annual dollar limit, respectively, on mental 
health or substance use disorder benefits. 

• Financial Requirement or Treatment 
Limitations.  The Medical Plan will not apply 
any financial requirement or treatment 
limitation (whether quantitative or 
nonquantitative) to mental health or substance 
use disorder benefits in any classification (as 
determined by the plan administrator in 
accordance with applicable regulations) that is 
more restrictive than the predominant financial 
requirement or treatment limitation of that type 
applied to substantially all medical/surgical 
benefits in the same classification. 

• Criteria for medical necessity determinations.  
The criteria for making medical necessity 
determinations relative to claims involving 
mental health or substance use disorder 
benefits will be made available by the plan 
administrator to any current or potential 
participant, beneficiary, or in-network provider 
upon request. 

The manner in which these restrictions apply to the 
Plan will be determined by the plan administrator in 
its sole discretion in light of applicable regulations 
and other guidance. 
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Medical Plan—National Coverage Options section 
on page 40. 

Special Rules If You Retired on or Prior 
to January 1, 2003 and Are Pre-
Medicare Eligible 
Special rules apply if you retired on or before 
January 1, 2003 and are not yet eligible for 
Medicare. In this case, your retiree medical 
benefits will differ from those included in the 
Grandfathered Retiree (Core Plan) Coverage on 
page 94. Specifically, your deductibles and 
coinsurance limits are as follows: 
• Annual deductibles: 

– In-network deductible is $150 per person or 
$450 family maximum. 

– Out-of-network deductible is $400 per person 
or $1,200 family maximum. 

• Annual coinsurance limit (regardless of the 
number of covered dependents): 
– In-network coinsurance limit is $3,000. 
– Out-of-network coinsurance limit is $6,000. 

Medicare Eligible 
If you are not eligible for Grandfathered Coverage 
and you become or are eligible for Medicare, 
whether at retirement or while already participating 
in the retiree medical coverage, you will not be 
eligible for pre-Medicare coverage and you will 
instead be eligible for one or more of the following 
retiree medical options (Note: Retirees  are eligible 
to enroll in the UHC Connector Model if age 65 and 
Medicare eligible. Retirees under age 65 and 
Medicare eligible (e.g., based on disability) remain 
in the pre-65 coverage): 
• UHC Connector Model (through the UHC private 

post-65 Medicare exchange) 
• Cigna Global Health Medical (if living outside the 

U.S.) 

UHC Connector Model (through the UHC 
Private Exchange)  
If you are a retiree who is eligible for Medicare, you 
will be offered the opportunity to select a variety of 
Medicare products and supplements so that you 
can find the right coverage to meet your individual 
health needs, including medical and prescription 

drug coverage. UHC Connector Model through the 
UHC private exchange is available to all Medicare-
eligible retirees and covered dependents over age 
65, unless living outside the U.S. in retirement or  
if eligible for Grandfathered Coverage in the  
Core Plan.  
You will be sent enrollment information directly by 
UHC but will NOT be automatically enrolled when 
you become Medicare-eligible. If you do not enroll 
in UHC Connector Model coverage, you will NOT 
have medical or prescription drug coverage past 
your Medicare eligibility, and you may incur 
penalties if you enroll in Medicare at a later date. 
However, if you remained enrolled in the Cigna 
Global Health Plan when you become eligible for 
Medicare, you will continue to remain enrolled in 
that plan and are not required to enroll in UHC 
Connector Model in order to continue your retiree 
medical coverage. 
Additionally, if you are enrolled in post-Medicare 
coverage with Kaiser Permanente HMO as of 
December 31, 2014, you will remain eligible to be 
covered under the Kaiser Permanente HMO Plan 
and are not required to enroll in UHC Connector 
Model in order to have coverage. 
Note: Covered dependents under age 65 cannot 
enroll in UHC Connector Model. Your covered 
dependents under age 65 may be covered under 
the pre-Medicare coverage described above if 
eligibility requirements are met, if you are covered 
under a Morgan Stanley retiree medical option and 
if you so elect. If you are over age 65, you must 
remain continuously enrolled in the UHC Connector 
Model post-Medicare coverage in order to continue 
coverage for your dependents enrolled in the 
Morgan Stanley Pre-Medicare Retiree Medical 
Plan. 
For more information about Cigna Global Health 
Plan and Kaiser Permanente HMO Plan, please 
see the Medical Plan—Regional Coverage Options 
section on page 86. 

Grandfathered Retiree (Core Plan) 
Coverage 
Based on your most recent hire date (or date of 
acquisition or company merger) and date you first 
met the eligibility requirements for Morgan Stanley 
retiree medical coverage, you may be able to 

file://lnn45f2/u_t1403411417/anitham/Desktop/2018_SPD__Health_and_Insurance_for_pres_team.docx#bookmark100
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participate in the UHC Retiree Medical Plan (“Core 
Plan”). 
You are eligible to participate in the Core Plan if 
you were covered as an active employee of: 
• Institutional Securities, 
• Institutional Investment Management, 
• Van Kampen Investments, 
• Infrastructure, or  
• Any associated company:  

− on the day before your retirement date, and 
− on or before January 1, 1989, you were age 

55 or older with at least 10 years of service.  
Additionally, members of the Morgan Stanley 
Operating Committee with three or more years of 
service at retirement are eligible to participate in 
the Core Plan64.  

 
64 For purposes of determining years of service for eligibility to participate in the 
Core Plan, service at certain legacy entities, as determined in the Plan  
Administrator’s sole discretion, including service with certain acquired companies 
and each of their respective business units, shall count toward calculation  
of the three or more years of service requirement. 
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About the Core Plan 
The Core Plan is administered by UHC and 
provides medical coverage for both pre- and post-
Medicare eligible retirees and their eligible 
dependents. 
If you are eligible for Medicare, the Core Plan 
coordinates with Medicare, which means that the 
Core Plan pays what Medicare does not, so that 
the total payments do not exceed what the Core 
Plan would pay on its own. Because benefits are 
coordinated, payments under the Core Plan are 
computed as though you are enrolled in Medicare 
Parts A (hospital) and B (medical), even if you are 
not actually enrolled. To receive maximum medical 
coverage, it is important that you enroll in Medicare 
when you first become eligible. If you enroll at a 
later date, you may be subject to a late-
enrollment penalty from Medicare. 
You may wish to review the Coordination of 
Benefits on page 18 to learn how the Core Plan 
works in conjunction with Medicare. 
Please see the Schedule of Benefits for the 
Grandfathered Morgan Stanley Retiree Medical 
Plan (“Core Plan”) on page 95 for more information 
about the Core Plan. 
The Core Plan is a “grandfathered health plan” 
under the Patient Protection and Affordable Care 
Act (the “Affordable Care Act”). As permitted by the 
Affordable Care Act, a grandfathered health plan 
can preserve certain basic health coverage that 
was already in effect when that law was enacted. 
Being a grandfathered health plan means that your 
plan may not include certain consumer protections 
of the Affordable Care Act that apply to other 
plans, for example, the requirement for the 
provision of preventive health services without any 
cost sharing. However, grandfathered health plans 
must comply with certain other consumer 
protections in the Affordable Care Act, for example, 
the elimination of lifetime limits on benefits. Please 
note that under the Core Plan, preventive care is 
covered at 80% of Eligible Expenses after your 
annual deductible is met.  

Questions regarding which protections apply to a 
grandfathered health plan and what might cause a 
plan to lose its grandfathered status can be 
directed to the Plan Administrator at 
UnitedHealthcare Service LLC, 150 Motor 
Parkway, Suite 220. Hauppauge, NY 11788. You 
may also contact the Employee Benefits Security 
Administration, U.S. Department of Labor at 
866-444-3272 or www.dol.gov/ebsa/healthreform. 
This website has a table summarizing which 
protections do and do not apply to grandfathered 
health plans. 

Prescription Drug Coverage 
Prescription drug coverage through the Core Plan 
is provided by Express Scripts and is considered 
“creditable,” which means it is at least as good as 
Medicare prescription drug coverage. You do not 
need to enroll in a Medicare prescription drug 
program (Part D) if you are covered under the Core 
Plan because the Core Plan will be the primary 
payer of prescription drug benefits. However, if you 
are enrolled in a Medicare prescription drug plan, 
the Core Plan will be the secondary payer of 
prescription drug benefits. Note that if you are 
covered under the Core Plan, you will not have 
to pay a higher premium or a late-enrollment 
fee if you decide to enroll in Medicare Part D at 
a later date. 
Please see the Schedule of Benefits for the 
Grandfathered Morgan Stanley Retiree Medical 
Plan (“Core Plan”) section on page 95 for more 
information. 

http://www.dol.gov/ebsa/healthreform
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Schedule of Benefits for the Grandfathered Morgan Stanley Retiree 
Medical Plan (“Core Plan”) 

PLAN FEATURES MORGAN STANLEY CORE PLAN 
General Provisions 
Annual Deductible • $75 per person, 

• $150 per family. 
Annual Coinsurance Limit • $1,500 per person, 

• $3,000 per family. 
Lifetime Benefit Maximum • None. 
Office Visits and Preventive Care 
Office Visits • 80% of Eligible Expenses after annual deductible. 
Screenings, X-Rays, Scans and Lab Tests • 80% of Eligible Expenses after annual deductible. 
Preventive Care/Wellness Schedule 

(Additional visits may be provided 
if medically necessary) 

• 80% of Eligible Expenses after annual deductible for most services, 
• Routine physical: One per calendar year, 
• Routine GYN exam: One per calendar year, 
• Mammography: 

- One between the ages of 35 and 39, 
- One per calendar year for age 40 and over. 

• Colon cancer screening: 80% of Eligible Expenses after annual deductible: 
- Sigmoidoscopy: One every five years after age 50, 
- Colonoscopy: One every 10 years after age 50. 

• Prostate cancer screening: 
- One every two years up to age 40, 
- One per calendar year for age 40 and over. 

• Well baby care: 12 visits from birth up to 36 months, 
• Preventive immunizations for children. 

Prescription Drugs—See the section on page 95 for more information. 
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Schedule of Benefits for the Grandfathered Morgan Stanley Retiree 
Medical Plan (“Core Plan”) (continued) 

PLAN FEATURES MORGAN STANLEY CORE PLAN 

Hospital and Surgical 

Emergency Room • 80% of Eligible Expenses after annual deductible. 

Inpatient Hospital Services • 100% of Eligible Expenses after annual deductible, 

• Member services must be notified at least five days in advance of scheduled admission 
or within 48 hours of an emergency admission (waived if Medicare eligible). If 
notification is not received, only 80% of Eligible Expenses will be covered after annual 
deductible. 

Outpatient Surgery Services • 80% of Eligible Expenses after annual deductible. 

Mental Health and Substance Abuse 

Outpatient 
(Administered by United Behavioral 
Health) 

• 80% of Eligible Expenses after annual deductible. 

• Member services must be notified at least five days in advance of scheduled admission 
for Partial Hospitalization/Day Treatment/High Intensity Outpatient or within 48 hours of 
an emergency admission (waived if Medicare eligible). If notification is not received, no 
payment will be made. 

Inpatient 
(Administered by United Behavioral 
Health) 

• 80% of Eligible Expenses after annual deductible.  

• Member services must be notified at least five days in advance of scheduled admission 
or within 48 hours of an emergency admission (waived if Medicare eligible). If 
notification is not received, no payment will be made. 

Other 

Dental • 80% of Eligible Expenses, limited to services due to an accidental injury to sound, 
natural teeth and services received within six months of accident or due to congenital 
anomaly. TMJ is also covered. 

Vision • 80% of Eligible Expenses, limited to treatment of disease or injury and cataract surgery. 

Hearing Aids • 80% of Eligible Expenses after annual deductible: 

- Up to $3,000 benefit maximum every 24 months for a child up to age 19, 

- Up to $3,000 benefit maximum every 36 months for adults. 

Alternative Care Facility 
(Noncustodial Home Health Care, 
Hospice, Skilled Nursing Facility) 

• 80% of Eligible Expenses after annual deductible, subject to plan limits. 

Outpatient Therapy 
(Occupational, Physical, Speech, Vision, 
Respiratory, Cardiac) 

• 80% of Eligible Expenses after annual deductible, 

• 30-visit maximum per calendar year, per therapy for occupational, physical and vision 
therapies (medical review necessary after 30 visits). 

• No limit for respiratory, cardiac, and speech therapies. 

Alternative Treatments 
(Chiropractic, Acupuncture, Massage 
Therapy) 

• Chiropractic care: 80% of Eligible Expenses after annual deductible, 30-visit maximum 
per person per calendar year, 

• Acupuncture care: 80% of Eligible Expenses after annual deductible, 20-visit maximum 
per person per calendar year: 

- Acupuncture only covered if performed by a physician or certified acupuncturist. 

• Massage therapy not covered. 
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Diabetic Equipment • Administered by Express Scripts. 

 
Grandfathered Morgan Stanley Retiree Medical Plan (“Core Plan”) 
Prescription Drug Benefits  
If you participate in the Core Plan, you will receive prescription drug coverage from Express Scripts. For 
information about the prescription drug coverage, see the Prescription Drugs section on page 78. However, 
note that Core Plan participants are not required to enroll in the Express Scripts Smart90 program; any 
network retail pharmacy can be used for maintenance medications. For a complete list of prescription drugs 
covered through Express Scripts, visit its website at www.express-scripts.com. 

EXPRESS SCRIPTS 
FEATURES 

RETAIL PHARMACY PROGRAM MAIL SERVICE PROGRAM 

Annual Deductible $50 per person/$150 family maximum No deductible 

Tier 1 Generic Drugs $5 copay for up to a 30-day supply $10 copay for up to a 90-day supply 

Tier 2 Preferred Brand-Name 
Drugs65 

25% member coinsurance for up to a 30-day supply 
$25 minimum/$50 maximum 

$60 copay for up to a 90-day supply 

Tier 3 Nonpreferred Brand-
Name Drugs 

35% member coinsurance for up to a 30-day supply 
$50 minimum/$100 maximum 

$120 copay for up to a 90-day supply 

Brand-Name Drugs, where 
generics are available66 

Unless your doctor indicates on the prescription that it must be dispensed as written, you pay the 
brand copay, plus the difference between what the plan would have paid for the generic and the 
cost of the brand-name drug; the difference will not apply to your Annual Deductible. 

Specialty Drugs $60 for up to a 30-day supply. There is a one-time 
retail fill and then must be filled through the Mail 
Service program 

$60 copay for up to a 30-day supply 

$120 copay for up to a 60-day supply 

$180 copay for up to a 90-day supply  

Compound Drugs Up to a 30-day supply  Not available  
 

 

Out-of-Network Coverage 
If you fill a prescription at a retail pharmacy that is not in Express Scripts’ network: 
• You will be responsible for the difference in the total cost of the drug between the out-of-network pharmacy 

and an in-network pharmacy, 
• You will be reimbursed based upon the in-network cost of the drug, according to the schedule above, and 
• You will need to pay the entire cost upfront and submit a claim form to Express Script with your receipt in 

order to be reimbursed. 
Lower cost prescription drugs may be available to you outside of the prescription drug coverage provided 
under the Morgan Stanley Medical Plan through the use of coupons or prescription drug savings applications, 
however, any amounts spent on prescription drugs outside of this prescription drug coverage program will not 
be counted toward any annual deductibles or out-of-pocket maximums. 

 

 
65  A preferred brand-name drug is one that is part of the Express Scripts formulary list. These medications will be listed as Tier 2 on the formulary list. Preferred 

brand-name drugs generally cost less than nonpreferred brand-name drugs. Nonpreferred drugs will be listed as Tier 3 on the formulary list. 
66  Drugs that are approved under the Step Therapy Program or that receive Prior Authorization are excluded. 

file://MSAD.MS.COM/ROOT/NA/NY/LIB/OOD/BENEFITS/HEALTH%20&%20WELLNESS/Communications/Communication%20PDFs/New%20Structure/Cross%20Vendors/SPDs/Health%20and%20Insurance/2021%20SPD%20-%20Work%20in%20Progress/www.express-scripts.com
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Retiree Medical Contributions 
Your retiree medical contribution is made on an 
after-tax basis, and the amount depends on your 
coverage level and whether you (or a covered 
dependent) are eligible for Medicare and/or a Firm-
provided subsidy. If you are not eligible for a 
Firm-provided subsidy, you must pay the full 
cost of coverage. Prescription drug benefits are 
part of your Medical Plan coverage. Your retiree 
contributions are subject to change and will likely 
increase on January 1 of each year. Please 
contact HR Services for information about your 
contribution amounts. 

Eligibility for a Firm-Provided Subsidy 
The amount of the subsidy varies based on: 
• Your most recent date of hire (or date of 

acquisition or company merger), 
• When you met retiree medical eligibility 

requirements, and 
• Your years of service at retirement. 
There is a two-part requirement for eligibility 
for a Firm-provided subsidy. 
• You will be eligible for a Firm-provided subsidy 

only if, as of December 31, 2010, you met all 
of the age and service requirements below: 
– You were at least age 50 with a minimum of 

five years of service, or you were at least age 
45 with a minimum of five years of service and 
met the rule of 65 in which your age plus 
years of service is equal to 65 or greater, 

– You were employed in a U.S. benefits-eligible 
position as of December 31, 2007, 

– Any break in service was less than 12 
months, 

– You were covered under the Morgan Stanley 
Medical Plan as an active employee. 

• In order to be eligible for a Firm-provided 
subsidy, you must also meet the age and 
service requirements of your business unit 
listed below on the date of your retirement. 

Age and Service Requirements for Global 
Wealth Management (formerly Morgan Stanley 
Smith Barney), Individual Asset Management, 
or Infrastructure or Company Supporting These 
Groups 

If you are an employee of Global Wealth 
Management, Individual Asset Management, or 
Infrastructure or a supporting company, who was 
employed in a U.S. benefits-eligible position on or 
before December 31, 2007, you meet the business 
unit’s age and service requirements for a Firm- 
provided subsidy toward the cost of Retiree Medical 
Coverage if at retirement: 
• You are covered under the Morgan Stanley 

Medical Plan as an active employee on the day 
before retirement, and either: 
– You are age 55 or older with a minimum of 20 

years of continuous service and are not yet 
Medicare eligible, or 

– You are age 60 or older with a minimum of 15 
years of continuous service and are not yet 
Medicare eligible. 

Continuous service is defined as the period that 
starts on your most recent date of hire, unless 
there was a break in service of less than 12 
months from your previous date of termination, in 
which case, pre-break service is bridged. 
The Firm-provided subsidy applies only to the cost 
of your pre-Medicare coverage and only to the cost 
of your spouse’s, domestic partner’s or other 
eligible dependents’ pre-Medicare coverage until 
the earliest of the following: 
• the subsidy will end for you, your spouse, 

domestic partner and other eligible dependents 
on the date you become eligible for Medicare, 

• the subsidy will also end for your spouse, 
domestic partner or other eligible dependent the 
date they become eligible for Medicare. 

On your death, if you are receiving the Firm 
provided subsidy, the subsidy will continue for your 
surviving spouse/domestic partner and other 
eligible dependents until the earlier of the date 
(1) your spouse, domestic partner or eligible 
dependent becomes Medicare eligible, (2) your 
spouse’s death or (3) your eligible dependents 
attain age 26. 
Age and service requirements for Institutional 
Securities, Institutional Investment 
Management, or Infrastructure or Company 
Supporting These Groups 
If you are an employee of Institutional Securities, 
Institutional Investment Management, Van Kampen 
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Investments, or Infrastructure or a supporting 
company, who was employed in a U.S. benefits-
eligible position on or before December 31, 2007, 
you meet the business unit’s age and service 
requirements for a Firm-provided subsidy toward 
the cost of retiree medical coverage if at 
retirement: 
• You are covered under the Morgan Stanley 

Medical Plan as an active employee on the day 
before your retirement date, and 
– You are age 55 or older with a minimum of 

five years of service, and 
– Your age plus service is at least 65 with a 

minimum of five years of service. 
Most service in a U.S. benefits-eligible position as 
a full-time or part-time employee scheduled to work 

50% or more of the full-time work week counts, 
regardless of the length of any break in service. 
Special rules may apply to service at an acquired 
company. Special rules may also apply to 
employees rehired after December 31, 2007, or due 
to an acquisition. Please contact HR Services for 
details. 
Your eligibility for, or amount of, a Firm-provided 
subsidy does not change if your employment 
terminates due to Release, as defined in the 
Glossary starting on page 222. 
For more information about eligibility for Retiree 
Medical Coverage and a Firm-provided subsidy, 
please see the chart on the following page. 
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General Eligibility Rules for Retiree Medical Coverage and Subsidies  
ELIGIBILITY FOR COVERAGE  
(ELIGIBILITY FOR COVERAGE DOES NOT IMPLY ELIGIBILITY FOR A FIRM-PROVIDED SUBSIDY) 

General Rules  On last day of employment: 

• Must be covered under the Morgan Stanley Medical Plan AND, 
• Must meet the following minimum requirements: 

- Age 55 with five years of service (YOS), OR 
- Age plus YOS at least 70 with five YOS. 

At initial enrollment, can cover eligible dependents only if they are covered on last day of employment. 
Special Rules for 
Transfers From 
Citigroup to the 
MSWM Joint 
Venture 

You must be covered under the Morgan Stanley Medical Plan on your last day of employment, AND meet one of 
the following minimum age and service requirements: 

1. General Rule: On your last day of employment at the Firm, you must be:  

- Age 55 with five YOS, OR 
- Age plus YOS equal 70 with five YOS 

OR 
2. On your last day of employment at Citigroup, you must have been:  

- At least age 50, AND 
- Age plus YOS at Citigroup equaled at least 60 with at least five YOS at Citigroup 
- Covering Eligible Dependents. When you first enroll for retiree medical coverage, you may cover 

only eligible dependents who were covered under the Medical Plan on your last day of employment 

Special Rules for 
Termination Due 
to Release 

Must meet the General Rules above OR the special rules for MSWM JV transfers above OR the following 
minimum requirements on last day of employment: 

• Age 54 with five YOS, OR 
• Age plus YOS at least 68 with five YOS. 
Do not have to be covered under the Morgan Stanley Medical Plan on last day of employment. Can cover 
eligible dependents if added within 31 days after Release. 

 
ELIGIBILITY FOR SUBSIDY

67 (LEGACY MORGAN STANLEY EMPLOYEES68 ONLY) 

 Legacy Morgan Stanley MSWM Employees and 
Support Staff 

Legacy (ISG and MSIM) Employees 

and Support Staff Including Administration 
General Rules • Must be eligible for Morgan Stanley retiree medical coverage under the General Rules above and first 

employed full-time (or part-time, scheduled to work at least 50%) on or before December 31, 2007, AND 

• Cannot have a break in service of greater than 12 months after December 31, 2007 (unless covered under 
Morgan Stanley subsidized retiree medical coverage the day before rehire), AND 

• Must satisfy Business Rules below, AND 

• Must meet the following requirements as of December 31, 2010: 

- Age 50 with five years of service (YOS), OR 

- Age 45 with five YOS AND age plus YOS equal to at least 65. 

 
67 Separate rules apply to determine the amount of subsidy. Contact HR Services for details. 
68 Legacy Morgan Stanley employees include all employees who were benefits-eligible as of December 31, 2007. Former Citigroup employees who transferred 
in connection with the creation of Morgan Stanley Smith Barney in 2009 are not considered Legacy Morgan Stanley employees, even if previously employed 
(before 2009) by Morgan Stanley. Prior service at Citigroup and its affiliates does not count when determining eligibility for subsidy. Whether prior service at 
other acquired companies counts depends on the terms of those acquisitions. Contact HR Services for details. 
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Business Rules • Must meet the following minimum requirements 
on last day of employment: 

- Age 55 with 20 years of continuous service 
(YOCS69), OR 

- Age 60 with 15 YOCS. 

• Subsidy ends when retiree becomes eligible for 
Medicare (typically, age 65). 

Must meet the following minimum requirements on last 
day of employment: 

• Age 55 with five YOS, AND 

• Age plus YOS is at least 65. 

 

Important Retiree Medical 
Information 
Changing Your Coverage 
Your pre-Medicare retiree medical coverage 
election is generally irrevocable. However, you may 
make changes to your coverage in limited 
circumstances, such as QLEs. QLEs are events that 
affect your or your spouse’s legal marital or 
domestic partner status, number of dependents, 
employment status, and certain Plan costs or 
coverage changes. If you waive coverage or 
cancel your coverage at any time, you may not 
re-enroll in retiree medical coverage.70 You have 
90 days from the date of the QLE to make a 
prospective change to your pre-Medicare retiree 
medical election. See the Qualified Life Events 
section on page 21 for details. 
You may also be able to make changes to your pre-
Medicare retiree medical coverage during annual 
enrollment, if offered. Please be advised that there 
is no guarantee that an annual enrollment 
period will be offered to retirees in any given 
year. Additionally, unlike active employees, you 
cannot add dependents during annual enrollment; 
you may add dependents to coverage only as a 
result of, and consistent with, a QLE. 
Retirees Aged 65 and Older 
If you are eligible for retiree medical coverage 
through the Firm, eligible for Medicare and over 
age 65, but not eligible for the Core Plan, you will 
have the opportunity to enroll in the UHC 
Connector Model for coverage. If you have 
dependents under age 65 and wish to retain their 
coverage under the Morgan Stanley Medical Plan, 
you must remain continuously enrolled with the 
UHC Connector Model. 

 
69 Continuous service is based on most recent hire date, excluding breaks in service less than 12 months. 
70 Exceptions apply for eligible Operating Committee members. 

Medicare 
Medicare is the federal health insurance program 
for people age 65 or older, and for people who 
have certain disabilities or end-stage renal 
disease. Generally, you are eligible for Medicare 
on the first day of the month in which you attain 
age 65, or 24 months after you first receive 
disability benefits from Social Security. Medicare 
contains several parts which cover different 
services including: 
• Medicare Part A (Hospital Insurance)— 

helps cover your inpatient care in hospitals and 
limited nursing home care if you meet certain 
conditions, 
If you receive benefits from Social Security, you 
will automatically receive Medicare Part A. You 
generally do not pay a premium for Part A if you 
or your spouse paid Medicare taxes while 
working. 
However, if you are not receiving benefits from 
Social Security (for instance, if you are still 
working), you will need to sign up for Part A by 
contacting the Social Security Administration 
three months before you turn age 65. 
An Initial Enrollment Package containing 
information about Medicare Part A, including 
your Medicare card, is usually sent to you 
automatically. However, if you do not receive a 
notice, you must contact the Social Security 
Administration to apply for Medicare Part A 
three months before you turn age 65 to take full 
advantage of your Initial Enrollment Period 
(IEP). 

• Medicare Part B (Medical Insurance)— 
primarily covers medically necessary services 
such as doctors’ fees, most outpatient hospital 
services and certain related services. Medicare 
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Part B also covers some preventive services. You 
pay a monthly premium for Medicare Part B, 
Generally, if you receive benefits from Social 
Security, you will automatically receive Medicare 
Part B when you become eligible. If you are not 
automatically enrolled for any reason, once you 
become eligible for Medicare, you should enroll 
in Medicare Part B during your IEP. Your IEP is 
the first seven months you are eligible to enroll 
in Medicare because of age or disability and 
includes the three months before your month of 
eligibility, the month you become eligible, and 
the three months following your month of 
eligibility. 
If you choose to decline Part B during your IEP 
and choose to enroll at a later time, you may only 
enroll at the beginning of each year during the 
annual general enrollment period. If you do not 
enroll in Part B during your IEP, you will 
generally be charged a late-enrollment penalty. 
The penalty is for life, and you will always 
pay more for your Part B coverage than you 
would have had you enrolled when first 
eligible. 
Note: If you are actively employed, not receiving 
LTD benefits and are eligible for Medicare Part 
B or if you are covered by an employer’s group 
health plan and are eligible for Medicare Part B, 
you may not need Part B until you are no longer 
covered under that plan. If you sign up for Part B 
within eight months after your employer group 
health plan benefits end, you will not be 
penalized for late enrollment. 

Retiree medical coverage under the 
Morgan Stanley Medical Plan always coordinates 
with Medicare, with Medicare Parts A and B 
deemed to be paying primary, regardless of 
whether or not you are actually enrolled in 
Medicare. 
• Medicare Prescription Drug Coverage  

(Part D)—helps cover prescription drug costs. 
Medicare Part D is available to everyone with 
Medicare through Medicare prescription drug 
programs and Medicare Advantage plans that 
offer prescription drug coverage. All Medicare 
prescription drug programs provide at least the 
level of coverage set by Medicare. Some plans 

may also offer more coverage for a higher 
monthly premium, 
If you are currently or are about to become 
eligible for Medicare, you will have a seven-
month IEP for Medicare Part D regardless of 
how you qualify for Medicare. If you do not enroll 
in a Medicare drug plan during your initial IEP, 
you may only enroll at the end of each year. 
Your benefits will not start until the beginning of 
the following year, and you will be charged a 
late-enrollment penalty. 
If you already have prescription drug coverage, 
such as through your or your spouse’s or 
domestic partner’s employer group health plan, 
including retiree medical coverage, you may be 
able to delay your enrollment in Medicare Part D 
without being charged a late-enrollment penalty. 
To delay enrollment without being charged a 
penalty, the plan must be creditable, meaning it 
is as good as or better than the Medicare 
prescription drug benefit. 
If at some point you lose your source of 
creditable coverage (for example, you lose your 
employer or retiree medical benefits), you may 
enroll in a Medicare drug plan without penalty or 
a delay in benefits as long as you join that plan 
within 63 days after your current coverage ends. 
Note: The prescription drug coverage provided 
through the Core Plan and the UHC Connector 
Model is considered creditable coverage. 

• Disability—Medicare coverage is also available 
to disabled persons who are approved for Social 
Security Disability Insurance (SSDI). To receive 
maximum medical coverage, it is important to 
enroll in Medicare Parts A and B once you are 
approved for Medicare because your benefits 
under the Medical Plan will be computed as 
though you have received Medicare benefits, 
even if you have not enrolled in this coverage. If 
you decide to enroll in Medicare at a date 
later than your initial Medicare eligibility 
date, you may be subject to a late-enrollment 
penalty from Medicare. 

The Morgan Stanley Medical Plan is generally 
the primary payor for domestic partners under 
age 65 enrolled in coverage with the Medical 
Plan. 
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Medicare is generally the primary payer for 
domestic partners with group health insurance 
coverage if the domestic partner is Medicare 
eligible due to their age or disability and has group 
health plan coverage through their partner’s 
Morgan Stanley coverage. 
Medicare is the primary payor for domestic 
partners upon the domestic partner attaining 
age 65. This occurs if the domestic partner is 
enrolled with Morgan Stanley medical coverage 
whether the employee is active or retired from the 
Firm. Domestic Partners should enroll in Medicare 
Part A and Part B as of the first of the month in 
which they attain age 65. If they do not enroll, the 
Plan will assume Medicare is primary and Morgan 
Stanley is secondary payor for medical services. 
For questions about Medicare or SSDI, contact the 
Social Security Administration at 800-772-1213 or 
log on to www.ssa.gov or www.medicare.gov. 
Morgan Stanley does not advise you as to your 
rights and responsibilities under Medicare. You are 
solely responsible for your decision whether and 
when to enroll in Medicare; Morgan Stanley does 
not monitor enrollment in Medicare and therefore 
will not advise you when you should enroll in 
Medicare. 

COBRA 
If you are eligible to receive retiree medical 
coverage when you retire, you may choose to 
defer it temporarily and elect continuation of active 
coverage under COBRA for a period of time. This 
may save you money. After continuation coverage 
under COBRA expires, you will be automatically 
enrolled in retiree medical coverage under the 
Morgan Stanley Medical Plan. You may make 
changes to your retiree medical coverage no later 
than 90 days after your COBRA coverage ends; 
however, your medical coverage must be 
continuous. 
If you drop retiree medical coverage or waive it 
at any time (other than initially electing COBRA 
coverage before electing retiree medical 
coverage), you will not be able to enroll in 
retiree medical coverage at a later date.71 

 
71 Exceptions apply for eligible Operating Committee members. 

Right to Reimbursement (Subrogation 
Agreement) 
The Retiree Medical Plan and Core Plan have the 
right to receive reimbursement for any recovery 
from a third party due to an injury or other condition 
for which the Plan provided benefits. This right is 
called “subrogation”. The Retiree Medical Plan and 
Core Plan are subject to the same subrogation 
provisions as the Medical Plan. See the Right to 
Reimbursement (Subrogation Agreement) section 
on page 20 for more information. 

Employee Assistance Plan 
(Lyra Mental Health Benefit) 
The Employee Assistance Plan provides a mental 
health benefit, inclusive of therapy, coaching and 
self-care tools. The benefit includes access to a 
web-based platform to search for and, where 
applicable, schedule an appointment for services 
to support your mental, behavioral and emotional 
health. The benefit is provided by Lyra Health 
(“Lyra”). Through Lyra’s online platform, or by 
contacting a Lyra representative, you may receive 
suggestions for licensed behavioral health care 
professionals (“Provider”), professionals trained in 
Lyra’s Coaching Program (“Coach”) and/or other 
programs available through Lyra’s partners, 
including Lyra Clinical Associates P.C. (“LCA”), a 
professional medical corporation. In cases where 
the requested Provider or Coach has a calendar 
integrated with Lyra’s online platform, you may 
also be able to book an appointment through the 
online platform. Additionally, onsite counseling is 
available within the Health Centers at 1585 
Broadway, New York, NY/750 7th Avenue, New 
York, NY during construction; 1 New York Plaza, 
New York, NY; and 2000 Westchester Ave 
Purchase, NY.  
Lyra, along with LCA, provides short-term, 
outpatient behavioral health services with LCA’s 
group of top Providers and Coaches in your area 
for up to 16 sessions at no cost to employees and 
dependents. Behavioral health services can be 
delivered through in-person sessions, video 
sessions and/or by phone, and include 
assessment of psychological disorders, individual 
psychotherapy, marital and couples counseling, 

http://www.ssa.gov/
http://www.medicare.gov/
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family therapy, child and adolescent therapy, group 
therapy, support through Lyra’s Coaching Program 
and/or other services as appropriate, or other 
clinical programs offered by LCA. Lyra’s Coaching 
Program provides one-to-one, personalized 
support sessions via live video or phone with a 
Coach and is available to individuals who have 
mild to minimal care needs. The Coaching 
Sessions are counted against the 16 sessions 
available to a user annually. Self-care applications 
are also available through partners to support 
emotional or behavioral health needs through a 
mobile app or website.  
Behavioral health services under the Plan are only 
available through Lyra’s group of Providers and 
Coaches.  
Lyra also offers concierge services including 
Complex Care Coordination which supports 
members in accessing vetted, evidence-based, 
higher levels of care as needed so they can have 
the best chance at recovery; and Autism Spectrum 
Disorder (ASD) Navigation which provides 
navigation, education, and resources to adults, 
children, or caregivers for suspected or diagnosed 
Autism Spectrum Disorder (ASD). 
Lyra does not guarantee successful clinical 
outcomes for users based on its suggestions for 
Clinical Services, Coaching Program Services or 
any other Services.  
You can access Plan benefits by going to the Lyra 
online portal at www.lyrahealth.com/morganstanley 
or by contacting the Lyra care team at 
844-926-2648. You must register with Lyra first (by 
phone or online) before you can access the 
benefits of the Plan. 
This Plan does not cover (and Lyra does not 
provide) inpatient, residential treatment, partial 
hospitalization, intensive outpatient treatment, 
long-term care or counseling, prescription 
medication, psychiatric services, disability 
assessments, autism spectrum disorder care, 
services for remedial education, non-evidence-
based behavioral health care, or emergency care. 
This Plan does not cover (and Lyra does not 
provide) any benefits that are not clinically 
indicated. 

Program Eligibility  
The Lyra benefit is available to all U.S. benefits-
eligible Morgan Stanley employees, spouses and 
domestic partners, and dependents (up to age 26), 
with the exception of any individuals living abroad: 
• All Morgan Stanley U.S. employees and their 

eligible dependents can access up to 16 free 
sessions per member, per year. Members do not 
have to be enrolled in the medical plan to 
access Lyra’s services, 

• Dependents under age 13 will not have access 
to the Lyra website. It is recommended their 
parent call Lyra to initiate use for the dependent, 

• Because federal laws govern minors’ use of the 
internet and the ability to collect certain types of 
information without parental permission, Lyra 
restricts access to the care platform for those 
under the age of 13. Lyra collects individuals’ 
date of birth at registration to determine 
appropriate use, 

• Minors’ access to mental health care is 
dependent on state laws. Some states require 
parental consent while others do not. To comply 
with state laws, Lyra recommends minors 
contact the care team to determine their 
eligibility to access care. The care team, when 
legally appropriate, can help members find and 
start care, and 

• Individuals living abroad will not have access to 
Lyra due to provider licensing/data privacy 
regulations. 

Dependent Eligibility 
The program also covers your benefits-eligible 
dependents, subject to the above listed limitations.  
Coverage will terminate if you no longer meet the 
eligibility requirements. Coverage for your spouse 
and dependents stops when your coverage stops, 
or when they are no longer eligible under the 
requirements listed above. However, you may be 
entitled to COBRA continuation coverage, as 
explained later in this SPD. 

Program Cost  
Lyra covers short-term, evidence-based outpatient 
mental health services, at no cost to you—up to 16 
visits per person per year. There are no copays, no 



  
 

 

2025 Health Benefits and Insurance Summary Plan Description 

 
105 

 

deductibles and no prior authorizations or referrals 
needed to begin care. 
If you reach your 16-session limit for the year, you 
may elect to continue working with your Lyra 
Provider, but any future sessions will require out-
of-pocket payment. You may also be eligible for 
continuation through Health Plan Integration with 
Lyra (see section below).You may be able to 
submit claims to your medical plan to cover part of 
the cost of care if your plan includes partial 
reimbursement for out-of-network providers. 
Alternatively, you may opt to find a provider who is 
in-network with your medical plan. Contact the 
number on the back of your health plan ID card for 
further details.  

Cancellation Policy 
Most Providers require 24 to 48 hours’ notice for 
cancellations. Please refer to your Provider for 
questions about their cancellation policy and fees. 
Morgan Stanley will cover the cost of up to two 
last-minute cancellations or no-shows. Beyond 
this, if you do not cancel on time or miss an 
appointment without canceling, for any reason, you 
will be required to reimburse your Provider for the 
missed session. 
Any missed or late sessions will count against the 
16 sessions you get per calendar year. 

Work Life Services 
Work Life services offered by Lyra include:  
• Legal advice, consisting of a 30-minute, free 

consultation with an attorney, ongoing discounts, 
legal forms, 

• Financial advice, consisting of a 30-minute, free 
consultation, including tax support and ongoing 
discounts, and 

• ID theft support, consisting of a 60-minute, free 
consultation with a fraud support specialist and 
credit assistance. 

You may continue the engagement after the initial 
consultation at a discounted rate at your own cost.  

Health Plan Integration (HPI) 
Lyra has integrated its group of Providers into the 
Morgan Stanley Medical Plan through  Aetna, 
Cigna and Surest to provide you with access to 
Providers for services including assessment of 

psychological disorders, individual psychotherapy, 
marital and couples counseling, child and 
adolescent therapy, family therapy, group therapy, 
and psychiatric medication management (“Clinical 
Services”). 
Through its integration with the Morgan Stanley 
Medical Plan national options administered 
through  Aetna, Cigna and Surest after your 16 
free sessions have been exhausted, Lyra is 
providing access to its network of Providers to 
support enrolled members who need additional 
support for behavioral health needs and will be 
covered as in-network under the plan benefits, 
subject to deductible and coinsurance. Note, 
coaching is not a covered service under HPI. 
Lyra’s medication management provides members 
with consultation and ongoing support for mental 
health medication needs. Medication Management 
sessions will be covered as in-network under the 
plan benefit, subject to applicable deductibles, 
coinsurance or copays. 
Lyra will directly bill the Morgan Stanley Medical 
Plan for services it delivers. To the extent that you 
owe contributions for the cost of the service 
through a copay, deductible or coinsurance for the 
services, LCA will bill you directly for the amounts 
you owe based on the adjudicated amount 
determined by Aetna, Cigna, and Surest, as 
applicable. 

Dental Plan 
The Morgan Stanley Dental Plan is designed to 
help you maintain good dental health and 
manage the cost of your dental care. 
Morgan Stanley offers U.S. employees a choice of 
two dental coverage options through two national 
administrators: 
• Option A administered by MetLife or Delta 

Dental 
• Option B administered by MetLife or Delta 

Dental 
Morgan Stanley shares in the cost of your dental 
care premiums. You may enroll in the Dental Plan 
even if you do not enroll in the Morgan Stanley 
Medical Plan. The Dental Plan’s coverage 
categories are the same as the Medical Plan’s 
coverage categories. 



  
 

 

2025 Health Benefits and Insurance Summary Plan Description 

 
106 

 

• Option A: This dental option offers you the 
ability to use both in- and out-of-network 
providers. It features a greater level of benefits 
than Option B, including higher out-of-network 
reimbursements, greater annual limits and 
orthodontic benefits for adults. However, your 
semimonthly premiums are higher with this 
dental plan option than with Option B, 

• Option B: This dental option also offers you the 
ability to receive benefits with both in- and 
out-of-network providers. Rates with in-network 
providers have been discounted, reducing your 
dental costs when you use participating 
providers. This may be a good option if you like 
to keep your semimonthly dental premiums low, 

• Delta Dental: In addition to in-network PPO 
participating and out-of-network providers, Delta 
Dental has another tier of in-network providers 
called Delta Dental Premier providers. This can 
be considered a “middle tier network” that 
provides additional savings and convenience to 
members in the following ways: 
–  Delta Dental has negotiated allowances for 

covered procedures with these providers 
similar to how PPO participating providers 
have capped allowed amounts Delta Dental 
providers will submit claims on behalf of 
members 

– Delta Dental providers cannot balance bill 
members (e.g., bill members more than the 
negotiated insurance rate). 

– Delta Dental PPO participating  providers still 
offer the most savings on out-of-pocket 
expenses, but Delta Dental’s Premier Network 
is a good alternative to selecting an out-of-
network provider.  Note that the out-of-
network plan design applies to Premier 
Network providers, but members can still save 
since the provider rates are more competitive.  

• Cigna Global Health Option: The Cigna Global 
Health Dental Plan is available to U.S. benefits-
eligible international employees and U.S. 
expatriates only. This option gives you the 
freedom to select any dentist at any time, and 
Cigna Global Health pays a portion of your cost. 
It provides similar coverage to MetLife and Delta 
Dental Option A plan. 

Note: If you participate in a health care FSA or 
LPFSA, you must either use your HealthEquity debit 
card or submit a manual claim form and itemized 
receipt to HealthEquity for reimbursement. 
See the Submitting a Claim Form section on page 
123 for additional information. 

.
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Dental Plan Reimbursement Schedule 
This chart describes covered services under each Dental Plan coverage option.  

PLAN FEATURES 
OPTION A (METLIFE AND 
DELTA DENTAL)72  

OPTION B 
(METLIFE AND 
DELTA DENTAL)  

CIGNA GLOBAL 
HEALTH DENTAL 

 In-Network Out-of-Network +  
Delta Dental 
Premier73  

In-Network Out-of- 
Network + 
Delta Dental 
Premier  

In- and Out-of- 
Network 

Annual 
Deductible74  

No annual 
deductible 

$50 per person 
$150 family 
maximum 

No annual 
deductible 

$100 per 
person 
$300 family 
maximum 

$50 per person 
$150 family maximum 

Diagnostic and 
Preventive Care 

100% of discounted 
fee 

80% of Eligible 
Expenses 
Delta Premier: 85% 
of allowed amount 

100% of 
discounted fee 

50% of Eligible 
Expenses 

100% of Eligible 
Expenses 

Restorative Services 
Includes Endodontics, 
Periodontics, & Oral 
Surgery 

80% of discounted 
fee 

75% of Eligible 
Expenses or 
Allowed Amount 
(Delta Premier), 
after annual 
deductible 

80% of 
discounted fee 

40% of Eligible 
Expenses, 
after annual 
deductible 

80% of Eligible 
Expenses, after 
annual deductible 

Prosthodontics, Inlays, 
Onlays and Crowns 
Covered every seven 
years per tooth 

50% of discounted 
fee 

50% of Eligible 
Expenses or 
Allowed Amount 
(Delta Premier), 
after annual 
deductible 

50% of 
discounted fee 

25% of Eligible 
Expenses, 
after annual 
deductible 

50% of Eligible 
Expenses, after 
annual deductible 

Orthodontics75 
Lifetime benefit 
maximum is applied 
across plan options 
No deductible applied 
except for Cigna Global 
Health Dental Plan 

50% of discounted 
fee, up to a $3,000 
lifetime benefit 
maximum per 
person (children to 
age 26 and adults) 

50% of Eligible 
Expenses or 
Allowed Amount 
(Delta Premier), up 
to a $3,000 lifetime 
benefit maximum 
per person 
(children to age 26 
and adults)  

50% of 
discounted fee, 
up to a $2,000 
lifetime Benefit 
Maximum per 
person (children 
to age 19) 

Not covered 50% of Eligible 
Expenses after 
separate $50 
deductible, up to a 
$3,000 lifetime 
maximum per person 
(children to age 19) 

Annual Benefit 
Maximum72 
Per Person 

$3,000 $2,000 $2,000 $1,000 $2,000 

 
72 For the Delta Dental Plan option, the reimbursement percentage is based on Delta Dental’s applicable Maximum Plan Allowance or the dentist’s fee, 
whichever is less (the Allowed Amount). 

73 Delta Dental offers three tiers of providers: PPO, Premier, and out-of-network. The out-of-network design applies to the Premier network, but Delta Dental has 
negotiated more competitive rates with Premier providers vs. out-of-network providers, so members can save by using a Premier provider.  

74 The deductible is waived for diagnostic, preventive care and orthodontic services except for orthodontic services under the Cigna Global Health Dental Plan. 
75 No person may receive more than the annual benefit maximum during a calendar year (excluding orthodontics) even if provided by an in-network or PDP 
dentist. 
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Covered Dental Expenses 
Each of the Morgan Stanley Dental Plan options covers the dental expenses listed in the chart below. Refer to 
the Dental Plan Exclusions and Limitations on page 110 for more information.  

TYPE A EXPENSES 
DIAGNOSTIC/PREVENTIVE SERVICES 

TYPE B EXPENSES 
MINOR RESTORATIVE SERVICES 

TYPE C EXPENSES 
PROSTHODONTIC SERVICES 

Oral exams twice per calendar year; 
during pregnancy, you may receive an 
additional oral exam in a calendar year 

Fillings (“silver” or “white”) Crowns (replacement limitation—not more 
than once every seven years) 

Prophylaxis (scaling and cleaning of teeth) 
twice per calendar year; during pregnancy: 
choice of one additional prophylaxis in a 
calendar year or one additional periodontal 
maintenance procedure in a calendar year 

Periodontal Prophylaxis (deep-tissue 
cleanings) four times per calendar year but 
reduced by the number of routine 
preventive prophylaxes so that the total 
number of prophylaxes does not exceed 
four times per calendar year 

Extractions 

Scaling and Root Planning once per 
unique area every 24 months 

Repair of crowns and bridgework 
(restoration limitation—not more than once 
every three years) 

Space maintainers for eligible individuals 
under age 19 

Oral surgery Initial installation of fixed bridgework 

Fluoride treatments for eligible individuals 
under age 19 (twice per calendar year) 

Periodontal services (surgical and non- 
surgical)—supporting tissues of the teeth 

Periodontal surgery, including gingivectomy, 
gingival curettage and osseous surgery, but 
no more than one surgical procedure per 
quadrant in any 36-month period 

Initial installation of partial or full removable 
dentures (including adjustment after six 
months) from initial placement 

Sealants on permanent molars for 
eligible individuals under age 19 (one 
application per 60 months) 

General anesthesia administered during 
covered oral surgery or select periodontal 
surgery and endodontic surgery related 
dental services 

Replacement of, or addition to, dentures or 
bridgework to replace teeth extracted or 
accidentally lost, to change temporary 
denture with a permanent one if done within 
12 months of the installation of the 
temporary denture, or to replace an 
appliance that is more than seven years old 
and cannot be made serviceable 

Full-mouth X-rays (not more than one 
series in 60 consecutive months) 

Endodontics: Root canal therapy Gold fillings, inlays and onlays when other 
restorative materials cannot be used 
(replacement limitation—not more than once 
every seven years) 
Covered benefit percentage amount may 
vary based on the Dental Plan option 

Bitewing X-rays 
Dependent children to age 19 (two sets per 
calendar year) 
Adult bitewings, age 19 and over (one set 
per calendar year) 

Injection of antibiotic drugs Dental Implants—reconstruction of missing 
teeth and their supporting structures with 
natural or synthetic (alloplastic, allogenic or 
autogenous) substitutes (replacement 
limitation—not more than once every seven 
years) 

Emergency treatment to alleviate pain Recement inlays/onlays Bruxism (grinding the teeth), including bite 
guards 
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Important Information About the 
Dental Plan Options 
Predetermination of Benefits 
If you need dental care beyond a routine checkup 
or cleaning, you should discuss the services and 
cost of treatment with your dentist before having 
the procedure performed. If treatment is expected 
to cost $300 or more, your dentist may complete a 
pretreatment estimate, which can be found on the 
dental claim form. The pretreatment estimate 
describes the services and charges proposed by 
your dentist. 
You or your dentist may send the completed form 
to your Dental Plan Administrator (Delta Dental, 
MetLife or Cigna Global Health) for review. Your 
Dental Plan Administrator will then advise you how 
much the Dental Plan will pay for these services 
before work begins. If the procedure for which you 
receive a pretreatment estimate is not followed or if 
the verifying information required by the Dental 
Plan Administrator is incomplete, the benefits paid 
will be based on the information submitted. This 
could result in a smaller benefit than would 
otherwise be paid. If you choose not to submit a 
pretreatment estimate, your procedure may be 
reimbursed at a lower rate than you expect. 

Alternate Courses of Treatment 
Dental procedures can vary greatly in expense. To 
help manage dental costs, dental consultants may 
review pretreatment estimates and claim forms to 
determine whether alternate courses of treatment 
that meet generally accepted standards of care 
would provide a satisfactory result at a lower cost. 
If there is more than one suitable procedure for 
your particular situation, the Dental Plan will pay 
benefits for the less expensive procedure. If you 
and your dentist elect to use a more expensive 
procedure or material, you will be required to pay 
the difference between the costs of the procedure 
provided and that which is approved by the Dental 
Plan Administrator. 

 
76 Reminder: Be sure to review the restrictions contained in the 

discussion of “When must I file a claim?” including limitations on 
your ability to bring a lawsuit to recover benefits under the Plan. 

Exclusions and Limitations76 
On the following pages is a chart that outlines 
those services and supplies that are not covered 
under the Dental Plan. To find out whether other 
types of services are covered, contact your Dental 
Plan Administrator. Please note the following 
additional exclusions or limitations: 
• Charges in excess of Eligible Expenses 

amounts, Allowed Amounts; charges that satisfy 
the annual deductible or exceed annual 
maximums, 

• Benefits will not be payable for treatment 
received before your coverage under the Plan 
begins. However, if previously initiated treatment 
is completed after the effective date of Plan 
coverage, a portion of the cost may be covered.
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Dental Plan Exclusions and Limitations 
Below is a list of services and supplies that are excluded from coverage or are subject to certain limitations. 
For more information, please call your Dental Plan Administrator. 

CATEGORY EXCLUSION OR LIMITATION 

General Services • Missed appointments, 

• Treatment by a provider other than a dentist or licensed dental hygienist under the 
supervision of a dentist, 

• Oral-hygiene instruction, plaque-control programs and dietary instructions, 

• Services or supplies that are normally provided free of charge, 

• Services or supplies not recommended and approved by the attending dentist or 
physician, 

• Services or supplies not dentally necessary, 

• Services or supplies that do not meet generally accepted standards of dental care, as 
determined by the Dental Plan Administrator, 

• Any dental services or supplies included as covered expenses under another  
Morgan Stanley benefit plan, 

• Experimental procedures, 

• Fabrication of athletic mouth guards, 

• Periodontal splinting, 

• Prescription drug premedications, relative analgesia, 

• Replace tooth structure by attrition, 

• Equilibration, 

• Gianthological recordings, and 

• Charges for hospitalization, including hospital visits. 

Dentures, Crowns and Inlays • Elaborate attachments or features for dentures, bridgework or other dental appliances, 

• Replacement of a lost, missing or stolen prosthetic device or appliance, 

• Any duplicate prosthetic device or appliance, 

• Dentures, crowns, inlays, onlays and bridgework or other appliances or services to 
increase vertical dimension, 

• Veneers on crowns or pontics on the molar teeth, and 

• Supplies that are temporary (for example, a temporary bridge). 

Treatment of Conditions  • Procedures to correct congenital or developmental malformations, except for covered 
dependent children and newborn children eligible at birth, 

 TMJ arthrogram, including injection, and temporomandibular joint films are covered both 
in- and out-of-network, as a Type A expense;  

 Delta Dental: TMJ appliances are covered as a Type C expense; MetLife Dental: TMJ 
appliance is only covered under the MetLife Dental Option A, both in- and out-of-
network, Type D Orthodontia expense; or MetLife Dental Option B,  in- network only, 
Type D Orthodontia  expense, and 

• Treatment of any jaw disorder. 

Cosmetic • Cosmetic services and supplies, such as bleaching.  
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Right to Reimbursement  
(Subrogation Agreement) 
The Dental Plan has the right to receive 
reimbursement for any recovery from a third party 
due to an injury or other condition for which the Plan 
provided benefits. This right is called “subrogation”. 
The Medical Plan’s subrogation rules apply to the 
Dental Plan. See the Right to Reimbursement 
(Subrogation Agreement) on page 20.  

Vision Plan 
The Morgan Stanley Vision Plan encourages 
you to receive regular vision exams and 
manages the cost of vision care. 
The Morgan Stanley Vision Plan is administered by 
VSP. 
Morgan Stanley offers U.S. employees a choice of 
two vision coverage options: 
• Option A, 
• Option B. 
The primary differences between Options A and B 
are that Option A includes a higher allowance for 
frames and contact lenses, covers the purchase of 
frames every year instead of every two years and 
has higher out-of-network benefits. 
You may enroll in the Vision Plan in the same 
coverage categories as the Medical and Dental 
Plans. However, unlike those plans, Morgan 
Stanley does not share in the cost of your vision 
care premiums. 

VSP Vision Plan 
The Vision Plan gives you the freedom to receive 
vision care services from within the VSP Signature 
Network of participating providers or from any out-
of-network vision care provider you choose. Both 
options will cover some portion of the costs of eye 
examinations, prescription eyeglass lenses and 
frames, or contact lenses. Please be aware that 
whether using in-network or out-of-network 
services, VSP makes a distinction between 
elective and necessary contact lenses. For 
necessary contact lenses, a VSP provider must 
determine that the contact lenses are medically 
necessary to receive the maximum benefit under 
the in- and out-of-network plan features. 

 
77 Prices and discounts may vary by provider. 

In-Network Benefits 
The VSP Signature Network is composed of more 
than 35,000 vision care providers at over 90,000 
locations nationwide and includes independent 
optometrists, ophthalmologists and Participating 
Retail Chains. All VSP Signature Network doctors 
must meet VSP’s standards for licensing, 
education, practice history and providing services 
to be accepted into the VSP Signature Network. 
You may also use your benefits for materials in 
network at VSP’s online store Eyeconic.com. 
For both Vision Plan Options, services such as eye 
exams, eyeglass lenses and frames (up to the 
allowance) are covered at 100% after a $20 copay. 
Additionally, the Vision Plan offers an average 
15% reduction or 5% off the promotional price for 
laser vision correction surgery when services are 
received within the VSP Signature Network. You 
may also receive discounted vision care benefits of 
up to 30% on additional prescription glasses and 
sunglasses77. 
A list of VSP Signature Network doctors is 
available on the VSP website at www.vsp.com or 
by calling VSP customer service at 800-877-7195. 
Log in to the VSP website with your user ID and 
password and click “Find a VSP Doctor.” You may 
also search for a doctor from the Benefit Center 
website. 
When using a VSP Signature Network doctor, you 
do not need an ID card to obtain services and 
there are no claim forms to submit; however, you 
may log in to vsp.com with your user ID and 
password to obtain an online member vision card. 
When making an appointment with a VSP 
Signature Network doctor, identify yourself as a 
participant in the Vision Plan and provide the office 
with the employee’s first and last name and date of 
birth. 

Participating Retail Chains 
Participating Retail Chains are providers of 
covered services and materials who are not 
contracted as VSP Signature Network providers, 
but who have agreed to bill VSP directly. Some 
Participating Retail Chains may be unable to 
provide all VSP benefits. Services from a 
Participating Retail Chain are in lieu of services 

https://www.vsp.com/
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provided by a VSP Signature Network or  
out-of- network provider. VSP is unable to require 
Participating Retail Chains to adhere to VSP’s 
quality standards for VSP Signature Network 
providers. Where Participating Retail Chains are 
located in a membership-only retail environment, 
you may be required to purchase a membership 
with the retailer as a condition to receiving Vision 
Plan benefits through VSP. Contact VSP for 
details. 

Out-of-Network Benefits 
If you prefer, you may choose to use an 
out-of-network provider. When using this option, 
you will receive reimbursement for eligible eye care 
services up to the Plan’s reimbursement 
allowance. You must pay for all services and 
submit a claim form to VSP. Claims for 
reimbursement must be submitted to VSP within 
12 months of the date the service was received. 
Or you may ask your provider to contact VSP to 
confirm your eligibility and reimbursement 
allowances. The provider may then submit the 
claim on your behalf. The reimbursement will be 
sent directly to the provider and the provider will 
only charge you the difference. 

Flexible Spending Account 
If you participate in a Health Care FSA or LPFSA, 
either use your HealthEquity debit card or you must 
submit a manual claim form and itemized receipt to 
HealthEquity for reimbursement. For more 
information, see the Submitting a Claim Form 
section on page 123.  

Additional VSP Benefits 
Laser Vision Correction Surgery 
You and your covered dependents may receive 
discounts ranging from 10% to 25% (average of 
15%) off the cost of laser vision surgery when 
using VSP’s in-network Laser Vision Care 
providers. If the provider is offering a temporary 
price reduction, VSP members will receive a 5% 
discount off the promotional price if it is less than 
the usual discounted price. To receive the laser 
vision correction surgery discount, you must use a 
participating VSP Laser Vision Care doctor. 
The maximum fee you will pay for laser vision 
surgery with a participating provider is: 

• $1,500 per eye for PRK, 
• $1,800 per eye for LASIK, 
• $2,300 per eye for Custom LASIK. 
You are responsible for paying all fees directly to 
the provider. 
To find a VSP Laser Vision Care doctor near you, 
visit www.vsp.com or call VSP’s member services 
at 800-877-7195. 

Low Vision 
Low vision is a significant loss of vision but not 
total blindness, as determined by VSP. If you or a 
participating family member suffers from low vision, 
you may receive low-vision services from a VSP 
Signature Network doctor or out-of-network 
provider. Ophthalmologists and optometrists 
specializing in low-vision care can evaluate and 
prescribe optical devices, and provide training and 
instruction to maximize the remaining vision. 
VSP’s covered low-vision services include: 
• Supplemental low-vision testing every two years, 

which includes evaluation, diagnosis and 
prescription of vision aids, when needed, 
– Testing is covered in full from a VSP 

Signature Network doctor, 
– You may be reimbursed up to $125 when 

testing is performed by an out-of-network 
doctor. 

• If low-vision aids are approved, VSP will cover 
75% of the approved fee, up to a maximum of 
$1,000 every two years (less any amount paid 
for the supplemental testing), from either a VSP 
Signature Network doctor or out-of-network 
provider. You are responsible for the remaining 
25%, plus any amount over the approved fee. 
Please refer to the chart starting on page 113. 

Not all Participating Retail Chains provide 
low-vision services. Contact VSP for details. 

https://www.vsp.com/
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Vision Plan Schedule of Benefits 
The chart below compares the cost of Vision Plan services received in-network versus out-of-network for Plan 
Options A and B. 

 OPTION A  OPTION B  

SERVICE 
VSP IN-NETWORK 
PROVIDER 

OUT-OF-NETWORK 
PROVIDER 

VSP IN-NETWORK 
PROVIDER 

OUT-OF-NETWORK 
PROVIDER 

Exam includes dilation 
(when necessary), once 
per calendar year 

Retinal screening (as an 
enhancement to Exam, 
Covered in full for eligible 
members with diabetes) 

100%, after $20 copay 

Up to $39 copay 

Up to $50 
reimbursement, after 
$20 copay 

Not available 

100%, after $20 copay 

Up to $39 copay 

Up to $40 
reimbursement, after 
$20 copay 

Not available 

Eyeglass Lenses—Available once every calendar year 

Single 100%, after $20 
copay78 

Up to $50 
reimbursement,  
after $20 copay 

100%, after $20 
copay78 

Up to $40 
reimbursement, after 
$20 copay 

Lined Bifocal 100%, after $20 
copay78 

Up to $75 
reimbursement, after 
$20 copay 

100%, after $20 
copay78 

Up to $60 
reimbursement, after 
$20 copay 

Lined Trifocal 100%, after $20 
copay78 

Up to $100 
reimbursement, after 
$20 copay 

100%, after $20 
copay78 

Up to $75 
reimbursement, after 
$20 copay 

Lenticular 100%, after $20 
copay78 

Up to $125 
reimbursement, after 
$20 copay 

100%, after $20 
copay78 

Up to $80 
reimbursement, after 
$20 copay 

Lens Enhancements—Available once every calendar year   

All typical lens 
enhancements are 
covered79  

100% Not available; except 
for Progressives: up to 
$75 and Tints: up to 
$5 

100% Not available; except 
for Progressives: up to 
$60 and Tints: up to 
$5 

Frames80  

Includes the frame of your 
choice 

Up to $25081 every 
calendar year, after 
$20 copay (total for 
both lenses and 
frames); 20% discount 
on cost exceeding 
$250 

Up to $70 
reimbursement, every 
calendar year after 
$20 copay 

Up to $15082 every 
other calendar year, 
after $20 copay (total 
for both lenses and 
frames); 20% discount 
on cost exceeding 
$150 

Up to $60 
reimbursement every 
other calendar year, 
after $20 copay 

 
78 Copay applies to both eyeglass lenses and/or frames. 
79 Including progressive lenses, photochromic lenses, scratch-resistant coating, anti-reflective coating, hi-index lenses, polarized lenses, polycarbonate lenses, 
ultraviolet coating, blended segment lenses, rimless lenses, oversized lenses, laminated lenses and edge treatments. 

80 If you are enrolled in Option A and received frames or contact lenses during the year, and then elect to change from Option A to Option B during the annual 
enrollment period, you will not be eligible for new frames or contact lenses until the second year of enrollment in Option B. 

81 The frame allowance for Costco, Wal-Mart and Sam’s Club is $135. 
82 The frame allowance for Costco, Wal-Mart and Sam’s Club is $80. 
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Vision Plan Schedule of Benefits (continued) 
 OPTION A  OPTION B  

SERVICE 
VSP IN-NETWORK 
PROVIDER 

OUT-OF-NETWORK 
PROVIDER 

VSP IN-NETWORK 
PROVIDER 

OUT-OF-NETWORK 
PROVIDER 

Contact Lenses—Available once every calendar year (in lieu of lenses and frames) 

Elective Contact Lenses 
(In lieu of eyeglass lenses 
and frames.) When 
choosing contact lenses 
instead of glasses, your 
allowance applies toward 
the cost of the contact 
lenses and contact lens 
exam (fitting and 
evaluation). The contact 
lens exam is a separate 
service for the purpose of 
fitting for contact lenses.  

Up to $250 allowance 
Up to $60 copay for 
contact lens fitting and 
exam 
15% discount on 
contact lens exam 
(fitting and 
evaluation), as long as 
the services are 
obtained within 12 
months of your last 
eye exam 

Up to $105 
reimbursement 
(contacts and exam) 

Up to $150 allowance 
Up to $60 copay for 
contact lens fitting and 
exam 
15% discount on 
contact lens exam 
(fitting and 
evaluation), as long as 
the services are 
obtained within 12 
months of your last 
eye exam 

Up to $100 
reimbursement 
(contacts and exam) 

Medically Necessary 
Lenses 

In lieu of eyeglass lenses 
and frames. Necessary 
contact lenses are covered 
in full when VSP benefit 
criteria is met and verified 
by a VSP network doctor 
for eye conditions that 
would prohibit the use of 
glasses 

100%, after $20 copay Up to $210 
reimbursement, after 
$20 copay 

100%, after $20 copay Up to $210 
reimbursement, after 
$20 copay 

Essential Medical 
Eyecare 83 

$20 copay for 
additional exams and 
services beyond 
routine care to treat 
immediate issues from 
pink eye to sudden 
changes in vision or to 
monitor ongoing 
conditions such as dry 
eye, diabetic eye 
disease, glaucoma, 
and more. available 
for all members 

Not Available $20 copay for 
additional exams and 
services beyond 
routine care to treat 
immediate issues from 
pink eye to sudden 
changes in vision or to 
monitor ongoing 
conditions such as dry 
eye, diabetic eye 
disease, glaucoma, 
and more. available 
for all members 

Not Available 

Laser Vision Correction Surgery84 

PRK, LASIK and Custom 
LASIK using wavefront 
technology only, at a 
discounted fee from a 
contracted facility 

Discounts range from 
10% to 25% (average 
15%) (depending 
upon location) or 5% 
off any advertised 
discounted fee, 
whichever is lower 

Not Available Discounts range from 
10% to 25% (average 
15%, depending on 
location), or 5% off 
any advertised 
discounted fee, 
whichever is lower 

Not Available 

 
83 Approval by VSP is required. 
84 The maximum fee a member will pay with an in-network center is $1,500 per eye for PRK, $1,800 per eye for LASIK and $2,300 per eye for Custom LASIK. 
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Additional Laser Vision Care Benefit    

After surgery, use any 
eligible frame benefit for 
nonprescription 
sunglasses from any VSP 
Signature Network doctor 

Once every year, up 
to $250, after $20 
copay (total for both 
lenses and frames), 
plus 20% discount on 
costs exceeding $250 

Not Available Once every other 
year, up to $150, after 
$20 copay (total for 
both lenses and 
frames); 20% discount 
on cost exceeding 
$150 

Not Available 

Low Vision— Professional services for severe visual problems that cannot 
be corrected with regular lenses, Available once every two calendar years 

  

Supplemental Testing 
(includes evaluation, 
diagnosis and prescription 
aids where indicated) 

100% Up to $125 
reimbursement 

100% Up to $125 
reimbursement 

Supplemental Aids 
Up to $1,000 every two 
years (combined in- and 
out-of-network, including the 
cost of Supplemental 
Testing) 

75% of approved fee 75% of approved fee 75% of approved fee 75% reimbursement of 
approved fees 

Other   

Additional Prescription 
Glasses and Prescription 
or Non-Prescription 
Sunglasses 

Savings of 30% off the 
retail cost when 
purchased from the 
same VSP Signature 
Network doctor on the 
same day as your eye 
exam  

OR 

Savings of 20% off the 
retail cost when 
purchased from any 
VSP Signature 
Network doctor within 
12 months of your last 
covered eye exam  

Not Available Savings of 30% off the 
retail cost when 
purchased from the 
VSP Signature 
Network doctor on the 
same day as your eye 
exam 

OR 

Savings of 20% off the 
retail cost when 
purchased from any 
VSP Signature 
Network doctor within 
12 months of your last 
covered eye exam 

Not Available 
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Vision Plan Exclusions and Limitations 
Below is a list of services and supplies that are excluded from coverage under the Vision Plan. 

CATEGORY EXCLUSION OR LIMITATION 

General Services • Lenses that do not provide vision correction except for nonprescription sunglasses 
obtained in-network in conjunction with Laser Vision Correction Surgery, 

• Charges for the replacement of lost or stolen lenses or frames, 

• Orthoptics or vision training and any associated supplemental testing, 

• Plano lenses (i.e., when a patient’s refractive error is less than a +/-50 diopter power), 

• Two pairs of glasses instead of bifocals, 

• Medical or surgical treatment of the eyes (other than Laser Vision Correction Surgery), 

• Replacement of lenses and frames except at the stated intervals when services are 
available, 

• Certain limitations on low vision care, and 

• Any eye examination or any corrective eyewear required by an employer as a condition 
of employment. 

Contact Lenses • Corneal Refractive Therapy (CRT) or Orthokeratology, 

• Replacement of lost or damaged lenses, 

• Insurance policies or service agreements, 

• Plano lenses (i.e., when a patient’s refractive error is less than a +/-50 diopter power), 

• Plano lenses to change eye color cosmetically, 

• Artistically painted lenses, 

• Additional office visits associated with contact lens pathology, and 

• Contact lens modification, polishing or cleaning. 

Cosmetic • Cosmetic services and supplies. 
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Right to Reimbursement (Subrogation 
Agreement) 
The Vision Plan has the right to receive 
reimbursement for any recovery from a third party 
due to an injury or other condition for which the 
Plan provided benefits.  
This right is called “subrogation.” The Medical 
Plan’s subrogation rules apply to the Vision Plan. 
See the Right to Reimbursement (Subrogation 
Agreement) section on page 19.  

Health Savings Account (HSA)  
If you enroll in Option C (a High Deductible Health 
Plan) of the Medical Plan, you may be eligible to 
contribute to a Health Savings Account (HSA). An 
HSA allows you to pay current or future health care 
expenses tax-free. Depending on your health care 
needs, you can use your HSA to pay for Eligible 
Expenses now, or let the account grow with tax-
free earnings to use for health care costs in the 
future, even during your retirement. The HSA is 
administered by HealthEquity with HealthEquity 
Bancorp Bank. 

To open an HSA you must: 
• be enrolled in Option C of the Medical Plan, 
• not be enrolled in Medicare, 
• not be claimed as a dependent on another 

person’s tax return. 
You are only eligible to open an HSA if you are 
enrolled in Option C of the Medical Plan. Even if 
you have other consumer-driven health plan 
coverage, you are not eligible for an HSA through 
Morgan Stanley.85  
Note that your nontax-qualified domestic partner 
must open their own HSA, if eligible. 
Note: If you enroll in Option C, you may not 
contribute to a Health Care Flexible Spending 
Account (HCFSA). However, you may enroll in a 
Limited Purpose Flexible Spending Account 
(LPFSA) to reimburse yourself for eligible dental 
and vision expenses. For more information on an 
LPFSA, see the Flexible Spending Accounts (FSA) 
for Health Care and Dependent Day Care section 
on page 119.  

 
85 If you are enrolled in a high-deductible health plan outside of Morgan 
Stanley, you may still be eligible to establish an HSA outside of Morgan 
Stanley. Consult your tax and financial advisor for more information. 

Note: If you have an HSA, you can keep your 
health care dependents on your high-deductible 
health plan (HDHP) until they turn 26 years old. 
However, the IRS only allows you to use your own 
HSA funds to pay for qualified medical expenses 
for any dependents you claim on your tax return. 
This means that once your child turns 24, they may 
still be on your HDHP, but you can’t use your HSA 
for their medical expenses. 

According to IRS guidance in Publication 969 
(Health Savings Accounts and Other Tax-Favored 
Health Plans), an individual with an HSA may take 
a distribution to pay for qualified medical expenses 
for the following persons: 
 

• The HSA holder 
• The HSA holder’s spouse 
• All dependents the HSA holder can claim 

on his/her tax return 
• Any person the HSA holder could have 

claimed as a dependent on his/her tax 
return except for the fact that: 
4. That person filed a joint return; 
5. The person had gross income of 

$5,050 or more; or 
6. The HSA holder, or spouse if filing 

jointly, could be claimed as a 
dependent on someone else’s tax 
return. 

 
If your child is no longer a student, then the age 24 
rule is included in the definition of dependent who 
is a student for who can be claimed as a tax 
dependent in the definition of a Qualifying Relative 
relating to students does not apply and the age 
limit is age 19 instead. 

Once your child is no longer your tax dependent, 
they are eligible to open their own HSA, even if 
they are still enrolled in your HDHP. Since they are 
part of your family HDHP, they can contribute up to 
the family maximum. Additionally, you can 
contribute to your child’s HSA on their behalf if you 
choose to. You should note, though, if you 
contribute to your child’s HSA, your child will 
receive the tax benefits for those contributions – 
not the parent. Please confirm with your tax 
advisor the status of your dependents before 
contributing to an HSA. 
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Tax Advantages 
You can contribute to an HSA with before-tax 
money, which will lower your current taxable 
income. In addition, you don’t pay taxes on: 
• Contributions to an HSA, 
• Interest and investment earnings on your HSA 

balance, 
• Withdrawals used to pay for eligible health care 

expenses, 
• Your pretax contributions to your HSA are not 

subject to employment taxes or withholding, 
including Social Security, Medicare and FUTA 
taxes. As a result, your Social Security income 
may be affected. Please consult your tax advisor 
regarding tax implications, 

• Funds in an HSA, including investment earnings, 
roll over from year to year. This means you do 
not have to “use” the full amount you contribute 
or “lose” it. 

Contribution Rules 
Once you have enrolled and established your 
HSA, you may elect to make before-tax 
contributions to your account. For 2025, the 
maximum amount that can be contributed to an 
HSA is $4,300 for single coverage and $8,550 for 
family coverage. Your nontax-qualified dependent 
and their dependents are not considered your 
family for this purpose. 
If you are age 55 or older, you are eligible to make 
an additional catch-up contribution of $1,000 each 
year until you become eligible for Medicare. 
If you elect to contribute to your HSA, before-tax 
contributions are automatically deducted from your 
paycheck in equal amounts throughout the year. 
Or you may elect to contribute on an after-tax basis 
directly to your HSA by a check or online personal 
bank account. 
You may make changes to your contribution 
election at any time during the year. Changes 
generally will take effect the first of the following 
month after you make your change and will be 
taken on the next available Payroll period following 
your election change. You must elect to contribute 
to your HSA each year. 
Prior year’s HSA contribution elections will not roll 
over.  

How To Use Your Account 
When you or your eligible dependent has a health 
care expense that is not covered by your Plan, you 
can pay for the expense using the funds in your 
HSA, up to the amount currently available in the 
account. Unlike a Health Care Flexible Spending 
Account (HCFSA), your HSA is not prefunded. The 
amount available for reimbursement is the amount 
available in your HSA at the time of the 
reimbursement request. 
Your HSA offers three convenient ways to receive 
reimbursement: 

1. HSA Debit Card  
For expenses such as prescriptions and over-the- 
counter items, you no longer have to use cash, 
personal check or credit card. Upon enrollment, 
you will receive a HealthEquity debit card in the 
mail to your address on file. If the provider accepts 
the HealthEquity debit card, the amount will 
automatically be deducted from your HSA. If you 
are also contributing to a Limited Purpose Account 
(LPFSA), you may use your debit card to pay for 
dental and vision expenses until you have 
exhausted the LPFSA balance. 

2. HSA Online Bill  
For other expenses, such as doctor visits or 
hospitalizations, you can elect to pay the portion of 
the bill after you receive your Explanation of 
Benefits (EOB) from your Plan Administrator, 
access the HealthEquity website at 
www.morganstanley.healthequity.com and follow 
the below steps:  
1. Navigate to the account dashboard by clicking 
on the Home button at the top of the page. 
2. Click “Pay Provider”. 
3. Select the account you want to pay from. 
4. Choose “Enter claim record and send payment” 
and click “Next”. 
5. Select “Pay Provider” and click “Next”. 
6. Choose whether you want to create a new 
expense or pay an expense already on file. · If 
creating a new expense, fill out the expense 
information and click “Next”.· If using an existing 
expense in the portal, select “Existing” and click 
“Next”. 

http://www.morganstanley.healthequity.com/
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7. Enter the provider information or find the 
provider from the dropdown list. 
8. Select the payment amount and click “Next”. 
9. Review the payment information for accuracy. 
10. Agree to the terms and click “Finish”. 
 

3. HSA Online Reimbursement 
If you use another form of payment for your out-of- 
pocket eligible health care expenses, such as a 
personal credit card or check, you can reimburse 
yourself by using the HSA’s online banking feature 
by accessing the HealthEquity website at 
www.morganstanley.healthequity.com, clicking 
“Get Reimbursed” and following these instructions: 

1. Choose View Claims and Payments from 
the top menu 

2. Choose an already existing claim or create 
a new claim 

3. Click Details to view more information 
about the claim 

4. Take action on the claim: Pay Provider—-
Payments go directly to provider info listed 
in the claim, Reimburse Me— Payments 
will go directly to the Member's EFT or 
address, depending on their preferences 
,Close Expense— Take no action and 
close expense, Match Transaction— 
Claim can be matched with existing HSA 
or FSA debit card transaction. 

Based upon your direction, HealthEquity will 
transfer funds from your HSA to your checking 
account. 
It is important to monitor your HSA account 
balance; banking charges will apply if your HSA is 
overdrawn. Review your HSA information carefully 
to understand all potential banking charges. 
You should complete an HSA Beneficiary 
Designation form naming your HSA beneficiary in 
the event of your death. You can designate your 
beneficiary through the HealthEquity  website, 
mobile application or by requesting a form from 
HealthEquity. Note that only a spouse beneficiary 
will be able to continue the tax-savings nature of 
your HSA. On your death, your nonspouse 
beneficiary is taxed on the fair value of the HSA. 

Eligible Expenses  
Generally, expenses permitted by Section 213(d) 
of the Internal Revenue Code or otherwise allowed 
under IRS rules are considered qualified for HSA 
use. Covered expenses include medical 
copayments and coinsurance, and dental or vision 
expenses. You may also use your account to pay 
for the following insurance premiums: 
• COBRA, 
• Qualified long-term care insurance, 
• Medicare Parts A and B. 
To view all eligible health care expenses, go to 
www.irs.gov to review IRS Publication 502. 
It is your responsibility to determine which 
expenses are eligible once you open your account. 

Investing Your HSA 
When your HSA reaches a balance of $500, you 
can choose to invest amounts over $500 in one or 
more available investment funds. The HSA 
investment options consist of open-ended mutual 
funds selected and monitored by the bank that 
holds your HealthEquity account. The investment 
fund options cross a variety of asset classes, 
giving you the ability to diversify your investments 
to meet your needs. 
Any earnings on the funds in your HSA are 
distributed tax-free if used to cover eligible health 
care expenses now or at any time in the future. 
Note that investment funds may fluctuate in value 
with market conditions and that past performance 
is no indication of future results. It is possible that 
the market value of your HSA will decrease. 

Taxes 
If you use your HSA for an ineligible expense, the 
distribution will be subject to income taxes and a 
federal excise tax. 
HealthEquity sends the 5498-SA and 1099-SA tax 
forms to the employee by January 31 using the 
method selected in their member account (mail or 
email). The default is to receive the tax forms via 
mail. 
Tax forms are also available for the 
employee/member to view and download in the 
member portal or via the HealthEquity mobile app. 

http://www.morganstanley.healthequity.com/
https://scoop.healthequity.com/posts/4359008-
http://www.irs.gov/
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Important Note: Since Health Savings Accounts 
(HSAs) are individually owned accounts, Morgan 
Stanley does not have access to employees' tax 
forms, including the 1099-SA. 
Note: Contributions made after January for the 
prior year are reported in May. For more 
information on HSA tax reporting, contact your tax 
advisor. 
Note: Be sure to save copies of all your receipts. 
Documentation for reimbursement is required. For 
additional questions regarding your HSA, please 
contact Morgan Stanley HR Services. 

Flexible Spending Accounts 
(FSA) for Health Care and 
Dependent Day Care 
Flexible Spending Accounts allow you to reduce 
your taxable income and save money by setting 
aside money on a before-tax basis to pay for 
eligible health care and dependent day care 
expenses. 
Morgan Stanley offers three types of Flexible 
Spending Accounts: 
1. The Health Care Flexible Spending Account 

(HCFSA) allows you to set aside money on a 
before-tax basis to pay for eligible health-related 
expenses, 

2. The Dependent Day Care Flexible Spending 
Account (DDCFSA) allows you to set aside 
money on a before-tax basis to pay for eligible 
dependent care and elder care expenses that 
allow you and your spouse to work or attend 
school on a full-time basis, 

3. The Limited Purpose Flexible Spending 
Account (LPFSA) allows participants enrolled in 
Medical Plan Option C to set aside money on a 
before-tax basis to pay for eligible dental and 
vision expenses. 

Depending on your needs, you may decide to 
participate in one or more accounts. When you 
participate in an FSA, you contribute before-tax 
dollars to an account maintained by HealthEquity, 
the FSA administrator. Your annual election is 
credited to your account through Payroll 
deductions. You may obtain reimbursement as you 
incur Eligible Expenses throughout the year for the 
HCFSA or LPFSA, or as contributions are made to 

your DDCFSA. Since your total FSA contribution is 
taken from your pay before federal income taxes 
are deducted, your taxable income is reduced by 
the amount of your contribution. You do not need 
to participate in Morgan Stanley’s Medical, Dental 
or Vision Plan to participate in a HCFSA or 
DDCFSA. You must be enrolled in Option C of the 
Medical Plan to participate in the LPFSA. 
Please note that you must be paid from a U.S. 
dollar-based Payroll to be eligible to participate in 
an FSA. 

Participating in the FSAs 
To participate in an FSA, you must elect a before- 
tax contribution amount for the calendar year. for 
2025 have not been announced by the IRS.  This 
document reflects the amounts in effect for 2024.  
Increases in the HCFSA and LPFSA limits for 2025 
are anticipated but not guaranteed 
• You may contribute between $100 and $3,300 to 

the HCFSA (if enrolled in Medical Plan Options 
A, B or D, or no Medical Plan option) or LPFSA 
(if enrolled in Option C of the Medical Plan) in 
2025, 

• You may contribute between $100 and $5,000 to 
the DDCFSA each year if you are single or 
married and file a joint tax return. If you are 
married and file a separate return, you may 
contribute between $100 and $2,500 annually to 
the DDCFSA. Certain highly compensated 
employees may have their DDCFSA contribution 
reduced to comply with IRS “nondiscrimination” 
rules, 

• You may carry over any unused 2024 balances 
up to $640 in your HCFSA or LPFSA, assuming 
you elected to contribute to a FSA for 2025,  

• Carried over FSA funds from the previous plan 
year will be used first after the carryover occurs, 
and any carried over 2024 amounts not used to 
incur expenses in 2025, will be forfeited as of 
December 31, 2025 
Unused funds from the prior year will be carried 
over to the next plan year as long as other 
conditions are met; enrollment in a FSA for the 
next plan year  

• 2024 carryover balances will be credited to your 
2025 FSA account in June 2025 due to the 
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transition of pre-tax administrators to Health 
Equity.  

• Once you make your elections, your 
contributions will continue for the entire calendar 
year unless: 
– You terminate employment with  

Morgan Stanley, 
– You become ineligible to participate in the 

FSA, 
– Your earnings are reduced to an amount less 

than your annual FSA election, 
– Your contribution is reduced based on IRS 

nondiscrimination requirements, or 
– You change your election due to a QLE (see 

the Qualified Life Events section on page 21). 
Participation in an FSA may reduce your 
contributions to Social Security, depending on your 
pay and the amount of your contribution. This may 
reduce any Social Security benefits to which you 
may become entitled in the future. 
Your contributions to an FSA will not affect any 
salary-related Morgan Stanley plans, such as the 
401(k) Plan. 

About HCFSAs 
The HCFSA is designed for anyone who pays out- 
of-pocket health care costs. Eligible health care 
expenses include annual deductibles, coinsurance, 
copays and most other Medical, Dental, 
Prescription and Vision expenses that are not fully 
covered by any benefit plan. 
To be eligible, the expenses must be: 
• Of a type that would be tax deductible (without 

regard to any cumulative thresholds to claim a 
deduction), 

• Incurred by December 31 of the calendar year, 
• Incurred while you are an active participant in 

the HCFSA, 
• Not reimbursed under any group health plan. 

Eligible Health Care Expenses 
Examples of out-of-pocket health care expenses 
that qualify for reimbursement through the HCFSA 
include: 
• Medical (including prescription), Dental or Vision 

Plan deductibles, coinsurance and copays, 

• Routine physician office visits not covered by the 
Medical Plan, 

• Annual physical examinations not covered by 
the Medical Plan, 

• Vision care expenses, including eye exams, 
prescription eyeglasses and contact lenses, not 
covered by the Medical and Vision Plans, 

• Hearing care expenses not covered by the 
Medical Plan, 

• Amounts in excess of Eligible Expenses limits 
under the Medical and Dental Plans, 

• Certain prescribed medical supplies and 
equipment not covered by the Medical Plan, 

• Over-the-counter medications 
• Over-the-counter medical supplies (such as 

health monitors, support braces and hearing aid 
batteries) without a prescription. A doctor’s note 
or letter of medical necessity explaining medical 
necessity may be required, 

• Orthodontic expenses not covered by the Dental 
Plan, 

• The difference in cost between a hospital’s 
semi-private and private room charge, 

• Smoking-cessation programs and any related 
prescribed medications, 

• Weight-loss programs due to the diagnosis of a 
disease such as hypertension or obesity. A 
doctor’s note or letter of medical necessity may 
be required, 

• Transportation expenses incurred for essential 
medical care. 

For more information about eligible health care 
expenses, review IRS Publication 502, Medical 
and Dental Expenses, which is available online at 
www.irs.gov. 
Please note that when you receive reimbursement 
from the HCFSA for an expense, it cannot be 
claimed as a deduction on your federal income  
tax return. 

Ineligible Health Care Expenses 
The following are some other expenses that are 
not eligible for reimbursement from the HCFSA: 
• Joint counseling (for example, marriage or family 

counseling), 
• Insurance premiums for any health plan, 

http://www.irs.gov/
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• Food purchased through weight-loss programs, 
• Expenses for custodial care in a nursing home, 
• Cosmetic surgery or treatments such as teeth 

whitening (unless it is to correct a birth defect or 
to correct an injury from an accident). 

Definition of Eligible Dependents 
For the HCFSA, the definition of eligible 
dependents is different from the definition used for 
other Morgan Stanley health plans. Under the 
HCFSA, you may request reimbursement for 
eligible health care expenses incurred by: 
• Yourself, 
• Your spouse, 
• Your dependent children, 
• Any individual you can claim as a dependent for 

federal income tax purposes, regardless of 
whether they meet the eligibility requirements of 
other Morgan Stanley group health plans. 

Under IRS regulations, the HCFSA may not 
recognize domestic partners or children of 
domestic partners as eligible dependents unless 
they meet the criteria listed above and the 
relationship is not in violation of local law. Same- 
sex spouses who are lawfully married under a 
state or foreign law are recognized. 
Your dependents’ Eligible Expenses may be 
reimbursed through the HCFSA even if they  
are not enrolled as dependents under  
Morgan Stanley’s Medical, Dental or Vision Plan, 
provided that you can claim them as dependents 
on your federal tax form. 

HCFSA Reimbursement 
When you elect to participate in an HCFSA, your 
full annual contribution amount will be available to 
you for reimbursement at the beginning of the year. 
This means that you may request reimbursement 
from your account as soon as you or your 
dependents have an eligible expense, regardless 
of how much you have contributed toward your 
account at that point in time. If you have a QLE 
and increase your contribution election during the 
year, only expenses incurred on or after the date of 
the QLE are eligible for reimbursement from the 
additional amount. 

In general, you may receive reimbursement from 
your HCFSA in three ways—HealthEquity Visa 
Card, Pay My Provider or by submitting a claim 
form. 

HealthEquity Visa Card  
You will be provided with a HealthEquity Visa Card 
that may be used to pay for certain Eligible 
Expenses directly from your HCFSA. The 
HealthEquity Visa Card allows for direct payment 
to qualified locations and providers and can be 
used at any approved location that accepts Visa 
Cards. 
Use of the HealthEquity Visa Card is voluntary, 
and if elected, you may also choose to reimburse 
your provider directly or submit a manual claim to 
request a reimbursement. 
 

Receiving Your HealthEquity Visa Card 
If you choose to activate the HealthEquity Visa 
Card, you will need to call the toll-free number 
indicated on the sticker  or follow the below steps:  
Note: To complete these steps, you must have 
created a login for your HealthEquity online 
account and have your card accessible. 
1. Log into your online account. From the 
homepage select Manage Cards.  
2. Find the image of the card you want to activate 
and click the Activate Card button. You will not be 
able to activate your card until it has been mailed 
out to you.   
3. Enter the last four digits of your card number and 
click Activate Card. 
You can also activate cards directly from the 
HealthEquity mobile app. Here’s how you can 
activate a new card: 
1. Tap on the Menu tab at the bottom of the 
screen. 
2. Tap on Manage Cards. 
3. Tap on the Activate Card button. 
4. Please read and follow the instructions given on 
the screen. 
5. Tap on the Activate Card button. 
The app will take you back to the ‘Manage Cards’ 
menu and give you a notification if the activation 
was successful. 
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You can call the card activation line at 800-901-
2044 if you have issues activating your card. 
 
Read the terms and conditions found on the card 
insert and sign the back of your card. You may call 
the customer service number listed on the back of 
the HealthEquity Visa Card to order additional 
cards. You may also order additional card(s) via 
the HealthEquity Member Portal or on the 
HealthEquity mobile app. 

Qualified Locations and Providers 
The HealthEquity Visa Card may be used at any 
approved provider or merchant with a point-of-
service (POS) bankcard terminal that accepts Visa 
Cards or your HealthEquity Visa Card number can 
be entered online or on an order form, similar to 
using a credit card number. You can even use your 
HealthEquity Visa Card to pay for a bill you receive 
in the mail if the merchant or provider accepts Visa 
Cards. Examples of qualified locations and 
providers include hospitals, physician and dental 
offices, vision care providers and retail pharmacy 
counters. 

Using the HealthEquity Visa Card 

In order to use the HealthEquity Visa Card, you will 
need to enter “credit” on the POS bankcard 
terminal just as if you were purchasing an item 
using a credit card. Each time the card is used for 
payment, you will sign a receipt. Your FSA and 
card are regulated by the IRS; therefore you 
should retain all itemized receipts generated from 
the HealthEquity Visa Card, because certain 
payments must be verified. HealthEquity may 
request this receipt from you to ensure that 
payment was made for a qualified health care 
expense Credit card receipts that do not itemize 
expenses are not sufficient to verify payment. 
Amounts paid that cannot be verified may be 
considered taxable income to you. 

If a member desires a PIN, they should call the 
number on the back of the card. Ask to be 
transferred to the PIN IVR. 
Once you swipe the HealthEquity Visa Card 
through the POS bankcard terminal, your available 
benefit balance is verified. The card validates and 
authorizes your purchases in real time and 

automatically debits your FSA account based on 
the guidelines established by the IRS and your 
specific plan design as described on page 117. A 
claim number is assigned to the transaction. 
Your card can be used for certain and Eligible 
Health Care Expenses, including prescription 
copayments or out-of-pocket responsibility, eligible 
over-the-counter (OTC) supplies, materials, OTC 
medicines and copayments, deductibles and 
coinsurance at locations such as doctor, dentist, 
eye doctor, clinic, hospital or other care providers 
associated with Medical, Dental or Vision. 
Additionally, your card can be used for out-of-
network copayments if your copayment is the 
same as the in-network copayment. While in-
network provider transactions can be used for 
coinsurance and deductibles, the card does not 
determine patient responsibility or eligible benefits. 

Partial Payment Authorization 
Partial authorization capability allows you to use 
your HealthEquity Visa Card for transactions with 
amounts greater than the funds available in your 
HCSA for a portion of the transaction at providers 
or merchants that accept partial authorization. For 
example, if you purchase an item that costs $20 
and you only have $10 remaining in your HCFSA, 
the HCFSA balance of $10 will be authorized for 
the purchase and you are responsible for paying 
the remaining balance of $10 with another form of 
payment. Note: Not all providers or merchants 
permit you to do a partial authorization. 
HealthEquity FSA statements are available on 
demand within the member portal, and on the 
mobile app, and Card Use Verification requests 
should be sent 20 days after the card swipe if 
verification is required. 
You will also be able to view card transactions on 
www.morganstanley.healthequity.com or on the 
HealthEquity mobile app.  
For questions on your account, you may contact 
member services 24/7 at 844-373-5893.  
 
Getting help 24 hours a day is easy. 

Simply call HealthEquity’s toll-free number at  
1-844-373-5893 to 
• Learn your account balance, 
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• Report a lost or stolen card, 
• Order extra cards and more. 
Go to www.morganstanley.healthequity.com  
anytime. 

Submitting a Claim Form 
You may submit claims for your out of pocket and 
out-of-network provider’s unreimbursed health care 
expenses by completing an FSA Claim Form. You 
must also attach itemized bills, receipts and/or the 
Explanation of Benefits (EOB) from your health 
plan as proof of the unreimbursed eligible 
expenses. To be reimbursed for eligible over-the- 
counter medications, you must include a copy of 
the prescription from your provider that shows the 
specific name of the medication and the receipt for 
payment with your claim form. FSA Claim Forms 
are available on 
www.morganstanley.healthequity.com.  

Deadline To Submit Claims 
Expenses incurred between January 1, 2025, and 
December 31, 2025, must be submitted for 
reimbursement from your 2025 HCFSA by April 30, 
2026. According to IRS rules, any amount in your 
account that is not reimbursed to you for 
eligible expenses incurred by the deadline will 
be forfeited.  
Notwithstanding the foregoing, up to $640 of your 
unused HCFSA or LPFSA  balance for 2024 will be 
carried over to 2025, assuming you elect to 
participate in the FSA for 2025, enroll in Medical 
Plan Option A, B or D and do not enroll in Option 
C. If you enroll in Option C under the Medical Plan, 
you will not be eligible to have a HCFSA in 2025 
and your unused 2024 HCFSA balance will be 
forfeited. Carried over HCFSA funds from the 
previous plan year will be used first after the 
carryover occurs.  Unused funds from the prior 
year can only be carried over once to the next plan 
year as long as other conditions are met; 
enrollment in the HCFSA for the next plan year. 
any carried over amounts that remain unused at 
the end of the current year will be forfeited. 
You will only receive reimbursement for claims 
incurred while you are a participant in the HCFSA. 
If you terminate employment or become ineligible 
to participate in the HCFSA due to an employment 

status change prior to December 31 (excluding 
transfers to an international status), you may 
submit claims for reimbursement incurred only 
through your termination date or the date your 
status changed. However, if you elect to continue 
participation in the HCFSA through COBRA (see 
the Continuation Coverage Rights Under COBRA 
section on page 201), you will still be considered a 
participant in the HCFSA. 
If you transfer to an international status, you may 
submit claims for expenses incurred by December 
31 of the year of your transfer. 

Claims Processing 
FSA claims are generally processed daily and 
reimbursement checks are mailed within three 
business days. There is a fee of $2.00 to receive 
paper checks. Direct deposit is available at no 
charge.. Expenses that are covered by a health plan 
must first be submitted to the health plan for 
payment before being submitted to your HCFSA. 
If a reimbursement check issued to you or your 
service provider remains uncashed for more than 
181 days, the check is voided  

• If you still have an active plan account for 
at least two weeks in the future from the 
date of the void process, you will be sent 
an email to advise that HealthEquity has 
voided the stale check and returned the 
funds to your FSA so you can take action 
on the associated claim(s).   

 

Direct Deposit Feature 
You may register to have your HCFSA 
reimbursements deposited directly into your U.S. 
checking or savings account. To register for direct 
deposit, go to 
www.morganstanley.healthequity.com and follow 
the below steps:  
1. Navigate to your account dashboard by clicking 
on the Home button at the top of the screen. 
2. Click on your name in the upper right-hand 
corner, then choose Profile. 
3. Select the account to which you wish to add 
your banking information. 
4. Scroll down to the 
Account/Payment/Contribution Settings section. 

http://www.morganstanley.healthequity.com/
http://www.morganstanley.healthequity.com/
http://www.morganstanley.healthequity.com/
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5. Next to External Accounts, click the “+” symbol. 
6. Enter the required account information. 
7. Select “I want to verify this bank account.” 
8. Click on the Authorize button. 
9. HealthEquity will then place a small deposit, 
usually less than $0.50, into the account within 
three business days. 
10. Once you have received the deposit, return to 
the ‘Account/Payment/Contribution’ section. 
11. Click on the pencil icon next to the unverified 
account. 
12. Enter the deposit amount into the box and click 
Verify. 
13. Your linked bank account should now say 
‘Verified’. 
  

About DDCFSAs 
The DDCFSA is designed for dependent day care 
expenses you pay to have someone take care of 
your eligible dependents so that you may work or 
attend school on a full-time basis. If you are 
married, your spouse must be unable to care for 
your dependents because they work, is a full- time 
student, or has a physical or mental disability. 
The only expenses eligible for reimbursement from 
the DDCFSA are those incurred for the primary 
purpose of assuring the well-being and protection 
of your eligible dependent. If you are married and 
your spouse is not working, not a full-time student, 
or mentally or physically able to self-care , your 
dependent care expenses are not eligible. 
Healthcare expenses for your dependents are not 
payable under the DDCFSA, nor are expenses for 
food or clothing. Federal tax law limits the amount 
of contributions to a DDCFSA to the lesser of your 
or your spouse’s earned income. Contributions are 
also limited to $5,000 if you are single or file a joint 
tax return or $2,500 if you are married and filing a 
separate tax return. If your spouse is not working 
but is a full-time student or disabled, your spouse’s 
earned income is considered to be $250 a month if 
you have one eligible dependent or $500 monthly 
for two or more eligible dependents (see the 
Definition of Eligible Dependents section on page 
121). 

Eligible Dependent Day Care Expenses 
Eligible expenses include the cost of a babysitter 
(for work- or education-related expenses), day care 
center or home care center as well as nursery 
school and day camp programs. Weekend or 
“evening-out” babysitting expenses, kindergarten 
expenses and overnight camp expenses are not 
eligible under the DDCFSA. 
Expenses eligible for reimbursement from a 
DDCFSA include: 
• Payments made for services provided in your 

home. These services may not be provided by 
someone you also claim as a dependent or by 
your children who will be under age 19 at the 
end of the calendar year. Although these 
services may involve household maintenance, 
they must include the care of your eligible 
dependent, 

• Payments made for day care services outside 
your home for a dependent child under age 13 
or for other dependents of any age who are 
disabled or elderly and spend at least eight 
hours a day in your home, and 

• Payments made to a qualified day care center 
that provides care for at least six people on a 
regular basis. The day care center must require 
a fee for care and be in compliance with all 
applicable state and local laws. 

You may wish to consult your tax advisor or view 
IRS Publication 503, Child and Dependent Care 
Expenses, (available at www.irs.gov) to see if a 
particular type of expense is eligible for 
reimbursement. 

Definition of Eligible Dependents 
For purposes of the DDCFSA, an eligible 
dependent is any person you can claim as a 
dependent on your federal income tax return  
who is: 
• A “qualifying child” under age 13 or a 

“qualifying relative.” See the Continuation of 
Coverage During Work or Life Events section on 
page 29. 

In addition, if you are divorced or legally separated, 
you may cover a child whom you cannot claim as a 
dependent provided that: 

http://www.irs.gov/
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• You and the other parent together have custody 
of the child for more than half of the year, 

• You and the other parent together provide for 
more than half of the child’s support, 

• You have custody of the child for more of the 
year than the other parent, 

• You could claim the child as a dependent but for 
the fact you signed an agreement to let the other 
parent do so, and 

• The child is under age 13 or is physically or 
mentally incapable of self-care. 

Note: IRS regulations do not recognize domestic 
partners and children of domestic partners as 
eligible dependents unless they meet the criteria 
listed above and the relationship is not in violation 
of local law. 

DDCFSA Reimbursement 
Once you start accumulating contributions credited 
to a DDCFSA, you may request reimbursement 
from your account for qualified dependent day care 
expenses. Unlike an HCFSA, DDCFSA 
reimbursements are limited to your year-to-date 
contributions minus any reimbursements at the 
time your claim is submitted. 

Submitting a Claim Form 
• Annual —You only need to submit 

reimbursement requests once that plan 
year. Annual reimbursements will be 
prorated. For example, if you submit a 
claim for January through December for 
$1,200.00, HealthEquity will split the claim 
into 12 separate claim lines for $100.00 
each. Each claim will have its own service 
end date and will not be paid out until that 
date has passed. On the Claim form the 
'Annual' box needs to be selected and the 
form must be signed by the provider. If the 
provider does not sign the claim form, you 
must have itemized documentation with 
the claim form, including Childcare 
provider name, Dependent name, Cost of 
care, Description of care, Annual dates of 
service (Example: 1/1/2025 - 12/31/2025 
plan year). If the form is attached to a 
claim in the portal- the claim details should 
match the form. If you need to make a 

change to an existing annual claim, you 
may do so by submitting a new completed 
claim form with clear instructions about 
what needs to change 

• Pay as you go —You will need to request 
reimbursement each time you would like to 
be reimbursed throughout the plan year. 
On the Claim form, the “Pay as-you-go” 
box must be selected. The provider must 
sign the form if receipts are not included. If 
the provider does not sign the form, 
receipts are required and information such 
as Childcare provider name, Dependent 
name, Cost of care, Description of care, 
and Start/end dates of services rendered 
should be included. If the form is attached 
to a claim in the portal- the claim details 
should match the form. 

Reimbursement Without Claim Form 
• If you submit a DDCFSA reimbursement 

request without the claim form, you must 
include the following information: 

• Childcare provider 
• Dependent name 
• Cost of care 
• Description of care 
• Start/end dates of services 

rendered 
• Itemized documentation attached 
• Select Expense type / Dependent 

Care from the drop-down 
(Note: Any expense type is acceptable as long as 
the claim is requested under the correct plan.) 
Note: Handwritten receipts must include the same 
five key pieces of information above.  

Deadline To Submit Claims and Claims 
Processing 
Expenses incurred between January 1, 2025, and 
December 31, 2025, must be submitted for 
reimbursement from your 2025 DDCFSA by April 
30, 2026. According to IRS rules, any amount in 
your account that is not reimbursed to you for 
eligible expenses incurred by the December 31 
deadline will be forfeited. Unlike the HCFSA and 
LPFSA, there is no carryover of unused DDCFSA 
amounts. 
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FSA claims are generally processed daily and 
reimbursement checks are mailed within three 
business days.  
If a reimbursement check issued to you remains 
uncashed for more than 181 days, Health Equity 
will send you a letter stating that the check has not 
been cashed and asking that you either cash the 
check or contact HealthEquity if the check was lost 
or never received. If the check was lost or never 
received, HealthEquity will place a “stop payment” 
on the check and will issue a new check to you. 
For all checks that remain uncashed for more than 
181 days HealthEquity will automatically place a 
“stop payment” on the checks, and those checks 
will not be reissued to you and the money will be 
forfeited. 
You may register to have your DDCFSA 
reimbursements deposited directly into your U.S. 
checking or savings account. To register for direct 
deposit, go to 
www.morganstanley.healthequity.com and follow 
the below steps: 
1. Navigate to your account dashboard by clicking 
on the Home button at the top of the screen. 
2. Click on your name in the upper right-hand 
corner, then choose Profile. 
3. Select the account to which you wish to add 
your banking information. 
4. Scroll down to the 
Account/Payment/Contribution Settings section. 
5. Next to External Accounts, click the “+” symbol. 
6. Enter the required account information. 
7. Select “I want to verify this bank account.” 
8. Click on the Authorize button. 
9. HealthEquity will then place a small deposit, 
usually less than $0.50, into the account within 
three business days. 
10. Once you have received the deposit, return to 
the Account/Payment/Contribution section. 
11. Click on the pencil icon next to the unverified 
account. 
12. Enter the deposit amount into the box and click 
Verify. 
13. Your linked bank account should now say 
Verified. 

Your Form W-2 Statement 
The amount of your annual DDCFSA contribution 
will be shown in Box 10 of your Form W-2 
statement. Additionally, if you use the Bright 
Horizons Back-Up Program, the fair market value 
of these services paid by Morgan Stanley on your 
behalf will also be reflected on your Form W-2 
statement. If the total amount of your DDCFSA 
contribution and Bright Horizon’s services exceeds 
$5,000, the amount over $5,000 will be considered 
taxable income and included in Box 1 of your Form 
W-2 statement. 
If you or your spouse contribute to another 
employer’s DDCFSA and the Morgan Stanley 
DDCFSA in the same calendar year and the total 
exceeds $5,000, consult with your tax advisor on 
how to report the additional taxable income and 
your dependent day care expenses. 

Dependent Care Tax Credit 
If you pay someone to care for your eligible 
dependent, you may be able to claim the Child and 
Dependent Care Credit on your federal income  
tax return. 

How the Credit Differs From the DDCFSA 
When you contribute to a DDCFSA, you fund your 
account with before-tax contributions, pay your 
dependent care providers and then submit your 
eligible expenses to the FSA for reimbursement. 
With the Child and Dependent Care Credit, you 
receive a tax credit on your federal income tax 
return to offset your dependent care expenses. 
The tax credit may be up to 35% of your qualifying 
expenses, depending on your adjusted gross 
income. You may count up to $3,000 of expenses 
paid during the year for one qualifying dependent 
or $6,000 for two or more qualifying dependents. 
To calculate the credit, multiply your qualified 
dependent care expenses (the same type of 
expenses used for DDCFSA reimbursements) by 

http://www.morganstanley.healthequity.com/
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the applicable percentage specified in the table 
below.86 

Dependent Care Tax Credit Chart 
ADJUSTED GROSS 
INCOME (AGI) 

TAX CREDIT 
PERCENTAGE 

Up to $15,000 35% 
$15,001–$17,000 34% 
$17,001–$19,000 33% 
$19,001–$21,000 32% 
$21,001–$23,000 31% 
$23,001–$25,000 30% 
$25,001–$27,000 29% 
$27,001–$29,000 28% 
$29,001–$31,000 27% 
$31,001–$33,000 26% 
$33,001–$35,000 25% 
$35,001–$37,000 24% 
$37,001–$39,000 23% 
$39,001–$41,000 22% 
$41,001–$43,000 21% 
$43,001 or more 20% 

What Does This Mean for You? 
Determining whether it is more advantageous to 
contribute to the DDCFSA, receive the tax credit 
on your income tax return or possibly both requires 
some consideration. Be advised that any DDCFSA 
reimbursements you receive will reduce the 
expense amount you may claim for the tax credit. 
However, the maximum amount of the tax credit is 
higher than the maximum DDCFSA reimbursement 
if you have two or more qualifying dependents. If 
you have two or more qualifying dependents and 
you receive the maximum $5,000 before-tax 
reimbursement from your DDCFSA, you may also 
be able to claim qualified expenses over the 
$5,000 DDCFSA maximum toward the dependent 
care tax credit. 
For example, assume you have an adjusted gross 
income of $22,000, you incur $6,000 of dependent 
care expenses during the year for your two 
children and you contribute $5,000 in eligible 
expenses to your Morgan Stanley DDCFSA. In this 
scenario, you will have an additional $1,000 in 
qualified expenses to which you may be able to 
apply the tax credit. If eligible, you would calculate 
the tax credit by multiplying the remaining $1,000 

 
86 These amounts are in effect for the 2023 tax year. The IRS has not yet 
announced changes, if any, for any subsequent tax year as of the publication of 
this SPD.  
You should consult your tax advisor for up-to-date limits applicable for this credit. 

of unreimbursed expenses by 31% (based on the 
tax credit percentage in the table), giving you a tax 
credit of $310. 
For more information on the dependent care tax 
credit, see IRS Publication 503, Child and 
Dependent Care Expenses, at www.irs.gov. You 
may also wish to consult your tax advisor to 
determine how to best use the dependent care tax 
credit and the DDCFSA to their full advantage. 

Limited Purpose Flexible Spending 
Accounts (LPFSAs) 
The LPFSA is designed for anyone enrolled in 
Option C of the Medical Plan who pays out-of- 
pocket dental and vision costs. Eligible dental and 
vision expenses include annual deductibles, 
coinsurance, copays, and most other dental and 
vision expenses that are not covered by any dental 
or vision plan. 
To be eligible, the expenses must be: 
• Of a type that would be tax deductible (without 

regard to any cumulative thresholds to claim  
a deduction), 

• Incurred by December 31 of the calendar year, 
• Incurred while you are an active participant in 

the LPFSA, 
• Not reimbursed under any group health plan. 

Eligible Vision and Dental Expenses  
Examples of eligible out-of-pocket dental and 
vision expenses that qualify for reimbursement 
through the LPFSA: 
• Dental or Vision Plan deductibles, coinsurance 

and copays, 
• Vision care expenses, including eye exams, 

prescription eyeglasses and contact lenses not 
covered by the Medical and Vision Plans, 

• Amounts in excess of Eligible Expenses limits 
under the Vision and Dental Plans, 

• Orthodontic expenses not covered by the  
Dental Plan. 

For more information about eligible vision and 
dental eligible expenses, review IRS Publication 

http://www.irs.gov/


  
 

 

2025 Health Benefits and Insurance Summary Plan Description 

 
129 

 

502, Vision and Dental Expenses, which is 
available online at www.irs.gov. 
Please note that when you receive reimbursement 
from the LPFSA for an expense, it cannot be 
claimed as a deduction on your federal income  
tax return. 

Ineligible Vision and Dental Expenses 
The following are some other expenses that are 
not eligible for reimbursement from the LPFSA: 
• Cosmetic surgery or treatments such as teeth 

whitening (unless it is to correct a birth defect or 
to correct an injury from an accident), 

• Premiums for the cost of your vision and  
dental coverage. 

Definition of Eligible Dependents 
For the LPFSA, the definition of eligible 
dependents is different than the definition used for 
other Morgan Stanley health plans. Under the 
LPFSA, you may request reimbursement for 
eligible vision and dental expenses incurred by: 
• Yourself, 
• Your spouse, 
• Your dependent children, 
• Any individual you can claim as a dependent for 

federal income tax purposes, regardless of 
whether they meet the eligibility requirements of 
other Morgan Stanley group health plans. 

Under IRS regulations, the LPFSA may not 
recognize domestic partners or children of 
domestic partners as eligible dependents unless 
they meet the criteria listed above and the 
relationship is not in violation of local law. Same- 
sex spouses who are lawfully married under a 
state or foreign law are recognized. 
Your dependents’ eligible expenses may be 
reimbursed through the LPFSA even if they are not 
enrolled as dependents under Morgan Stanley’s 
Dental or Vision Plan, provided that you can claim 
them as dependents on your federal tax form. 

LPFSA Reimbursement 
If you are enrolled in Option C and elect to 
participate in an LPFSA, your full annual 
contribution amount will be available to you for 
reimbursement at the beginning of the year. This 

means that you may request reimbursement from 
your account as soon as you or your dependents 
have an eligible expense, regardless of how much 
you have contributed toward your account at that 
point in time. If you have a QLE and increase your 
contribution election during the year, only 
expenses incurred on or after the date of the QLE 
are eligible for reimbursement from the additional 
amount. 
In general, you may receive reimbursement from 
your LPFSA by: 
• Utilizing your HealthEquity debit card, 
• Automatic Reimbursement, or 
• Submitting a claim online or via the app. 

Reimbursement Options 

Debit Card 
You will be issued a debit card from HealthEquity 
with your annual election amount (minimum $100) 
for the LPFSA as your available balance. When 
you visit eligible providers for vision and dental 
services, you may present the HealthEquity Visa 
Card for payment for your out-of-pocket expenses. 
Choose the “credit” option if the transaction 
prompts you to choose “debit” or “credit.” Sign the 
receipt provided and retain for your records along 
with a detailed invoice for the services provided in 
the event the documentation is required to support 
your claim at a later date. If you choose the “debit 
card” option, you will be required to enter your 
personal four-digit Personal Identification Number 
(PIN) that you set up when your card is issued. 
Once the claim has been processed, you will 
receive notification regarding the status of your 
claim and if any follow-up documentation is 
required. Any expenses paid by the card will not be 
reimbursed by another source. If you forgot or 
need to change the PIN associated with your card, 
you can call 1-844-373-5893; ask for the PIN IVR. 
Your HealthEquity debit card will remain active for 
up to 60 months as long as you remain an active 
employee and remain eligible for benefits. The 
card can only be utilized for LPFSA 
reimbursements for years you have made 
contributions to your LPFSA. After the end of the 
year, expenses incurred in the prior plan year can 
only be submitted through the manual  
claim process. 

file://Msad/root/NA/NY/LIB/cs/CREATIVESVCS/EPS/MS%20Branded/HR%20Health%20and%20Insurance%20SPD%20(604194190)/www.irs.gov
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While most HealthEquity Accounts debit card 
claims are automatically validated at the point of 
sale, federal regulations require confirmation that 
the expense is eligible for reimbursement under 
your plan. 
HealthEquity will attempt to automatically validate 
your expense before contacting you. Even if you 
use your card at a dental or vision office, providers 
may perform some services that are ineligible for 
reimbursement. Accordingly, you may be 
required to provide an itemized receipt to prove 
that your claims qualify for reimbursement. 
Make sure your itemized receipt(s) or 
documentation includes: 
• Date the service was rendered, 
• Name and address of the provider or merchant, 
• Detailed description of the service or product, 

including recipient, 
• Amount charged, 
• Amount covered by insurance. 
If the documentation submitted is not sufficient, 
you will be notified and asked to submit additional 
information. Expenses for which you do not provide 
adequate documentation are considered ineligible 
and will be treated as an overpayment. If the 
overpayment is $100 or greater, your  
HealthEquity debit card will be suspended until the 
documentation has been submitted or the 
overpayment has been recovered. You can repay 
your overpayment via electronic check at 
www.morganstanley.healthequity.com or by 
mailing a check to the below address. 
HealthEquity, Attn: Member Services Fax: PO Box 
14374, Lexington, KY 40512 
 

Submitting a Claim  
If you do not use your HealthEquity debit card, you 
may submit an online or paper claim for your 
unreimbursed dental and vision expenses. You are 
required to provide the itemized bills, receipts 
and/or the Explanation of Benefits (EOB) from your 
dental or vision plan as proof of the unreimbursed 
eligible expenses. If you submit a claim online or 
via the mobile application, you can upload 
documentation to the website or mobile 
application, respectively. Alternatively, you can 

access a claim form under General Forms on your 
account and send a hard-copy claim with your 
receipts. 
Expenses that are covered by a vision or dental 
plan must first be submitted to the plan for 
payment before being submitted to your LPFSA. 

Deadline To Submit Claims 
Expenses incurred between January 1, 2025, and 
December 31, 2025, must be submitted for 
reimbursement from your 2025 HCFSA by April 30, 
2026. According to IRS rules, any amount in your 
account that is not reimbursed to you for 
eligible expenses incurred by the deadline will 
be forfeited. Notwithstanding the foregoing, up to 
$640 of your unused HCFSA or LPFSA balance for 
2024 will be carried over to 2025, assuming you 
elect to participate in the HCFSA or LPFSA for 
2025, and enroll in Medical Plan Option A, B, C or 
D. If you enroll in either the HCFSA or LPFSA in 
2025 and have a carryover balance of up to $640 
your unused 2024 HCFSA balance will be carried 
over into your HCFSA or LPFSA. Carried over 
HCFSA funds from the previous plan year will be 
used first after the carryover occurs.  Unused funds 
from the prior year will be carried over as long as 
you are actively enrolled in an FSA for the next 
plan year. To be eligible for Carryover, you must 
be a participant in the HCFSA as of the last day of 
the plan year (December 31st) and have an 
unused balance in your account (up to IRS defined 
limit). Termination of employment and cessation of 
eligibility will result in a loss of Carryover eligibility 
unless a COBRA election is made. Any unused 
amounts in excess of the I.R.S. designated 
carryover amount at end of the runout period of 
April 30, will be forfeited. You will only receive 
reimbursement for claims incurred while you are a 
participant in the FSA. 
If you transfer to an international status, you may 
submit claims for expenses incurred by December 
31 of the year of your transfer. 
If a reimbursement check issued to you remains 
uncashed for more than 181 days, Health Equity 
will send you a letter stating that the check has not 
been cashed and asking that you either cash the 
check or contact HealthEquity if the check was lost 
or never received. If the check was lost or never 
received, HealthEquity will place a “stop payment” 
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on the check and will issue a new check to you. 
For all checks that remain uncashed for more than 
181 days HealthEquity will automatically place a 
“stop payment” on the checks, and those checks 
will not be reissued to you and the money will be 
forfeited. 

Direct Deposit Feature 
You may have your LPFSA reimbursements 
deposited directly into your U.S. checking or 
savings account. To register for direct deposit visit   
www.morganstanley.healthequity.com and follow 
the below steps: . 
1. Navigate to your account dashboard by clicking 
on the Home button at the top of the screen. 
2. Click on your name in the upper right-hand 
corner, then choose Profile. 
3. Select the account to which you wish to add 
your banking information. 
4. Scroll down to the 
Account/Payment/Contribution Settings section. 
5. Next to External Accounts, click the “+” symbol. 
6. Enter the required account information. 
7. Select “I want to verify this bank account.” 
8. Click on the Authorize button. 
9. HealthEquity will then place a small deposit, 
usually less than $0.50, into the account within 
three business days. 
10. Once you have received the deposit, return to 
the ‘Account/Payment/Contribution’ section. 
11. Click on the pencil icon next to the unverified 
account. 
12. Enter the deposit amount into the box and click 
Verify. 
13. Your linked bank account should now say 
‘Verified.’ 

Important Information About the FSAs 
Plan Rules 
As you consider whether to contribute to one or 
both of the FSAs, and if so, how much, please 
consider the following federal tax law restrictions. 
• Use-It-or-Lose-It Rule: Any unused balances in 

your HCFSA, LPFSA or DDCFSA at December 
31 and unreimbursed by April 30 of the following 
year are forfeited, except as otherwise provided 

in this plan document. However, you may elect 
to carry over up to $640 (from 2024) in your prior 
year HCFSA or LPFSA to the following year as 
described in the applicable sections above. 
Unused funds from the prior year can only be 
carried over to the next plan year as long as 
other conditions are met; enrollment in the 
HCFSA or LPFSA for the next plan year. 
Carried-over HCFSA or a LPFSA  funds from 
the previous plan year will be used first after the 
carryover occurs.   

• Only eligible expenses incurred while you 
are a participant will be reimbursed, 

• Only eligible expenses will be reimbursed 
through the FSAs, 
– A list of eligible health care expenses is 

available in IRS Publication 502, Medical and 
Dental Expenses, 

– A list of eligible dependent day care expenses 
is available in IRS Publication 503, Child and 
Dependent Care Expenses, 

– To obtain copies, call 800-TAX-FORM or visit 
the IRS website at www.irs.gov. 

• Once you elect to participate in an FSA, your 
election will remain in effect for the entire 
calendar year, as long as you remain an eligible 
employee, unless you have a QLE (see the 
Qualified Life Events section on page 21), 

• You may not transfer money between 
LPFSA, HCFSA and DDCFSA accounts, 

• Morgan Stanley is required to perform tests 
on the FSAs to ensure they do not favor 
participants who are considered highly 
compensated under federal tax law. If the results 
of these tests do not meet certain standards, the 
before-tax contributions of higher-paid 
employees may be reduced. The Plan 
Administrator will notify affected employees if a 
reduction is necessary, 

• Before-tax contributions to your DDCFSA are 
reported by Morgan Stanley on Box 10— 
Dependent Care Benefits of your Form W-2 
statement. 

http://www.morganstanley.healthequity.com/
http://www.irs.gov/
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Life and Accident Insurance 
Morgan Stanley offers a number of life and 
accident insurance programs to help safeguard 
you and your family against the unexpected. 
The Morgan Stanley life and accident insurance 
programs include the following: 
• Life Insurance Plan, 
• Accidental Death and Dismemberment (AD&D) 

Insurance Plan, 
• Business Travel Accident (BTA) Plan, 
• Executive Equity Life Program (Paragon 

Program), which covers certain Morgan Stanley 
employees who purchased policies prior to 
January 1, 2003. 

Please note that if you are mistakenly enrolled in 
an amount of life or accident insurance greater 
than the amount for which you are eligible, only the 
amount for which you are eligible will be in force, 
regardless of the amount of premiums you paid. 

Life Insurance Plan 
There are several different components of the Life 
Insurance Plan, including: 
• Employee Basic Life, 
• Employee Supplemental Life/Group Variable 

Universal Life Insurance (GVUL), 
• Spouse/Domestic Partner Life/Group Variable 

Universal Life Insurance (GVUL), and 
• Child Life. 
MetLife is the administrator for the Life Insurance 
Plan (other than the Paragon Program) and 
determines benefits payable. 

Employee Basic Life  
Morgan Stanley provides you with $50,000 of Life 
Insurance coverage at no cost to you. 

Employee Supplemental Life/GVUL 
You may elect to purchase additional coverage up 
to the lesser of 10 times your Benefits Eligible 
Earnings (BEE) or $5,000,000. There may be 
circumstances in which the amount of Life 
Insurance you elected in the past may exceed the 
amount you may currently be eligible to elect, 
including due to changes in your Benefits Eligible 
Earnings. In that case, you will be allowed to keep 

the higher amount of coverage. However, if you 
choose to reduce your Life Insurance amount, you 
must reduce coverage to an amount no greater 
than the maximum amount otherwise permitted at 
the time of the change and you will not be eligible 
to later elect an amount of coverage that exceeds 
your coverage maximum at the time of election. 
Generally, Benefits Eligible Earnings are calculated 
at your hire date and again each fall prior to Annual 
Enrollment. Your Benefits Eligible Earnings are 
generally the higher of your: (1) actual base pay or 
(2) prior calendar year’s Eligible Pay or, for newly 
hired Financial Advisors, 40% of your trailing 12 
months of earnings. (See the Benefits Eligible 
Earnings section on page 15 for more information.) 
For example, if BEE is calculated for 2025 Annual 
Enrollment, prior year’s eligible pay is determined 
with reference to 2023 Eligible Pay. You may be 
asked to provide Evidence of Insurability before 
your coverage becomes effective. 
If you elect Employee Supplemental Life Insurance 
coverage and your Benefits Eligible Earnings are 
greater than $500,000, you will be automatically 
enrolled in GVUL. (See the Benefits Eligible 
Earnings section on page 15 for more information.) 
GVUL provides life insurance coverage to secure 
your family’s future, combined with an opportunity 
to invest and accumulate cash value. With GVUL, 
you can invest in a variety of tax-deferred 
investment options. (See the GVUL Optional Tax-
Advantaged Investment Feature section on page 
134 for more information). 

Spouse/Domestic Partner Life 
To elect Spouse/Domestic Partner Life Insurance, 
you must also elect Employee Supplemental Life 
Insurance. If you elect Spouse/Domestic Partner 
Life Insurance coverage and your Benefits Eligible 
Earnings are greater than $500,000, you will be 
automatically enrolled in Spouse/Domestic Partner 
GVUL coverage. 
You may elect coverage for your spouse or 
domestic partner up to the amount of employee 
supplemental life you elect for yourself or 
$250,000, whichever is less. To review the levels 
of coverage available to your spouse or domestic 
partner, visit the Benefit Center website. 
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You may be asked to provide Evidence of 
Insurability before your spouse’s/domestic 
partner’s coverage becomes effective. 

Child Life 
You are not required to elect Employee 
Supplemental Life Insurance to elect Child Life 
Insurance. 
You may elect coverage for each of your eligible 
dependent children up to age 26 in $5,000 
increments, up to a maximum of $20,000 per child. 
To review the levels of coverage available for your 
child, visit the Benefit Center website. 

Evidence of Insurability Requirements 
If you elect Employee Supplemental Life 
Insurance, GVUL or Spouse/Domestic Partner Life 
Insurance coverage at any time after your initial 
31-day enrollment period as a new hire or newly 
benefits-eligible employee, you will be required to 
provide Evidence of Insurability (EOI) for yourself 
and your spouse or domestic partner. EOI is not 
required for Child Life Insurance. 
EOI is also required in the following situations: 
• You elect coverage greater than $1,000,000 for 

yourself (if available), 
• You elect coverage greater than $30,000 for 

your spouse or domestic partner, 
• You elect to increase your or your spouse’s or 

domestic partner’s coverage by more than one 
level, or 

• At any time, if you previously waived coverage. 
If EOI is required, you must complete an online 
EOI form when you make your coverage election. 
If you are approved at that time, you will be notified 
immediately by MetLife. If you are not approved 
online, MetLife will notify you within approximately 
seven days that additional information is required. 
If you are unable to complete the EOI form online, 
please contact HR Services for assistance. 
Elections requiring MetLife’s approval will be 
effective from the date that EOI is approved. Until 
that time, you or your spouse or domestic partner 
will receive coverage and pay for the highest level 
allowed without EOI. It is your responsibility to 
follow up with MetLife about the status of any EOI. 
If you are ill or injured and away from work on 
the day your coverage or any increase in 

coverage would become effective, you will be 
charged the increase in premium from the date 
of the request for increase. If a claim is 
incurred prior to the date you return to work for 
one full day, MetLife will not pay the increased 
amount of coverage and the increased 
premium will be refunded to your beneficiary. 
If you or your spouse or domestic partner dies 
within two years of obtaining coverage for which 
EOI was provided, MetLife has a two-year 
contestability clause that entitles MetLife to 
withhold benefits if they determine that any 
misrepresentation of EOI occurred, even if 
unintentional. 
EOI Requirements for Supplemental 
Life Insurance 

EVENT EOI REQUIRED 
Yourself 

New Hire or Newly 
Benefits Eligible 
(within 31 days) 

• If coverage higher than 
$1,000,000 is elected. 

Annual Enrollment or 
Qualified Life Event 

• If previously eligible, but 
enrolling for the first time, 

• If increasing coverage 
more than one level or 
over $1,000,000. 

Spouse/Domestic Partner 

New Hire or Newly 
Benefits Eligible 

• If coverage higher than 
$30,000 is elected. 

Annual Enrollment or 
Qualified Life Event 

• If previously eligible, but 
enrolling for the first time, 

• If increasing coverage 
more than one level or 
over $30,000. 

Child 

EOI is never required 

Accelerated Death Benefit 
If you or your spouse or domestic partner becomes 
terminally ill while covered under the Life Insurance 
Plan, you may request that MetLife pay an 
Accelerated Death Benefit (ADB). 
MetLife will consider you terminally ill if you: 
• Suffer from an incurable, progressive and 

medically recognized disease or condition, and 
• Are not expected to survive more than 12 

months beyond the date of the request for an 
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ADB based on a reasonable medical probability 
and generally accepted prognostic protocol. 

You may request an ADB for up to 80% of the 
amount of Life Insurance coverage in force for 
yourself or your spouse or domestic partner. 
However, the ADB for an employee may not be for 
less than $12,500 or more than $500,000 and the 
ADB for your spouse or domestic partner may not 
be for less than $5,000 or more than $160,000. 
You may request an ADB under this Plan only 
once on your own behalf, and only once on behalf 
of any one spouse or domestic partner. 
To request an ADB, complete the MetLife Request 
for Accelerated Death Benefit form (available from 
HR Services) and send it to MetLife for review. The 
request must include: 
• A statement from a currently licensed U.S. 

physician that you or your spouse or domestic 
partner are terminally ill, 

• All medical test results, 
• Laboratory reports, 
• Any other relevant information, including the 

generally accepted prognostic protocol used by 
the physician to determine the person’s 
expected remaining life span, and 

• The amount of the benefit requested. 
MetLife may require you or your spouse or 
domestic partner to submit to an independent 
medical examination at MetLife’s expense by a 
physician of its choosing. MetLife may suspend its 
review of a request for an ADB until the 
examination has been completed and the results 
have been submitted to MetLife. 
Upon approval by MetLife, the amount of ADB will 
be paid to you in a lump sum. 
The remaining amount of life insurance available 
for you or your spouse or domestic partner will be 
reduced by the amount of the ADB that was paid. If 
the amount of life insurance is reduced by an ADB, 
the amount of the ADB will not be available for 
conversion of life insurance. Additionally, if you 
request an ADB on behalf of yourself or your 
spouse or domestic partner, you will not be able to 
subsequently increase your or your spouse’s or 
domestic partner’s coverage. You will only be 

 
87 Neither the Plan nor Morgan Stanley is responsible for any estate 

resolutions or will preparation services provided to any individuals. 

charged the premium for any remaining employee-
paid life insurance still in force. 

MetLife may refuse your request for an ADB if: 
• The group contract in which you participate 

terminates, 
• Prior to the payment of the ADB, the person for 

whom it is requested ceases to have life 
insurance coverage, 

• Prior to payment of the ADB, the person for 
whom it is requested dies, 

• MetLife determines that you or your spouse or 
domestic partner are not eligible for the ADB, 

• The forms and information needed to file a claim 
under the GVUL Plan can be obtained by calling 
GVUL Customer Relations at 1-800-756-0124. A 
claim packet will be mailed with detailed 
instructions describing the forms and 
documentation required to process the claim. 
Upon receipt of the required forms and 
documentation, MetLife will process the claim. 

Additional Supplemental Life Insurance 
Benefits87 

Estate Resolution 
MetLife Estate Resolution Services is an additional 
feature of Supplemental Life Insurance coverage 
provided at no extra cost. This benefit offers 
beneficiaries and estate representatives assistance 
with questions and issues that are raised in the 
distribution of assets after the death of the covered 
individual. 

Will Preparation 
If you elect Supplemental Life Insurance coverage, 
you may also receive will-preparation services from 
a MetLife affiliate at no additional cost. The service 
covers preparation of wills and codicils for you and 
your spouse or domestic partner, in addition to the 
creation of any testamentary trust. Tax planning is 
excluded. For more information, please contact 
MetLife. 

GVUL Optional Tax-Advantaged 
Investment Feature 
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In addition to helping satisfy your life insurance 
needs, the GVUL Policy includes an optional tax-
advantaged investment feature. By adding 
additional premium to your certificate’s variable 
investment portfolios and/or interest-bearing 
account, you have the opportunity to accumulate 
cash value. 
Your certificate’s cash value varies from day to 
day, depending on the investment performance of 
the chosen variable portfolios, interest credited to 
the Fixed Account, charges deducted and any 
other transactions. The minimum additional 
contribution for the Investment Feature is $20 per 
month and the maximum is determined by your 
age and face amount. The additional premiums 
can be stopped at any time. The features of this 
investment component include: 
• Tax deferral on investments, 
• Tax free transfers between investment choices, 

and 
• Withdrawals from cash value, some of which 

may be tax free.  

Life Insurance Plan Exclusions 
MetLife will not pay benefits under the Life 
Insurance Plan for any loss caused or contributed 
to by:  
1. Service in the armed forces of any country or 

international authority. However, service in 
reserve forces does not constitute service in 
the armed forces, unless in connection with 
such reserve service an individual is on active 
military duty as determined by the applicable 
military authority other than weekend or 
summer training. For purposes of this 
provision, reserve forces are defined as 
reserve forces of any branch of the military of 
the United States or of any other country or 
international authority, including but not limited 
to the National Guard of the United States or 
the national guard of any other country,  

2. Aviation, other than as a fare-paying 
passenger on a scheduled or charter flight 
operated by a scheduled airline,  

3. War, whether declared or undeclared; or act of 
war, participation in a felony, riot, or 
insurrection. 

GVUL When Your Coverage Will Lapse 
Your certificate will lapse if you stop making  
premium payments and your cash surrender value 
is insufficient to cover the monthly deductions 
required to keep coverage in force. However, you 
will have a 62-day grace period, during which you 
can make the necessary payment to keep 
coverage in force. MetLife will notify you when the 
grace period is triggered to let you know your 
coverage is in danger of lapsing. 

Accident Plans 
Morgan Stanley offers the Accident Plans to 
provide financial protection if you or a member of 
your family is in an accident and is seriously 
injured and suffers dismemberment; paralysis; loss 
of sight, speech or hearing; or loss of life. 
Generally, you may elect coverage for your spouse 
or domestic partner and unmarried children under 
age 26. 
The Accident Plans are composed of several 
company-provided and optional programs 
including: 
• Accidental Death and Dismemberment (AD&D) 

Plan (including Basic and Supplemental AD&D 
Insurance), 

• Business Travel Accident (BTA) Insurance Plan. 
Under the Accident Plans, all accidents are 
covered except those outlined in the Exclusions 
sections for the AD&D (Basic and Supplemental 
AD&D) and BTA Insurance Plans. 
Basic and Supplemental AD&D are insured by 
MetLife, and BTA is insured by Cigna. MetLife and 
Cigna determine all benefits payable under the 
Accident Plans. 

Definition of Loss 
For the AD&D Plan (including Basic and 
Supplemental AD&D) and the BTA Insurance Plan, 
Loss is defined as follows: 
• Severance means complete separation from the 

body, 
• Paralysis means loss of use, without severance, 

of a limb, 
• This loss must be determined by a physician to 

be complete and irreversible, 
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• Member means hand, foot or eye, 
• Limb means entire arm or leg, 
• For the hand and foot, it is complete severance 

through or above the wrist or ankle joint; in 
South Carolina, loss of four whole fingers of the 
same hand will be considered the loss of hand, 

• For an eye, it is total and irrecoverable loss of 
sight, 

• For speech, it is total inability to communicate 
audibly in any degree, 

• For hearing, it is irrecoverable loss of hearing in 
both ears that cannot be corrected by any 
hearing aid or device, and 

• For the thumb and index finger, it is complete 
severance of each through or above the 
metacarpophalangeal joints (the joint between 
the fingers and hand); in California, loss of at 
least one whole bone in both the thumb and 
index finger of the same hand is considered the 
loss of a thumb and index finger. 

If you or your eligible dependents suffer a covered 
Loss within 365 days of the accident, you will 
receive benefits as outlined in the following chart. 

Schedule of Covered Losses for Accidental 
Death and Dismemberment Insurance  
All amounts listed are stated as percentages of the 
Full Amount.  

AD&D Plan Benefits 
EVENT BENEFIT AMOUNT 

Accidental Death or Dismemberment 
Loss of life Principal Sum 
Loss of two or more 
members 

Principal Sum 

Loss of speech and 
hearing (both ears) 

Principal Sum 

Loss of one member ½ the Principal Sum 
Loss of sight (one eye) ½ the Principal Sum 
Loss of sight (both eyes) Principal Sum 
Loss of speech ½ the Principal Sum 
Loss of hearing (both 
ears) 

½ the Principal Sum 

Loss of thumb and index 
finger of the same hand 

¼ the Principal Sum 

Paralysis 
Paralysis of two or more 
limbs 

Principal Sum 

Paralysis of one arm or leg ½ the Principal Sum 

Please note that “Principal Sum” is defined under 
Supplemental AD&D insurance coverage. 

Basic and Supplemental AD&D 
Insurance Coverage 
Morgan Stanley offers both Company-provided and 
optional AD&D insurance coverage to you and 
your family, including: 
• Employee Basic AD&D Insurance Coverage: 

Morgan Stanley provides you with $50,000 of 
coverage at no cost to you, 

• Supplemental AD&D Insurance Coverage. 
– Coverage for Yourself Only: You may elect to 

purchase additional coverage for “Yourself 
Only” up to the lesser of 10 times your 
Benefits Eligible Earnings or $5,000,000. Any 
Supplemental AD&D coverage you elect for 
yourself is in addition to the $50,000 of Basic 
AD&D coverage provided by Morgan Stanley. 
The total of your Basic and Supplemental 
coverage amount is known as your Principal 
Sum, 

– Coverage for Yourself Plus Spouse or 
Domestic Partner: If you elect to cover 
“Yourself Plus Spouse or Domestic Partner,” 
your spouse or domestic partner has a 
Principal Sum equal to 100% of your Principal 
Sum, up to a maximum of $1,000,000, 

– Coverage for Yourself Plus Eligible 
Dependent Children: If you elect to cover 
“Yourself Plus Eligible Dependent Children,” 
each child has a Principal Sum equal to 25% 
of your Principal Sum, up to $250,000 per 
dependent child. If your dependent child 
suffers a dismemberment, paralysis, or Loss 
of sight, speech or hearing as a result of a 
covered accident, the Principal Sum benefit 
will be doubled, to a maximum of $250,000. If 
your child dies within 90 days of the covered 
accident, only the Loss of life benefit will be 
paid, 
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– Coverage for Yourself Plus Family: If you 
elect to cover “Yourself Plus Family,” your 
spouse or domestic partner has a Principal 
Sum equal to 75% of your Principal Sum, to a 
maximum of $750,000. Each child has a 
Principal Sum equal to 25% of your elected 
Principal Sum, up to $250,000 per dependent 
child. 

Additional Basic and Supplemental 
AD&D Insurance Plan Coverage 
If you or your dependents suffer a Loss as 
described in the AD&D Plan Benefits chart as a 
result of a covered accident, you may be entitled to 
the following benefits at no additional cost to you. 
If you become Totally Disabled (as determined by 
MetLife), you will be paid your Principal Sum, less 
any amount paid for dismemberment, paralysis, or 
Loss of sight, speech or hearing, if: 
1. It occurs within 365 days of a covered 

accident,  
2. Your Total Disability extends for one year, 

and 
3. You are deemed by MetLife to meet the 

definition of Permanent Total Disability 
(PTD) at the end of that year. 

The PTD benefit is not available to employees age 
70 and older. 

Permanent Total Disability Benefit (For 
Employees Only) 
Total Disability is the complete inability to perform 
every duty of your own occupation. 
Permanent Total Disability (PTD) is the inability to 
engage in any occupation suitable to your 
education, training or experience for the remainder 
of your life, as determined by MetLife. 

Air Bag Benefit 
The Basic and Supplemental AD&D Insurance 
Plans will pay an additional benefit of 5% of the 
Principal Sum if you or your covered dependent 
suffers Loss of life as a result of a covered 
accident that occurs while you are driving or riding 
in a private passenger car that is equipped with air 
bags (driver-side if driving, dual if a front-seat 
passenger). The amount of this benefit will not be 
less than $1,000 or more than $10,000. 

Seat Belt Use Benefit  
If you or a dependent die as a result of an 
accidental injury, MetLife will pay an additional 
Seat Belt Use benefit of 20% of the Principal Sum 
(minimum $1,000, maximum $25,000) if: 
1. A benefit is paid for Loss of life under the 

Accidental Death & Insurance section,  
2. This benefit is in effect on the date of the 

injury, and  
3. Proof is received that the deceased person:  

– was in an accident while driving or riding as a 
passenger in a passenger car, 

– was wearing a seat belt that was properly 
fastened at the time of the accident, and  

– died because of injuries sustained in the 
accident. 

4. In the case of a child, “seat belt” means a 
child restraint, as required by state law and 
approved by the National Highway Traffic 
and Safety Administration, properly 
secured and used as recommended by its 
manufacturer for children of like age and 
weight at the time of the covered accident. 

Brain Damage 
The plans will pay 100% of the Principal Sum if you 
or your covered dependent suffers Brain Damage. 
Brain Damage means permanent and irreversible 
physical damage to the brain, causing the 
complete inability to perform all the substantial and 
material functions and activities of normal everyday 
life, as determined by MetLife. Such damage must 
be present within 60 days of the accidental injury, 
require hospitalization for at least 14 days and 
persist for 12 consecutive months after the date of 
the accident. 

Child Care Center Benefit 
If your or your spouse’s/domestic partner’s death is 
the result of a covered accident, a day care benefit 
will be paid for each eligible child who is enrolled in 
a licensed day care child facility within 365 days 
from the accidental death. Under the Basic AD&D 
Insurance Plan, the day care benefit will be $5,000 
per child per year. 
If you participate in the Supplemental AD&D 
Insurance Plan, the benefit per child will be 10% of 
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the amount of your coverage, up to a maximum of 
$10,000 per year. 
The day care benefit will be paid for each school 
year for up to five years or until age 13, whichever 
occurs first, as long as your child remains enrolled 
in a licensed child care center. 
If you do not have any covered dependents eligible 
for the Child Care Center benefit at the time of your 
death, no benefit is payable. 

Coma Benefit 
If you or your covered dependent is injured, 
becomes comatose within 31 days of the covered 
accident and remains comatose beyond a waiting 
period of 31 days, you will receive 1% of your 
Principal Sum on a monthly basis for a maximum 
of 11 consecutive months. 
Benefit payments will cease on the earliest of: 
• The end of the month in which there is recovery 

from the coma, 
• The end of the 11th month for which this benefit 

is payable, or 
• The end of the month in which death occurs. 
If you or a covered dependent die from any cause 
as a result of the covered accident while the Coma 
Benefit is payable, or remains comatose after the 
benefit has been paid for 11 straight months, you 
will receive a lump-sum benefit equal to the 
Principal Sum, reduced by the amount (if any) 
already paid with respect to the covered accident. 
If you receive Coma Benefits, you may not receive 
PTD benefits. However, if you are receiving a 
Coma Benefit and recover from the coma within 
the 11-month period, the Coma Benefit will cease. 
You may then be eligible for the PTD benefit (less 
any amount paid under the Coma Benefit), 
provided you are deemed to be PTD within 365 
days of the date of the accident. 
If you receive 11 months of the Coma Benefit and 
the 100% lump-sum payment after the 11-month 
period, you will not be eligible for the PTD benefit 
even if you recover. This is because you will have 
already received 111% of the Principal Sum: 
• 1% monthly for maximum of 11 consecutive 

months, plus, 
• 100% lump-sum payment if coma continues 

after 11 months. 

Common Disaster Benefit (Supplemental AD&D 
Insurance Plan Only) 
If you elect coverage for Yourself Plus Family, and 
you and your spouse or domestic partner die within 
one year of each other as the result of injuries 
received in the same accident or separate 
accidents that occur within 24 hours of each other, 
a Principal Sum benefit will be paid for each death. 
The Principal Sum applicable to your spouse or 
domestic partner will be increased to 100% of your 
Principal Sum, subject to a $2,000,000 combined 
maximum. 

Education Benefits for Spouse or Domestic 
Partner and Dependent Children 

For Spouse or Domestic Partner 
In the event of your covered death within 365 days 
of an injury resulting from a covered accident, your 
spouse or domestic partner may receive an 
education benefit equal to the cost of tuition. Under 
the Basic AD&D Insurance Plan, the benefit may 
be up to a lifetime maximum of $5,000. Under the 
Supplemental AD&D Insurance Plan, the benefit 
may be up to a lifetime maximum of $15,000. 
To be eligible to receive this benefit, your spouse 
or domestic partner must: 
• Enroll in an Occupational Training (as defined 

below) program for the purpose of obtaining an 
independent source of income, and 

• Incur the cost for Occupational Training within 
30 months following the date of your death. 

“Occupational Training” means any education, 
training or trade training that prepares a spouse or 
domestic partner for an occupation for which 
he/she otherwise would not have been qualified. 
The expense incurred means the actual tuition 
charges, excluding room and board, and actual 
cost of materials needed for the Occupational 
Training program. 

For Dependent Children 
In the event of your covered death within 365 days 
of an injury resulting from a covered accident, your 
eligible children may receive an education benefit. 
The Basic AD&D Insurance benefit will be $5,000 
per child per year. The Supplemental AD&D 
Insurance benefit, if enrolled, will equal 10% of 
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your Principal Sum or $25,000 per child per year, 
whichever is less. The benefit will be paid for a 
maximum of four consecutive annual payments if 
he or she remains enrolled as a full-time student. 
To be eligible to receive this benefit, your child 
must be a full-time student in: 
• A grade higher than the 12th grade level, or 
• The 12th grade level and subsequently enrolled 

as a full-time student in a higher grade within 
365 days of your death. 

If you do not have any covered dependents eligible 
for the education benefit at the time of your death, 
MetLife will pay your beneficiary an additional 
benefit of $1,000. 

Exposure to the Elements 
If you or your covered dependent is in an accident 
and it results in unavoidable exposure to the 
elements, MetLife will consider any Loss to be the 
direct result of an accidental injury. 

In-Hospital Income Benefit 
If you or your covered dependents are hospitalized 
for 24 hours or more within 90 days of a covered 
accident, the Plan will pay a monthly income of 1% 
of the insured’s Principal Sum. Benefits may begin 
after a seven-day waiting period and are subject to 
a $1,000 per-month maximum and $30 per-month 
minimum, for up to 24 months during the period  
of hospitalization. 

Job-Related Injury 
The Plan will pay an additional 100% of the 
Principal Sum if you suffer a job-related injury. 
“Job-related injury” means any injury for which you 
are entitled to benefits under a workers’ 
compensation or similar law, or any arrangement 
that provides for you to be compensated for  
work performed. 

Rehabilitation Benefit (for Active Employees 
Only) 
If you suffer an injury that results in any Loss other 
than Loss of life, you will receive a rehabilitation 
benefit equal to the lesser of: 
• The expense incurred for Rehabilitative Training 

(as defined below), 
• 5% of the amount of coverage, or $5,000. 

Rehabilitative Training is training required as a 
result of your injury that prepares you for any 
occupation in which you would not have engaged 
had it not been for the injury. 
The expense or cost of the training and the 
materials needed for the training must be incurred 
within 24 months of the date of the accident. The 
Loss must be due to a covered injury and must 
occur within 365 days of the accident. 

Repatriation of Remains 
The Basic AD&D Insurance Plan will pay an 
additional benefit equal to the charges incurred for 
the preparation and transportation of the deceased 
employee’s body to his or her city of principal 
residence, up to $5,000. 

Basic and Supplemental AD&D 
Insurance Plan Exclusions 
MetLife will not pay benefits under this section for 
any loss caused or contributed to by:  
1. service in the armed forces of any country or 

international authority. However, service in 
reserve forces does not constitute service in 
the armed forces, unless in connection with 
such reserve service, an individual is on active 
military duty as determined by the applicable 
military authority other than weekend or 
summer training. For purposes of this 
provision, reserve forces are defined as 
reserve forces of any branch of the military of 
the United States or of any other country or 
international authority, including, but not limited 
to, the National Guard of the United States or 
the national guard of any other country,  

2. Aviation, other than as a fare-paying 
passenger on a scheduled or charter flight 
operated by a scheduled airline,  

3. War, whether declared or undeclared; or act of 
war, participation in a felony, riot, or 
insurrection. 

If you or a Dependent sustains an accidental injury 
that is the Direct and Sole Cause of a Covered 
Loss described in the SCHEDULE OF BENEFITS, 
Proof of the accidental injury and Covered Loss 
must be sent to MetLife. When MetLife receives 
such Proof, MetLife will review the claim and, if 



  
 

 

2025 Health Benefits and Insurance Summary Plan Description 

 
140 

 

MetLife approves it, will pay the insurance in effect 
on the date of the injury. 
• Direct and Sole Cause means that the Covered 

Loss occurs within 12 months of the date of the 
accidental injury and was a direct result of the 
accidental injury, independent of other causes, 
and that the Covered Loss was not caused or 
contributed to by nonaccidental events, such as 
suicide, attempted suicide (See notice page in 
the insurance certificate, available on 
request to MetLife for residents of Missouri), 
intentionally self-inflicted injury, physical or 
mental infirmity, or the diagnosis or treatment of 
such illness or infirmity or by infection (other 
than infection occurring in an external, 
accidental wound). Nor may the Covered Loss 
be caused or contributed to by voluntary actions 
such as: 
 the voluntary intake or use by any means of 

any drug, medication or sedative, unless it is: 
 taken or used as prescribed by a  

Physician, or 
 an “over-the-counter” drug, medication or 

sedative taken as directed. 
 the voluntary intake or use by any means of 

alcohol in combination with any drug, 
medication, or 

 sedative, or 
 the voluntary intake or use by any means of 

poison, gas or fumes. 
• MetLife will deem a loss to be the direct result of 

an accidental injury if it results from unavoidable 
exposure to the elements and such exposure 
was a direct result of an accident. 

Note: These are accident-only policies. The AD&D 
Plan does not pay benefits for Losses caused by 
or resulting from illness, disease or bodily infirmity, 
as determined by MetLife. 

BTA Insurance Plan Coverage 
Morgan Stanley provides BTA Insurance coverage 
at no cost to you when you are traveling on 
approved Morgan Stanley business away from 
your regular work assignment or location. As with 
AD&D Insurance, BTA Insurance provides benefits 
if you are seriously injured and suffer 
dismemberment; paralysis; loss of sight, speech or 

hearing; or loss of life. Your BTA coverage begins 
at the start of the business trip when you leave 
your home or workplace, whichever occurs last. 
Your coverage ends the moment you return to your 
workplace or home, whichever occurs first. 
BTA coverage is provided for you, your spouse or 
domestic partner, and eligible dependent children 
who accompany you on a business trip that has 
been authorized and approved by Morgan Stanley: 
• Coverage for Yourself. The amount of your 

BTA coverage is up to five times your Benefits 
Eligible Earnings, subject to a minimum amount 
of $100,000 and a maximum amount of 
$3,000,000. This amount is known as your 
Principal Sum,  

• Coverage for Your Spouse or Domestic 
Partner and Eligible Dependent Children. 
Your spouse or domestic partner and dependent 
children are covered while traveling with you or 
in conjunction with your business travel and/or 
relocation, provided the trips have been 
authorized and approved by Morgan Stanley. 
Your spouse or domestic partner’s Principal 
Sum is 50% of your Principal Sum. Each 
dependent child’s Principal Sum is 20% of your 
Principal Sum. 

Your domestic partner is considered an eligible 
dependent provided he or she meets the criteria 
listed in the Domestic Partner Eligibility section on 
page 11 prior to the business trip. 

Plan Limits 
There are situations in which covered benefits will 
differ from the AD&D Plan Benefits chart on page 
135 including: 
• Aggregate Limit. If you and your covered 

dependents are traveling on a trip authorized 
and approved by Morgan Stanley and suffer a 
covered Loss from the same aircraft accident, 
the maximum the BTA Insurance Plan will pay 
for all accidental death losses to all beneficiaries 
is $75,000,000 per aircraft accident. If total 
accidental death losses exceed $75,000,000, 
the accidental death benefits paid on each 
covered person will be reduced proportionately 
so as not to exceed the $75,000,000 BTA 
Insurance Plan limit, 
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• Terrorist Act. If you and your covered 
dependents suffer a covered Loss as a result  
of the same terrorist act on the premises of 
Morgan Stanley, the maximum the BTA 
Insurance Plan will pay for all covered losses to 
all beneficiaries is $25,000,000 per incident. If 
total losses exceed $25,000,000, the benefits 
paid on each covered person will be reduced 
proportionately so as not to exceed the 
$25,000,000 BTA Insurance Plan limit. Cigna, the 
BTA Insurance Plan Administrator, determines 
whether an incident is considered a terrorist act. 

Additional BTA Insurance Plan 
Coverage 
If you or your dependents suffer a Loss as a result 
of a covered accident while traveling on approved 
company business, you may be entitled to the 
following benefits at no additional cost to you: 

Coma Benefit 
Please see the Coma Benefit section on page 137 
for details.  

Extraordinary Commutation 
The BTA Insurance Plan will pay benefits for a 
covered Loss from an accident that occurs while 
you are commuting directly between your home 
and your usual Morgan Stanley workplace if: 
• You use an alternate means of transportation for 

such commute, and 
• It is necessary to use such transportation due to 

discontinuance of service, strike or major 
breakdown of one or more public transportation 
systems that you regularly use in commuting. 

Felonious Assault Coverage 
Felonious Assault is an act of violence against you 
and/or an act that reasonably puts you in fear of 
physical violence while you are on the premises of 
Morgan Stanley and/or its affiliates. 
The BTA Insurance Plan provides coverage for 
covered Losses sustained as the result of a 
Felonious Assault or attempt to commit any of  
the following acts against the property of  
Morgan Stanley: 
• Robbery, 
• Common-law or statutory larceny, 

• Theft, or 
• Hijacking. 

Personal Deviations Coverage 
The BTA Insurance Plan extends coverage  
to include Losses that occur while you engage  
in personal business while traveling for  
Morgan Stanley. This may include approved  
home visits for expatriate employees. 

Relocation 
If you are relocated as an employee of  
Morgan Stanley and your travel expenses are 
reimbursed, you and your eligible dependents  
are covered for any Losses that may occur during 
travel for your relocation. 
Your relocation coverage begins on the later of: 
• Your departure from your place of residence, or 
• Your departure from the prior Morgan Stanley 

workplace. 
Relocation coverage for your spouse or domestic 
partner and eligible dependent children begins at 
departure from their place of residence. Relocation 
coverage ends on the date of arrival at the new 
place of residence. 

Seat Belt Benefit 
If you or your covered dependent suffers Loss of 
life as a result of a covered accident that occurs 
while driving or riding in a private passenger car 
and wearing a seat belt, the BTA Insurance Plan 
will pay an additional benefit of 20% of the 
Principal Sum to a maximum of $25,000  
provided that: 
• The car is equipped with seat belts, 
• The seat belt was in actual use and properly 

fastened at the time of the accident, and 
• The position of the seat belt is certified in the 

official report of the accident by the investigating 
officer. 

A copy of the police report must be submitted with 
the claim. If such certification is not available and it 
is unclear whether the covered person was 
properly wearing a seat belt, the BTA Insurance 
Plan will pay a fixed benefit of $1,000 to the named 
beneficiary. 
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In the case of a child, “seat belt” means a child 
restraint, as required by state law and approved by 
the National Highway Traffic and Safety 
Administration, properly secured and used as 
recommended by its manufacturer for children of like 
age and weight at the time of the covered accident. 

BTA Insurance Plan Exclusions 
No payment will be made for any Loss if it results 
from, or is caused or contributed to by: 
• Suicide, attempted suicide or whenever a 

covered person injures himself or herself on 
purpose, while sane or insane (in Missouri only, 
this does not apply if the covered person is 
insane), 

• War or acts of war, whether or not declared, in 
the U.S., Afghanistan, Iran, Iraq and Pakistan, 

• Injury while a covered person is on full-time 
active duty in any armed forces, 

• Travel or flight in any spacecraft, or flight in any 
aircraft that: 
– Does not have a valid certificate of 

airworthiness, 
– Is flown by a pilot without a valid license, 
– Is a military aircraft (other than Air Mobility 

Command), 
– Is being used for crop dusting, spraying or 

seeding; firefighting; sky writing; sky diving or 
hang gliding; pipeline or power line inspection; 
aerial photography or exploration; racing, 
endurance tests, stunt or acrobatic flying; any 
operation that requires a special permit from 
the FAA, even if it is granted (this does not 
apply if the permit is required only because of 
the territory flown over or landed on); or any 
use for which a charge is made. 

• Any bacterial infection that was not caused by 
an accidental cut, wound or food poisoning. 

Note: This is an accident-only policy. The BTA 
Insurance Plan does not pay benefits for Losses 
caused by or resulting from illness, disease or 
bodily infirmity, as determined by Cigna. 

Designating a Beneficiary 
You may name anyone as your beneficiary under 
each of the Life and Accident Insurance Plans, and 
you may change your beneficiaries at any time. 
You may designate a person, charitable 
organization, estate or trust as your beneficiary 
through the Benefit Center website. 
If you designate a trust as a beneficiary, you will be 
required to provide trust documentation 
demonstrating that: 
• The trust is valid under state law (or would be 

but for the fact there is no corpus), 
• The trust is irrevocable or will, by its terms, 

become irrevocable upon your death, 
• Beneficiaries are identified. 
Your Beneficiary Designation will not be approved 
until the required trust documentation is provided 
to HR Services. 
The last properly executed beneficiary designation 
on file with HR Services (either electronic or paper) 
on the date of death is the valid designation used 
by the Life and Accident Insurance Plans. If there 
is no valid beneficiary designation on file, the 
beneficiary will be determined under the Plans’ 
default beneficiary rules. It is your responsibility 
to make sure your beneficiary designations are 
properly recorded on the Benefit Center 
website. 
 You may use the interactive GVUL website at 
https://mybenefits.metlife.com to make changes to 
your Beneficiary or you may contact a GVUL 
Customer Relations Specialist at 1-800-756-0124 
Monday through Friday, 7:00 a.m. to 7:00 p.m. 
Central Time. 

Default Beneficiary Rules 

Life Insurance Plan 
If there is no valid beneficiary designation on file 
with HR Services or if your named beneficiary 
predeceases you, your Life Insurance Plan 
benefits will be paid in the following order: 
• Your surviving spouse, if any 
• If there is no surviving spouse, equally among 

your surviving children, 
• If there is no surviving spouse or children, 

equally among your surviving parents, 

https://mybenefits.metlife.com/
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• If there is no surviving spouse, children or 
parents, equally among your brothers  
and sisters, and 

• If there is no surviving spouse, children, parents, 
brothers or sisters, your estate. 

Please note: If you want your domestic partner to 
be a beneficiary, you must name him or her as a 
beneficiary. Unlike spouses, domestic partners are 
not considered beneficiaries under the Life and 
Accident Insurance Plans’ default beneficiary rules. 

Spouse and Child Life Insurance 
You are the beneficiary for any spouse’s or 
domestic partner’s and dependent children’s 
coverage. This beneficiary designation cannot be 
changed to anyone other than yourself. 

Accident Insurance Plans 
If there is no valid beneficiary designation on file 
with HR Services or if your named beneficiary 
predeceases you, your Accident Insurance Plan 
benefits will be paid to the beneficiary you name 
under the Basic Life Insurance Plan. If a valid 
Basic Life Insurance Plan beneficiary designation 
is not filed with HR Services or if there is no named 
beneficiary living at the time of your death, any 
benefits will be paid under the default rules for the 
Life Insurance Plan outlined above. 
If you suffer an accidental injury that results in your 
dismemberment or paralysis, or in the Loss of your 
sight or hearing, the benefit for such Loss will be 
paid to you. 
Please note: If you want your domestic partner to 
be a beneficiary, you must name him or her as a 
beneficiary. Unlike spouses, domestic partners are 
not considered beneficiaries under the Life and 
Accident Insurance Plans’ default beneficiary rules. 
You are the beneficiary for any spouse’s or 
domestic partner’s and dependent children’s 
Accident Insurance coverage. 

Assignment of Benefits 
You may assign or transfer the ownership of your 
coverage under the Life and Accident Insurance 
Plans to a trust or other third party. When you 
assign coverage, you are transferring all rights to 
an assignee for that coverage. 

Such assignments are irrevocable and will transfer 
all right, title, interest and incidents of ownership, 
both now and in the future. Included in the 
assignment or transfer of ownership are your rights 
to name a beneficiary or to convert coverage to an 
individual policy. 
There may be tax consequences to any 
assignment or transfer of ownership of Life and 
Accident Insurance Plan benefits. Consult a tax 
advisor before you make a decision to assign  
Plan benefits. 
If you decide to assign your coverage under the 
Life and Accident Insurance Plans, contact HR 
Services to obtain the appropriate form. The 
completed form should be returned to MetLife or 
Cigna, as applicable, at the address indicated on 
the form. MetLife or Cigna will review your 
assignment request and notify you of its approval. 
It is your responsibility to follow up with MetLife, 
HR Services or Cigna to ensure approval of your 
assignment.  
Under the BTA Insurance Plan, the employee has 
the right to select or change the beneficiary. You 
do not need the consent of the beneficiary to make 
such a change, to assign his or her rights or 
benefits, or to change his or her coverage. The 
BTA Insurance Plan will not be bound by an 
assignment, or by a selection or change of 
beneficiary, until HR Services receives a signed 
copy of it. The BTA Insurance Plan and HR 
Services are not responsible for its validity or 
sufficiency. 

If You Terminate Employment or 
Become Ineligible for Benefits 
Life Insurance 
Your Basic and Supplemental Life Insurance 
coverage (including coverage for your spouse, 
domestic partner or dependents) will generally end 
on the last day of the month in which your 
employment ends, you lose eligibility or you stop 
making the required payments, whichever occurs 
first. If you wish to continue your life insurance 
coverage, you have two options: 
• Conversion—When you choose the conversion 

option, you are converting your group  
Morgan Stanley life insurance coverage into a 
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new individual policy. This new policy is 
completely separate from your previous  
Morgan Stanley coverage and may have 
different terms, conditions and options for 
coverage, 

• Portability—When you choose the portability 
option, you are porting or carrying your existing 
group Morgan Stanley Life Insurance coverage 
amount with you. Even though you will no longer 
be associated with Morgan Stanley, your ported 
coverage will transition to another group policy, 
and it will hold many of the same features and 
terms as your prior group Morgan Stanley Life 
Insurance coverage. However, please contact 
MetLife for more detailed information about the 
features and terms of the coverage you wish to 
port. 

All life insurance coverages may be converted or 
ported, and EOI is not required. However, to 
qualify for a lower-premium rate or to increase 
coverage under Conversion or Portability, you may 
provide EOI to MetLife. The EOI form is provided 
as part of the Portability Election form and will be 
provided at the time of the conversion request. 
MetLife will review the EOI form, and if approved, 
MetLife will notify you whether a lower-premium 
rate will apply to you. 
You can apply for a life insurance policy under the 
conversion and/or portability privilege within 60 
days after coverage terminates. If you die within 
the 60-day period in which you are eligible to apply 
for conversion or portability, your Morgan Stanley 
coverage will be considered to be in force. 
If you leave Morgan Stanley due to Release, as 
defined in the Glossary, your Basic and 
Supplemental Life Insurance coverage may be 
continued for a period of time following your 
Release date if you have: 
• Been covered under the Life Insurance Plan for 

at least one year, 
• Not reached age 60 on the date your 

employment terminates, and 
• Not converted your coverage to an individual 

policy. 
If you meet the eligibility criteria listed above, 
coverage will be continued, at no cost to you: 

• For one month for each year that you have been 
covered under the Life Insurance Plan, not to 
exceed three months, and 

• For the amount of life insurance in effect on the 
date your employment terminated. 

Basic and Supplemental Life Insurance 
Portability Eligibility 
You may port your Basic and Supplemental Life 
Insurance coverage if: 
• Immediately prior to termination of employment, 

you were an active employee not on an unpaid 
leave or disability and were not ill or injured and 
away from work, 

• Your spousal or domestic partner relationship 
ends, or you pass away, or 

• Your dependent child no longer meets  
Morgan Stanley’s definition of “child” for life 
insurance purposes. 

If you meet these requirements, you may port up to 
the amount of insurance coverage you had in 
effect prior to termination, up to: 
• $50,000 of Basic Life Insurance, 
• $2,000,000 of Supplemental and Basic Life 

Insurance combined, 
• $200,000 of Spouse or Domestic Partner Life 

Insurance, and 
• $20,000 of Child Life Insurance. 
You may only port coverage amounts that are at 
least: 
• $5,000 for yourself, 
• $1,000 for your spouse or domestic partner, 
• $1,000 for your dependent children. 
You may convert all or part of your Supplemental 
Life Insurance coverage that exceeds these 
portability amounts at the same time you port 
coverage. 
However, you will be unable to port coverage for 
yourself or your covered dependents if: 
• Any of your life insurance coverage has 

previously been converted to an individual 
policy. 
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Ported Coverage Benefits 
If you choose to port coverage, the benefit amount 
that you receive will be reduced when you meet 
certain age thresholds. 
• The amount of coverage that you hold on the 

day before your eligibility to port will remain in 
effect until you reach age 70, 

• On January 1 after your 70th birthday, or if you 
are over 65 when you port coverage, your initial 
amount will be reduced by 50%, 

• On January 1 after your 100th birthday, your 
coverage will be cancelled, 

• For your spouse, coverage terminates at age 70, 
and 

• For children, coverage under the employee 
terminates at age 26, but the child can elect 
portability on themselves beyond age 26. 

How to Port Coverage 
When your Morgan Stanley Life Insurance Plan 
benefits end, you will receive a packet in the mail 
from MetLife regarding both your Portability and 
Conversion options as well as instructions on next 
steps to submit your application. You will also 
receive outreach from a third-party financial 
professional appointed by MetLife to educate you 
on time-sensitive conversion and portability options 
and additional policy options where health 
questions may be requested. 
Portability rates for coverage are generally higher 
than the active group life rates you currently pay 
but less than the available conversion rates. The 
Life Insurance coverage you port continues to 
retain many of the same features and terms as the 
coverage you currently hold, but you are able to 
carry it with you after your employment with  
Morgan Stanley ends. However, please contact 
MetLife for more detailed information about the 
features and terms of the coverage you wish to 
port. 
To port your life insurance coverage, you must 
submit the appropriate portability application form 
to MetLife within 60 days of your loss of coverage. 
Portability application forms and premium rates are 
available in the packet you will receive from 
MetLife. For coverage to be ported, your 
application and first premium must be received by 

MetLife within 60 days of the date your life 
insurance coverage terminates. 
Ported coverage becomes effective at the end of 
the 60-day period during which you may elect to 
port coverage (“Portability Date”). The ported 
MetLife coverage is separate from the  
Morgan Stanley Life Insurance Plan and therefore 
has its own terms and conditions, which may differ 
from the Morgan Stanley Life Insurance Plan. 
If you have any questions, contact MetLife at 
888-252-3607. 
GVUL Portability of Coverage  
Upon retirement or termination of employment, 
GVUL coverage can be continued under the 
certificate’s portability option. Your portability rates 
will be based on your status when you leave. 
When MetLife is notified of a change in your 
employment status, a communication will be sent 
to the Owner’s address describing your direct bill 
payment options. If you have any questions about 
your options, you may contact a GVUL Customer 
Relations Specialist at 1-800-756-0124 Monday 
through Friday, 7:00 a.m. to 7:00 p.m.  
Central Time. 

GVUL Policy Surrender 
If you wish to surrender your contract, which 
ultimately cancels both your supplemental and 
spouse coverage, you may do so by contacting a 
GVUL Customer Relations Specialist at 1-800-756-
0124 Monday through Friday, 7:00 a.m. to 7:00 
p.m. Central Time. 

Premium Contributions 
You will receive new premium contribution rates for 
any life insurance coverage that you choose to 
port. These premium rates will change each 
January 1 on an ongoing basis. Premium 
contributions must be paid directly to MetLife and 
will be subject to a direct billing charge. The 
amount of the charge may be adjusted by MetLife 
but not more than once a year. 

Termination of Coverage 
Your ported Life Insurance coverage will end on 
whichever event occurs first: 
• 31 days after you fail to pay the required 

premium, 
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• The first anniversary of your Portability Date 
following your 100th birthday, or 

• Your death. 
Your spouse’s, domestic partner’s or dependent 
child’s ported Life Insurance coverage will end on 
whichever event occurs first: 
• The first anniversary of your spouse’s or 

domestic partner’s Portability Date following 
their 70th birthday, 

• The first anniversary of your dependent child’s 
Portability Date following the date he/she 
reaches eligibility limiting age. Note your 
dependent child has the option to continue 
portability insurance on their own following  
age 26. 

Conversion of Your Life Insurance 
You may convert the following Morgan Stanley Life 
Insurance Plan’s coverage: 
• Your Basic Life Insurance, 
• Any amount of Supplemental Life Insurance 

coverage to which portability does not apply, 
• Any amount of Supplemental Life Insurance 

coverage to which portability does apply but 
which you do not elect to port, 

• Any amount of Supplemental Life Insurance 
coverage that ends because of age, or 

• Any amount of spouse, domestic partner or child 
Life Insurance coverage that ends due to no 
longer meeting the Morgan Stanley definition of 
“spouse,” “domestic partner” or “child”. 

Conversion is not available for any amount of life 
insurance that is ported. For information about 
Portability, please see the Basic and Supplemental 
Life Insurance Portability Eligibility section on page 
144. 
When your life insurance benefits end, you will 
receive a packet in the mail from MetLife regarding 
both your portability and conversion options, as 
well as instructions on next steps to submit your 
application. You will also receive outreach from a 
third-party financial professional appointed by 
MetLife to educate you on time-sensitive 
conversion and portability options, and additional 
policy options where health questions may be 
requested. Because the new, converted policy will 
be an individual policy, your new rates will likely be 

higher than those available as a participant in the 
active group Morgan Stanley Life Insurance Plan. 
Remember, if you choose to convert your existing 
coverage, EOI is not required. However, if you 
chose to provide EOI, then you may be qualified 
with lower premium rates. 
How to Convert Coverage 
To convert your life insurance coverage, you must 
submit the appropriate conversion application form 
to MetLife within 60 days of your loss of coverage. 
Conversion application forms and premium rates 
are available in the packet you will receive from 
MetLife. For coverage to be converted, your 
application and first premium must be received by 
MetLife within 60 days of the date your life 
insurance coverage terminates. 
Converted coverage becomes effective at the end 
of the 60-day period during which you may elect to 
convert coverage. The converted MetLife coverage 
is separate from the Morgan Stanley Life Insurance 
Plan and therefore has its own terms and 
conditions, which may differ from the  
Morgan Stanley Life Insurance Plan. If you have 
any questions, contact MetLife at 877-275-6387 to 
arrange for a local third party financial professional 
to contact you directly. 
Individual policies become effective at the end of a 
60-day conversion period. Premiums for the 
converted policy will be at customary rates for the 
same policy issued to any other person of the 
same class of risk and age at the time the 
converted policy becomes effective. 

Accident Plans 
Basic and Supplemental AD&D Insurance 
coverage will generally end on the last day of the 
month in which your employment ends, you lose 
eligibility or you stop making the required 
payments, whichever occurs first. 
BTA Insurance coverage for you and your 
dependents will terminate on the earliest of the 
following: 
• The date your employment terminates for any 

reason, 
• The date you become ineligible for benefits due 

to an employment status change, including any 
leave of absence, or the date you are no longer 
in an eligible class. 
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Dependent coverage will also cease when your 
dependents are no longer eligible. 
Accident insurance (including BTA Insurance) 
is not convertible or portable. 

If You Retire 
Life and AD&D Insurance coverage for active 
employees terminates on the last day of the month 
in which you retire. BTA Insurance terminates on 
the day you retire. 
The conversion privilege for the Basic Life 
Insurance coverage described for terminated 
employees also applies to retired employees, but 
only to the difference between your active life 
insurance coverage amount and your retiree life 
insurance coverage amount (if applicable). When 
you retire, you can convert the balance of your 
Basic Life Insurance coverage to an individual 
policy. 
You may convert all of your Supplemental Life 
Insurance coverage to an individual policy or port 
up to $2,000,000 of existing Supplemental Life 
Insurance coverage. 
To convert or port any of your coverage, you must 
apply for an individual policy under the 
conversion/portability privilege within 60 days after 
your life insurance coverage terminates. Please 
see the Basic and Supplemental Life Insurance 
Portability Eligibility section on page 144 for more 
information. 
Accident insurance (including BTA Insurance) 
is not convertible or portable. 

Retiree Life Insurance 
Upon retirement from Morgan Stanley, certain 
employees are eligible to receive retiree life 
insurance coverage for themselves at  
Morgan Stanley’s expense. 
If you were an employee of Global Wealth 
Management (excluding Private Wealth 
Management), Individual Asset Management 
(excluding Van Kampen Investments), or 
Infrastructure and Company supporting these 
groups and you: 
• Retired prior to July 1, 1967, with $1,000 of 

Basic Life Insurance, you will continue to be 
insured for that amount, 

• Retired prior to January 3, 1978, from 
Reynolds Securities Inc., with $5,000 of Basic 
Life Insurance, you will continue to be insured 
for that amount, 

• Retired prior to January 1, 1989, from Dean 
Witter Reynolds Inc., you will continue to have 
your amount of life insurance reduced each July 
1, according to the reduction provisions in effect 
on your day of retirement, through the final 
reduction, 

• Retired between January 1, 1989, and April 
30, 1993, you will continue to have your amount 
of life insurance reduced each April 1, according 
to the reduction provisions in effect on your day 
of retirement, through the final reduction, 

• Retired after April 30, 1993, and were at least 
age 55 with 20 years of continuous service or 
age 60 with 15 years of continuous service on 
April 30, 1993, you are eligible to receive $5,000 
of retiree life insurance coverage for yourself, 

• Retired after April 30, 1993, and did not satisfy 
the foregoing age and service requirements on 
or before April 30, 1993, you are not eligible for 
retiree life insurance. 

If you are an employee of Institutional Securities, 
Institutional Investment Management, Private 
Wealth Management, Van Kampen Investments, or 
Infrastructure and Company supporting these 
groups and you: 
• Retired prior to July 1, 1985, you may be 

eligible to receive $100,000 of retiree life 
insurance. Contact HR Services to see if you are 
eligible, 

• Retired prior to January 1, 2004, or were at 
least age 55 with 10 years of service on 
December 31, 2003, you are eligible to receive 
$5,000 of retiree life insurance coverage for 
yourself, or 

• Retired on or after January 1, 2004, and did 
not satisfy the foregoing age and service 
requirements on or before December 31, 2003, 
you are not eligible for retiree life insurance. 

Disability Plan 
The Morgan Stanley Disability Plan provides 
you with financial protection if you become 
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disabled and are unable to work due to illness, 
injury or pregnancy. 
There are four components of the Morgan Stanley 
Disability Plan: 
• Short-Term Disability (STD) benefits, provided 

by Morgan Stanley, continue your base salary or 
a portion of your commissions or incentive 
compensation for up to 180 days if you are 
unable to work due to illness, injury or 
pregnancy, 

• Long-Term Disability (LTD) group benefits, if 
elected, continue to pay a portion of your 
Benefits Eligible Earnings after you have been 
disabled for 180 consecutive days under the 
terms of the Disability Plan, 

• Individual Disability Income Insurance Policies 
are available to a select group of  
Morgan Stanley employees for purchase 
through Unum, 

• Corporate Excess Disability Insurance (CEDi) 
Program is available to all Morgan Stanley 
employees for purchase through Lloyd’s of 
London. 

The Morgan Stanley Disability Plan (with the 
exception of the Individual Disability Income 
Insurance Policy and CEDi Program) is 
administered by the Metropolitan Life Insurance 
Company (MetLife). 

About the STD Program 

How the Plan Works 
As an employee of Morgan Stanley and/or its 
participating subsidiaries, you are eligible for STD 
benefits after your fifth day of active employment or 
benefits eligibility, whichever is later. 
You will be considered disabled by MetLife based 
on medical information provided by your physician 
related to your absence from work as a result of 
illness, injury or pregnancy if you are: 
• Unable to perform the essential functions of 

your regularly scheduled occupation, or 
• Unable to perform any other job Morgan Stanley 

offers you for which you are qualified. 
You are not allowed to work for profit or 
remuneration while on an approved STD leave. 
However, you may be considered disabled and 

receive STD benefits if you are performing job 
responsibilities as part of an Alternative Work Duty 
assignment (see the Alternative Work Duty section 
on page 151) approved by MetLife. 

STD Benefits 
STD benefits may be paid if you are determined to 
be disabled and unable to work due to an injury, 
illness or pregnancy for eight or more consecutive 
calendar days. STD benefits will be paid up to a 
maximum of 180 days, retroactive to the first day of 
your disability. If approved for STD, any sick days 
used to meet the eight-day waiting period will be 
restored. STD benefits are generally taxable. 

How Benefits Are Calculated 
The STD benefits you receive are based on how 
you are paid, as outlined below. 
• If you receive a base salary, 

– STD benefits are 100% of your regular base 
salary in effect prior to your date of disability, 
excluding bonuses, commissions, incentive 
compensation, overtime, shift differential, 
premium pay, expense allowances, any extra 
compensation or income received from 
sources other than Morgan Stanley, and 
certain other amounts that are not covered 
under the Disability Plan.  

• If you are a Financial Advisor who receives 
incentive compensation, 
– Receive 100% of base salary in effect prior to 

the date of disability, excluding amounts not 
covered under the Disability Plan (see above), 
plus 75% of your trailing 12-month incentive 
compensation.  

– If incentive compensation would otherwise be 
earned by a Financial Advisor or Investment 
Representative during a calendar production 
month while the employee is on STD leave, 
and the amount of that incentive 
compensation exceeds one-twelfth of 75% of 
the employee’s trailing 12-month incentive 
compensation, the excess amount will be paid 
to the employee as an additional STD benefit.    

– STD benefits do not include bonuses, 
expense allowances, any compensation or 
income received from sources other than 
Morgan Stanley, and certain other amounts 
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not covered under the Disability Plan (see 
above).  

If any incentive compensation is earned during a 
calendar production month, only the portion that 
exceeds the actual STD payment/state minimum 
payment will be paid. Earned revenue is defined 
as revenue generated in the respective production 
month and paid on the 10th calendar day of the 
month after the conclusion of the production month 
or the nearest business day prior in the instances 
of weekends/firm holidays. The earned revenue is 
calculated monthly and then offset against the 
actual paid STD payment/state minimum payment 
in the relevant production month. If the result is a 
surplus in incentive compensation, it shall be 
extended accordingly. 
STD benefits do not include bonuses, expense 
allowances, any extra compensation or income 
received from sources other than Morgan Stanley, 
and certain other amounts not covered under the 
Disability Plan. 
Please note that if your disability continues 
past 180 days and you are covered by LTD, the 
LTD benefits you will receive are not the same 
as your STD benefits. For more information on 
how your LTD benefit is calculated, see page 
152. 

Requesting Benefits 
To request STD benefits, you must: 
• First, contact your manager and HR 

Representative to report any absence of at least 
eight consecutive calendar days, 

• Then, call MetLife at 800-498-5306. MetLife will 
send you a medical disclosure authorization 
form that you must complete, sign, and send or 
fax to MetLife. This form allows MetLife to 
contact your physician and obtain any needed 
medical information to make a determination on 
your request. MetLife may not make a 
determination that you are entitled to STD 
benefits without your signed medical disclosure 
authorization form and any necessary 
information from your physician. 

• All requests must be received by MetLife 
within 90 days of the disability, or your claim 
may be denied. 

Note: You must see your physician prior to the 
eighth consecutive calendar day following your last 
day worked in order to receive full benefits under 
the STD Plan. Failure to receive prompt treatment 
from your physician may delay or reduce your 
benefits. 
Upon receiving your request, MetLife will verify 
certain information with your manager or HR 
Representative, including: 
• Your last day worked, and 
• Your job responsibilities. 
MetLife will also verify certain information with your 
physician, including: 
• That you are under the regular care of a 

physician who is qualified to treat your type of 
injury or illness, 

• The date of your disability, 
• The cause of your disability, 
• The extent of your disability, including any 

restrictions and limitations preventing you from 
performing your regular occupation, and 

• The name and address of any hospital or 
institution where you received treatment, 
including all attending physicians. 

If the information required by MetLife is not 
received and a determination is not made within 30 
calendar days from your first day absent, you will 
be placed on an unpaid leave. If your claim is 
subsequently approved, you will be paid applicable 
STD benefits retroactively to your first day of 
approved disability. You will be responsible for 
repaying any overpayment of STD benefits as 
determined by MetLife. 
If your claim is approved more than 12 months 
from your first day absent or last day of approved 
absence, whichever is greater, Morgan Stanley 
may provide your STD benefit as a one-time cash 
payment, and any benefit entitlements may be 
prospective only.  
If MetLife does not approve your claim and you do 
not return to work, your employment may be 
terminated at Morgan Stanley’s discretion. 
During your disability, MetLife may periodically 
request that you provide proof of continuing 
disability and that you are under the regular care of 
a physician who is qualified to treat your type of 
injury or illness. This proof, provided at your 
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expense, must be received as soon as possible 
and no later than 15 calendar days after the 
request to avoid an interruption in your benefits. 

STD Benefits Duration 
Once STD benefits are approved by MetLife, 
benefits will continue until the: 
• Date you are no longer disabled under the terms 

of the STD Plan or you return to work (Financial 
Advisors may not return to work on a part-time 
basis or reduced schedule while collecting STD 
benefits), 

• End of the maximum period of payment  
(180 days), 

• Date you fail to submit proof of continuing 
disability, 

• Date you qualify for LTD benefits, if eligible, 
• Date when you are able and approved to return 

to work in a temporary Alternative Work Duty 
assignment for which you are qualified because 
of your education, training or experience, but 
refuse the offer of such assignment by Morgan 
Stanley, 

• Date you die, 
• Date you start an unpaid leave of absence 

(other than FMLA). 

Payment of Benefits 
Morgan Stanley will make all STD payments 
directly to you. If Morgan Stanley determines that 
you are unable to care for your affairs,  
Morgan Stanley may make payment to another 
person on your behalf. Any such payment will be in 
satisfaction of the full benefit due to you. 
Morgan Stanley has the right to recover any 
overpayment, including any overpayment due to: 
• Fraud, 
• Mistakes in payment or errors in processing a 

claim, 
• Your receipt of any monetary award or 

settlement from a third party as a result of your 
disability, or 

• Your eligibility for any state-mandated benefit. 
• Denial of your disability claim. 
You must promptly reimburse Morgan Stanley in 
full for any overpayments. Morgan Stanley will 

determine the method by which repayment shall be 
made, which may include Payroll deduction. 

Continuation of Other Morgan Stanley Benefits 
While on STD 
While you are employed by Morgan Stanley and 
receiving STD benefits, you will continue to 
participate in many of the Company-provided and 
optional benefit plans you were enrolled in prior to 
your disability. Your contributions will continue 
through automated Payroll deductions, where 
applicable, while on your approved disability leave. 
You may continue to participate in the following 
programs while on STD: 
• Medical, Dental and Vision Plans, 
• Basic and Supplemental Life Insurance, 
• Basic and Supplemental AD&D Insurance, 
• FSAs and HSA, 
• LTD Plan, 
• Group Personal Excess Liability Insurance, 
• Legal Assistance Plan, 
• Long-Term Care Plan, 
• 401(k) Plan, 
• Continued accrual of vacation days (if eligible), 
• Employee Offers (such as Group Auto and 

Home Insurance and Pet Care Plans). 
The following benefits will not continue while you 
are on STD: 
• BTA Insurance Plan—Upon your return to work, 

your BTA Insurance coverage will automatically 
resume, 

• Commuter Benefits Program (CBP)—Your CBP 
contributions will cease, and your participation in 
the program will be terminated. When you 
return to work, you must re-enroll in the CBP 
if you would like to resume participation. 

Additional Disability Information 

STD Coverage While on a Paid Leave 
If you become disabled while on a paid leave of 
absence, you are eligible for STD benefits. 

Pregnancy/Parental Leave 
A disability resulting from a pregnancy is treated 
the same as any other disabling medical condition. 
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If approved by MetLife, authorized time off taken 
before the baby’s birth may be considered STD.  
There is generally also a period of disability that 
follows the baby’s birth. Employees who give birth 
are eligible for STD benefits following the birth of 
their baby which is separate from and in addition to 
Morgan Stanley’s Paid Parental Leave. Morgan 
Stanley’s Paid Parental Leave policy provides 
salary continuation for up to 16 weeks following the 
short-term disability that follows your baby’s birth. 
For more information about Morgan Stanley’s Paid 
Parental Leave policy (including eligibility), contact 
your HR Representative or MetLife or visit the HR 
Policies section on Morgan Stanley Today through 
the Morgan Stanley intranet. If complications from 
pregnancy result in a period of disability that 
exceeds Morgan Stanley’s Paid Parental Leave 
policy, eligibility for STD benefits will be 
determined according to the same standards as for 
any other disability. 
If you qualify for STD leave following the birth of 
your child, you must take all of your leave (6-8 
weeks depending on the type of birth-caesarian or 
vaginal) immediately following the birth of  
your child. 

Other Disability Income 

If you live or work in in a state that offers a 
state disability plan separate from the Morgan 
Stanley Firm-sponsored plan you must also 
apply for benefits through the applicable state 
disability plan. 

For your convenience, the amount of state-
provided benefits you are eligible to receive is 
included in your Morgan Stanley check. You must 
apply for the state disability plan benefits and 
return the state benefits you receive to Morgan 
Stanley. You are not entitled to receive more than 
the total amount of Morgan Stanley STD benefits, 
and any state-provided benefits are an offset to the 
benefits provided by the STD benefits under the 
Plan. 
If you live or work in California, you have the option 
to choose whether to participate in the Morgan 
Stanley California Voluntary Disability Insurance 
Plan (CAVDI Plan) or to continue to participate in 
the California State Disability Plan (CASDI Plan). 
You will be defaulted into the CADVI plan. You will 

be charged a premium of 1.1% of your earnings, 
up to a maximum contribution of $4,675.00 for 
2025. If you opt out of the CAVDI Plan and elect 
the CASDI Plan, you will be charged a premium of 
1.1% of all eligible earnings, with no maximum 
contribution and you will be required to return the 
benefits you receive from the CASDI Plan to 
Morgan Stanley. Unlike the CASDI Plan, your 
contributions to the CAVDI Plan are not considered 
taxes and will not be tax deductible on your 
itemized federal tax return. 
If you have any questions, please contact MetLife 
for information about your state-mandated  
STD coverage. 
If you become eligible to receive STD benefit 
payments under any other group STD plan, you 
will not be eligible for STD payments under the 
Morgan Stanley Disability Plan. 

Recurrent Disability 
A Recurrent Disability results from the same or a 
related illness or injury as a prior disability within a 
specified period of time. If you have a Recurrent 
Disability after you return to your regular work 
schedule for 90 calendar days or less, benefits will 
begin immediately. Your Recurrent Disability will 
be subject to the same STD Plan terms as your 
prior disability. 
If MetLife determines that this successive period of 
disability is unrelated to your prior disability or you 
have returned to work for more than 90 calendar 
days, your later disability will be treated as a new 
disability and subject to all of the STD Plan 
provisions. 

Alternative Work Duty 
During an approved STD leave, MetLife may 
approve your return to work on a full-time or part- 
time basis, performing the job responsibilities of a 
temporary Alternative Work Duty assignment. Such 
an assignment is intended to promote your 
recovery and return you to your own job following a 
disability-related absence. 
Please note that Financial Advisors may not return 
to work on a part-time basis or reduced schedule 
while collecting STD benefits. 
During an Alternative Work Duty assignment, you 
may: 
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• Perform your regular duties on a reduced  
work schedule, 

• Work on a full-time basis but perform modified 
job duties, or 

• Perform the duties of a temporary assignment 
that you are qualified for because of your 
education, training or experience on either a full-
time or part-time basis. 

If MetLife determines that a short-term modification 
of your job responsibilities is appropriate, a 
temporary Alternative Work Duty assignment may 
be approved before or after you begin disability 
under the Disability Plan. A temporary Alternative 
Work Duty assignment may generally last for up to 
12 weeks. Each assignment will be reviewed by 
MetLife periodically, but at least once every four 
weeks. 
You will be considered disabled during a temporary 
Alternative Work Duty assignment as long as you 
satisfy the conditions of the assignment and the 
requirements of the Disability Plan and the 
assignment continues to be available. During the 
assignment, you will be paid for the hours that you 
work at 100% of your normal rate of base pay in 
effect immediately prior to the date you became 
disabled. For the hours that you do not work, STD 
benefits will be paid in accordance with the 
Disability Plan’s terms. In no event will your rate of 
pay for hours worked plus any STD benefits paid 
during a temporary Alternative Work Duty 
assignment exceed 100% of your pre-disability 
base pay rate. 
If MetLife determines that you are unable to 
resume the normal responsibilities and work 
schedule of your regular position at the end of a 
temporary Alternative Work Duty assignment, you 
may be eligible to continue to receive STD 
benefits. In that case, your continued absence 
from work following an Alternative Work Duty 
assignment will be considered a continuation of the 
original period of disability and count toward your 
LTD elimination period. 

Return to Work and the Family and Medical 
Leave Act of 1993 (FMLA) 
You must notify your manager or HR 
Representative and MetLife of your intent to return 
to work in any capacity. You should not return to 

work unless you have been cleared by your 
attending physician to do so. If you return to work 
early from your leave, your supervisor may require 
a return-to-work note from your physician to ensure 
you are able to return to work safely. 
You may contact MetLife or your HR 
Representative for eligibility requirements and 
information about whether reinstatement protection 
is available under FMLA. Additional information 
about your FMLA rights is available in the HR 
Policies section of Morgan Stanley Today on the 
Morgan Stanley intranet. 

STD Exclusions 
STD benefits are not paid for any disability incurred 
in connection with: 
• An occupational injury or illness covered by 

Workers’ Compensation law, 
• An intentionally self-inflicted injury, 
• War, whether declared or undeclared, or act of 

war, riot or insurrection, 
• Active participation in a riot, 
• Suspension, revocation or surrender of a 

professional license, occupational license  
or certification, 

• Any period of time during which you  
are incarcerated, 

• Any injury or illness to which a contributing 
cause was your committing or attempting to 
commit a felony, or your being engaged in an 
illegal operation, or 

• While you are working for another employer in 
any capacity, including as a consultant, for profit 
or remuneration. 

STD Coverage While on an Unpaid Leave 
If you become disabled while on an unpaid leave, 
you are not eligible for STD benefits unless the 
unpaid leave is an approved FMLA leave. 

Termination of Coverage 
Morgan Stanley reserves the right to terminate 
your STD payments if: 
• Your employment with Morgan Stanley 

terminates for any reason, including  
termination by Morgan Stanley for “cause” or if 
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Morgan Stanley determines it could have 
terminated your employment for “cause,” 

• You announce your resignation or retirement,  
• MetLife denies your claim, 
• You fail to repay any state-provided benefits to 

Morgan Stanley, 
• You fail to timely provide evidence of disability or 

any other information requested by MetLife or 
Morgan Stanley, 

• You are no longer eligible for coverage, as 
determined by Morgan Stanley or MetLife, 

• MetLife determines that you are capable of 
performing your job despite your medical 
condition, 

• The STD portion of the Disability Plan is 
terminated, or 

• You are placed on an unpaid leave of absence 
(other than FMLA) prior to termination date. 

If you notify MetLife or Morgan Stanley that you are 
disabled after announcing your resignation or 
receiving notice of termination, your STD payments 
will end on the otherwise scheduled or 
communicated date of resignation or termination 
from Morgan Stanley.  
Morgan Stanley, at its discretion, may pay STD 
benefits as a one-time lump sum if employment is 
terminated due to reduction in force, sale of 
business or other situation deemed appropriate by 
Morgan Stanley. 

If Employment Is Terminated 
While you are on a leave, including for disability, 
Morgan Stanley may terminate your employment 
subject to applicable law and at its discretion. 
Contact HR Services or visit the HR Policies 
section on Morgan Stanley Today through the 
Morgan Stanley intranet for more information. 

About the LTD Program 
Morgan Stanley’s LTD program gives you an 
opportunity to protect 60% of your Benefits Eligible 
Earnings, up to a maximum benefit of $25,000 per 
month for disabilities. (For more information about 
Benefits Eligible Earnings, see page 15). LTD 
coverage typically begins after a 180-day waiting 
period, during which time you may be eligible to 
receive STD benefits. 

Because you pay for LTD coverage with after-tax 
dollars, your benefit is generally free from federal 
and most state income taxes. LTD coverage is 
insured and provided by MetLife. Notwithstanding 
anything else in this SPD, LTD benefits are 
provided only to the extent available under the 
Disability Plan’s insurance policy with MetLife. 

Evidence of Insurability (EOI) 
You will be automatically enrolled in LTD coverage 
on your date of hire or the date when you become 
benefits eligible. You will not be required to provide 
EOI. You will automatically be enrolled each 
January 1 thereafter without the need for EOI. 
However, if you are not actively at work on January 
1, due to a disability, you must return to work for at 
least 90 days in order for the recurrent disability 
provisions of this plan to apply to the  
same disability.  
If you do not want to enroll in LTD coverage, you 
must actively waive LTD coverage during each 
annual enrollment period. 
If you elect LTD coverage at any time after your 
initial 31-day enrollment period, you will be 
required to complete an Evidence of Insurability 
(EOI) Form. LTD requiring MetLife’s approval will 
be effective from the date the EOI is approved; 
until that time, you will not receive LTD coverage. It 
is your responsibility to follow up with MetLife 
regarding the status of the EOI.  
LTD coverage does not begin until you are actively 
at work and are performing all the usual and 
customary duties of your job on a full-time basis.  
This must be done at: 
• Your work location or an alternate work space 

approved by the Firm, 
• A place to which the Firm’s business requires 

you to travel. 
You will be deemed actively at work during 
weekends or firm-approved holidays, vacations or 
business closures if you were actively at work on 
the last scheduled work day preceding such  
time off. 
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How the Plan Works88 
LTD benefits provide monthly income to you after 
you satisfy a 180-day Elimination Period. Although 
you do not need to be confined in a hospital or an 
extended health care facility to receive LTD 
benefits (other than mental or nervous conditions 
lasting beyond 24 months), you must be under the 
regular care of a physician and determined to be 
Disabled by MetLife.  
Unless otherwise provided in this section, Disabled 
or Disability means that, due to Sickness or as a 
direct result of accidental injury: 
•  You are receiving Appropriate Care and 

Treatment and complying with the requirements 
of such treatment; and  

• You are:  
– unable to earn more than 80% of your 

Predisability Earnings at Your Own 
Occupation from any employer in Your Local 
Economy; and  

– unable to perform each of the material duties 
of Your Own Occupation. For purposes of 
determining whether a Disability is the direct 
result of an accidental injury, the Disability 
must have occurred within 90 days of the 
accidental injury and resulted from such injury 
independent of other causes. 

You do not need to continue to be employed by 
Morgan Stanley to receive LTD benefits, as long as 
you were actively employed by Morgan Stanley 
and enrolled in LTD coverage on the date you last 
worked for Morgan Stanley. 
If you become disabled, as determined by MetLife, 
determination of disability will continue to apply up 
to the Maximum Benefit Period described in that 
section. 

Elimination Period 
Before LTD benefits become payable, you must 
satisfy a 180-day Elimination Period. The 
Elimination Period is satisfied on the date your 
salary continuation (STD) payments end, or the 
date your Paid Parental Leave payments end (as 
defined by Morgan Stanley’s Paid Parental Leave 

 
88 Capitalized terms not defined in this SPD are as defined in the applicable 
insurance policy or certificate. 

Policy, if applicable), or 180 days from the start of 
your disability, whichever is latest. 
If your disability stops during the Elimination Period 
for 90 days or less, the disability will be treated as 
continuous for purposes of the Elimination Period. 
The days that you are not disabled, however, will 
not count toward the 180 days of disability required 
to satisfy the Elimination Period. 

LTD Benefits 

How LTD Payments Are Calculated 
The monthly benefit amount that you will be paid 
while you are disabled is calculated as follows: 
60% of your Benefits Eligible Earnings in effect at 
the first date of disability offset by Other Income 
Benefits with a minimum monthly benefit after 
offsets equal to $100 or 10% of your gross monthly 
benefit, whichever is greater 
• Up to a maximum benefit of $25,000 per month 

when combined with family Social Security 
benefits, if any; the monthly LTD benefit may not 
exceed 60% of your Benefits Eligible Earnings 
or $25,000, whichever is less. 

Cost of Coverage 
You may view your LTD contribution rates by 
visiting the Benefit Center website. 

Maximum Benefit Period 
LTD benefits continue for as long as you remain 
disabled, subject to the following Maximum  
Benefit Periods: 
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COMPLETED AGE 
AT DISABILITY 

MAXIMUM BENEFIT 
PERIOD WHILE DISABLED 

Less than 60 To age 65 

60 60 months 

61 48 months 

62 42 months 

63 36 months 

64 30 months 

65 24 months 

66 21 months 

67 18 months 

68 15 months 

69 and over 12 months 

 

Mental Illness Limitation Period 
Disabilities that are primarily due to mental illness 
have a Maximum Benefit Period of up to 24 
months. If you meet one or both of the following 
conditions, MetLife will continue benefit payments 
beyond the 24-month period:  
1. If you are confined to a Hospital or Institution 

at the end of the 24-month period, MetLife will 
continue payments during confinement. If you 
are still disabled when you are discharged, 
MetLife will send you payments for a recovery 
period of up to 90 days. If you become 
reconfined at any time during the recovery 
period and remain confined for at least 14 days 
in a row, MetLife will make payments during 
that additional confinement and for one 
additional recovery period up to 90 additional 
days,  

2. In addition to the above, if, after the 24-month 
period for which you received payments, you 
continue to be disabled and subsequently 
become confined to a Hospital or Institution for 
at least 14 days in a row after the 24-month 
period ends, MetLife will provide payments 
during the reconfinement.  

Except as noted in 1 and 2 above, MetLife will not 
pay beyond the Mental Illness Limitation Period or 
the Maximum Benefit Period, whichever occurs 
first. MetLife will not apply the Mental Illness 
Limitation to dementia, schizophrenia or organic 
brain disease.  
“Mental Illness” means a psychiatric or 
psychological condition regardless of cause, such 
as depression, manic depressive or bipolar illness, 
anxiety, personality disorders, and/or adjustment 
disorders or other conditions. These conditions are 
usually treated by a mental health provider or other 
qualified provider using psychotherapy, 
psychotropic drugs or other similar methods of 
treatment. “Mental or Nervous Disorder or 
Disease” means a medical condition that meets the 
diagnostic criteria set forth in the most recent 
edition of the Diagnostic and Statistical Manual of 
Mental Disorders as of the date of your disability. A 
condition may be classified as a Mental or Nervous 
Disorder or Disease regardless of its cause. 
“Hospital or Institution” means an accredited facility 
licensed to provide care and treatment for the 



  
 

 

2025 Health Benefits and Insurance Summary Plan Description 

 
156 

 

condition causing your disability. MetLife makes all 
determinations about whether a disability is due to 
mental illness or subject to a mental illness 
Limitation Period. 

Requesting Benefits 
If you request STD benefits during your 180-day 
Elimination Period, MetLife will: 
• Determine your eligibility for LTD benefits based 

on the information provided by you and your 
physician during your STD benefit review, 

• Request additional information, if needed, 
• Either accept or deny the claim, and 
• Notify you of its determination in a timely 

manner. 
Any disabilities you incur during your leave will be 
subject to exclusions under the LTD portion of the 
Plan. If you become disabled while on an unpaid 
leave or did not request STD benefits and are 
participating in the LTD Plan, you must contact 
MetLife directly to request benefits. You will be 
required to complete the 180-day Elimination 
Period prior to receiving LTD benefits regardless of 
whether or not you receive STD benefits. You must 
file a claim for LTD benefits within 90 calendar 
days following your first day of disability or your 
claim may be denied. Generally, for employees on 
STD, MetLife will file your LTD claim on your behalf 
after the 13th week of your disability. However, it is 
your responsibility to confirm your claim has been 
filed and to follow up with any additional 
information that may be required. 

Other Income  
MetLife will reduce your disability benefit by the 
amount of all Other Income.  
NOTE: The reduction will only relate to amounts 
from Other Income received as a result of the 
same disability and inability to work for which you 
are claiming benefits under this certificate.  
Other Income includes the following:  
1. Any disability or retirement benefits which you, 

your Spouse or child(ren) receive because of 
your disability or retirement under:  

• Federal Social Security Act  
• Railroad Retirement Act 

• any state or public employee retirement or 
disability plan, or  

• any pension or disability plan of any other 
nation or political subdivision thereof.  

2. Any income received for disability or for 
retirement, if such retirement income begins 
while you are disabled, under Morgan 
Stanley’s retirement plan, to the extent that it 
can be attributed to the Morgan Stanley’s 
contributions. 

3. Any income received for disability under: 
• a group insurance policy to which 

Morgan Stanley has made a contribution 
• benefits for loss of time from work due to 

disability,  
•  a no-fault auto law for loss of income, 

excluding supplemental disability 
benefits,  

•  a government compulsory benefit plan 
or program which provides payment for 
loss of time from your job due to your 
disability, whether such payment is made 
directly by the plan or program, or 
through a third party,  

• a self-funded plan, or other arrangement 
if Morgan Stanley contributes toward it or 
makes payroll deductions for it; except 
that MetLife will not reduce your 
disability benefit by income received 
under Morgan Stanley’s self-funded plan 
or other arrangement for paid parental 
leave of absence, 

• Any sick pay, vacation pay or other 
salary continuation that Morgan Stanley 
pays to you; except that MetLife will not 
reduce your disability benefit by income 
received under Morgan Stanley’s salary 
continuation program for paid parental 
leave of absence,  

• Workers' compensation or a similar law 
which provides periodic benefits,  

• Unemployment insurance law or 
program, and 

• an individual disability policy obtained 
through Morgan Stanley up to a 
maximum benefit of $5,000 per month, 
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for claims incurred prior to January 1, 
2014.  

4. Any income that you receive from working 
while Disabled to the extent that such income 
reduces the amount of your Monthly Benefit as 
described in Rehabilitation Incentives, as 
outlined in the applicable insurance policy. 
This includes, but is not limited to, salary, 
commissions, overtime pay, bonus or other 
extra pay arrangements from any source.  

After your LTD benefit is initially reduced by any of 
the Other Income listed above, your LTD benefit 
will not be further reduced due to any cost-of-living 
increases to these Other Income. 

Concurrent Review 
When you are receiving benefits for covered 
services, MetLife will review your case from time to 
time to ensure that the standards for eligibility to 
receive benefits continue to be met. MetLife may 
review records and/or contact you, your physician or 
someone else familiar with your condition. If it is 
determined that you are no longer eligible to receive 
benefits, you will be notified by MetLife. All 
determinations made by MetLife are final. 

Continuation of Other Morgan Stanley Benefits 
If you are employed by Morgan Stanley89 and 
receiving LTD benefits, you are placed on an 
unpaid leave, not actively at work status, and are 
eligible for continuation of certain health, 
insurance, retirement, savings and other benefits 
on an after-tax basis. These include the 
continuation of the following benefits, if you were 
enrolled in them immediately prior to your disability 
(subject to your continued contributions, where 
applicable): 
• Medical, Dental and Vision Plans, 
• If you are approved for U.S. Social Security 

Disability Insurance and are Medicare-eligible 
due to your disability or age, Medicare is 
considered your primary medical plan coverage 
and the Morgan Stanley Medical Plan (if 
enrolled) will be your secondary coverage. You 
will need to submit your expenses to Medicare 
first. Once Medicare has determined how much 

 
89 The benefits described in this section will end if Morgan 
Stanley chooses to terminate your employment or your 
employment is terminated for any reason at any time during 

it will pay, you may submit any uncovered 
expenses to Morgan Stanley’s Medical Plan. If 
you are on LTD and Your spouse is eligible 
due to age or disability, then Medicare is 
considered their primary medical coverage 
and the Morgan Stanley Medical Plan (if 
enrolled) will be secondary coverage, even if 
you are not yet eligible for Medicare:  
– To receive maximum medical coverage, it is 

important for you and your spouse to enroll in 
Medicare Parts A and B upon attaining age 65 
or if under 65 but approved for U.S. Social 
Security Disability Insurance because your 
benefits under the Morgan Stanley Medical 
Plan will immediately be computed as though 
You received Medicare benefits, even if You 
have not enrolled in this coverage. This does 
not apply to Medicare prescription  
drug coverage.  

• Health Care Flexible Spending Account and 
Limited Purpose Flexible Spending Account 
(through the end of the calendar year that You 
began receiving LTD benefits), 

• Basic and Supplemental Life Insurance Plan (up 
to a maximum age of 65), 

• Morgan Stanley 401(k) Plan contributions cease; 
however, You may receive Company 
contributions, if eligible, for the year You begin 
receiving LTD benefits, 

• MetLife Group Auto and Home Insurance, 
• MassMutual, MetLife, Prudential or John 

Hancock Long-Term Care Insurance, 
• Basic and Supplemental AD&D Insurance (for a 

maximum of 24 months), 
• Legal Assistance Plan, 
• Group Personal Excess Liability Insurance,  
• Pet Care Plans, 
• The following benefits will cease when You 

begin receiving LTD benefits: 
– BTA Insurance, 
– Dependent Day Care Flexible Spending 

Account, and 
– Commuter Benefits Program. 

your disability. There is no guarantee that Morgan Stanley will 
continue your employment throughout your total period of 
disability. 
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If Employment Is Terminated 
While you are on a leave, including for disability, 
Morgan Stanley may terminate Your employment 
subject to applicable law and at its discretion. 
Contact HR Services or visit the HR Policies 
section on Morgan Stanley Today on the Morgan 
Stanley intranet for more information. 
Upon termination of Your employment with  
Morgan Stanley: 
• You may be eligible to continue Your Medical, 

Dental and Vision benefits through COBRA for 
up to 18 months and Your HCFSA, LPFSA and 
HSA through the end of the calendar year. You 
may be eligible to receive up to 11 additional 
months of COBRA if You are deemed disabled 
for Medicare purposes. You may also be eligible 
for retiree medical coverage on termination of 
employment (See the Continuation Coverage 
Rights Under COBRA section on page 201), 

• You may be eligible for retiree medical coverage 
on termination of your employment if you meet 
certain requirements. You should consult HR 
Services for more information,  

• Basic Life Insurance may continue until the 
earliest of the date You stop receiving LTD 
benefits, the date You reach age 65 or Your 
settlement effective date if You receive a lump-
sum disability settlement from MetLife or Unum 
(the previous insurer of LTD benefits), 

• If You are receiving LTD benefits, are not 
actively working, and are under age 65, You 
may be able to continue Your Employee  
Supplemental Life Insurance Coverage by 
paying the same rates as active employees Your 
Supplemental Life Insurance coverage will end 
upon your attainment of age 65. or your 
settlement effective date if you receive a lump 
sum from MetLife. You will received information 
regarding portability and or conversion shortly 
after your coverage ends under the group plan . 
You must contact HR Services within 31 days of 
the date Your employment ends and contact 
MetLife within 60 days of termination to port or 
convert coverage, 

• All other benefits generally cease at your date of 
termination from Morgan Stanley (See the 
Qualified Life Events Chart) which identifies 
different types of Qualified Life Events (QLEs) 

that may occur throughout your employment 
with Morgan Stanley and actions you may take. 
Any election change must be consistent with 
your QLE. For more information, call HR 
Services or log on to the Benefit Center website 
and choose “Change Your Coverage” from the 
top menu bar. 

 
Additional Disability Information 
Recurrent Disability 
A Recurrent Disability is one that MetLife 
determines has resulted from the same or related 
illness or injury as a prior disability for which a 
monthly benefit was payable during a specified 
period of time. MetLife will consider a successive 
period of disability to be a Recurrent Disability if it 
is due to the same or a related cause and occurs 
less than 180 days after the end of the previous 
period of disability. If You have an approved 
Recurrent Disability, You do not need to satisfy an 
additional Elimination Period. 
If Your successive period of disability does not 
meet the Recurrent Disability terms described 
above, it will be considered a new disability. You 
will be required to complete a new Elimination 
Period before LTD benefits become payable. In 
that instance, You may be eligible for STD benefits 
during the first 180 consecutive days of Your 
disability under STD (see the STD Benefits 
subsection). 
Work Incentive  
If You work while You are Disabled and receiving 
Monthly Benefits, Your Monthly Benefit will be 
adjusted as follows:  
● Your Monthly Benefit will be increased by Your 
rehabilitation program Incentive, if any; and 
 ● reduced by Other Income as defined in the 
DISABILITY INCOME INSURANCE: INCOME 
WHICH WILL REDUCE YOUR DISABILITY 
BENEFIT section of your LTD insurance policy or 
certificate. Your Monthly Benefit as adjusted above 
will not be reduced by the amount You earn from 
working, except to the extent that such adjusted 
Monthly Benefit plus the amount You earn from 
working and the income You receive from Other 
Income exceeds 100% of Your Predisability 
Earnings as calculated in the definition of 
Disability. In addition, the Minimum Monthly Benefit 
will not apply. 



  
 

 

2025 Health Benefits and Insurance Summary Plan Description 

 
159 

 

Survivor Benefit 
If You die 180 or more consecutive days after You 
become disabled and receive or will receive an 
LTD benefit, Your Eligible Survivors (including 
Your estate if there are no Eligible Survivors) will 
receive a lump-sum payment from MetLife equal to 
three times Your last monthly benefit. An Eligible 
Survivor is defined as Your spouse or registered 
domestic partner if living; otherwise, it is defined as 
Your children under age 26. 

LTD Exclusions 
We will not pay for any Disability caused or 
contributed to by:  
• war, whether declared or undeclared, or act of 

war, insurrection, rebellion or terrorist act;  
•  Your active participation in a riot;  
• intentionally self-inflicted injury; or  
• commission of or attempt to commit a felony. 

Termination of Coverage 
LTD benefits will stop: 
• When You are no longer disabled, as 

determined by MetLife, 
• In the event of Your death, 
• When You reach the Maximum Benefit Period, 

including the Mental Illness Limitations, 
• On the date Your current earnings equal or 

exceed 80% of Your predisability90 earnings, or 
• On the date You refuse the care of a physician 

who is qualified to treat the type of injury or 
illness for which Your claim is made, and whose 
care is intended to help You return to work in 
Your occupation. 

In addition, MetLife and the Disability Plan reserve 
the right to terminate Your LTD benefits if You  
fail to provide evidence of disability or any other 
information requested by MetLife or the  
Disability Plan. 
You may convert Your group LTD coverage, if 
approved, by paying premiums directly to MetLife. 

 
90 Predisability earnings are defined as your Benefits Eligible Earnings 
used for LTD purposes in effect at the date of your disability, adjusted on 
the first anniversary of benefit payments and on each following anniversary. 
Each adjustment will be based on the lesser of 10% or current annual 
percentage increase in the Consumer Price Index. For a definition of 
Benefits Eligible Earnings, see the Benefits Eligible Earnings section on 
page 15. 

The rate You pay is based on Your age to age 65. 
The maximum monthly benefit is $4,000, with an 
Elimination Period of 180 days. You must provide 
Your conversion notice letter from HR Services 
along with Your application. For premium rates and 
information on how to convert Your LTD coverage, 
call MetLife at 800-929-1492, prompt 5.  

LTD Insurance 
LTD coverage ends on your last day of 
employment. You have the option to continue your 
LTD coverage.  
Converting your LTD group coverage means you 
may purchase an individual LTD policy. The 
purchased policy will differ from Morgan Stanley’s 
group LTD policy. If you choose this option, 
MetLife will issue your individual policy without 
EOI, as long as you complete the required forms 
and pay the premium within the election period. 
When your LTD coverage ends, you will receive 
information in the packet mailed to you by MetLife 
regarding your LTD Conversion option, as well as 
instructions on next steps to submit your application. 
The instructions on next steps are also noted below.  

Please note that your option to continue your 
LTD coverage is time sensitive.  
Please call MetLife at 1-800-929-1492 (prompt #5, 
then speak “Customer Service”) if you have 
questions about your eligibility or to request an 
LTD conversion application package. In order for 
your converted coverage to take effect, you will 
need to return all of the required paperwork to 
MetLife within 60 days from the date your LTD 
coverage ends. 
If you have additional questions, you can also 
contact MetLife at 877-275-6387 to arrange for a 
local third-party financial professional appointed by 
MetLife to contact you directly.  

Right to Reimbursement (Subrogation 
Agreement) 
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The Disability Plan has the right to receive 
reimbursement for any recovery from a third party 
due to an injury or other condition for which the 
Disability Plan provided STD benefits, as 
applicable. This right is called “subrogation.” The 
Medical Plan’s subrogation rules apply to the STD 
portion of the Disability Plan. See the Right to 
Reimbursement (Subrogation Agreement) section 
on page 20.  
This does not apply to the LTD Individual Disability 
Income Insurance Policy and the CEDi Policy 
portions of the Disability Plan, which may contain 
separate subrogation requirements. Contact the 
appropriate insurer for additional details. 

Individual Disability Income Insurance 
Policy 

Eligibility 
If Your Benefits Eligible Earnings (BEE) are at 
least $500,000, You may be eligible for up to 
$20,000 per month of portable Individual Disability 
Income Insurance coverage issued by Unum. Your 
total monthly benefit, including group and 
individual coverage (including any previously 
ported individual coverage), may provide a 
maximum monthly income of $45,000 per month. 
Lenox Advisors, financial professionals with 
expertise in executive benefits and individual 
insurance, are available to act as Your advisor and 
can provide additional information about the 
individual disability coverage available to You. 
This Unum Individual Disability Income Insurance 
policy is only available to participants under age 70 
who have a BEE of at least $500,000. 

Enrollment 
To enroll, You must complete the Benefit 
Enrollment process with Your assigned Lenox 
Advisors Relationship Manager. The enrollment 
process must be completed during the Individual 
Disability Income Insurance annual enrollment 
period. Morgan Stanley may offer periodic 
opportunities to enroll, but these are not 
guaranteed. Unum does not require Evidence of 
Insurability (EOI) for the Individual Disability 
Income Insurance policy (up to the guaranteed 
issue amount of $20,000), as long as You have 
been actively at work without restrictions for the 

180 days prior to signing the application. If You 
have been offered and have declined coverage 
through this program two times previously, EOI 
may be required to enroll. 
Once You enroll and the policy is issued, Your 
individual policy is noncancelable and guaranteed 
renewable until You reach the Noncancelable 
Expiration Date as long as You pay Your premiums 
on time (unless You increase the benefit amount of 
Your original policy). If Your policy is issued prior to 
Your 63rd birthday, the Noncancelable Expiration 
Date is Your 67th birthday for non-California 
residents or Your 65th birthday for California 
residents. If Your policy is issued after Your 62nd 
birthday, the Noncancelable Expiration Date is five 
years from Your policy effective date. 
After the Noncancelable Expiration Date, You can 
renew the policy only if You are working at least 30 
hours per week. Premium rates are subject to 
change after Your Noncancelable Expiration Date. 
If You are not offered this individual policy or do 
not complete the enrollment process, You will not 
receive a Unum Individual Disability Income 
Insurance policy. 

Cost of Coverage 
Your individual policy premiums will reflect Your 
particular risk profile on the date You enroll. It will 
differ from Your contribution rates for group LTD 
coverage under the Disability Plan since Your 
group LTD coverage contribution rates are based 
on composite pricing (a blended rate for the entire 
population participating in LTD coverage).  

Requesting Benefits 
You must send all completed authorization and 
claim forms for the Individual Disability Income 
Insurance policy to Lenox Advisors. If You choose 
to receive benefit payments by check, You will 
receive two separate checks (one from MetLife for 
the group LTD coverage and one from Unum for 
the Individual Disability Income Insurance). If You 
choose to receive benefit payments by direct 
deposit, You will receive two separate deposits 
(one from MetLife and one from Unum). 

Individual Policy Provisions 
When Unum issues Your policy, You will receive 
an individual policy contract. For complete policy 
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details, please contact Your assigned Lenox 
Advisors Relationship Manager. 

Elimination Period 
The Elimination Period is the number of days You 
have to wait before You become eligible for 
benefits. The Elimination Period for the Individual 
Disability Income Insurance policy is 180 days. 

Recurrent Disability 
A Recurrent Disability is a successive period of 
disability that results from the same or a related 
illness as a prior disability claim that occurs during 
a specified period of time (within 12 months for 
California and within six months for all other states) 
after the end of the previous period of disability. 
You may claim benefits for Recurrent Disabilities 
without having to satisfy an additional 180-day 
Elimination Period. 

Recovery Benefit 
A Recovery Benefit is provided under the Unum 
Individual Disability Income Insurance policy to 
encourage Your return to work after an approved 
disability when You are no longer disabled, up until 
Your 67th birthday. You are eligible for a Recovery 
Benefit if You: 
• Have satisfied the Elimination Period, 
• Are no longer disabled, 
• Have returned to full-time work in Your 

occupation,91 and 
• Have a loss of earnings of at least 20% due to 

the injury or sickness that caused Your disability. 
The Recovery Benefit is proportionate to Your loss 
of earnings (for example, if you have a loss of 
earnings of 40%, you will receive 40% of your 
monthly benefit). If your loss of earnings is no 
longer at least 20% and you are still in your 
Recovery Benefit Period, you will no longer be 
eligible for the Recovery Benefit and your 
Individual Disability Income Insurance benefit 
payments will end. 

Survivor Benefit (Non-California residents) 
Three months of Individual Disability Income 
Insurance benefits will be paid as a lump sum to 

 
91 Your occupation means the occupation in which you are regularly 
engaged at the time you become disabled. 

your estate if you have satisfied the Elimination 
Period and are receiving benefits at the time you 
pass away. 

Lifetime Continuation Provision 
The Lifetime Continuation Provision is not available 
for Individual Disability Income Insurance policies 
issued by Unum on or after January 1, 2014. 
All determinations made under or with regard to 
the Individual Disability Income Insurance policy 
issued on or after January 1, 2014, are made by 
Unum, the issuer of the Individual Disability Income 
Insurance policy, in its discretion. All 
determinations made under a policy issued prior to 
January 1, 2014, are made by the issuer of that 
individual disability policy. 
If You Terminate, Become Ineligible or 
Otherwise Cease to Participate in LTD 
Coverage 
If you own an individual disability policy that you 
purchased under the LTD Plan prior to December 
31, 2013, please contact the Covala Group at  
800-235-3551 for additional information. 

Continuation Privilege 
You maintain your Unum Individual Disability 
Income Insurance policy by continuing to pay 
premiums directly to Unum. The premium you pay 
for your coverage will not change and is fixed for 
the duration of the policy, up until age 65 for 
California residents or age 67 for non-California 
residents (or five years from issue, if later). The 
discounted rates remain with the policy regardless 
of your employment status with Morgan Stanley. 
There is no guarantee that the individual disability 
policy provides the lowest rates available to you. 
For premium rates and information on your 
individual policy, call Lenox Advisors. 

Termination of Individual Policy Benefits 
Your Unum Individual Disability Income Insurance 
policy will end on the earliest of: 
• The date you stop paying premiums, 
• Your Noncancelable Expiration Date, if you are 

no longer working at least 30 hours per week. 
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This is a brief summary of the general coverage 
provided by the Individual Disability Income 
Insurance policy and not an insurance contract. 
The policy or its provisions may vary or be 
unavailable in some states. The Individual 
Disability Income Insurance policy also has 
exclusions and limitations that may affect any 
benefits payable. Your individual coverage may be 
limited or not issued based on your answers to 
questions on the application. Please contact Lenox 
Advisors for complete details on provisions and 
availability. Should there be any discrepancy 
between the provisions outlined in this document 
and the insurance policy, the provisions of the 
insurance policy shall prevail. 
For more information, contact Lenox Advisors at 
212-536-8782. 

Corporate Excess Disability 
Insurance (CEDi) Program 
The CEDi policy is insured through Lloyd’s of 
London and Hanleigh Management Inc. The CEDi 
policy is administered by Dye & Eskin, Inc. and 
Hannleigh Management, Inc. is the CEDi policy. 

 Eligibility 
Employees may elect Corporate Excess Disability 
Insurance (CEDi) coverage issued by Lloyd’s of 
London (“Lloyd’s”). The amount of available 
coverage is based on your eligible pay. 
There are two options available based on 
eligible pay: Lump Sum Benefits or Monthly 
Benefits. 

Enrollment 
Once you enroll and the policy is issued, your 
policy is noncancelable during its term as long as 
you pay your premiums on time. 
If you are not offered this individual policy or do not 
complete the enrollment process, you will not 
receive a CEDi policy. 
If, at time of enrollment/application, you cannot 
meet the actively-at-work requirement, you will be 
asked to explain your inability to meet the 180-day 
standard. Lloyd’s underwriters may or may not 
issue coverage, or may issue rated coverage 
based on your response. 

Note: This is a brief summary of the general 
coverage provided by the CEDi policy and not an 
insurance contract. The policy or its provisions may 
vary or be unavailable in some states. The CEDi 
policy also has exclusions and limitations that may 
affect any benefits payable. Your individual 
coverage may be limited or not issued based on 
your answers to questions on the application. 
Please contact the CEDi Plan Administrator, Dye & 
Eskin Inc., for complete details on provisions and 
availability. Should there be any discrepancy 
between the provisions outlined in this document 
and the insurance policy, the provisions of the 
insurance policy shall govern. 

Lump Sum Benefits: 
Insurable Income: Eligible pay derived from 
Morgan Stanley only. 
This lump sum benefits policy is only available to 
participants age 65 or under. 
All benefits-eligible employees earning 
$500,000 or more (Class 1) who have satisfied 
the 180 days of actively at work requirement (any 
exceptions are subject to underwriter approval) are 
eligible for up to two times his or her eligible pay up 
to a maximum of $3,000,000 of Modified 
Guaranteed Standard Issue (GSI) portable Lump 
Sum Disability benefits, issued by Lloyd’s of 
London. 
Total benefit is two times your eligible pay up to a 
maximum of $3,000,000 and will not be offset by 
any coverage calculated by a maximum of two 
times annual earnings. 
Lump Sum Benefit (Class 1): 
Ages 59 and younger: up to $3,000,000  
Ages 60-65: up to $1,000,000 
Benefit Options:  
Option 1: $500,000 
Option 2: $1,000,000 
Option 3: $2,000,000 
Option 4: $3,000,000 
All benefits-eligible employees earning less 
than $500,000 (Class 2) who have satisfied the 
180 days of actively-at-work requirement (any 
exceptions subject to underwriter approval) are 
eligible for up to two times his or her eligible 
earnings up to a maximum of $300,000 of Modified 
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Guaranteed Standard Issue (MGI) portable Lump 
Sum Disability benefits, issued by Lloyd’s of 
London. Class 2 employees do not have the option 
of a monthly payment. 
 
For purposes of eligibility, “actively-at-work” shall 
mean that the insured is not on any type of leave 
from their employment at Morgan Stanley. 
Total benefit is two times your eligible pay to a 
maximum of $300,000 and any other disability 
policies will not be an offset. 
Lump Sum Benefit Options (Class 2):  
Option 1: $100,000 
Option 2: $200,000 
Option 3: $300,000 

Cost of Coverage 
Your individual policy premiums will reflect your 
particular risk profile on the date you enroll. 

Requesting Benefits 
You must send all completed authorization and 
claim forms for the CEDi policy to the following 
address:  
Hanleigh Management Inc. 
50 Tice Blvd., Suite 122 
Woodcliff Lake, NJ 07677 
Attn: Scott Lalonde and Kristie Brosnon 
Please call the office at 800-443-2922 for 
transmittal options. 
Claims will be adjudicated and paid by Lloyd’s of 
London or its delegated Third-Party Administrator. 

Individual Policy Provisions 
When your policy is issued, you will receive an 
individual policy certificate. For complete policy 
details, please contact the Plan Administrator, Dye 
& Eskin, Inc. at 888-556-8767 to speak with a 
representative between the hours of 8 a.m. and  
6 p.m. ET. 

Elimination Period 
The Elimination Period is the number of days you 
have to wait before you become eligible for 
benefits. The Elimination Period for the Lump Sum 
CEDi policy is 365 days. 

Definition of Disability (Lump Sum Benefits) 
CEDi will pay the Permanent Total Disability 
Benefit shown on the schedule for a periodic loss 
of income if: 
1. The Insured becomes permanently and 

totally disabled as defined below as a direct 
result of: 
a) an injury that occurs while this benefit is in 

force and causes permanent total disability 
due to the injury to begin within 730 days of 
a covered accident, or 

b) a sickness that first manifests itself while 
this benefit is in force and causes 
permanent total disability to commence 
within 730 days of a covered sickness, and 

2. The Insured satisfies the elimination period 
shown on the schedule, and 

3. The Insured is under the regular care of a 
physician who is appropriate for the 
condition causing the disability. 

A participant is permanently and totally disabled if, 
as a result of a covered injury or sickness, the 
Insured is permanently and totally unable to 
perform the substantial and material duties of his 
or her regular occupation as shown on the 
schedule for the entire elimination period and is not 
expected to recover for the remainder of his or her 
life. The Insured must also be under the regular 
care of a physician who is appropriate for the 
condition causing the disability. 
No benefit will be paid prior to the completion of 
the elimination period. In no event will the policy 
pay more than the aggregate limit shown in the 
schedule. 
In the event your death occurs before the 
elimination period, no benefit will be paid; however, 
premiums paid during your elimination period will 
be refunded to your estate. 
This provision is subject to all certificate terms, 
conditions and limitations. 

Preexisting Condition 
Preexisting condition means a sickness or 
accidental injury for which you, in the 24 months 
before your insurance or any increase in the amount 
of insurance under this certificate takes effect, have: 
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• Received medical treatment, consultation, care 
or services, 

• Taken prescription medication or had medication 
prescribed, or 

• Had or have any symptoms or conditions that 
would cause a reasonably prudent person to 
seek diagnosis, care or treatment. 

CEDi will not pay benefits, or increase a benefit 
amount related to an elected increase in the 
amount of your insurance for disability that results 
from a Preexisting condition unless for a 
continuous 12-consecutive-month period after the 
effective date of your CEDi policy, or the date on 
which the elected increase in the amount of such 
insurance takes effect under this certificate you 
have been actively at work, and have not: 
• Received medical treatment, consultation, care 

or services, or 
• Taken prescription medication or had medication 

prescribed, or 
• Had or have any symptoms or conditions that 

would cause a reasonably prudent person to 
seek diagnosis, care or treatment. 

Certain Preexisting conditions may be covered if 
they have been fully disclosed to underwriters and 
are not excluded from coverage by name or 
specific description or have been included on 
special terms. Contact the CEDi Plan 
Administrator, Dye & Eskin, for more information. 

Portability 
You may port your CEDi policy if you terminate 
your Morgan Stanley employment, provided you 
remain actively employed in your insured 
profession and continue payment of premiums for 
the remainder of the policy period. 
A terminated employee’s coverage will change at 
the time employment terminates: 
• The amount of coverage will automatically 

reduce by 75%, 
• Premium will automatically increase to the 

“Portability Rate Scale”. 
Medical and financial justification will be required at 
the next anniversary date in order to retain any 
amount of coverage. 
At the end of the policy period, any ongoing 
coverage will be subject to individual underwriting 

at terms and conditions applicable to age, health 
and occupation at that time. 
If your Morgan Stanley employment terminates and 
you are not immediately actively employed in your 
insured profession, protection provided by this 
policy may be continued for the 90 days 
immediately following your termination of 
employment upon your request and payment of 
premiums by the insured for the 90-day period. 
Any claim for benefits submitted while not actively 
at work in the insured profession is not guaranteed 
and is subject to underwriter review and approval. 
Contact CEDi Plan Administrator, Dye & Eskin Inc., 
at 888-556-8767 for portability options. 

Direct Billing 
Contact the Plan Administrator at 888-556-8767 
between the hours of 8 a.m. and 6 p.m. Eastern 
Time, within 30 days of the due date of any 
premium payment in order to set up direct billing. 
Failure to initiate alternative billing methods in a 
timely manner may cause your coverage to lapse if 
Payroll deduction ceases and direct billing 
payment is not received within the grace period. 

Monthly Benefits 
Insurable Income: Eligible pay derived from 
Morgan Stanley only 
All benefits-eligible employees earning $500,000 
or more (Class 1) who have satisfied the 180 days 
actively-at-work requirement (any exceptions 
subject to underwriter approval) are eligible for up to 
$50,000 a month of Modified Guaranteed Standard 
Issue (MGI) portable Monthly Benefit Disability 
benefit, issued by Lloyd’s of London, which they 
may elect at time of application. 
Total monthly benefit is a maximum of $50,000, 
including any in-force individual disability coverage, 
calculated by a maximum of 70% of your monthly 
earnings, defined as 70% of your eligible pay 
derived from employment at Morgan Stanley and 
noted on the application, divided by 12 months. 
 
Monthly Benefits Options:  
Option 1: $5,000 
Option 2: $10,000 
Option 3: $20,000 
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Option 4: $35,000 
Option 5: $50,000 

Benefit Period 
If you become disabled, the following Benefit 
Duration Period will apply based on the age at 
onset of the disability: 

AGE AT DISABILITY BENEFIT PERIOD 
Less than 66 60 months 
66-69 12 months 

This CEDi Monthly Benefits policy is only available 
to participants age 65 or under. 

Cost of Coverage 
Your individual policy premiums will reflect your 
particular risk profile on the date you enroll. 

Requesting Benefits 
You must send all completed authorization and 
claim forms for your CEDi policy to the coverholder 
for Lloyd of London syndicates, Hanleigh 
Management ,Inc,at the following address:  
Hanleigh Management Inc. 
50 Tice Blvd., Suite 122 
Woodcliff Lake, NJ 07677 
Attn: Scott Lalonde and Kristie Brosnon  
Please call the office at 800-443-2922 for 
Transmittal options. 
Claims will be adjudicated and paid by Lloyd’s of 
London or its delegated third-party administrator. 

Individual Policy Provisions 
When your policy is issued, you will receive an 
individual policy certificate. For complete policy 
details, please contact the Dye & Eskin Inc. office 
at 888-556-8767 to speak with a representative. 

Elimination Period 
The elimination period is the number of days you 
must wait before you become eligible for benefits. 
The elimination for the monthly benefit CEDi policy 
is 180 days. 
No benefit will be payable if you die before the end 
of the elimination period. 

Definition of Disability (Monthly Benefits) 
CEDi will pay the total disability benefit shown on 
the schedule if: 
1. The Insured becomes totally disabled, as 

defined below, as a direct result of:  
a) An injury that occurs while this benefit is in 

force and causes total disability due to the 
injury to begin within 730 days of a 
covered accident; or  

b) A sickness that first manifests itself while 
this benefit is in force and causes total 
disability to commence within 730 days of 
a covered sickness, and 

2. The insured satisfies the elimination period 
shown on the schedule, and 

3. The insured is under the regular care of a 
physician other than themself or a member 
of their immediate family for the disability. 

Totally disabled means that, as a result of a 
covered injury or sickness, the insured is totally 
unable to perform the substantial and material 
duties of their regular occupation as shown on the 
schedule for the entire elimination period and for 
each month during which benefits are payable. 
Written proof of disability must be provided to the 
administrator at the time the first claim for any 
period of disability is made, and periodically upon 
our written request. The insured must also be 
under the care of a physician, other than the 
insured or a member of the insured’s immediate 
family, for the duration of the disability. 
Benefits will be payable at the end of each month 
that the insured is totally disabled as defined 
above. The monthly benefit will cease after 
benefits have been paid for the number of months 
shown on the schedule or on the date the insured 
is no longer totally disabled, whichever occurs first. 
Benefits are paid at the rate of 1/30 of the Monthly 
Benefit for each day that the insured is totally 
disabled for less than a full month. 
If the insured resumes the duties of their regular 
occupation as shown on the Schedule and, within 
90 days becomes totally disabled, as defined 
above, for the same disability, which results from 
the same cause, only one elimination period will 
apply. 
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No benefit will be paid prior to the completion of 
the elimination period. 
Residual Benefit (Monthly benefit only: Class 1) 
If an insured suffers loss of earnings while gainfully 
employed as a direct result of a covered injury or 
sickness, a residual monthly benefit will be paid 
after he/she satisfies the elimination period. 
Benefits will be calculated by dividing the loss of 
earnings by prior earnings (average monthly 
earnings for the past 12 months or the prior tax 
year, whichever is greater). 

Preexisting Condition 
Preexisting condition means a sickness or 
accidental injury for which you, in the 24 months 
before your insurance or any increase in the 
amount of insurance takes effect, have: 
• Received medical treatment, consultation, care 

or services, or 
• Taken prescription medication or had medication 

prescribed, or 
• Had or have any symptoms or conditions that 

would cause a reasonably prudent person to 
seek diagnosis, care or treatment. 

CEDi will not pay benefits, or any increase in the 
benefit amount related to an elected increase in 
the amount of your insurance, for a disability that 
results from a preexisting condition unless for a 
continuous 12-consecutive-month period after the 
effective date of your CEDi policy, or the date on 
which the elected increase in the amount of such 
insurance takes effect, if you have been actively at 
work and have not: 
• Received medical treatment, consultation, care 

or services, 
• Taken prescription medication or had medication 

prescribed, or 
• Had or have any symptoms or conditions that 

would cause a reasonably prudent person to 
seek diagnosis, care or treatment. 

Certain preexisting conditions may be covered if 
they have been fully disclosed to the underwriters 
and are not excluded from coverage by name or 
specific description or have been included on 
special terms. Contact Dye & Eskin for more 
information. 

Portability 
You may port your CEDi policy if your  
Morgan Stanley employment terminates, provided 
you remain actively employed in your insured 
profession and continue payment of premium 
payments for the remainder of the policy period. At 
the end of the policy period, any ongoing coverage 
will be subject to individual underwriting at terms 
and conditions applicable to age, health and 
occupation at that time. 
If your Morgan Stanley employment terminates and 
you are not immediately actively employed in your 
insured profession, protection provided by this 
policy may be continued for the 90 days 
immediately following your termination of 
employment upon request and payment of 
premiums by you for the 90-day period. 
Any claim for benefits submitted while not actively 
at work in the insured profession is not guaranteed 
and is subject to underwriter review and approval. 
Portability options may be exercised by contacting 
the CEDi Plan Administrator, Dye & Eskin Inc. 

Direct Billing 
Contact the Plan Administrator at 888-556-8767 
between the hours of 8 a.m. and 6 p.m. Eastern 
Time within 30 days of the due date of any 
premium payment in order to set up direct billing. 
Failure to initiate alternative billing methods in a 
timely manner may cause your coverage to lapse if 
Payroll deduction ceases and direct billing 
payment is not received within the grace period. 

Leave of Absence 
Participating employees who are on leaves of 
absence can maintain their coverage until the 
termination date of the policy as long as premium 
payments are made in a timely manner under the 
terms of the policy. They will still be subject to any 
and all other provisions of the coverage. 
However, at renewal, employees on leaves of 
absence may be subject to additional underwriting 
requirements at Lloyd’s underwriter’s discretion. 
Employees who have coverage cancelled or 
lapsed for nonpayment and wish to re-enroll in or 
reinstate coverage may do so at Lloyd’s 
underwriter’s discretion. They may be subject to 
additional underwriting or rating requirements.  
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Re-enrollment or reinstatement is determined in 
Lloyd’s sole discretion. 

Waiver of Premium 
Premiums continue to be due from an insured after 
the start of their disability and during the 
elimination period until the claim has been 
approved by Lloyd’s. Once the insured has been 
deemed disabled by Lloyd’s, premiums are waived 
for the duration of the disability, and any 
overpayments are refunded. 
The CEDi policy is available only to employees, 
and not to spouses/domestic partners or 
dependents. 

Legal Assistance Plan 
The Morgan Stanley Legal Assistance Plan 
offers employees and their eligible family 
members confidential and affordable legal 
services across a wide range of personal legal 
matters. The Legal Assistance Plan is 
administered by MetLife Legal Plans.  
When you elect to participate in the Legal 
Assistance Plan, you and your family will have 
access to a nationwide network of law firms and 
attorneys. The Legal Assistance Plan offers both 
in-network and out-of-network options with many 
network services fully covered. If you prefer to use 
an attorney who does not participate in the MetLife 
Legal network, you will be reimbursed for covered 
legal services according to a fee reimbursement 
schedule. 
The Legal Assistance Plan provides: 
• Coverage for a wide range of legal matters, 

including: 
– Consumer protection, 
– Debt matters, 
– Defense of civil lawsuits, 
– Document preparation, 
– Family law, 
– Immigration, 
– Real estate matters, 
– Traffic and criminal matters, and 
– Will and estate matters. 

• Access to more than 6,700 law firms and 14,500 
network attorneys, 

• Freedom to use any attorney you choose by 
receiving out-of-network services, 

• Telephone advice and office consultations, 
• Access for you, your spouse or domestic 

partner, and dependent children (your 
dependent children to age 26 do not need to 
reside with you to be covered under the Legal 
Assistance Plan), 

• Instant online access to MetLife Legal’s attorney 
locator and common legal forms. 

Please note: You must be paid from a U.S. dollar- 
based Payroll to be eligible to participate in the 
Legal Assistance Plan. 

Accessing Legal Plan Services 
Access to the Legal Assistance Plan is available 
through MetLife’s website, 
www.members.legalplans.com, or by calling the 
Legal Assistance Plan’s Client Service Center at 
800-821-6400.  
Note: If you receive services from an out-of- 
network attorney, you may not use an in-network 
attorney for the same matter. 

Network Services 
If you choose an attorney included in the MetLife 
Legal network, certain covered services will be 
performed free of charge. This includes unlimited 
telephone and office consultations for covered 
services. 
To find a network attorney online: 
• Register at www.members.legalplans.com,   
• Enter your membership number and ZIP code, 
• Click on Covered Service to confirm that your 

legal matter is covered (your network attorney 
will make the final determination), 

• Click on Attorney Locator to find a list of 
convenient network attorney offices, 

You may contact the Client Service Center for your 
membership number or other assistance. 
• The Legal Assistance Plan’s Client Service 

Center can be reached at 800-821-6400, 
Monday-Friday, 8:00 a.m. to 8:00 p.m. ET, 

• You will need to provide your name and 
employer name to the Client Service 
Representative, 
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• The Client Service representative will confirm 
your eligibility and make an initial determination 
of whether and to what extent your legal matter 
is covered (your network attorney will make the 
final determination), 

• The Client Service representative will provide 
you with the phone numbers for several 
convenient network attorney offices in your area, 
or they can schedule the appointment on your 
behalf 

Call the attorney to discuss your issue and/or make 
an appointment for an in-person consultation. 
When making your appointment, indicate that you 
are a member of the Legal Assistance Plan 
administered by MetLife. You will need to provide 
your name and your employer name when making 
the appointment. Evening and Saturday 
appointments may be available.  

Out-of-Network Services 
If you choose, you may select your own attorney. 
The Legal Assistance Plan will reimburse you for 
your out-of-network attorneys’ fees based on the 
MetLife Legal Plans Out-of-Network Fee 
Reimbursement Schedule on page 177. 
For out-of-network services to be covered: 
• Contact the Legal Assistance Plan’s Client 

Service Center in Cleveland, OH, at 800-821-
6400, Monday-Friday, 8:00 a.m. to 8:00 p.m. ET, 

• You will need to provide Client Services with 
your name and your employer’s name, 

• The Client Service representative will confirm 
your eligibility and send you a claim form as well 
as a current fee reimbursement schedule, upon 
your request. 

Note: U.S. expatriates or U.S. benefits-eligible 
international employees who receive pay from a 
U.S. dollar-based Payroll may use the out-of- 
network option for services provided by an 
overseas attorney. Reimbursement checks will be 
in U.S. dollars and any necessary currency 
conversions are made as of the date of the 
attorney’s invoice. 

Covered Legal Services 
The Legal Assistance Plan offers access to a host 
of personal legal services within the MetLife 

network to you, your spouse or domestic partner, 
and dependent children. 
For in- or out-of-network services to be covered, 
you or your eligible dependents must retain an 
attorney who begins work on the covered legal 
matter while you are an eligible participant in the 
Legal Assistance Plan. 
Most common legal matters are covered as 
described below. However, certain exclusions 
apply; please refer to the Exclusions section on 
page 174 for more information. 

Consultation and Advice 
Office Consultation and Telephone Advice 
With the Legal Assistance Plan, you have the 
opportunity to discuss your personal legal issues 
with a network attorney. The attorney will explain 
your rights, point out your options and recommend 
a course of action. The attorney will identify any 
further coverage available under the Legal 
Assistance Plan and represent you if you so 
choose. If representation is covered by the Legal 
Assistance Plan, you will not be charged for the 
attorney’s services. If representation is 
recommended, but not covered by the Legal 
Assistance Plan, the attorney will provide a written 
fee statement in advance. You may then choose to 
retain the attorney at your own expense, seek 
other counsel or do nothing. 
There are no restrictions on the number of times 
per year you may use this service. However, for a 
noncovered legal matter, this service is not 
intended to provide you with continuing access to a 
network attorney so that you may seek advice and 
undertake your own representation. 

Consumer Protection 

Consumer Protection Matters 
If you bring a complaint to court, the Legal 
Assistance Plan provides you and your eligible 
family members with representation, up to and 
including trial. These disputes must be over 
consumer goods and services, and exceed the 
limits available through small claims court. You 
must have written evidence about your dispute, 
such as a sales receipt, contract, note or warranty. 
This service does not include disputes over real 
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estate, construction, insurance or collection 
activities after a judgment. 

Personal Property Protection 
This service covers counseling about personal 
property issues, such as consumer credit reports, 
contracts for the purchase of personal property, 
consumer credit agreements or installment sales 
agreements for you and your eligible family 
members over the phone or in person. Counseling 
on how to pursue or defend small claims actions is 
also included. The service also includes reviewing 
any personal legal documents and preparing 
promissory notes, affidavits and demand letters. 

Small Claims Assistance 
If you have a small claims issue, the Legal 
Assistance Plan provides you and your eligible 
family members with counseling on how to 
prosecute the small claims action; helps you 
prepare documents; advises you on evidence, 
documentation and witnesses; and prepares you 
for trial. The service does not include the network 
attorney’s attendance or representation at the 
small claims trial, collection activities after a 
judgment or any services relating to  
post-judgement actions. 

Debt Matters 

Debt Collection Defense 
A network attorney can help with debt collection 
defense for you and your eligible family members 
by negotiating with creditors for a repayment 
schedule and limiting creditor harassment. The 
network attorney may also represent you and your 
eligible family members in defense of any action 
for personal debt collection, foreclosure, 
repossession or garnishment, up to and including 
trial. It includes a motion to vacate a default 
judgment. It does not include counter-, cross- or 
third-party claims; any action arising out of family 
law matters, including support and post-decree 
issues; or any matter where the creditor is affiliated 
with Morgan Stanley, MetLife or their affiliates. 

Identity Theft Defense 
This benefit provides you and your eligible family 
members with attorney consultations about 
potential creditor actions resulting from identity 

theft. Attorney services will be provided as needed 
to contact creditors, credit bureaus and financial 
institutions, as well as to provide defense services 
for specific creditor actions over disputed accounts. 
Defense services include limiting creditor 
harassment and representing you and your eligible 
family members in defense of any action that 
arises out of identity theft, such as foreclosure, 
repossession or garnishment, up to and including 
trial. The service also provides you and your 
eligible family members with online help and 
information about identity theft and prevention 
through the MetLife website, 
www.members.legalplans.com. It does not include 
counterclaims, cross-claims, any action arising out 
of divorce or post-decree matters, or any matter 
where the creditor is affiliated with Morgan Stanley, 
MetLife or their affiliates. 

Identity Management Services 
This service provides the participant with access to 
identity restoration services from Aura, a third party 
vendor for the MetLfie Legal Plan providing credit 
and fraud monitoring services.These services 
include both proactive — when the participant 
believes their personal data has been 
compromised -- and resolution services to assist 
the participant in recovering from account takeover 
or identity theft with unlimited assistance to fix 
issues, handle notifications, and provide victims 
with credit and fraud monitoring. Theft support, 
fraud support, recovery, and replacement services 
are covered by this service. For more information 
on identity theft protection, please visit Home - 
MetLife Legal Plans (legalplans-restoreid.com). 

Personal Bankruptcy or Wage Earner Plan 
This service covers the Plan member and their 
spouse in prebankruptcy planning, the preparation 
and filing of a personal bankruptcy or wage earner 
petition, and representation at all court hearings 
and trials. This service is not available if a creditor 
is affiliated with the sponsor or employer, even if 
the Plan member or spouse chooses to reaffirm 
that specific debt. 

Tax Audits 
This service includes reviewing tax returns and 
answering questions the IRS or a state or local tax 
authority has concerning your or your eligible 

https://legalplans-restoreid.com/
https://legalplans-restoreid.com/
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family members’ tax return, negotiating with the 
agency, advising you and your eligible family 
members on necessary documentation, and 
attending an IRS, state or local tax audit. The 
service does not include prosecuting a claim for 
the return of overpaid taxes, or the preparation of 
tax returns. 

Defense of Civil Lawsuits 

Administrative Hearing Representation 
The Legal Assistance Plan covers your and your 
eligible family members’ defense at an 
administrative hearing, which generally does not 
take place in a courtroom. Administrative hearings 
include civil proceedings before a municipal, 
county, state or federal administrative board, 
agency or commission, including a hearing before 
an administrative board or agency over an adverse 
governmental action. It does not apply where 
services are available or provided through an 
insurance policy. Additionally, it does not include 
divorce or post-decree matters, paternity, support 
or custody matters, or litigation of a job-related 
incident. 

Civil Litigation Defense 
This benefit covers your and your eligible family 
members’ defense in arbitration or civil 
proceedings before a municipal, county, state or 
federal administrative board, agency or 
commission, or in a trial court of general 
jurisdiction. It does not apply where services are 
available or are being provided through an 
insurance policy. Additionally, it does not include 
divorce or post-decree matters; paternity, support 
or custody matters; or litigation of a job-related 
incident. Services do not include bringing 
counterclaims, third-party claims or cross claims. 

Incompetency Defense 
This service covers your and your eligible family 
members’ defense of any incompetency action, 
including court hearings when there is a 
proceeding to find you or your eligible family 
member incompetent (excluding job-related 
incompetence actions). 

Document Preparation 

Document Review 
The Legal Assistance Plan provides review of your 
and your eligible family members’ personal legal 
documents, such as letters, leases or  
purchase agreements. 

Elder Law Matters 
This service covers counseling over the phone or 
in person on any personal issue relating to you or 
your eligible family members’ parents as it  
affects you. 
The service includes reviewing your parents’ 
documents and their impact to you. The 
documents include Medicare or Medicaid 
materials, prescription plans, leases, nursing 
home agreements, powers of attorney, living 
wills, and wills. The service also includes 
preparing deeds for your parents when you are 
either the grantor or the grantee, and preparing 
promissory notes for your parents when you 
are the payer or the payee. 

Affidavits 
The Legal Assistance Plan covers the preparation 
of any affidavit in which you and your eligible family 
members are the person making the statement. 

Deeds 
This benefit covers the preparation of any deed for 
which you and your eligible family members are 
either the grantor or grantee. 

Demand Letters 
The Legal Assistance Plan covers the preparation 
of letters that demand money, property or another 
property interest, unless it is an excluded service. It 
also covers mailing the letters to the addressee 
and forwarding and explaining any response to 
you. Negotiations and representation in litigation 
are not included. 

Mortgages 
The Legal Assistance Plan covers the preparation 
of any mortgage or deed of trust for which you and 
your eligible family members are the mortgagor. 
This service does not include documents 
pertaining to business, commercial or  
rental properties. 
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Notes 
This benefit provides for the preparation of any 
promissory note for which you and your eligible 
family members are the payor or payee. 

Family Law 

Name Change 
The Legal Assistance Plan covers all necessary 
pleadings and court hearings for your and your 
eligible family members’ legal name change. 

Prenuptial Agreement (Employee Only) 
This service includes the preparation of an 
agreement by you and your fiancé/domestic 
partner prior to your marriage or civil union, 
outlining how property is to be divided in the event 
of separation, divorce or death. Representation is 
provided only to you. Your fiancé/domestic partner 
must have separate counsel or waive 
representation. 

Protection From Domestic Violence  
(Employee Only) 
The Legal Assistance Plan covers you only, not 
your spouse, domestic partner or dependents, as 
the victim of domestic violence. It provides you with 
representation to obtain a protective order, 
including all required paperwork and attendance at 
all court appearances. The service does not 
include representation in suits for damages, 
defense of any action or representation for the 
offender. 

Adoption and Legitimization (Contested and 
Uncontested) 
This service covers all legal services and court 
work in a state or federal court for an adoption for 
the Plan member and spouse/domestic partner. 
Legitimization of a child for the Plan member and 
spouse/domestic partner, including reformation of 
a birth certificate, is also covered. 

Guardianship or Conservatorship (Contested 
and Uncontested) 
This service covers establishing a guardianship or 
conservatorship over a person and their estate 
when the Plan member or spouse is appointed as 
guardian or conservator. It includes obtaining a 

guardianship or conservatorship, gathering any 
necessary medical evidence, preparing the 
paperwork, attending the hearing and preparing 
the initial accounting. This service does not include 
representation of the person over whom 
guardianship or conservatorship is sought, or any 
annual accountings after the initial accounting. 

Divorce, Dissolution and Annulment 
(Contested and Uncontested) – Twenty Hour 
Maximum 
This service is available to the Plan Member only, 
not to a spouse or dependents, for the first 20 
hours of service. This service includes preparing 
and filing all necessary pleadings, motions and 
affidavits, drafting settlement agreements, and 
representation at the hearing or trial, whether the 
Plan Member is a plaintiff or a defendant. This 
service does not include disputes that arise after a 
decree is issued. It is the Plan Member's 
responsibility to pay fees beyond the first 20 hours. 

Reproductive Assistance Law Coverage  
Twenty Hour Maximum. This service covers the 
Participating Employee and/or spouse for the first 
20 hours of legal services and court work related to 
reproductive assistance matters. Reproductive 
assistance matters may include, but shall not be 
limited to, as permitted by law, surrogacy, egg 
donation, sperm donation, gamete donation, 
embryo donation and embryo adoption. This 
service includes reviewing and preparing any 
necessary agreements or documents, the 
preparation and filing of any pleadings or other 
documentation to obtain any necessary orders or 
decrees, and representation at any hearing or 
other proceeding related to the matter as may be 
required by law. This service does not include 
representation of any party other than the 
Participating Employee and/or spouse, even if the 
Participating Employee and/or spouse may be 
required to pay that party's legal fees or expenses. 
It is the Participating Employee and/or spouse's 
responsibility to pay fees beyond the first 20 hours. 

Immigration 

Immigration Assistance 
The Legal Assistance Plan includes advice and 
consultation, preparation of affidavits and powers 
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of attorney, review of any immigration documents, 
and helping you and your eligible family members 
prepare for hearings. 

Miscellaneous 
Four Hours Attorney Work  
For non-covered matters that are not otherwise 
excluded, this benefit provides four hours of 
attorney time and services per year. The Covered 
Person is responsible to pay fees beyond the four 
hours time and services per year. No more than a 
combined maximum total of four hours of attorney 
time and service are provided for the member, 
spouse and qualified dependents annually. 

Personal Injury 
Personal Injury 
Network attorneys will handle personal injury 
matters in which you and your eligible family 
members are the plaintiff, at a maximum fee of 
25% of the gross award. It is your responsibility to 
pay this fee and all costs directly to the network 
attorney. This service is subject to all applicable 
law and court rules. 

Real Estate Matters 
Boundary or Title Disputes  
(Primary Residence) 
This benefit covers negotiations and litigation 
arising from boundary or title disputes involving 
you and your eligible family member’s primary 
residence, where coverage is not available under 
your or your eligible family member’s homeowner 
or title insurance policies. The service includes 
filing to remove a mechanic’s lien. 

Eviction and Tenant Problems (Primary 
Residence—Tenant Only) 
The Legal Assistance Plan covers you and your 
eligible family members as a tenant for matters 
involving leases, security deposits or disputes with 
a residential landlord. The service includes eviction 
defense, up to and including trial. It does not 
include representation in disputes with other 
tenants or as a plaintiff in a lawsuit against the 
landlord or an action for return of a  
security deposit. 

Home Equity Loans (Primary Residence) 
This service covers the review or preparation of a 
home equity loan for you and your eligible family 
members’ primary residence. 

Home Equity Loans (Second or Vacation Home) 
This service covers the review or preparation of a 
home equity loan on the participant’s second or 
vacation home. 

Property Tax Assessment (Primary Residence) 
The Legal Assistance Plan covers review and 
advice on a property tax assessment for your and 
your eligible family members’ primary residence. It 
also includes filing the paperwork, gathering the 
evidence, negotiating a settlement and attending 
the hearing necessary to seek a reduction of  
the assessment. 

Refinancing of Home 
(Primary Residence, Second or Vacation Home) 
With this benefit, an attorney will review or prepare 
all relevant documents (including the mortgage 
and deed, and documents pertaining to title, 
insurance, recordation and taxation) involved in the 
refinancing of or in obtaining a home equity loan 
for your and your eligible family member’s primary 
residence, second home or vacation home. This 
service also includes obtaining a permanent 
mortgage on a newly constructed home. It does 
not include services provided by any attorney 
representing a lending institution or title company. 
The benefit does not include the refinancing of a 
second home, vacation property or property that is 
held for any rental, business, investment or  
income purposes. 

Sale or Purchase of Home  
(Primary Residence, Second or Vacation Home) 
An attorney will review or prepare all relevant 
documents (including the construction documents 
for a new home, second home or vacation home; 
the purchase agreement; mortgage and deed; and 
documents pertaining to title, insurance, 
recordation and taxation) involved in the purchase 
or sale of your and your eligible family member’s 
primary residence, second home or vacation 
home, or of a vacant property to be used for 
building a primary residence, second home or 
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vacation home. The service also includes 
attendance of an attorney at closing. It does not 
include services provided by any attorney 
representing a lending institution or title company. 
The benefit does not include the sale or purchase 
of a second home or vacation home held for rental 
purposes, business, investment or income, or 
leases with an option to buy. 

Security Deposit Assistance  
(Primary Residence — Tenant Only) 
This service covers counseling for you and your 
eligible family members as a tenant in recovering a 
security deposit from your residential landlord for 
your primary residence, reviewing the lease and 
other relevant documents, and preparing a 
demand letter to the landlord for the return of the 
deposit. It also covers assisting you and your 
eligible family members in prosecuting a small 
claims action; helping prepare documents; advising 
on evidence, documentation and witnesses; and 
preparing you and your eligible family members for 
the small-claims trial. This service does not include 
an attorney’s attendance or representation at the 
small claims trial, collection activities after a 
judgment or any services relating to post-
judgement actions. 

Zoning Applications 
This service provides you and your eligible family 
members with the services of a lawyer to help get 
a zoning change or variance for your or your 
eligible family member’s primary residence. 
Services include reviewing the law and surveys, 
advising you or your eligible family member 
throughout the process, preparing applications, 
and preparing for and attending the hearing to 
change zoning. 

Traffic and Criminal Matters 

Juvenile Court Defense 
The Legal Assistance Plan includes the defense of 
your eligible dependent child in any juvenile court 
matter, provided there is no conflict of interest 
between you and the child. In that event, this 
service provides an attorney for the participating 
employee only, including services for  
parental responsibility. 

Restoration of Driving Privileges 
The Legal Assistance Plan provides you and your 
eligible family members with representation in 
proceedings to restore your driver’s license. 

Traffic Defense (No DUI or Vehicular Homicide) 
This service covers representation for you and 
your eligible family members in defense of any 
traffic ticket, including misdemeanor traffic 
defenses, except driving under the influence or 
vehicular homicide. It also includes court hearings, 
negotiation with the prosecutor and trial. 

Wills and Estate Planning 

Living Trusts 
This service covers the preparation of revocable 
and irrevocable trusts for you and your eligible 
family members. It does not include tax planning or 
services associated with funding the trust after it  
is created. 

Living Wills 
The Legal Assistance Plan includes the 
preparation of a living will for you and your eligible 
family members. 

Powers of Attorney 
The Legal Assistance Plan includes the 
preparation of any power of attorney when you and 
your eligible family members are granting  
the power. 

Probate 
Network attorneys will handle probate matters at a 
reduced fee of 10% less than the network 
attorney’s normal fee for you and your eligible 
family members. It is your responsibility to pay this 
reduced fee and all costs. This service is subject to 
all applicable law and court rules. 

Wills and Codicils 
This benefit includes will preparation, codicils and 
will amendments for you and your eligible family 
members, in addition to the creation of any 
testamentary trust. It does not include tax planning. 

Plus Parents Plan  
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This optional coverage is available as an additional 
buy-up to the basic enrollment in the Legal 
Assistance Plan. It covers the member’s parents, 
stepparents and parents-in-law, and includes the 
following coverages: 

Consultation and Advice 

Office Consultation and Telephone Advice 
With the Legal Assistance Plan, you or your 
covered family member have the opportunity to 
discuss your personal legal issues with a network 
attorney. The attorney will explain your covered 
family member’s rights and options and 
recommend a course of action. The attorney will 
identify any further coverage available under the 
Legal Assistance Plan and represent your family 
member if they choose. If representation is 
covered by the Legal Assistance Plan, your 
covered family member will generally not be 
charged for the attorney’s services. If 
representation is recommended, but not covered 
by the Legal Assistance Plan, the attorney will 
provide a written fee statement in advance. Your 
covered family member may then choose to retain 
the attorney at your family member’s own expense, 
seek other counsel or do nothing. 
There are no restrictions on the number of times 
per year your covered family member may use this 
service. However, for a noncovered legal matter, 
this service is not intended to provide your family 
member with continuing access to a network 
attorney so that they may seek advice and 
undertake their own representation. 

Debt Matters 

Identity Management Services 
This service provides the participant with access to 
identity restoration services from Aura, a third party 
vendor for the MetLife Legal Plan providing credit 
and fraud monitoring services. Theft support, 
recovery and replacement theft support, fraud 
support, recovery, and replacement services are 
covered by this service. For more information on 
identity theft protection, please visit Home - MetLife 
Legal Plans (legalplans-restoreid.com). 

Document Preparation 

Document Review 
The Legal Assistance Plan provides review of your 
and your eligible family members’ personal legal 
documents, such as letters, leases or  
purchase agreements. 

Affidavits 
The Legal Assistance Plan covers the preparation 
of any affidavit in which you and your eligible family 
members are the person making the statement. 

Deeds 
This benefit covers the preparation of any deed for 
which you and your eligible family members are 
either the grantor or grantee. 

Demand Letters 
The Legal Assistance Plan covers the preparation 
of letters that demand money, property or another 
property interest, unless it is an excluded service. It 
also covers mailing the letters to the addressee 
and forwarding and explaining any response to 
you. Negotiations and representation in litigation 
are not included. 

Mortgages 
The Legal Assistance Plan covers the preparation 
of any mortgage or deed of trust for which you and 
your eligible family members are the mortgagor. 
This service does not include documents 
pertaining to business, commercial or rental 
properties. 

Notes 
This benefit provides for the preparation of any 
promissory note for which you and your eligible 
family members are the payor or payee. 

Wills and Estate Planning 

Living Wills 
The Legal Assistance Plan includes the 
preparation of a living will for you and your eligible 
family members. 
Powers of Attorney 
The Legal Assistance Plan includes the preparation 
of any power of attorney when you and your eligible 
family members are granting the power. 

https://legalplans-restoreid.com/
https://legalplans-restoreid.com/
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Wills and Codicils 
This benefit includes will preparation, codicils and 
will amendments for you and your eligible family 
members, in addition to the creation of any 
testamentary trust. It does not include tax planning. 

Exclusions 
No services, not even a consultation, will be 
provided for the following matters: 
• Employment-related matters, including company 

or statutory benefits, even for your  
eligible dependents, 

• Matters involving Morgan Stanley and affiliates, 
MetLife and affiliates, and network attorneys, 

• Matters in which there is a conflict of interest 
between the participating employee and spouse, 
domestic partner or dependents; in such cases, 
services are excluded for the spouse, domestic 
partner and dependents (services are provided 
only to the participating employee), 

• Appeals and class actions, 
• Farm and business matters, including rental 

issues when you are the landlord, 
• Patent, trademark and copyright matters, 
• Costs or fines, 
• Frivolous or unethical matters, as determined by 

MetLife in its sole discretion, and 
• Matters for which an attorney-client relationship 

exists before you become eligible for  
Plan benefits. 

Important Information About the 
Legal Assistance Plan 
Plan Confidentiality, Ethics and 
Independent Judgment 
Use of the Legal Assistance Plan and the legal 
services provided is confidential. The network 
attorney is directed by MetLife to maintain strict 
confidentiality of the traditional lawyer-client 
relationship. Morgan Stanley will not receive any 
identifiable information about your legal matters or 
the services you use under the Legal Assistance 
Plan. Morgan Stanley will have access only to 
limited, anonymous statistical information for 
administration of the Legal Assistance Plan. 

MetLife and Morgan Stanley will not interfere with 
the network attorney’s independent exercise of 
professional judgment when representing you. All 
network attorneys’ services provided under the 
Legal Assistance Plan are subject to ethical rules 
established by the courts for lawyers. The network 
attorney will adhere to the rules of the Legal 
Assistance Plan and will not receive any further 
instructions, direction or interference from anyone 
else connected with the Legal Assistance Plan. 
The network attorney’s relationship and obligation 
are exclusively with and to you. MetLife or the law 
firm providing services under the Legal Assistance 
Plan is responsible for all services provided by 
their attorneys. Morgan Stanley and the Legal 
Assistance Plan are not responsible for any advice 
or services provided by MetLife, any network 
attorney or any out-of-network attorney. 
The Legal Assistance Plan has no liability for the 
conduct of any attorney. You have the right to file a 
complaint with the state bar concerning attorney 
conduct pursuant to the Legal Assistance Plan. 
You have the right to retain, at your own expense, 
any attorney authorized to practice law in your 
state of residence. 
Network attorneys will refuse to provide services if 
they determine in their discretion that the matter is 
clearly without merit, frivolous or for the purpose of 
harassing another person. If you have a complaint 
about the legal services or the conduct of a network 
attorney, contact MetLife at 800-821-6400. Your 
complaint will be reviewed, and you will receive a 
response, usually within two business days. 

Special Plan Provisions 
In addition to the coverages and exclusions listed, 
there are certain rules for special situations. 

Other Coverage is Available to You 
If you are entitled to receive legal representation 
provided by any other organization, such as an 
insurance company or a government agency, or if 
you are entitled to legal services under any other 
legal plan, coverage will not be provided under the 
Legal Assistance Plan. However, if you are eligible 
for legal aid or public defender services, you will 
still be eligible for benefits under the Legal 
Assistance Plan, so long as you meet the eligibility 
requirements. 



  
 

 

2025 Health Benefits and Insurance Summary Plan Description 

 
176 

 

You Are Involved in a Legal Dispute with Your 
Dependents 
You may need legal help with a problem involving 
your spouse, domestic partner or children. In some 
cases, both you and your child may need an 
attorney. It would be improper for one attorney to 
represent both you and your dependent. Only you 
will be entitled to representation under the Legal 
Assistance Plan; your dependent will not be 
covered under the Legal Assistance Plan. 

You Are Involved in a Legal Dispute with 
Another Employee 
If you or your dependents are involved in a 
dispute with another Morgan Stanley 
participating employee or that employee’s 
dependents, the Legal Assistance Plan will 
arrange for legal representation with 
independent and separate counsel for both 
parties.  
The Court Awards Attorneys’ Fees as Part of a 
Settlement 
If you are awarded attorneys’ fees as a part of a 
court settlement, the Legal Assistance Plan must 
be repaid from this award for the total fees it paid 
your attorney. This is called “subrogation”. Please 
contact MetLife directly if you have any questions. 

Termination of Coverage 
Legal Assistance Plan coverage will end: 
• On your employment termination date, 
• On the date you lose benefits eligibility, 
• In the event of your death, or 
• On account of certain QLEs. 
The Legal Assistance Plan will cover eligible legal 
fees for covered services through matter 
completion that were open and pending prior to 
your termination of coverage.  
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Continuation of Coverage Under 
the Legal Assistance Plan 
If you are an eligible employee enrolled in the 
Legal Assistance Plan and you terminate your 
employment or lose benefits eligibility due to a 
status change, you may continue coverage in the 
Legal Assistance Plan at your own expense for a 
set portability period, currently 30 months. To 
continue coverage, contact the MetLife Legal 
Plans’ Client Service Center within 31 days of your 
loss of coverage. You will be required to pay 
MetLife Legal Plans an upfront fee equal to the 
monthly group legal plan rate multiplied by the 
number of months coverage is available. Please 
note that to continue coverage, you must choose 
to be covered for the full portability period 
(currently 30 months), but the length of the 
portability period may be subject to change. 
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MetLife Legal Plans Out-of-Network Fee Reimbursement Schedule 

COVERED LEGAL SERVICES REIMBURSEMENT 

Advice and Consultation  

Telephone Advice and Office Consultation (if no further covered services are provided) $70 

Consumer Protection  

Consumer Protection Matters  

Excludes disputes over real estate, construction or insurance. Disputed amount exceeds small claims limit 
and is evidenced by writing. 

• Correspondence and Negotiation, 

• Filing of Suit—Including suit, ending in settlement or judgment: 

- Plus Trial Supplement92. 

 

 

 

$500 

$2,000 

Personal Property Protection 
Counseling, Document Review and Assistance 

 

$125 

Small Claims Assistance  
Counseling on preparing complaint and trial preparation 

 

$200 

Debt Matters  

Debt Collection Defense (Consumer Debts) 
Excludes defense of matters arising from divorce or post-decree actions. Includes repossession and 
garnishment. 

• Negotiation and Settlement, 

• Negotiation and Settlement after Complaint and Answer Filed, 

• Trial: 

- Plus Trial Supplemen92 

• Identity Theft—Correspondence/notice to creditors. 

Debt Collection Defense (Foreclosures) 
Excludes defense of matters arising from divorce or post-decree actions. Includes repossession and 
garnishment. 

• Negotiation and Settlement, 

• Negotiation and Settlement after Complaint and Answer filed, 

• Trial: 

- Plus Trial Supplement92 

Identity Theft—Correspondence/notice to creditors 

 
 
 

$350 

$600 

$1,050 

 

$250 

 

 

 

$500 

$850 

 

$1,500 

Tax Audits 

• Negotiation and Settlement, 
• Audit Hearing—Includes Negotiation and Settlement. 

 

$500 

$1,200 

  

 
92 In addition to fees indicated, MetLife will pay one-half of the attorney’s hourly rate for representation in trial after the second day of the trial, for a maximum 

of $800 per day, up to $10,000 total trial supplement. 
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MetLife Legal Plans Out-of-Network Fee Reimbursement Schedule 
(continued) 

COVERED LEGAL SERVICES REIMBURSEMENT 

Defense of Civil Lawsuits 

Administrative Hearing Representation and Incompetency Defense  
Excludes defense of matters arising from divorce, post-decree actions or other family law matters. 

• Negotiation and Settlement, 
• Trial: 

- Plus Trial Supplement93. 

 
 

$500 
$1,800 

 

Civil Litigation Defense  
Excludes defense of matters arising from divorce, post-decree actions or other family law matters. 

• Negotiation and Settlement,  
• Filing Answer, Litigation Finding in Settlement or Judgment: 

- Plus Trial Supplement93. 

 
 

$650 
$2,000 

 

Document Preparation 

Document Review $100 

Elder Law Matters 
Counseling and document review only of documents pertaining to the participating employee or eligible 
family members’ parents as it affects the participating employee or eligible family member. 

$140 

Affidavits $75 

Deeds $100 

Demand Letters $75 

Mortgages $70 

Notes $70 

Family Law 

Name Change $400 

Prenuptial Agreement (available to participating employee only) $750 

Protection From Domestic Violence (available to participating employee only) 
Preparation of paperwork and attendance at hearing 

 
$425 

Adoption and Legitimization 
• Uncontested, 

• Contested: 
- Plus Trial Supplement93 

 
$650 

$1,500 
 

Guardianship or Conservatorship 
• Uncontested, 
• Contested: 

- Plus Trial Supplement93. 

 
$650 

$1,500 
 

  

 
93 In addition to fees indicated, MetLife will pay one-half of the attorney’s hourly rate for representation in trial after the second day of trial, for a maximum of 

$800 per day, up to $10,000 total trial supplement maximum. 
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MetLife Legal Plans Out-of-Network Fee Reimbursement Schedule 
(continued) 

COVERED LEGAL SERVICES REIMBURSEMENT  

Immigration 

Immigration Assistance 
Counseling on preparing forms and hearing preparation 

 
$500 

Real Estate Matters 

Boundary or Title Disputes (Primary Residence) 

• Negotiation and Settlement, 

• Trial: 
- Plus Trial Supplement94. 

 
$500 

$1,500 

Eviction and Tenant Problems (Primary Residence—Tenant Only) 

• Correspondence and Negotiations, 

• Eviction Trial Defense: 
- Plus Trial Supplement94 

 
$280 
$840 

Home Equity Loan (Primary Residence) 
Applies only to the attorney who represents the participating employee or eligible family member, not the 
lending institution 
Home Equity Loan (Second or Vacation Home) 
Applies only to the attorney who represents the plan member, not the attorney representing the lending 
institution 

 
$350 

 
 

$350 

Property Tax Assessments (Primary Residence) 

• Negotiation and Settlement, 

• File Request for Hearing With Attendance at Hearing: 
- Plus Trial Supplement94 

 
$270 
 $620 

Refinancing of Home (Primary Residence) 
Applies only to the attorney who represents the participating employee or eligible family member, not the 
lending institution 
Refinancing of Home (Second or Vacation Home) 
Applies only to the attorney who represents the plan member, not the attorney representing the lending 
institution 

 
$350 

 
 

$350 

Sale or Purchase of Home (Primary Residence) 
Applies only to the attorney who represents the participating employee or eligible family member, not the 
lending institution 
Sale or Purchase of Home (Second or Vacation Home) 
Applies only to the attorney who represents the plan member, not the attorney representing the lending 
institution 

 
$500 

 
 

$500 

Security Deposit Assistance (Primary Residence—Tenant Only) 

• Demand Letter/Negotiations, 

• Counseling or Preparing Small-Claims Complaint and Trial Preparation. 

 
$250 
$150 

Zoning Applications 

• Preparation of Documentation, 
• Documentation/Attending Hearing. 

 
$250 
$500 

 
94 In addition to fees indicated, MetLife will pay one-half of the attorney’s hourly rate for representation in trial after the second day of trial, for a maximum of 

$800 per day, up to $10,000 total trial supplement maximum. 
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MetLife Legal Plans Out-of-Network Fee Reimbursement Schedule 
(continued) 

COVERED LEGAL SERVICES REIMBURSEMENT 

Traffic and Criminal Matters 

Driving Privileges/Restoration of Suspended License $385 

Juvenile Court Defense 

• Negotiation and Settlement, 
• Trial: 

- Plus Trial Supplement95 

 

$500 

$1,200 

Traffic Defense (No DUI)  

• Plea or Trial at Court for Minor Moving Violations, 
• Plea or Trial at Court for Serious Moving Violations Resulting in Jail Time or License Suspension: 

- Plus Trial Supplement95 

 

$250 

$500 

Will and Estate Matters  

Living Wills 

• Individual, 
• Participating Employee and Spouse or Domestic Partner. 

 

$75 

$80 

Powers of Attorney 

• Individual, 
• Participating Employee and Spouse or Domestic Partner. 

 

$65 

$75 

Trusts (Revocable and Irrevocable Living Trusts) 

• Individual, 
• Participating Employee and Spouse or Domestic Partner. 

 

$325 

$450 

Wills and Codicils 

• Individual, 
• Participating Employee and Spouse or Domestic Partner. 

 

$150 

$200 

 

 
95 In addition to fees indicated, MetLife will pay one-half of the attorney’s hourly rate for representation in trial after the second day of trial, for a maximum of 

$800 per day, up to $10,000 total trial supplement maximum. 
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Long-Term Care Insurance 
The Morgan Stanley Long-Term Care (LTC) 
Insurance Plan is designed to help you and your 
covered family members pay for certain expenses 
should you no longer be able to care for yourself 
due to aging, illness or injury. 
These are the components of the Morgan Stanley 
LTC Insurance Plan: 
• Prudential LTC Program, 
• MetLife LTC Program, 
• Individual LTC Program through John Hancock,  
• Individual LTC Program through MassMutual,  
• Individual LTCi Program through AllState 
The Prudential LTC Program, MetLife LTC 
Program, Individual LTC Program through John 
Hancock and Individual LTC Program through 
MassMutual are closed to new entrants.  
For complete terms and conditions, consult the 
individual insurance policy that was issued to you 
upon enrollment or discontinuation of the Program, 
or contact the administrator below.  
• If you are enrolled in the Prudential Group LTC 

Program, please contact Prudential at 800-732-
0416 for more information, 

• If you are enrolled in the MetLife Group LTC 
Plan, please contact MetLife at 800-984-8650 
for more information, 

• If you are enrolled in the Individual LTC Program 
through John Hancock please contact LTCI 
Partners at 855-889-5535 for more information. 

• If you are enrolled in the Individual LTC Program 
through MassMutual, please call 888-505-8652  

Allstate LTCi Program 

Overview  
Allstate Benefits offers Group Whole Life coverage 
with an Accelerated Death Benefit for Long Term 
Care with Restoration of Benefits and Extension of 
Benefits. Details of the coverage, including 
exclusions, restrictions, and other provisions, are 
included in the certificate and rider issued to you 
after you enrolled. For additional information, you 
may contact your Allstate Benefits Representative. 
Coverage becomes effective on the date Allstate 
Benefits issues your certificate and rider. 

Guaranteed Renewable 
Allstate Benefits will not cancel your coverage as 
long as the premiums continue to be paid. 
Premiums are guaranteed at issue based on the 
insured’s age on the coverage effective date. 
Coverage becomes fully paid-up at age 95 if all 
premiums have been paid. Premiums are paid via 
payroll deduction while you remain an eligible 
member of the group. Coverage is portable, which 
means you can keep it after you retire or your 
employment ends by paying your premium directly 
to Allstate Benefits. 

Monthly Accelerated Death Benefit 
A 6% monthly advance of the death benefit is 
payable, while the insured is chronically ill and 
receiving qualified long term care services, for up 
to 17 months or until 100% of the death benefit is 
paid, whichever comes first.  

Restoration of Accelerated Death Benefits 
The death benefit and cash value will be restored 
to their pre-acceleration amounts, for each month 
the Monthly Accelerated Death Benefit is paid, for 
up to 17 months or until 100% of the death benefit 
has been restored. 

Monthly Extension of Accelerated Death 
Benefits 
After 100% of the death benefit is paid under the 
Monthly Accelerated Death Benefit, benefits are 
extended month by month, while the insured is 
chronically ill and receiving qualified long term care 
services, for an additional 17 months or until 100% 
of the death benefit is paid. 

Eligibility for Benefits 
The insured is eligible for benefits under the rider 
when the following conditions are met: 
• the insured is chronically ill; 
• the insured has satisfied the elimination period; 
• the insured is receiving qualified long term care 

services while the rider is in force; 
• the insured is in a period of care that begins 

while the rider is in force; 
• the insured incurred charges for qualified long 

term care services which are included in the 
insured’s plan of care; and 
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• all irrevocable beneficiaries and assignees have 
signed the written request for the benefit, if 
applicable. 

Chronically Ill 
Chronically ill means the insured has been certified 
by a licensed health care practitioner within the 
preceding 12 month period as: 
• being unable to perform, without substantial 

assistance from another individual, at least 2 
activities of daily living (bathing, continence, 
dressing, eating, toileting, or transferring) for a 
period of at least 90 days due to a loss of 
functional capacity; or 

• requiring substantial supervision to protect 
oneself from threats to health and safety due to 
cognitive impairment. The cognitive impairment 
must be to such a degree as to require 
supervision 24 hours a day to maintain the 
safety of the insured or others.  

We may periodically require certification that the 
insured is chronically ill, but not more often than 
once every 90 days.  

Elimination Period 
The elimination period means the number of days 
at the beginning of a period of care for which 
benefits are not payable. The number of days in 
the elimination period is 90. 
The insured must satisfy a new elimination period if 
the insured goes 180 consecutive days or more 
without receiving qualified long term care services 
or being chronically ill, and then subsequently 
starts receiving qualified long term care services 
and being chronically ill again. 

Waiver of Premium 
Premiums will not be due once Allstate Benefits 
begins paying a monthly benefit under the rider, 
and for as long as Allstate Benefits continues to 
pay a monthly benefit under the rider. Premiums 
will again become due when Allstate Benefits is no 
longer paying a monthly benefit because the 
insured is no longer chronically ill or receiving 
qualified long term care services. 

Qualified Long Term Care Services 
Qualified long term care services include: 
• home health care; 

• adult day care; 
• assisted living facility care; and 
• nursing home facility care. 

Exclusions 
Please see the certificate and rider for specific 
exclusions that apply. 

Termination of Coverage 
You may cancel your coverage at any time. 
Coverage typically will end on the earliest of  
the date: 
• you notify Allstate Benefits that you wish to 

terminate your coverage; 
• the end of the grace period when premiums 

remain unpaid (not applicable if the premium is 
being waived in accordance with the Waiver of 
Premium section); 

• you elect a non-forfeiture option; or 
• the insured dies. 
For complete details on termination of coverage, 
please consult your Group Whole Life Certificate 
and Accelerated Death Benefit for Long Term  
Care Rider. 

Claims Procedure 

For complete details on the claims procedure, 
please review your Group Whole Life 
Certificate and Accelerated Death Benefit for 
Long Term Care Rider. 

Accident, Critical Illness and 
Hospital Indemnity Insurance 
Plans 
The Morgan Stanley Accident, Critical Illness and 
Hospital Indemnity Insurance plans provide limited 
supplemental Accident and/or Critical Illness, 
and/or Hospital Indemnity coverage through 
insurance certificate(s) issued by Continental 
American Insurance Company (“Aflac”).  
The benefits available are described in detail in the 
Aflac Certificates. The official Certificate 
constitutes the formal Plan document for the Aflac 
Accident, Critical Illness and/or Hospital Indemnity 
coverage you elect. If there is any conflict between 
this summary and a Certificate or other insurance 
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document from Aflac, the Certificate or other 
insurance document governs. 
Aflac will make all determinations about your 
Accident, Critical Illness and/or Hospital Indemnity 
Insurance benefits. No benefits are payable 
outside the Aflac plan issued to you, and  
Morgan Stanley has no authority to make any 
Accident, Critical Illness or Hospital Indemnity 
Insurance benefits decisions or determinations. Be 
sure to review your Certificates. For questions 
about covered benefits and services, please call 
Aflac at 855-730-4944. Please note, however, that 
information obtained during calls to Aflac does not 
waive any provision or limitation of your 
Certificates or the Plan. 

Accident, Critical Illness and Hospital 
Indemnity Insurance Participation 
Eligibility 
To be eligible for Accident, Critical Illness and/or 
Hospital Indemnity Insurance benefits, Aflac must 
first determine that you satisfy the applicable plan’s 
underwriting requirements. If you have a 
preexisting condition and/or have previously been 
diagnosed with a disease, your application for 
coverage may be limited or denied. Aflac sets and 
imposes all requirements for and limits on 
coverage. For information on applicable 
underwriting requirements, consult your Accident, 
Critical Illness or Hospital Indemnity Insurance 
enrollment application. 
If you are an eligible employee, coverage may also 
be available for your spouse or domestic partner 
and/or dependent children. The availability of 
dependent coverage (and definition of an eligible 
dependent) is subject to underwriting requirements 
set by Aflac, and may vary based on the coverage 
you select. Dependent coverage may be limited or 
denied if a dependent has a preexisting condition 
or has previously been diagnosed with a disease. 
For information, consult your Accident, Critical 
Illness or Hospital Indemnity Insurance Certificate. 

Enrollment 
You may apply for or change coverage elections 
during: 
• Annual Enrollment, 

• Within 31 days of your hire date or date you are 
eligible for benefits for an effective date of your 
date of hire or benefits eligibility, 

• Within 31 days of certain Qualified Life Events 
(QLE). See the Qualified Life Events section on 
page 21 for more details. Please note that any 
changes, including an increase in benefits or 
addition of coverage, made due to a QLE, will 
not result in the retroactive application of an 
effective date or in the retroactive payment of a 
benefit not otherwise covered on the date of 
loss. The effective date will generally be the first 
of the month following the QLE.  

Read your certificate carefully for exact terms 
and conditions. You may request a full copy of 
the plan certificate by contacting Aflac’s 
Customer Service Center at 800-433-3036. 
Your coverage becomes effective on the date Aflac 
issues your Certificate, or any later date specified 
in your Certificate. 
Accident, Critical Illness and Hospital Indemnity 
Insurance coverage will automatically roll over from 
year to year if you do not take action during Annual 
Enrollment. 

Coverage Options 
The Accident Insurance coverage provides 
indemnity benefits for certain specified accidental 
occurrences detailed in your Certificate. 
The Critical Illness Insurance coverage generally 
pays a fixed amount for cancer and certain Critical 
Illnesses described in your Certificate. 
The Hospital Indemnity Insurance coverage 
generally pays a fixed daily amount for hospital 
admissions and confinements. 
For information on key limitations and exclusions, 
consult your Certificates. All Accident, Critical 
Illness and Hospital Indemnity Insurance benefits 
will be determined by Aflac in its sole discretion. 
Accident Insurance coverage is generally available 
for an eligible employee, an employee plus 
spouse/domestic partner, employee plus 
dependent children or family. 
Critical Illness Insurance coverage is generally 
available for an eligible employee and/or 
spouse/domestic partner. Dependent children may 
be covered at no additional cost at a reduced 
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benefit amount equal to 50% of the  
employee’s coverage. 
Hospital Indemnity Insurance Plan coverage is 
generally available for an eligible employee, 
employee plus spouse/domestic partner, employee 
plus dependent children or family. 

Filing a Claim 
Claims must be filed directly with Aflac on an Aflac 
claim form. Specific instructions for filing a claim 
are included in your Certificate. 
Aflac reserves the right to deny your request for 
benefits if you do not meet the terms and 
conditions as identified in the Certificate or if a 
limitation or exclusion identified in the Certificate 
applies. All claim determinations are made solely 
by Aflac. Morgan Stanley has no authority to make 
any Accident, Critical Illness or Hospital Indemnity 
Insurance decisions. 

Rehired Employees and Leaves of Absence 
To continue your coverage while on any unpaid 
leave of absence, you must make timely payment 
of premiums to HR Services. If you stop making 
payments during your leave, your coverage may 
lapse. You may contact Aflac to have your 
coverage reinstated. However, your certificate 
will not cover events that occurred during the 
period coverage pursuant to the Certificate had 
lapsed. 
If you did not continue to make payments on your 
Certificate and return to work without reinstating 
your coverage, you must make a new election and 
satisfy any new waiting period during the next 
Annual Enrollment or within 31 days of 
experiencing a Qualified Life Event. 
If you are on leave of absence governed by the 
Family and Medical Leave Act or military leave, 
you may be entitled to have your coverage 
reinstated upon your return to work to the extent 
required by applicable federal law. 

Covered Occurrences 

Accident Insurance 
The Accident Insurance plan will generally pay 
benefits for the following occurrences, subject to all 
terms, conditions, definitions, limitations, and 
exclusions included in your Certificate. If there is 
any conflict between your Certificate and this 
document, your Certificate will prevail. For more 
detailed information about benefits, consult your 
Certificate provided by Aflac at the time of 
enrollment. Should you enroll, you can elect 
different coverage categories: 
• You Only 
• Yourself plus Spouse/DP 
• Yourself plus Child(ren) 
• Yourself plus Family 

Accident Benefits 
• Accident follow-up treatment (max. six follow- 

ups per accident), 
• Accidental common-carrier death, 
• Accidental death, 
• Air ambulance service, 
• Ambulance service, 
• Appliances, 
• Blood/plasma service, 
• Burns (second degree and above), 
• Coma, 
• Concussion, 
• Dislocation, 
• Dismemberment, 
• Emergency dental work, 
• Emergency room observation, 
• Emergency room treatment, 
• Exploratory surgery, 
• Eye injury, 
• Family member lodging (max. 30 nights), 
• Fracture, 
• Hospital admission (once per calendar year), 
• Hospital confinement (max. 365 days), 
• Hospital intensive care (max. 30 days), 
• Internal injuries, 
• Laceration, 
• Major diagnostic exams, 
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• Medical fees, 
• Paralysis, 
• Physical therapy (max. six treatments per 

accident), 
• Post-traumatic stress disorder, 
• Prosthesis, 
• Rehabilitation unit, 
• Ruptured disc, 
• Tendon/ligament, 
• Torn knee cartilage, 
• Transportation (train, plane, bus), 
• Wellness (once per 12-month period). 

Accident Exclusions 
Aflac will not pay Accident benefits for Injury, Total 
Disability or death contributed to, caused by or 
resulting from: 
• War—participating in war or any act of war, 

declared or not; participating in the armed forces 
of, or contracting with, any country or 
international authority. Aflac will return the 
prorated premium for any period not covered by 
the Certificate when the insured is in  
such service, 

• Suicide—committing or attempting to commit 
suicide while sane or insane, 

• Sickness—having any disease or bodily/mental 
illness or degenerative process. Aflac also will 
not pay benefits for any related medical/surgical 
treatment or diagnostic procedures for  
the illness, 

• Self-Inflicted Injuries—injuring or attempting to 
injure yourself intentionally, 

• Racing—riding in or driving any motor-driven 
vehicle in a race, stunt show or speed test, 

• Intoxication—being legally intoxicated or being 
under the influence of any narcotic, unless taken 
under the direction of a doctor. (“Legally 
intoxicated” means that condition as defined by 
the law of the jurisdiction in which the accident 
occurred), 

• Illegal Acts—participating or attempting to 
participate in an illegal activity, or working at an 
illegal job, 

• Sports—participating in any organized sport—
professional or semiprofessional, 

• Cosmetic Surgery—having cosmetic surgery or 
other elective procedures that are not medically 
necessary or having dental treatment except as 
a result of a covered accident. 

Termination of Coverage 
Your coverage and your dependents' coverage 
may terminate when the plan is terminated, the 
31st day after the premium due date if the premium 
has not been paid, or the date you no longer 
belong to an eligible class, including when you are 
no longer an eligible dependent. If your coverage 
terminates, Aflac will provide benefits for valid 
claims that arose while your coverage was in force. 
For complete details on termination of coverage, 
please consult your Aflac Certificate.  
You have 31 days from the termination of coverage 
to port your coverage. Contact Aflac directly at 
800-433-3036 for information. 

Critical Illness Insurance 
The Critical Illness plan will generally pay benefits 
for the following occurrences, subject to all terms, 
conditions, definitions, limitations and exclusions 
included in your Certificate. If there is any conflict 
between your Certificate and this or any other 
document, your Certificate will prevail. For more 
detailed information about benefits, consult your 
Certificate provided by Aflac at the time  
of enrollment: 

Critical Illness Benefits 
• Bone marrow transplant (stem cell transplant), 
• Cancer, 
• Health screening benefit, 
• Heart attack (myocardial Infarction), 
• Kidney failure (end-stage renal failure), 
• Major organ transplant, 
• Skin cancer, 
• Stroke, 
• Sudden cardiac arrest, 
• Waiver of premium. 

Critical Illness Partial Benefits 
• Noninvasive cancer, 
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• Coronary artery bypass surgery. 

Critical Illness  
• Coma, 
• Loss of sight, speech or hearing, 
• Severe burn, 
• Paralysis. 

Critical Illness Optional Benefits Rider 
• Advanced Alzheimer’s Disease, 
• Advanced Parkinson’s Disease, 
• Benign brain tumor. 

Cancer Diagnosis Limitation 
Benefits are payable for Cancer and/or 
Noninvasive Cancer as long as the insured: 
• Is treatment-free from cancer for at least 12 

months before the diagnosis date, and 
• Is in complete remission prior to the date of a 

subsequent diagnosis, as evidenced by the 
absence of all clinical, radiological, biological 
and biochemical proof of the presence of the 
cancer. 

Critical Illness Exclusions 
Aflac will not pay for loss due to any of the 
following: 
• Self-Inflicted Injuries—injuring or attempting to 

injure oneself intentionally or taking action that 
causes oneself to become injured, 

• Suicide—committing or attempting to commit 
suicide while sane or insane, 

• Illegal Acts—participating or attempting to 
participate in an illegal activity, or working at an 
illegal job, 

• Participation in Aggressive Conflict of any kind, 
including: 
– War (declared or undeclared) or military 

conflicts, 
– Insurrection or riot, 
– Civil commotion or civil state of belligerence. 

• Illegal Substance Abuse: 
– Abuse of legally obtained prescription 

medication, 
– Illegal use of nonprescription drugs. 

Diagnosis, treatment, testing and confinement 
must be in the United States or its territories. All 
benefits under the plan, including benefits for 
diagnoses, treatment, confinement and covered 
tests, are payable only while coverage is in force. 

Hospital Indemnity Insurance 
The Hospital Indemnity Insurance plan will 
generally pay benefits for the following 
occurrences, subject to all terms, conditions, 
definitions, limitations and exclusions included in 
your Certificate. If there is any conflict between 
your Certificate and this or any other document, 
your Certificate will prevail. For more detailed 
information about benefits, consult your Certificate. 

Hospital Indemnity Benefits 
• Hospital admission, 
• Hospital confinement, 
• Hospital intensive care, 
• Hospital intensive care step-down unit. 

Hospital Indemnity Limitations and Exclusions 
Aflac will not pay for loss due to: 
• War—voluntarily participating in war, any act of 

war, or military conflicts, declared or undeclared, 
or voluntarily participating or serving in the 
military, armed forces or an auxiliary unit 
thereto, or contracting with any country or 
international authority. (Aflac will return the 
prorated premium for any period not covered by 
the certificate when the insured is in such 
service.) War also includes voluntary 
participation in an insurrection, riot, civil 
commotion or civil state of belligerence. War 
does not include acts of terrorism, 

• Suicide—committing or attempting to commit 
suicide while sane or insane, 

• Self-Inflicted Injuries—injuring or attempting to 
injure oneself intentionally, 

• Racing—riding in or driving any motor-driven 
vehicle in a race, stunt show or speed test in a 
professional or semiprofessional capacity, 

• Illegal Occupation—voluntarily participating in, 
committing, or attempting to commit, a felony or 
illegal act or activity, or voluntarily working at, or 
being engaged in, an illegal occupation or job, 
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• Professional or Semiprofessional Sports—
participating in any organized sport in a 
professional or semiprofessional capacity, 

• Custodial Care—This is nonmedical care 
that helps individuals with the basic tasks 
of everyday life, the preparation of special 
diets, and the self-administration of 
medication, which does not require the 
constant attention of medical personnel.  

• Treatment for being overweight, gastric bypass 
or stapling, intestinal bypass and any related 
procedures, including any resulting 
complications, 

• Services performed by a family member, 
• Services related to sterilization, in vitro 

fertilization, vasectomy or reversal of a 
vasectomy, or tubal ligation, 

• Elective Abortion—an abortion for any reason 
other than to preserve the life of the person 
upon whom the abortion is performed, 

• Dental Services or Treatment, 
• Cosmetic Surgery, except when due to: 

– Reconstructive surgery, when the service is 
related to or follows surgery resulting from a 
Covered Accidental Injury or a Covered 
Sickness, or is related to or results from a 
congenital disease or anomaly of a covered 
dependent child, or 

– Congenital defects in newborns. 

Payment of Benefits 
You must submit an application for payment of 
benefits under a Plan within 180 days of the event 
or services giving rise to your application for 
benefits, unless a different time is specified in  
this SPD. 
To receive reimbursement for Eligible Expenses, 
you may be required to complete and submit claim 
forms to the appropriate Plan Claims Administrator. 
Detailed below are reimbursement instructions for 
each of the plans. Claim forms for the Medical, 
Dental, Vision, HSA and FSA Plans are available 
on the Benefit Center website. Claim forms must 
be submitted as directed on each form. 

Medical Plan 
If you receive care from a Medical Plan in-network 
provider, there are generally no claim forms to file. 
If you receive care from an out-of-network provider, 
you must submit a claim form to have any Eligible 
Expenses reimbursed. 
To request payment of benefits, you must submit a 
claim form within 180 days of the date the expense 
is incurred. If it is not possible to submit the claim 
form within 180 days, additional time will be 
allowed up to a maximum of one year from the 
original service date. No claim forms will be 
accepted that are submitted more than one year 
after the date the service was incurred. 

Notice on Aetna Reimbursement Policies 

If a service was received from a health care 
provider that does not agree to a pre-negotiated 
charge for services from Aetna or a third-party 
vendor, the Recognized Charge for specific 
services or supplies will be calculated using 300% 
of the Medicare fee schedule for a similar service 
or supply. In the event that Medicare doesn’t have 
a rate, calculated in accordance with for such 
service or supply, Aetna may use one or more of 
the following to determine the Recognized Charge: 

- The method the Centers for Medicare & 
Medicaid Services (CMS) uses to set 
Medicare rates  

- How much other providers charge or 
accept as payment 

- How much work it takes to perform a 
service 

- Other items needed to you, the recognized 
charge to decide a “reasonable” amount 
rate 

 

Notice on Cigna Reimbursement Policies 
Cigna’s policy for payments made to health care 
professionals not participating in Cigna's network 
are determined based on the lesser of: the health 
care professional's normal charge for a similar 
service or supply, or a percentile of charges made 
by health care professionals of such service or 
supply in the geographic area where it is received. 
The health care professional may bill the customer 
the difference between the health care 
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professional's normal charge and the maximum 
reimbursable charge as determined by the benefit 
plan, in addition to applicable deductibles, 
copayments and coinsurance. 

Notice on Surest Reimbursement Policies 

Charges for Covered Health Services that are 
provided while the Surest Plan is in effect and 
determined by the Claims Administrator.  

Eligible Expenses are determined solely in 
accordance with the Claims Administrator’s 
reimbursement policy guidelines. The Claims 
Administrator develops the reimbursement policy 
guidelines, in the Claims Administrator’s discretion, 
following evaluation and validation of all Provider 
billings in accordance with one or more of the 
following methodologies: 

• As indicated in the most recent edition of 
the Current Procedural Terminology (CPT), a 
publication of the American Medical Association, 
and/or the Centers for Medicare and Medicaid 
Services (CMS). 

• As indicated in the most recent editions of 
the Healthcare Common Procedure Coding 
System (HCPCS), or Diagnosis-Related Group 
(DRG) Codes. 

• As reported by generally recognized 
professionals or publications. 

• As used for Medicare. 

• As determined by medical staff and 
outside medical consultants pursuant to other 
appropriate source or determination that the 
Claims Administrator accepts. 

Network Providers are reimbursed based on 
contracted rates. Out-of-network Providers are 
reimbursed at a percentage of the published rates 
allowed by the Centers for Medicare and Medicaid 
Services (CMS) for Medicare for the same or 
similar service within the geographic market. 

Note: Out-of-network Providers may bill you for any 
difference between the Provider’s billed charges 
and the Eligible Expense described above, except 
as required under the No Surprises Act, which is a 

part of the Consolidated Appropriations Act of 
2021. 

Dental Plan 
To be reimbursed for eligible dental expenses, you 
will likely be required to submit a claim form. 
However, if you use a PDP dentist and identify 
yourself as a participant in the MetLife PDP 
program, or if you are a Delta Dental participant 
using a network dentist, the dentist may submit the 
claim form on your behalf. When using a MetLife 
non-PDP dentist or an out-of-network Delta Dental 
dentist, or if you participate in the Cigna Global 
Health Dental Plan, you should bring a claim form 
with you when you visit the dentist. 
To request payment of benefits, you must submit a 
claim form within 90 days of the date the expense 
is incurred. If it is not possible to submit the claim 
form within 90 days, additional time will be allowed 
up to a maximum of one year from the original 
service date. No claim forms will be accepted that 
are submitted more than one year after the date 
the service was incurred. 
You can view your request for payment status on 
your Dental Plan Administrator’s website (see the 
Your Important Contacts section on page 228 for 
all contact information). 

Vision Plan 
When you receive services from a VSP Vision 
Care network doctor, claim forms are not required. 
When you receive services from an out-of-network 
provider, you must pay the provider directly for all 
charges and request payment of benefits by 
submitting a claim form, including itemized 
receipts, to VSP. You may log in to vsp.com with 
your user ID and password to complete the claim 
form and upload your receipts. You may also print 
the form and send it with your receipts to: VSP PO 
Box 495918 Cincinnati, OH 45249-5918. Requests 
for payment must be submitted within one year of 
the date of service. 
Note: U.S. benefits-eligible expatriates and 
international employees may log in to vsp.com with 
their user ID and password to complete the claim 
form and upload their receipts. Any claim forms 
received in foreign currency will be converted to 
U.S. dollars using conversion rates effective as of 
the date services were rendered. 

http://www.vsp.com/
http://www.vsp.com/
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Life and Accident Insurance 
To request payment of Life or Accident Insurance 
benefits, you or your beneficiary must contact HR 
Services and submit a certified copy of the death 
certificate or accident report (or other supporting 
documentation, as required). In most cases, HR 
Services can assist you or your beneficiary with 
requesting payment of benefits by completing claim 
forms and submitting them to the  
insurance company. 
The full amount of your Life and Accident 
Insurance coverage is payable to your named 
beneficiaries. If the benefit amount payable to a 
beneficiary is $5,000 or more, the claim may be 
paid by the establishment of a Total Control 
Account (TCA). The TCA is a settlement option or 
method used to pay claims in full. MetLife 
establishes an interest-bearing account that 
provides your beneficiary with immediate access to 
the entire amount of the insurance proceeds. 
MetLife pays interest on the balance in the TCA 
from the date the TCA is established, and the 
account provides for a guaranteed minimum rate. 
Your beneficiary can access the TCA balance at 
any time, without charge or penalty, simply by 
writing drafts in an amount of $250 or more. Your 
beneficiary may withdraw the entire amount of the 
benefit payment immediately. Please note the TCA 
is not a bank, checking, savings or money  
market account. 
BTA benefits will be paid to your beneficiary on file 
with Cigna. All other benefits will be paid to you, if 
living, or, if not, your beneficiary or estate. BTA 
claims will be paid as soon as Cigna receives 
satisfactory proof of loss. If a claim covers benefits 
for more than four weeks, Cigna will pay all 
amounts due at the end of each four weeks. If 
there are any benefits due at the end of the period 
claimed, Cigna will pay them upon receipt of 
satisfactory proof of loss. 
You must file a claim for BTA and AD&D benefits 
within 30 calendar days of the date of the event or 
your claim may be denied. 

STD Benefits 
MetLife will also verify certain information with your 
physician, including: 

• That you are under the regular care of a 
physician who is qualified to treat your type of 
injury or illness, 

• The date of your disability, 
• The cause of your disability, 
• The extent of your disability, including any 

restrictions and limitations preventing you from 
performing your regular occupation, and 

• The name and address of any hospital or 
institution where you received treatment, 
including all attending physicians. 

If the information required by MetLife is not received 
and a determination is not made within 30 calendar 
days from your first day absent, you may be placed 
on an unpaid leave. If your claim is subsequently 
approved, you will be paid STD benefits 
retroactively to your first day of approved disability. 
If your claim is approved more than 12 months 
from your first day absent or last day of approved 
absence, whichever is greater, Morgan Stanley 
may provide your STD benefit as a one-time cash 
payment, and any benefit entitlements may be 
prospective only. 
If MetLife does not approve your claim and you do 
not return to work, your employment may be 
terminated at Morgan Stanley’s discretion. 

LTD Plan 
If you request STD benefits, during your 180-day 
elimination period, MetLife will: 
• Determine your eligibility for LTD benefits based 

on the information provided by you and your 
physician during your STD benefit review, 

• Request additional information, if needed, 
• Either accept or deny the claim, and 
• Notify you of its determination in a  

timely manner. 
Any disabilities you incur during your leave will be 
subject to exclusions under the LTD portion of the 
Plan. If you become disabled while on an unpaid 
leave or did not request STD benefits and are 
participating in the LTD Plan, you must contact 
MetLife directly to request benefits. You will be 
required to complete the 180-day elimination 
period prior to receiving LTD benefits regardless of 
whether or not you receive STD benefits. You must 
file a claim for LTD benefits within 90 calendar 
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days following your first day of disability or your 
claim may be denied. Generally, for employees on 
STD, MetLife will file your LTD claim on your behalf 
after the 13th week of your disability. However, it is 
your responsibility to confirm your claim has been 
filed and to follow up with any additional 
information that may be required. 

Accident, Critical Illness and Hospital 
Indemnity Insurance 
Claims for benefits must be filed directly with Aflac 
on an Aflac claim form. Specific instructions for filing 
a claim with Aflac are included in your Welcome 
Packet you will receive once coverage is approved. 
Aflac reserves the right to deny your request for 
benefits if you do not meet the terms and conditions 
as identified in the Certificates or if a limitation or 
exclusion identified in the Certificates applies. All 
claim determinations are made solely by Aflac. 
Morgan Stanley has no authority to make any 
Accident, Critical Illness or Hospital Indemnity 
Insurance benefit decisions. 

If Benefits Are Not Paid 
If your or your dependent’s request for payment 
under any of the plans is denied, you or your 
dependent can file a claim (first review level) and 
appeal (if the claim is denied). Certain health plans 
also offer a Voluntary Third Level of Review. 
Information about filing claims and appeals, 
including applicable time frames, is included in the 
Error! Reference source not found. section below. 

Claims and Appeals Process Under the 
Morgan Stanley Benefit Plans 
The following is a general summary of the claims 
and appeals process for all Morgan Stanley benefit 
plans, including frequently asked questions. 
In most cases, benefits to which you are entitled 
are paid upon your request. Depending on the 
plan, you may request payment by sending a 
written claim form to the plan’s administrator or 
insurer (a “claims administrator,” such as Aetna, 
Cigna, Surest, or MetLife) or to HR Services. 
Forms are available on the Benefit Center website 
or from the claims administrator. 
The appropriate claims administrator will either: 
• Make the payments you request, 

• Advise Morgan Stanley to make the payments, 
or 

• Notify you in writing why your request for 
payment is denied. 

If you disagree with the outcome, you may file a 
claim. 
• A “claim” is your first request for a review of the 

denial, 
• An “appeal” is your second request for review of 

the denial if your claim is denied. 

Frequently Asked Questions 
If my initial request for payment is denied, how 
do I file a claim for benefits? 
If you have a question or concern, you should first 
contact HR Services or the appropriate claims 
administrator’s member services department. If HR 
Services or the claims administrator’s member 
services department cannot resolve the issue to 
your satisfaction, you or an authorized 
representative (including your spouse or adult 
child, or a person authorized by you) has the right 
to file a claim. Your claim must be in writing. 
When submitting a claim, you should include all 
relevant documentation and a statement of why you 
believe your claim should be granted. This 
information should be sent to the appropriate Claim 
Reviewer listed on the following chart. If the  
Morgan Stanley Benefit Plan Claims Committee is 
the Claim Reviewer, send your claim to HR 
Services. If you are not satisfied with the Claim 
Reviewer’s decision, you have the right to file  
an appeal. 

Who reviews my claim or appeal? 
The person or entity that reviews your claim or 
appeal, called the “Reviewer,” depends on the plan 
involved, the type of request for review, the amount 
involved and whether it is a claim (your first level of 
review) or an appeal. 
The following chart shows the claim and appeal 
Reviewers for each of the Morgan Stanley benefit 
plans. If the amount involved is $40,000 or less, and 
the Claim Reviewer is the Morgan Stanley Benefit 
Plan Claims Committee, your claim may be decided 
by Morgan Stanley’s Global Head of Compensation, 
Director of Executive Compensation Services and 
Operations, Director of Retirement Benefits with 
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respect to retirement benefits, Morgan Stanley’s 
Chief Medical Officer, or Head of HR Benefits with 
respect to health and insurance benefits (or any 
person in an equivalent position without regard to 
title), or their delegate.
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Claims and Appeals Process Chart 
PLAN TYPE OF REVIEW 

REQUESTED 
CLAIM REVIEWER 
(FIRST-LEVEL 
REVIEW) 

APPEAL REVIEWER 
(SECOND-LEVEL 
REVIEW) 

APPEAL REVIEWER96 
(THIRD-LEVEL REVIEW) 

Medical Plan: 

Cigna Options A, 
B and C (includes 
prescription drug 
coverage) 

Type or amount of 
benefits payable 

Cigna or Express 
Scripts 

Cigna or Express 
Scripts 

Independent third party 
administered through Cigna or 
Express Scripts 

Aetna Options A, 
B and C (includes 
prescription drug 
coverage) 

Type or amount of 
benefits payable 

Aetna or Express 
Scripts 

Aetna or Express 
Scripts 

Independent third party 
administered through Aetna or 
Express Scripts 

Surest Option D 
(includes 
prescription 
drug coverage) 

Type or amount of 
benefits payable 

Surest or Express 
Scripts 

Surest or Express 
Scripts 

Independent third party 
administered through Surest or 
Express Scripts 

HMSA Medical 
Plan 

Type or amount of 
benefits payable 

HMSA HMSA Independent third party 
administered through HMSA 

Kaiser 
Permanente 
HMO 

Type or amount of 
benefits payable 

Kaiser Permanente Kaiser Permanente Independent third party 
administered through Kaiser 
Permanente 

Cigna Global 
Health Medical 
Plan  

Type or amount of 
benefits payable 

Cigna Global Medical 
Plan  

Cigna Global Medical 
Plan  

Independent third party 
administered through Cigna 
Global Medical Plan  

Dental Plan: 

MetLife  Type or amount of 
benefits payable 

MetLife MetLife Not applicable 

Delta Dental Type or amount of 
benefits payable 

Delta Dental Delta Dental Not applicable 

Cigna Global 
Health Dental 
Plan 

Type or amount of 
benefits payable 

Cigna Global Dental 
Plan 

Cigna Global Dental 
Plan 

Not applicable 

  

 
96 Certain health plans offer a voluntary Third-Level Review. Contact HR Services for more information. 
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Claims and Appeals Process Chart (continued) 
PLAN TYPE OF REVIEW 

REQUESTED 
CLAIM REVIEWER (FIRST- 
LEVEL REVIEW) 

APPEAL REVIEWER 
(SECOND-LEVEL REVIEW) 

Vision Plan: 
VSP Vision Plan Type or amount of benefits 

payable 
VSP VSP 

Disability Plan: 
STD All MetLife MetLife 
LTD All MetLife MetLife 
Life Insurance and Accident Plans: 

Life Insurance All MetLife MetLife 
AD&D Insurance All MetLife MetLife 
BTA Insurance Plan All Cigna Cigna 

Other Plans: 
LTC Insurance 
— Prudential 

All Prudential Prudential 

LTC Insurance—MetLife All MetLife MetLife 
LTC Insurance — 
(John Hancock) 

All John Hancock John Hancock 

LTC Insurance — 
(Allstate)) 

All Allstate Allstate 

LTC Insurance —
MassMutual 

All MassMutual MassMutual 

HCFSA and DDCFSA Type or amount of benefits 
payable 

HealthEquity HealthEquity 

LPFSA Type or amount of benefits 
payable 

HealthEquity HealthEquity 

Legal Assistance Plan Type or amount of benefits 
payable 

MetLife Legal Plans MetLife Legal Plans 

Accident, Critical Illness 
and Hospital Indemnity 
Insurance, HSA 

All Aflac Aflac 

Medical, Dental, Vision, 
STD, FSAs, Legal 
Assistance 

Eligibility for coverage, 
premiums and certain other 
matters 

Morgan Stanley Benefit Plan 
Claims Committee 

Morgan Stanley Benefit Plan 
Appeals Committee 

Employees Retirement 

Plan, 401(k) Plan, EAP, 
Severance Pay Plan1 

All Morgan Stanley Benefit Plan 
Claims Committee 

Morgan Stanley Benefit Plan 
Appeals Committee 

HSA97 Type or amount of benefits 
payable 

HealthEquity HealthEquity 

 
97 Claims related to Benefits under the HSA are subject to the terms set forth in the individual account agreement between the accountholder and HealthEquity. 
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When must I file a claim? 
You must file your claim within 180 days following 
the date your initial request for benefits is denied, 
unless otherwise specified. 
If you wish to file an appeal, you must do so within 
180 days following the denial of your claim. Certain 
insured programs require that appeals be made 
within shorter time frames. Please be sure to check 
with the appropriate Plan Administrator for more 
information about its claims review process and 
timelines. 
You may not bring a lawsuit to recover benefits 
under a benefit plan until you have exhausted the 
plan’s administrative process described in this 
SPD. If your appeal is denied, you have the right to 
file a lawsuit under ERISA, if it is within the earliest 
of: 
• Six months following the date your appeal  

is denied, 
• Three years following the date the services you 

are appealing are performed, or 
• The end of any other applicable statutory 

limitation period. 

When will I receive a decision on my claim or 
appeal? 
Deadlines differ depending on the plan involved, 
the nature of the review requested and whether it 
is a claim or an appeal. Generally, claims will be 
decided within 90 days of receipt, but a 90-day 
extension is allowed if the Claim Reviewer needs 
additional time for processing. Appeals will be 
decided within 60 days of receipt, but a 60-day 
extension is allowed if the Appeal Reviewer needs 
additional time due to special circumstances. 
Please contact the Plan Administrator for specific 
details about its claims review process  
and timelines. 

Claim Types and Review Deadlines: 
• Urgent Care Review: A claim that requires 

expedited notification or authorization for 
medical treatment because a longer time period 
could seriously jeopardize your life, health or 
ability to regain maximum function, or would, in 
the opinion of a physician with knowledge of 
your medical condition, subject you to severe 

pain that cannot be adequately managed without 
the requested treatment, 

• Urgent Care Reviews are decided within 72 
hours. Urgent Care Reviews may be requested 
orally, and all necessary information, including 
the decision on appeal, will be sent to you by 
telephone, fax or another expeditious method. If 
you do not provide sufficient information to 
determine if your claim is covered, you will be 
notified within 24 hours of the specific 
information needed to complete the claim. You 
will have at least 48 hours to provide this 
information. If you do not follow the plan’s 
procedures for filing an urgent care claim, you 
will be contacted and advised of the proper 
procedures within 24 hours, 

• Pre-Service Review: A claim for treatment 
where prior plan approval or notification is 
required to cover the cost of the treatment or 
benefit. If you fail to submit the necessary 
information, you will receive an extension notice 
outlining the information required, and you will 
have 45 days to provide it. If you do not follow 
the plan’s procedures for filing a Pre-Service 
claim, you will be notified within five days, 

• Concurrent Care Review: May occur when the 
plan has approved treatment to be provided over 
a period of time or a certain number of 
treatments. A reduction or termination by the 
plan (except by a plan amendment or 
termination) of the course of treatment before 
the end of the originally approved period of time 
or number of treatments is considered a claim 
denial. If the plan has approved a course of 
treatment and subsequently reduces or 
terminates that approval, you will be given 
enough advance notice to appeal the decision 
before it takes effect. 

If a course of treatment involves urgent care, your 
claim will be decided as soon as possible but 
within 24 hours after the plan receives your 
request, as long as your request is made at least 
24 hours before the end of the course of treatment. 
If your request is not made at least 24 hours before 
the end of the course of treatment, it will be treated 
as a new urgent care claim and decided within 72 
hours. If a course of treatment does not involve 
urgent care, your request to extend it will be 



  
 

 

2025 Health Benefits and Insurance Summary Plan Description 

 
196 

 

treated as a new claim and decided within the time 
periods that apply to the type of claim. 
• Post-Service Review: A claim for which you do 

not need prior approval to have the benefit or 
treatment covered. A request for payment for 
medical care already received by you is a Post- 
Service claim. If a decision is not made within 30 
days because you fail to submit the necessary 
information, you will have an additional 45 days 

to provide it. If your review is not for Urgent 
Care, Pre-Service or Concurrent Care, it will be 
treated as a Post-Service Review. 
For complete claims information relating to 

insured benefits, please consult your 
insurance certificates and riders and 
contact the insurer for more information. 
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Claim Types and Review Deadlines 
PLAN AMOUNT OF TIME TO 

REVIEW CLAIM  
(FIRST-LEVEL REVIEW) 

AMOUNT OF TIME TO 
REVIEW APPEAL  
(SECOND-LEVEL REVIEW) 

AMOUNT OF TIME TO 
REVIEW APPEAL 
(THIRD-LEVEL REVIEW*)98 

Urgent Care Review: 

Medical, Dental and 
Vision Plans 

• Immediately or within 72 
hours of receipt, 

• 48-hour extension after 
Reviewer receives any 
additional information.  

• Immediately or within 72 
hours of receipt. 

• Check with the Health 
Plan Administrator for 
specific details. 

Pre-Service Review: 

Medical, Dental and 
Vision Plans 

• Up to 15 days, 

• 15-day extension. 

• 30 days. • Check with the Health 
Plan Administrator for 
specific details. 

Concurrent Care Review: 

Medical, Dental and 
Vision Plans 

• Varies based on claim 
type. 

• Varies based on claim type. • Check with the Health 
Plan Administrator for 
specific details. 

Post-Service Review: 

Medical, Dental and 
Vision Plans 

• 30 days, 

• 15-day extension. 

• 60 days. • Check with the Health 
Plan Administrator for 
specific details. 

FSAs • 30 days, 

• 15-day extension. 

• 60 days. • Not applicable. 

STD • 45 days, 

• 45-day extension. 

• 45 days, 

• 45-day extension. 

• Not applicable. 

LTD • 45 days, 

• 45-day extension. 

• 45 days, 

• 45-day extension. 

• Not applicable. 

LTC • 10 days, 

• No extension. 

• 60 days, 

• 60-day extension. 

• Not applicable. 

Accident, Critical Illness 
and Hospital Indemnity 
Insurance  

• 30 days (Critical Illness 
and Hospital Indemnity), 

• 45 days (Accident), 

• 15-day extension (Critical 
Illness and Hospital 
Indemnity); Two 30-day 
extensions (Accident). 

• 60 days (Critical Illness and 
Hospital Indemnity), 

• 45 days (Accident), 

• 45-day extension (Accident 
only). 

• Not applicable. 

What happens if my claim is denied? 
If your claim is denied, in whole or in part, you will 
receive a written or an electronic notice containing 

 
98   Certain health plans offer a voluntary Third-Level Review. Contact HR Services for more information. 

the following information (for Urgent Care Medical 
Review, you may receive oral notice followed by a 
written or electronic notice within three business 
days): 
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• The specific reasons for the denial, 
• Reference to the specific plan provisions on 

which the denial is based, 
• A description of any additional material or 

information that you must provide in order to 
complete your claim and an explanation of why 
such material or information is necessary; 
incomplete claims will be treated as part of the 
request for information and extension process 
and not as a denial, unless you do not respond 
to the request for information within the required 
time period, 

• Instructions and deadlines for making an appeal, 
including a statement of your right to file a 
lawsuit under ERISA if your appeal is denied. 

For urgent care claims under the health plans, your 
notice will also include a description of the 
expedited review process for these types of claims. 
For claims under the disability plan, your notice will 
also include the following: 
• A discussion of the decision, including an 

explanation of the basis for not agreeing with the 
views presented by you of a determination of 
disability regarding you made by the Social 
Security Administration, health care providers 
treating you, or vocational professionals who 
evaluated you, 
A discussion of the decision, including an 
explanation of the basis for disagreeing with or 
not following the views of medical or vocational 
experts whose advice was obtained on behalf of 
the plan in connection with your adverse 
determination, without regard to whether the 
advice was relied on in making the benefit 
determination. 

For all claims, your notice will also include the 
following: 
• A free copy of any internal rule, guideline, 

protocol or other similar criterion relied on in 
denying your claim or a statement that such 
documents do not exist,  

• A statement that you are entitled to receive, 
upon request and without charge, access to and 
copies of all documents, records and other 
information relevant to your claim under 
applicable legal standards, 

• If the denial was based on medical necessity or 
experimental treatment, or similar exclusion or 
limit, either an explanation of the scientific or 
clinical judgment for the determination applying 
the terms of the plan to your medical 
circumstances, or a statement that a free 
explanation will be provided to you upon 
request. 

How do I make an appeal if my claim is denied? 
Your appeal must be in writing. Send a statement 
of why you believe your appeal should be granted, 
along with all documentation that you consider 
relevant, to the Appeal Reviewer. You will be 
provided, upon request and without charge, 
reasonable access to and copies of all documents, 
records and other information relevant to your 
claim under applicable legal standards. If the 
Morgan Stanley Benefit Plan Appeals Committee  
is the Appeal Reviewer, send your documentation 
to HR Services. If another person or entity is  
the Appeal Reviewer, see the How do I contact the 
appropriate Claim and Appeal Reviewers section 
of the Morgan Stanley Health Benefits and 
Insurance SPD (for Health Benefits and Insurance 
Plans), the Claims and Appeals Process Chart in 
the Morgan Stanley 401(k) Summary Plan 
Description (for the Morgan Stanley 401(k) Plan), 
or the Claims and Appeals Process Chart in the 
Morgan Stanley Employees Retirement Plan 
Summary Plan Description (for the Pension Plan), 
or call HR Services for the appropriate address. 
• For Health Care and Disability Plans: The 

Appeal Reviewer will be someone other than the 
Claim Reviewer or its subordinate. The Appeal 
Reviewer will not give deference to the denial of 
your claim. If your claim was denied based on a 
medical judgment, the Appeal Reviewer will 
consult with a health care professional who has 
appropriate training and experience in the 
relevant field of medicine (and who was not 
consulted in connection with the denial of your 
first claim). The Appeal Reviewer also will 
identify, at your request, any medical or 
vocational expert consulted in connection with 
the denial of your claim. Prior to a decision of 
your appeal, to the extent required by law, you 
will be provided, free of charge, a copy of any 
new or additional evidence considered, relied 
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upon or generated by (or at the direction of) the 
relevant plan in connection with your claim, and 
you will have a reasonable opportunity to 
respond to any new or additional evidence or 
rationale. 

What happens if my appeal is denied? 
If your appeal is denied, in whole or in part, you will 
receive a written or electronic notice containing the 
following information: 
• The specific reasons for the denial, 
• Reference to the specific plan provisions on 

which the denial is based, 
• A statement that you are entitled to receive, 

upon request and without charge, reasonable 
access to and copies of all documents, records 
and other information relevant to your claim 
under applicable legal standards, 

• A statement describing the Voluntary Third Level 
of Review procedures, if any, offered by the 
plan, and your right to obtain information about 
these procedures, 

• A statement of your right to file a lawsuit under 
ERISA.  

For appeals under the disability plan, your notice 
will also include the following: 
• A discussion of the decision, including an 

explanation of the basis for not agreeing with the 
views presented by you of a determination of 
disability regarding you made by the Social 
Security Administration, health care providers 
treating you, or vocational professionals who 
evaluated you, 

• A discussion of the decision, including an 
explanation of the basis for disagreeing with or 
not following the views of medical or vocational 
experts whose advice was obtained on behalf of 
the plan in connection with your adverse 
determination, without regard to whether the 
advice was relied on in making the benefit 
determination, and 

• The deadline for filing a lawsuit under ERISA 
and the specific date by which the lawsuit must 
be filed to be considered timely. 

For appeals under the health and disability plans, 
your notice will also include the following: 

• A free copy of any internal rule, guideline, 
protocol or other similar criterion relied on in 
denying your appeal or a statement that such 
rules, guidelines, protocols, standards or other 
similar criteria do not exist, 

• If the denial was based on a medical necessity 
or experimental treatment, or similar exclusion 
or limit, either an explanation of the scientific or 
clinical judgment for the determination applying 
the terms of the plan to your medical 
circumstances, or a statement that a free 
explanation will be provided to you on request. 

May I have my appeal reheard? 
Certain Medical, Dental and Vision Plan 
Administrators offer a voluntary rehearing of your 
appeal by an independent third party. It is called a 
“Voluntary Third Level of Review” and is not 
conducted by Morgan Stanley. Each individual 
administrator will provide you details on how this 
process works. Not all Health Plan Administrators 
offer the Voluntary Third Level of Review. Please 
call the number on the back of your health plan ID 
card for more information.  
The Third Level of Review may be made only after 
your claim and appeal have both been denied.  
Your decision whether to submit an appeal to the 
Voluntary Third Level of Review will not affect any 
other rights you may have under the plan. There is 
no charge for filing a Voluntary Third Level of 
Review.  
You do not have to ask for a Voluntary Third Level 
of Review to take legal action, even if the Voluntary 
Third Level of Review is made available. The 
period of time in which your Voluntary Third Level 
of Review is processed will not be counted against 
you in determining the timelines of any later legal 
action you may bring. Please call the number on 
the back of your health plan ID card for more 
information about the Voluntary Third Level of 
Review. 
All decisions of the Appeal Reviewer (or Third 
Level of Review Reviewer, if applicable) are final, 
conclusive and binding. If, however, you believe 
that the Appeal Reviewer did not follow the terms 
of the plan or has violated the law, you may bring a 
legal action under ERISA. See the Your ERISA 
Rights section for details. 
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How do I contact the appropriate Claim and 
Appeal Reviewers? 
Send all correspondence and documents for the 
Claims Committee, Appeals Committee, Morgan 
Stanley’s Director of Retirement Benefits, Chief 
Medical Officer, Global Head of Compensation, 
Director of Executive Compensation Services and 
Operations, Americas Head of Benefits, Director of 
Health and Insurance Benefits, or HR Services to: 

Regular Mail 
Morgan Stanley HR Services 
Claims Group 
Attention: Department 01971 
PO Box 299107 
Lewisville TX 75029-9107877-MSHR-411 (877-
674-7411) 
Fax: 1-847-554-1306 
Send all correspondence directly to the other Claim 
Reviewers or Appeal Reviewers at the address 
listed in the relevant plan’s summary plan 
description.  

What else should I know about how the 
Reviewers make decisions? 
The administrators and fiduciaries of 
Morgan Stanley’s benefit plans, including the 
Reviewers, have discretionary authority to interpret 
and make determinations under the Plans. Any 
decision made will be effective unless the review is 
found to be arbitrary or capricious. See the 
Administrative Information section on page 212 for 
more information. 

Legal Notices and Other 
Important Information  
This section includes important information about 
your legal rights under the plans in addition to 
other plan details. 

Your ERISA Rights 
As a participant in any of the Morgan Stanley 
benefit plans, you are entitled to certain rights and 
protections under the Employee Retirement 
Income Security Act of 1974, as amended 
(ERISA). 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 other locations, such 
as work sites, all documents governing the plan, 
including insurance contracts and a copy of the 
latest annual report (Form 5500 Series) filed by 
the plan with the U.S. Department of Labor and 
available at the Public Disclosure Room of the 
Employee Benefits Security Administration, 

• Obtain, upon written request to the Plan 
Administrator, copies of documents governing 
the operation of the plan, including insurance 
contracts and copies of the latest annual report 
(Form 5500 Series) and updated SPD. The Plan 
Administrator may make a reasonable charge 
for these copies, and 

• 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. 

Continue Group Health Plan Coverage 
You may be able to continue health care coverage 
for a period of time for yourself, your spouse or 
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 this coverage. For 
more information, see the Continuation Coverage 
Rights Under COBRA section on page 201. 
Reduce or eliminate exclusionary periods of 
coverage for Preexisting conditions under your 
group health plan, if you have creditable coverage 
from another plan. 
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You should be provided a certificate of creditable 
coverage, without 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 (18 months for late enrollees) after you 
enroll in your coverage. 

Prudent Action 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 the Plan 
(“fiduciaries”) have a duty to do so prudently and in 
the interest of you and other Plan participants and 
beneficiaries. No one, including your employer or 
any other person, may fire you or otherwise 
discriminate against you in any way to prevent you 
from obtaining a benefit to which you are entitled 
under the Plan or by exercising your rights under 
ERISA. 

Enforce Your Rights 
If your claim for a health or insurance benefit 
(which includes benefits in the event of sickness, 
accident, disability, death or unemployment) is 
denied or ignored, in whole or in part, you have a 
right to know why this was done, to obtain copies 
of documents relating to the decision without 
charge, and to appeal any denial, all within certain 
time frames. 
Under ERISA, there are steps you can take to 
enforce the above rights. For instance, if you 
request a copy of plan documents or the latest 
annual report from the Plan and do not receive 
them within 30 days, you may file suit in the federal 
court designated below. The court may require the 
Plan Administrator to provide the materials and pay 
you up to $110 a day until you receive the 
materials, unless the materials were not sent 

because of reasons beyond the control of the Plan 
Administrator. If you have a claim for benefits that 
is denied or ignored, in whole or in part, you may 
file suit in the state or federal court designated 
below. In addition, if you disagree with the Plan’s 
decision or lack thereof concerning the qualified 
status of a medical child support order, you may 
file suit in federal court. 
If 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 
designated below. 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. 
Except as otherwise provided in a certificate of 
coverage, the insured benefits, any action in 
connection with the plan (plans), including, but not 
limited to, any claims brought under ERISA for 
benefits or to enforce fiduciary duties, must be filed 
in the United States District Court for the Southern 
District of New York located in the City and State of 
New York. 

Assistance With Your Questions 
If you have any questions about the Plan, contact 
the Plan Administrator. If you have any questions 
about this statement or about your rights under 
ERISA, or if you need assistance in obtaining 
documents from the Plan Administrator, contact 
the nearest office of the Employee Benefits 
Security Administration (EBSA), U.S. Department 
of Labor, listed in your telephone directory; or write 
the Division of Technical Assistance and Inquiries, 
EBSA, U.S. Department of Labor, 200 Constitution 
Avenue NW, Washington, DC 20210. You may 
also obtain certain publications about your rights 
and responsibilities under ERISA by calling the 
publications hotline of the EBSA. 

Nondiscrimination Notice: 
Morgan Stanley complies with applicable federal 
civil rights laws and does not discriminate on the 
basis of race, color, national origin, age, disability or 
sex. 
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Morgan Stanley: 
Provides free aids and services to people with 
disabilities to communicate effectively with us, 
such as: 
• Qualified sign language interpreters, 
• Written information in other formats (large print, 

audio, accessible electronic formats, other 
formats). 

Provides free language services to people whose 
primary language is not English, such as: 
• Qualified interpreters, 
• Information written in other languages. 
If you need these services, contact HR Services at 
877-MSHR-411 (877-674-7411), 
If you believe that Morgan Stanley has failed to 
provide these services or discriminated in another 
way on the basis of race, color, national origin, age, 
disability or sex, you can file a grievance with: 
Morgan Stanley Domestic Holdings, LLC 
c/o HR Services  
750 Seventh Ave. 
6th Floor—Benefits Department 
New York, NY 10019 
877-MSHR-411 (877-674-7411) 
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/portal/lobby.jsf, or by 
mail or phone: 
U.S. Department of Health and Human Services 
200 Independence Avenue, SW 
Room 509F, HHH Building 
Washington, DC 20201 
1-800-368-1019, 800-537-7697 (TDD) 
Complaint forms are available at 
https://www.hhs.gov/ocr/office/file/index.html. 

Continuation Coverage Rights Under 
COBRA 
This notice contains important information about 
your right to COBRA continuation coverage, which 
is a temporary extension of coverage under the 
Medical, Dental, Vision Plans, the Employee 
Assistance Plan (Lyra Mental Health Benefit), the 
HCFSA and the LPFSA (collectively, the “Group 
Health Plans”). This notice generally explains 

COBRA continuation coverage, when it may 
become available to you and your family, and 
what you need to do to protect the right to 
receive it. 
The right to COBRA continuation coverage was 
created by a federal law, the Consolidated 
Omnibus Budget Reconciliation Act of 1985 
(COBRA). COBRA continuation coverage can 
become available to you when you would 
otherwise lose your group health coverage under 
the Group Health Plans. It can also become 
available to other members of your family who are 
covered under the Group Health Plans when they 
would otherwise lose their group health coverage. 
For additional information about your rights and 
obligations under the Group Health Plans and 
under federal law, you should review this SPD or 
contact the Plan Administrator. 

What Is COBRA Continuation Coverage? 
COBRA continuation coverage is a continuation of 
Group Health Plan coverage when coverage would 
otherwise end because of a qualifying event (listed 
below). After a qualifying event, COBRA 
continuation coverage must be offered to each 
person who is a “qualified beneficiary.” You, your 
spouse and your dependent children could 
become qualified beneficiaries if coverage under 
the Group Health Plans is lost because of the 
qualifying event. (Please note that domestic 
partners are not eligible for COBRA continuation 
coverage, but Morgan Stanley makes COBRA-like 
coverage available to domestic partners and their 
dependents). Under the Group Health Plans, 
qualified beneficiaries who elect COBRA 
continuation coverage must pay the full cost for 
COBRA continuation coverage. 
If you are an employee, you will become a qualified 
beneficiary if you lose your coverage under the 
Group Health Plans because one of the following 
qualifying events happens: 
• Your hours of employment are reduced, 
• Your employment ends after 31 days of 

employment for any reason other than your 
gross misconduct. Your employment ends within 
31 days from the date you became U.S. 
Benefits-eligible due to your voluntary 
termination, or 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://www.hhs.gov/ocr/office/file/index.html
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• You become ineligible for U.S. Benefits due to 
the transfer to a non-U.S. Benefits program and 
international work location. 

Note: If your employment is involuntarily 
terminated or you are released within your first 31 
days of employment (for example, due to untruthful 
statements on your employment application), you 
are not eligible for continuation coverage through 
COBRA. 
If you are the spouse of an employee, you will 
become a qualified beneficiary if you lose your 
coverage under the Group Health Plans because 
any of the following qualifying events happens: 
• Your spouse dies, 
• Your spouse’s hours of employment are 

reduced, 
• Your spouse’s employment ends for any reason 

other than gross misconduct, 
• Your spouse becomes entitled to Medicare 

benefits (under Part A, Part B or both), 
• You become divorced or legally separated from 

your spouse, or 
• Your spouse/domestic partner becomes 

ineligible for U.S. Benefits due to the transfer to 
a non-U.S. Benefits program and international 
work location. 

Your dependent children will become qualified 
beneficiaries if they lose coverage under the Group 
Health Plans because any of the following 
qualifying events happens: 
• The parent-employee dies, 
• The parent-employee’s hours of employment are 

reduced, 
• The parent-employee’s employment ends for 

any reason other than gross misconduct, 
• The parent-employee becomes entitled to 

Medicare benefits (under Part A, Part B or both), 
• The parents become divorced or legally 

separated, or 

• The child stops being eligible for coverage under 
the Group Health Plans as a dependent child. 

Sometimes, filing a proceeding in bankruptcy 
under Title 11 of the U.S. Code can be a qualifying 
event. If bankruptcy is filed with respect to 
Morgan Stanley, and that bankruptcy results in the 
loss of coverage of any retired employee covered 
under the Group Health Plans, the retired 
employee will become a qualified beneficiary with 
respect to the bankruptcy. The retired employee’s 
spouse, surviving spouse and dependent children 
will also become qualified beneficiaries if 
bankruptcy results in the loss of their coverage 
under the Group Health Plans. 

When Is COBRA Coverage Available? 
COBRA continuation coverage will be offered to 
qualified beneficiaries only after the Plan 
Administrator has been notified that a qualifying 
event has occurred. When the qualifying event is 
the end of employment or reduction of hours of 
employment, death of the employee, 
commencement of a proceeding in bankruptcy with 
respect to the employer, or the employee 
becoming entitled to Medicare benefits (under Part 
A, Part B or both), the employer must notify the 
Plan Administrator of the qualifying event. 

You Must Give Notice of Some Qualifying 
Events 
For other qualifying events (divorce or legal 
separation of the employee and spouse or a 
dependent child losing eligibility for coverage as a 
dependent child), you must notify the Plan 
Administrator within 60 days after the qualifying 
event occurs. You must provide notice of the 
qualifying event to: 
Morgan Stanley HR Services 
877-674-7411 (toll-free) 
www.morganstanley.com/benefits 
 

http://www.morganstanley.com/benefits
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When Is COBRA Coverage No Longer 
Available? 
COBRA coverage will end on the earliest of the 
following dates: 
• At the end of the applicable 18, 29 or 36 months 

of coverage continuation, 
• The last day of the month for which a premium 

payment is received, 
• The date the COBRA participant becomes 

covered by any other group health plan, if the 
new plan does not exclude or limit your 
coverage for Preexisting conditions as a result of 
employment, reemployment or marriage, or 

• When your COBRA coverage was extended due 
to disability and there is a final determination 
that you are no longer disabled. 

What Happens to My COBRA Coverage When I 
Become Eligible to Enroll in Medicare? 
When you become entitled to Medicare (regardless 
of whether you are enrolled), your coverage 
through COBRA automatically becomes secondary 
coverage on that date (unless you are entitled to 
Medicare because of end-stage renal disease 
[ESRD] or kidney failure). This means your current 
coverage will pay as if you first received Medicare 
payments, regardless of whether you actually 
enroll in Medicare. 
If you are eligible for retiree medical coverage 
under the Exchange, you must enroll in retiree 
medical coverage. Your covered spouse or 
domestic partner and covered eligible dependents 
may continue their COBRA coverage for up to 36 
months. 
If you become Medicare-eligible while receiving 
COBRA coverage, you should enroll in Medicare 
Parts A and B immediately since you are not 
entitled to a Special Enrollment Period and 
COBRA automatically becomes secondary 
coverage. This means your current coverage will 
pay as if you first received Medicare payments, 
regardless of whether you actually enroll in 
Medicare. Additionally, you may receive a late-
enrollment penalty from Medicare if you enroll in 
Part B after your Initial Enrollment Period. 
If you already have Medicare (or are eligible for 
Medicare) when you become eligible for COBRA, 
you may still enroll in COBRA. Medicare acts as 

the primary payer and COBRA pays as the 
secondary payer, so, for maximum benefits, you 
should stay enrolled in Medicare Part B. COBRA, 
as a secondary payer, may help fill the gaps in 
Medicare (if any) and offer benefits that are not 
available under Medicare, such as prescription 
drug coverage. Alternatively, if you are eligible for 
subsidized retiree medical coverage through an 
Exchange, it may be more cost-effective to enroll in 
that option. Contact HR Services for  
more information. 

How Is COBRA Coverage Provided? 
Once the Plan Administrator receives notice that a 
qualifying event has occurred, COBRA 
continuation coverage will be offered to each of the 
qualified beneficiaries. Each qualified beneficiary 
will have an independent right to elect COBRA 
continuation coverage. Covered employees may 
elect COBRA continuation coverage on behalf of 
their spouses, and parents may elect COBRA 
continuation coverage on behalf of their children. 
The election of COBRA must be made within 60 
days following the date the qualified beneficiary’s 
active coverage ends or by the date specified in 
the offer of COBRA coverage, whichever is later. 
COBRA continuation coverage is a temporary 
continuation of coverage and may last for up to a 
total of 36 months when the qualifying life event is: 
• Death of the employee, 
• Employee becoming entitled to Medicare 

benefits (Part A, Part B or both), 
• Your divorce or legal separation, or 
• A dependent child’s losing eligibility as a 

dependent child. 
When the qualifying event is the end of 
employment or reduction of the employee’s hours 
of employment, and the employee became entitled 
to Medicare benefits less than 18 months before 
the qualifying event, COBRA continuation 
coverage for qualified beneficiaries other than the 
employee lasts until 36 months after the date of 
Medicare entitlement. 
For example, if a covered employee becomes 
entitled to Medicare eight months before the date 
on which his or her employment terminates, 
COBRA continuation coverage for his or her 
spouse and children can last up to 36 months after 
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the date of Medicare entitlement, which is equal to 
28 months after the date of the qualifying event (36 
months minus eight months). 
Otherwise, when the qualifying event is the end of 
employment or reduction of the employee’s hours 
of employment, COBRA continuation coverage 
generally lasts up to a total of 18 months. There 
are several ways in which this 18-month period of 
COBRA continuation coverage can be extended, 
as described below. In all cases, COBRA 
continuation coverage ceases when the qualified 
beneficiary becomes eligible for Medicare. 
1. Disability Extension of 18-Month COBRA 

Period 
If you or anyone in your family covered under the 
Group Health Plans is determined to be disabled 
by the Social Security Administration and you 
notify the Plan Administrator in a timely manner 
within the 18-month period, you and your entire 
family may be entitled to receive up to an 
additional 11 months of COBRA continuation 
coverage, for a total maximum of 29 months. The 
disability must begin before the 60th day of 
COBRA continuation coverage and must last at 
least until the end of the 18-month period of 
continuation coverage, 
2. Second Qualifying Event Extension of 18-

Month COBRA Period 
If your family experiences another qualifying event 
while receiving 18 months of COBRA continuation 
coverage, your spouse and dependent children 
may receive up to 18 additional months of COBRA 
continuation coverage, for a maximum of 36 
months, if notice of the second qualifying event is 
properly given to the Group Health Plans. This 
extension may be available to the spouse and any 
dependent children receiving continuation 
coverage if the employee or former employee dies, 
becomes entitled to Medicare benefits (Part A, Part 
B or both), gets divorced or legally separated, or if 
the dependent child becomes ineligible under the 
Group Health Plans as a dependent child, but only 
if the event would have caused the spouse or 
dependent child to lose coverage under the Group 
Health Plans had the first qualifying event not 
occurred, 

3. Cal-COBRA (Medical Only) 
If you live in the state of California and receive 
medical coverage under the Kaiser HMO, you may 
be able to continue your employer-sponsored 
health coverage for 18 months through Cal- 
COBRA. However, if you meet Social Security’s 
rules of disability, Cal-COBRA can generally be 
extended to provide medical coverage for a 
maximum of 29 months. You will be responsible for 
110% of the total health insurance premium. For 
more information and to arrange coverage, contact 
the Kaiser HMO. 

Domestic Partner Coverage 
COBRA does not provide continuation coverage 
for your domestic partner and his or her 
dependents, but Morgan Stanley offers similar 
coverage. Contact HR Services for more 
information. 

Retiree Medical Coverage for Those Under  
Age 65 
If you or any covered dependent are eligible to 
receive retiree medical coverage when you retire 
prior to the time you reach Medicare eligibility, you 
may defer retiree medical coverage and first elect 
continuation coverage under COBRA instead. 
When your COBRA coverage expires, you may 
elect to begin coverage for yourself and any 
covered dependent under the Retiree Medical 
Plan. Coverage must be continuous. If you waive 
retiree medical coverage for a reason other than 
electing COBRA coverage, you will not be able to 
elect it at a later date. In addition, you must be 
continuously covered under Morgan Stanley’s 
COBRA coverage in order to elect Morgan Stanley 
retiree medical coverage when COBRA expires. 

If You Have Questions 
Questions about the Group Health Plans or your 
COBRA continuation coverage rights should be 
addressed to the Group Health Plans contact listed 
below. For more information about your rights 
under ERISA, including COBRA, the Health 
Insurance Portability and Accountability Act 
(HIPAA) and other laws affecting group health 
plans, contact the nearest Regional or District 
Office of the U.S. Department of Labor’s Employee 
Benefits Security Administration (EBSA) in your 
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area or visit the EBSA website at 
www.dol.gov/ebsa. (Addresses and phone 
numbers of Regional and District EBSA Offices are 
available through EBSA’s website.) 

Keep Your Plans Informed of Address Changes 
In order to protect your family’s rights, you should 
keep the Plan Administrators informed of any 
changes to the addresses of your family members. 
You should also keep a copy of any notices you 
send to the Plan Administrator for your records. 

Group Health Plans Contact Information 
Morgan Stanley HR Services  
Department 01971 
P.O. Box 64116 
The Woodlands TX 77387-4116 
1-877-MSHR-411 (877-674-7411) (toll-free) 

Your Rights to Health Insurance 
Portability Under HIPAA 
If you terminate participation in the Medical Plan, 
including terminating COBRA coverage, federal 
law may affect your medical coverage if you later 
enroll or become eligible to enroll in medical 
coverage that excludes coverage for Preexisting 
medical conditions. 
The Health Insurance Portability and Accountability 
Act of 1996 (HIPAA) limits the circumstances 
under which coverage may be denied or excluded 
for medical conditions that you experienced or 
sought treatment for during the six months prior to 
the time you enroll in a Group Health Plan (known 
as a “Preexisting Condition”). Under the law, a 
Preexisting Condition exclusion generally may not 
be imposed for more than 12 months, or 18 
months for a late enrollee. This means that you will 
receive treatment under the new plan for 
conditions unrelated to your Preexisting Condition, 
but benefits may be denied or excluded for your 
Preexisting Condition until the end of the 12- or 18-
month waiting period. However, the 12- or 18-
month exclusion period is reduced by the length of 
time for which you were covered under a prior 
health plan, provided you had coverage within the 
preceding 63 days. 
You are entitled to a certificate that shows 
evidence of the length of your prior medical 
coverage under this plan. If you buy medical 

insurance other than through an employer group 
medical plan, a certificate of prior coverage may 
also help you obtain credit against a Preexisting 
Condition exclusion period. Contact your state 
insurance department for further information. 
A certificate of prior coverage or certificate of 
creditable coverage will automatically be provided 
by HR Services to you and to each of your 
dependents participating in the Morgan Stanley 
Medical Plan at the time your participation ends. If 
you are beginning employment with a new 
employer or purchasing individual coverage, check 
with the new Plan Administrator to see if it 
excludes coverage for Preexisting conditions. 

Your Privacy Rights 
Notice of Privacy Practices 
It is the Plans’ policy to protect your medical 
information to the extent required by any 
applicable law, including HIPAA. 
However, the Plans may share your medical 
information with other Morgan Stanley Group 
Health Plans; with Morgan Stanley; and with others 
for the purposes of treatment, payment and health 
care operations and for certain other legally 
permitted purposes. To the extent required by law, 
Morgan Stanley will not use any medical 
information about you to make employment- 
related decisions. 
The Plans will make reasonable efforts to use, 
share or request only the minimum amount of 
information necessary to accomplish the intended 
purpose. You also have certain privacy-related 
rights, including the right to access, request 
restrictions on and request amendments to your 
health records. Details about the Plans’ privacy 
policies, including your privacy rights, are found in 
the Notice of Privacy Practices available on the 
Benefit Center website or by contacting  
HR Services. 

Newborns’ and Mothers’ Health 
Protection Act 
Under federal law, group health plans and health 
insurance issuers generally may not restrict 
benefits for any hospital length of stay for childbirth 
for the mother or newborn child to less than 48 
hours following a vaginal delivery, or less than 96 

http://www.dol.gov/ebsa
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hours following a caesarean section. However, 
federal law generally does not prohibit the mother 
or her newborn being discharged earlier than 48 
hours (or 96 hours, as applicable) if the attending 
physician and mother choose this option. In either 
case, plans and issuers may not, under federal 
law, require that a provider obtain authorization 
from the plan or insurance issuer for prescribing a 
length of stay up to 48 hours (or 96 hours). 

Women’s Health and Cancer Rights Act 
of 1998 
The Women’s Health and Cancer Rights Act of 
1998 (WHCRA) requires that the Morgan Stanley 
Medical Plan provide benefits for mastectomy- 
related services. If you have a mastectomy, you 
may be entitled to certain benefits under the 
WHCRA. For individuals receiving mastectomy- 
related benefits, coverage will be provided for: 
• All stages of reconstruction of the breast on 

which the mastectomy was performed, 
• Surgery and reconstruction of the other breast to 

produce a symmetrical appearance, 
• Prostheses, and 
• Treatment of physical complications of the 

mastectomy, including lymphedema in a manner 
determined in consultation with the attending 
physician and the patient. 

These benefits will be subject to the same 
deductibles and coinsurance or copays applicable 
to other benefits provided under the 
Morgan Stanley Medical Plan and described in this 
SPD. If you would like more information on 
WHCRA benefits, call HR Services or your Medical 
Plan option’s member services department. 

Creditable Prescription Drug Coverage 
Notice  
Please read this notice carefully and keep it where 
you can find it. This notice has information about 
your current prescription drug coverage with 
Morgan Stanley and about your options under 
Medicare’s prescription drug coverage. This 
information can help you decide whether or not 
you want to join a Medicare prescription drug plan. 
If you are considering joining, you should compare 
your current coverage, including which drugs are 
covered at what cost, with the coverage and costs 

of the plans offering Medicare prescription drug 
coverage in your area. The end of the notice 
includes resources to help you make decisions 
about your prescription drug coverage. 
There are two important things you need to know 
about your current coverage and Medicare’s 
prescription drug coverage. Read this notice 
carefully—it explains your options. 
1. Medicare prescription drug coverage became 

available in 2006 to everyone with Medicare. 
You can get this coverage if you join a Medicare 
prescription drug plan or join a Medicare 
Advantage Plan (like an HMO or PPO) that 
offers prescription drug coverage. All Medicare 
drug plans provide at least a standard level of 
coverage set by Medicare. Some plans may also 
offer more coverage for a higher  
monthly premium, 

2. Morgan Stanley has determined all of the 
options available under its Medical Plan are, on 
average for all plan participants, expected to pay 
out as much as standard Medicare prescription 
drug coverage pays and are therefore 
considered to provide Creditable Coverage. 

Because the Morgan Stanley prescription drug 
coverage options provide Creditable Coverage, 
you can keep this coverage and you will not pay a 
higher premium (a penalty) if you later decide to 
join a Medicare drug plan. 

When Can You Join a Medicare Drug Plan?  
You can join a Medicare prescription drug plan 
when you first become Medicare eligible and each 
year from October 15 through December 7. 
If you lose your current creditable prescription drug 
coverage through no fault of your own, you will 
also be eligible for a two-month Special Enrollment 
Period (SEP) to join a Medicare drug plan. 

What Happens to Your Creditable Coverage If 
You Decide to Join a Medicare Drug Plan? 
If you decide to join a Medicare drug plan, your 
current Morgan Stanley coverage will be affected. 
The result depends on whether you are an Active 
Employee or a Retiree (see below). 
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If You Are an Active Employee: 
Your Morgan Stanley coverage pays for other 
medical expenses in addition to prescription drugs. 
This coverage provides benefits before Medicare 
coverage. You and your covered family members 
who join a Medicare prescription drug plan will be 
eligible to continue receiving prescription drug 
coverage and these other medical benefits. 
Medicare prescription drug coverage will be 
secondary for you or the covered family members 
who join a Medicare prescription drug plan. 

If you decide to join a Medicare drug plan and 
voluntarily drop your Morgan Stanley prescription 
drug coverage, you and your dependents may not 
be able to get this coverage back. 

If You Are a Retiree: 
Your Morgan Stanley coverage pays for other 
medical expenses in addition to prescription drugs. 
You or your covered family members who join a 
Medicare prescription drug plan will be eligible to 
continue receiving prescription drug coverage and 
these other medical benefits. 
Morgan Stanley prescription drug coverage will 
become secondary for you or your covered family 
members who join a Medicare prescription drug 
plan. When Morgan Stanley drug coverage 
becomes secondary, it will not pay out as much as 
the Medicare prescription drug plan. The Medicare 
prescription drug plan coverage will pay primary, 
which means that you or your covered family 
member will receive most prescription drug 
benefits from the Medicare prescription drug plan. 
If you or any covered dependents decide to join a 
Medicare drug plan, be aware that you and/or your 
dependents will not be able to get primary 
prescription drug coverage from Morgan Stanley 
again until Medicare prescription drug coverage  
is dropped. 

When Will You Pay a Higher Premium (Penalty) 
to Join a Medicare Drug Plan? 
If you drop or lose your current coverage with 
Morgan Stanley and don’t join a Medicare drug 
plan within 63 continuous days after your current 
coverage ends, you may pay a higher premium (a 
penalty) to join a Medicare drug plan later. 

If you go 63 continuous days or longer without 
creditable prescription drug coverage, your monthly 
premium may go up by at least 1% of the Medicare 
base beneficiary premium per month for every 
month that you did not have that coverage. For 
example, if you go 19 months without creditable 
coverage, your premium may consistently be at 
least 19% higher than the Medicare base 
beneficiary premium. You may have to pay this 
higher premium (a penalty) as long as you have 
Medicare prescription drug coverage. In addition, 
you may have to wait until the following enrollment 
period (usually October) to join.  

For More Information 
Contact HR Services at 877-MSHR-411 
(877-674-7411) (toll-free). Note: You will receive 
this notice each year. You will also receive it before 
the next period you can join a Medicare drug plan 
and if this coverage through Morgan Stanley 
changes. You also may request a copy of this 
notice at any time. 

For More Information About Your Options 
Under Medicare Prescription Drug Coverage 
Detailed information about Medicare plans that 
offer prescription drug coverage is available in the 
Medicare & You handbook. You will receive a copy 
of the handbook every year from Medicare. You 
may also be contacted directly by Medicare 
prescription drug plans. 
For more information about Medicare prescription 
drug coverage:  
• Visit www.medicare.gov. 
• Call your State Health Insurance Assistance 

Program (see the inside back cover of your copy 
of the Medicare & You handbook for their 
telephone number) for personalized help, 

• Call 800-MEDICARE 1-800-633-4227. TTY 
users should call 1-877-486-2048. 

If you have limited income and resources, extra 
help paying for Medicare prescription drug 
coverage is available. For information about this 
extra help, visit Social Security on the web at 
www.socialsecurity.gov, or call 1-800-772-1213 
(TTY 1-800-325-0778). 
Remember to keep this notice. If you decide to join 
one of the Medicare drug plans, you may be 

http://www.medicare.gov/
file://MSAD/ROOT/NA/NY/LIB/CS/CREATIVESVCS/PubDocs2/InsideTrack/Leth,%20Aaron/604502055%20-%20ProjectNumUnavailable/www.socialsecurity.gov
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required to provide a copy of this notice when 
you join to show whether or not you have 
maintained creditable coverage and, therefore, 
whether or not you are required to pay a higher 
premium (a penalty). 

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 are 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 office 
to find 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 office or dial 1-877-KIDS NOW or 
www.insurekidsnow.gov to find out how to apply. If 
you qualify, ask your state if it has a program that 
might help you 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). 
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, 2024. 
Contact your State for more information on 
eligibility 
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ALABAMA – Medicaid ALASKA – Medicaid 

Website: http://myalhipp.com/ 
Phone: 1-855-692-5447 

The AK Health Insurance Premium Payment Program 
Website: http://myakhipp.com/ 
Phone: 1-866-251-4861 
Email: CustomerService@MyAKHIPP.com 
Medicaid Eligibility:  
https://health.alaska.gov/dpa/Pages/default.aspx 

ARKANSAS – Medicaid CALIFORNIA – Medicaid 

Website: http://myarhipp.com/ 
Phone: 1-855-MyARHIPP (855-692-7447) 

Health Insurance Premium Payment (HIPP) Program Website: 
http://dhcs.ca.gov/hipp 
Phone: 916-445-8322 
Fax: 916-440-5676 
Email: hipp@dhcs.ca.gov 

COLORADO – Health First Colorado (Colorado’s Medicaid 
Program) & Child Health Plan Plus (CHP+) 

FLORIDA – Medicaid 

Health First Colorado Website: 
https://www.healthfirstcolorado.com/  
Health First Colorado Member Contact Center:  
1-800-221-3943/State Relay 711 
CHP+: https://hcpf.colorado.gov/child-health-plan-plus  
CHP+ Customer Service: 1-800-359-1991/State Relay 711 
Health Insurance Buy-In Program 
(HIBI):  https://www.mycohibi.com/ 
HIBI Customer Service: 1-855-692-6442 

Website: 
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hi
pp/index.html 
Phone: 1-877-357-3268 

GEORGIA – Medicaid INDIANA – Medicaid 

GA HIPP Website: https://medicaid.georgia.gov/health-
insurance-premium-payment-program-hipp 
Phone: 678-564-1162, Press 1 
GA CHIPRA Website: 
https://medicaid.georgia.gov/programs/third-party-
liability/childrens-health-insurance-program-reauthorization-act-
2009-chipra 
Phone: 678-564-1162, Press 2 

Health Insurance Premium Payment Program 
All other Medicaid 
Website: https://www.in.gov/medicaid/ 
http://www.in.gov/fssa/dfr/  
Family and Social Services Administration  
Phone: 1-800-403-0864 
Member Services Phone: 1-800-457-4584 

IOWA – Medicaid and CHIP (Hawki) KANSAS – Medicaid 

Medicaid Website: 
Iowa Medicaid | Health & Human Services 
Medicaid Phone: 1-800-338-8366 
Hawki Website:  
Hawki - Healthy and Well Kids in Iowa | Health & Human 
Services 
Hawki Phone: 1-800-257-8563 
HIPP Website: Health Insurance Premium Payment (HIPP) | 
Health & Human Services (iowa.gov) 
HIPP Phone: 1-888-346-9562 

Website: https://www.kancare.ks.gov/ 
Phone: 1-800-792-4884 
HIPP Phone: 1-800-967-4660 

KENTUCKY – Medicaid LOUISIANA – Medicaid 

http://myalhipp.com/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhealth.alaska.gov%2Fdpa%2FPages%2Fdefault.aspx&data=05%7C01%7CBerman.Nathaniel%40dol.gov%7Ca5722ebf007e4847fe8808da69a45fb9%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C637938452103798639%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=A5Fggwg0lR2c%2FOwofWNVpVk8b5%2FFX1kaOQNuuEwAAAE%3D&reserved=0
http://myarhipp.com/
http://dhcs.ca.gov/hipp
mailto:hipp@dhcs.ca.gov
https://www.healthfirstcolorado.com/
https://hcpf.colorado.gov/child-health-plan-plus
https://www.mycohibi.com/
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hipp/index.html
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hipp/index.html
https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fmedicaid.georgia.gov%2Fhealth-insurance-premium-payment-program-hipp&data=02%7C01%7Cstashlaw%40dch.ga.gov%7C98b18a96ce1b49d087f708d709449652%7C512da10d071b4b948abc9ec4044d1516%7C0%7C0%7C636988062560854968&sdata=7rziGawQfBKcW1N2%2Bdi2j8cyHpaCYURGdtF8Hk%2By6FM%3D&reserved=0
https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fmedicaid.georgia.gov%2Fhealth-insurance-premium-payment-program-hipp&data=02%7C01%7Cstashlaw%40dch.ga.gov%7C98b18a96ce1b49d087f708d709449652%7C512da10d071b4b948abc9ec4044d1516%7C0%7C0%7C636988062560854968&sdata=7rziGawQfBKcW1N2%2Bdi2j8cyHpaCYURGdtF8Hk%2By6FM%3D&reserved=0
https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-reauthorization-act-2009-chipra
https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-reauthorization-act-2009-chipra
https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-reauthorization-act-2009-chipra
https://www.in.gov/medicaid/
http://www.in.gov/fssa/dfr/
https://hhs.iowa.gov/programs/welcome-iowa-medicaid
https://hhs.iowa.gov/programs/welcome-iowa-medicaid/iowa-health-link/hawki
https://hhs.iowa.gov/programs/welcome-iowa-medicaid/iowa-health-link/hawki
https://hhs.iowa.gov/programs/welcome-iowa-medicaid/fee-service/hipp
https://hhs.iowa.gov/programs/welcome-iowa-medicaid/fee-service/hipp
https://www.kancare.ks.gov/
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Kentucky Integrated Health Insurance Premium Payment 
Program (KI-HIPP) Website: 
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx 
Phone: 1-855-459-6328 
Email: KIHIPP.PROGRAM@ky.gov 
KCHIP Website: https://kynect.ky.gov  
Phone: 1-877-524-4718 
Kentucky Medicaid Website: https://chfs.ky.gov/agencies/dms 

Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp 
Phone: 1-888-342-6207 (Medicaid hotline) or  
1-855-618-5488 (LaHIPP)  

MAINE – Medicaid MASSACHUSETTS – Medicaid and CHIP 

Enrollment Website:  
https://www.mymaineconnection.gov/benefits/s/?language=en_U
S 
Phone: 1-800-442-6003 
TTY: Maine relay 711 
Private Health Insurance Premium Webpage: 
https://www.maine.gov/dhhs/ofi/applications-forms 
Phone: 1-800-977-6740  
TTY: Maine relay 711 

Website: https://www.mass.gov/masshealth/pa  
Phone: 1-800-862-4840 
TTY: 711 
Email: masspremassistance@accenture.com  

MINNESOTA – Medicaid MISSOURI – Medicaid 

Website:  
https://mn.gov/dhs/health-care-coverage/ 
Phone: 1-800-657-3672 

Website: http://www.dss.mo.gov/mhd/participants/pages/hipp.htm 
Phone: 573-751-2005 

MONTANA – Medicaid NEBRASKA – Medicaid 

Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 
Phone: 1-800-694-3084 
Email: HHSHIPPProgram@mt.gov 

Website: http://www.ACCESSNebraska.ne.gov 
Phone: 1-855-632-7633 
Lincoln: 402-473-7000 
Omaha: 402-595-1178  

NEVADA – Medicaid NEW HAMPSHIRE – Medicaid 

Medicaid Website: http://dhcfp.nv.gov 
Medicaid Phone: 1-800-992-0900 

Website: https://www.dhhs.nh.gov/programs-
services/medicaid/health-insurance-premium-program 
Phone: 603-271-5218 
Toll free number for the HIPP program: 1-800-852-3345, ext. 15218 
Email: DHHS.ThirdPartyLiabi@dhhs.nh.gov 

NEW JERSEY – Medicaid and CHIP NEW YORK – Medicaid 

Medicaid Website:  
http://www.state.nj.us/humanservices/ 
dmahs/clients/medicaid/ 
Phone:  1-800-356-1561 
CHIP Premium Assistance Phone: 609-631-2392 
CHIP Website: http://www.njfamilycare.org/index.html 
CHIP Phone: 1-800-701-0710 (TTY: 711) 

Website: https://www.health.ny.gov/health_care/medicaid/ 
Phone: 1-800-541-2831 

NORTH CAROLINA – Medicaid NORTH DAKOTA – Medicaid 

Website: https://medicaid.ncdhhs.gov/ 
Phone: 919-855-4100 

Website: https://www.hhs.nd.gov/healthcare 
Phone: 1-844-854-4825 

OKLAHOMA – Medicaid and CHIP OREGON – Medicaid and CHIP 

Website: http://www.insureoklahoma.org 
Phone: 1-888-365-3742 

Website: http://healthcare.oregon.gov/Pages/index.aspx 
Phone: 1-800-699-9075 

https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
mailto:KIHIPP.PROGRAM@ky.gov
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fkynect.ky.gov%2F&data=05%7C02%7CClinton.Latisha.M%40dol.gov%7C0ea7063fc3ad45daa23708dc1624e4e6%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638409595278820551%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=0fmlL3Js913dnHPUVk4VzO2B01U79vtVl5AUex6NXJE%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fchfs.ky.gov%2Fagencies%2Fdms&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7Cceea86848e7e41f7dd9008db83d50dfb%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638248724653548159%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=DJ8rl0bkdcKwMIE92YY23XQc%2FZI71iLtdbD0L2XkS38%3D&reserved=0
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
http://www.ldh.la.gov/lahipp
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.mymaineconnection.gov%2Fbenefits%2Fs%2F%3Flanguage%3Den_US&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7Cb96a31a5c25e4e1da49908daf4ae9bf1%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638091328210827160%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=GeBtSEsUoaCw5ukO%2F6O2IUy%2B9FzGqgY%2FJ2C9OgAhxE4%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.mymaineconnection.gov%2Fbenefits%2Fs%2F%3Flanguage%3Den_US&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7Cb96a31a5c25e4e1da49908daf4ae9bf1%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638091328210827160%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=GeBtSEsUoaCw5ukO%2F6O2IUy%2B9FzGqgY%2FJ2C9OgAhxE4%3D&reserved=0
https://www.maine.gov/dhhs/ofi/applications-forms
https://www.mass.gov/masshealth/pa
mailto:masspremassistance@accenture.com
https://mn.gov/dhs/health-care-coverage/
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
mailto:HHSHIPPProgram@mt.gov
http://www.accessnebraska.ne.gov/
http://dhcfp.nv.gov/
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.dhhs.nh.gov%2Fprograms-services%2Fmedicaid%2Fhealth-insurance-premium-program&data=05%7C01%7CGoodwin.Carolyn%40dol.gov%7C6aa7b22dba29413479c108da73eb96c6%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C637949752922233349%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=mUgACydlz9JGXnHMgi%2FUkDGD0QyTI1U6Tjwue%2Bq8D0Q%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.dhhs.nh.gov%2Fprograms-services%2Fmedicaid%2Fhealth-insurance-premium-program&data=05%7C01%7CGoodwin.Carolyn%40dol.gov%7C6aa7b22dba29413479c108da73eb96c6%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C637949752922233349%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=mUgACydlz9JGXnHMgi%2FUkDGD0QyTI1U6Tjwue%2Bq8D0Q%3D&reserved=0
mailto:DHHS.ThirdPartyLiabi@dhhs.nh.gov
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
https://www.health.ny.gov/health_care/medicaid/
https://medicaid.ncdhhs.gov/
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.hhs.nd.gov%2Fhealthcare&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7C64da7b9f730b4fb2467608db7fe082e3%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638244374885371946%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=RO%2BrOZKJxqNsa0Ewzhle%2FkVaDGnl7hpPQnJUnW1mwDU%3D&reserved=0
http://www.insureoklahoma.org/
http://healthcare.oregon.gov/Pages/index.aspx
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PENNSYLVANIA – Medicaid and CHIP RHODE ISLAND – Medicaid and CHIP 

Website: https://www.pa.gov/en/services/dhs/apply-for-medicaid-
health-insurance-premium-payment-program-hipp.html 
Phone: 1-800-692-7462 
CHIP Website: Children's Health Insurance Program (CHIP) 
(pa.gov) 
CHIP Phone: 1-800-986-KIDS (5437) 

Website: http://www.eohhs.ri.gov/ 
Phone: 1-855-697-4347, or  
401-462-0311 (Direct RIte Share Line) 

SOUTH CAROLINA – Medicaid SOUTH DAKOTA - Medicaid 

Website: https://www.scdhhs.gov 
Phone: 1-888-549-0820 

Website: http://dss.sd.gov 
Phone: 1-888-828-0059 

TEXAS – Medicaid UTAH – Medicaid and CHIP 

Website:  Health Insurance Premium Payment (HIPP) Program | 
Texas Health and Human Services 
Phone: 1-800-440-0493 

Utah’s Premium Partnership for Health Insurance (UPP) Website: 
https://medicaid.utah.gov/upp/ 
Email: upp@utah.gov 
Phone: 1-888-222-2542 
Adult Expansion Website: https://medicaid.utah.gov/expansion/ 
Utah Medicaid Buyout Program Website: 
https://medicaid.utah.gov/buyout-program/ 
CHIP Website: https://chip.utah.gov/ 

VERMONT– Medicaid VIRGINIA – Medicaid and CHIP 

Website: Health Insurance Premium Payment (HIPP) Program | 
Department of Vermont Health Access 
Phone: 1-800-250-8427 

Website: https://coverva.dmas.virginia.gov/learn/premium-
assistance/famis-select 
                 https://coverva.dmas.virginia.gov/learn/premium-
assistance/health-insurance-premium-payment-hipp-programs  
Medicaid/CHIP Phone: 1-800-432-5924 

WASHINGTON – Medicaid WEST VIRGINIA – Medicaid and CHIP 

Website: https://www.hca.wa.gov/   
Phone: 1-800-562-3022 

Website: https://dhhr.wv.gov/bms/  
               http://mywvhipp.com/ 
Medicaid Phone: 304-558-1700 
CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

WISCONSIN – Medicaid and CHIP WYOMING – Medicaid 

Website:  
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm 
Phone: 1-800-362-3002 

Website: https://health.wyo.gov/healthcarefin/medicaid/programs-
and-eligibility/ 
Phone: 1-800-251-1269 

https://www.pa.gov/en/services/dhs/apply-for-medicaid-health-insurance-premium-payment-program-hipp.html
https://www.pa.gov/en/services/dhs/apply-for-medicaid-health-insurance-premium-payment-program-hipp.html
https://www.dhs.pa.gov/CHIP/Pages/CHIP.aspx
https://www.dhs.pa.gov/CHIP/Pages/CHIP.aspx
http://www.eohhs.ri.gov/
https://www.scdhhs.gov/
http://dss.sd.gov/
https://www.hhs.texas.gov/services/financial/health-insurance-premium-payment-hipp-program
https://www.hhs.texas.gov/services/financial/health-insurance-premium-payment-hipp-program
https://medicaid.utah.gov/upp/
mailto:upp@utah.gov
https://medicaid.utah.gov/expansion/
https://medicaid.utah.gov/buyout-program/
https://chip.utah.gov/
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdvha.vermont.gov%2Fmembers%2Fmedicaid%2Fhipp-program&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7C3daa411d0e934769e75c08daf4bf842e%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638091400777632051%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=7ao%2BrltzkBEMojzmZ9O8UllrAdaRI%2Fmzhq3FE%2Bf%2B2nk%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdvha.vermont.gov%2Fmembers%2Fmedicaid%2Fhipp-program&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7C3daa411d0e934769e75c08daf4bf842e%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638091400777632051%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=7ao%2BrltzkBEMojzmZ9O8UllrAdaRI%2Fmzhq3FE%2Bf%2B2nk%3D&reserved=0
https://coverva.dmas.virginia.gov/learn/premium-assistance/famis-select
https://coverva.dmas.virginia.gov/learn/premium-assistance/famis-select
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcoverva.dmas.virginia.gov%2Flearn%2Fpremium-assistance%2Fhealth-insurance-premium-payment-hipp-programs&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7Caa3a5092aeb14ed08af708db81758880%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638246115240341681%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=rI%2BZX53PVAmr9gcvTJt3KrfWxCtIx6VIxQ36deaOXTs%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcoverva.dmas.virginia.gov%2Flearn%2Fpremium-assistance%2Fhealth-insurance-premium-payment-hipp-programs&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7Caa3a5092aeb14ed08af708db81758880%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638246115240341681%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=rI%2BZX53PVAmr9gcvTJt3KrfWxCtIx6VIxQ36deaOXTs%3D&reserved=0
https://www.hca.wa.gov/
https://dhhr.wv.gov/bms/
http://mywvhipp.com/
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/
https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/
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To see if any other states have added a premium assistance program since the publication of this SPD, or for 
more information on special enrollment rights, contact either: 
  
U.S. Department of Labor 
Employee Benefits Security Administration 
www.dol.gov/agencies/ebsa 
1-866-444-EBSA (3272) 

U.S. Department of Health and Human Services 
Centers for Medicare & Medicaid Services 
www.cms.hhs.gov 
1-877-267-2323, Menu Option 4, Ext. 61565 

 

Paperwork Reduction Act Statement 
According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to 
respond to a collection of information unless such collection displays a valid Office of Management and Budget 
(OMB) control number. The Department notes that a Federal agency cannot conduct or sponsor a collection of 
information unless it is approved by OMB under the PRA, and displays a currently valid OMB control number, 
and the public is not required to respond to a collection of information unless it displays a currently valid OMB 
control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person shall be 
subject to penalty for failing to comply with a collection of information if the collection of information does not 
display a currently valid OMB control number. See 44 U.S.C. 3512. 
The public reporting burden for this collection of information is estimated to average approximately seven 
minutes per respondent. Interested parties are encouraged to send comments regarding the burden estimate 
or any other aspect of this collection of information, including suggestions for reducing this burden, to the U.S. 
Department of Labor, Employee Benefits Security Administration, Office of Policy and Research, Attention: 
PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718, Washington, DC 20210 or email 
ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137. OMB Control Number 1210-0137 
(expires 1/31/2026) 
 
Administrative Information 
Except as otherwise provided herein, the Plans are 
health and insurance benefit plans subject to 
ERISA and are sponsored and maintained by 
Morgan Stanley Domestic Holdings, LLC. The 
Employer Identification Number for Morgan Stanley 
Domestic Holdings, LLC is 20-8764829. 
This SPD, along with any applicable insurance 
contracts and policies, constitutes the Plan 
document for each plan. 
The Plans’ Identification Numbers and the health 
benefits and insurance provided are as follows: 
• Morgan Stanley Health Benefits and Insurance 

Plan: 501—provides basic and supplemental life 
insurance benefits, short-term and long-term 
disability benefits and business travel accident 
benefits, basic and supplemental accidental 
death and dismemberment insurance benefits, 
flexible spending accounts for health care and 
dependent day care, vision benefits, dental 

benefits, LTC benefits, legal assistance benefits, 
and accident, critical illness and hospital 
indemnity benefits, 

• Morgan Stanley Medical Plan: 507—provides 
medical and prescription drug benefits, 

• Morgan Stanley Retiree Medical Plan: 521—
provides medical and prescription drug benefits 
for certain retirees over age 65, 

• Morgan Stanley Employee Assistance Plan: 
511—employee welfare benefit plan providing 
employee assistance program benefits. 

Note that the HSA is a personal savings account 
and is not subject to ERISA. All questions, claims 
and inquiries regarding the HSA should be directed 
to Morgan Stanley HR Services.  
The Accident, Critical Illness and Hospital 
Indemnity plans are voluntary programs and are 
not subject to ERISA.  
The DDCFSA is not subject to ERISA. 

http://www.dol.gov/agencies/ebsa
http://www.dol.gov/agencies/ebsa
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Plan Sponsor 
Morgan Stanley Domestic Holdings, LLC 
c/o HR Services 
750 Seventh Avenue 
6th Floor—Benefits Department  
New York, NY 10019 
877-MSHR-411 (877-674-7411) 

Plan Administrator and Named Fiduciary 
Morgan Stanley Chief Human Resources Officer 
c/o HR Services 
750 Seventh Avenue 
6th Floor—Benefits Department  
New York, NY 10019 
1-877-MSHR-411 (1-877-674-7411) 

Agent for Service of Legal Process 
The designated agent for the service of legal 
process is: 
Legal and Compliance Division 
Attn: Chief Legal Officer  
Morgan Stanley 
1585 Broadway 
New York, NY 10036 
Service of legal process also may be made on the 
Plan Administrator. 

Participating Employers 
All majority-owned U.S. subsidiaries and affiliates 
of Morgan Stanley (including Morgan Stanley 
Domestic Holdings, LLC) with U.S. employees 
participate in the plans, except for certain affiliates 
acquired after January 1, 2006. 
A complete list of employers participating in the 
Plans may be obtained by sending a written 
request to the Plan Administrator at the address 
shown. Plan participants and beneficiaries may 
also request information about whether a particular 
employer participates in the Plans and its address. 

Plan Funding 
Certain benefits under the Morgan Stanley Medical 
Plan and prescription drug programs are self- 
funded. Morgan Stanley pays administrative fees 
to Aetna, Cigna, and Surest, and Express Scripts, 
and funds benefit payments from general assets 
and employee contributions. 

Certain benefits under the Morgan Stanley Medical 
Plan and prescription drug programs are insured 
through insurance policies. 
Morgan Stanley pays insurance premiums to Cigna 
Global Health Medical Plan, Cigna Global Health 
Dental Plan, HMSA and Kaiser Permanente from 
general assets and employee contributions. 
Dental benefits through MetLife and Delta Dental 
are self-funded. Morgan Stanley pays 
administrative fees to MetLife and Delta Dental, 
and funds certain benefit payments from general 
assets and employee contributions. Dental benefits 
for expatriate employees through Cigna Global 
Health Dental Plan are funded through a  
fully insured policy with Cigna Global Health. 
Morgan Stanley pays premiums to Cigna Global 
Health from general assets and  
employee contributions. 
The Employee Assistance Plan is an unfunded 
plan. All premiums for active employees and their 
eligible dependents are paid by Morgan Stanley 
from its general assets. 
Benefits under the Vision Plan are funded by a 
fully insured policy with Eastern Vision Service 
Plan Inc. (VSP). Morgan Stanley pays insurance 
premiums to VSP from employee contributions. 
The Cafeteria Plan is an unfunded plan. All 
payments are made from Morgan Stanley’s 
general assets. Your “contributions,” as described 
in this SPD, are your salary deferrals, credited to 
your accounts under the FSA. Your HCFSA and 
LPFSA are credited with the full amount of your 
election at the beginning of the year, and you may 
make a claim from your HCFSA or LPFSA during 
the year, whether or not your salary has been 
reduced by the amount of your claim. Your 
DDCFSA is credited with the amount of your salary 
reductions as they are made, and you may make a 
claim from your DDCFSA to the extent your 
account has a positive balance. Except for the 
optional carry-over of up to $640 from 2024 to 
2025 in your HCFSA or LPFSA, any amount not 
claimed by you in a timely manner for Eligible 
Expenses incurred by December 31 is forfeited 
from your FSA accounts. Carried-over HCFSA and 
LPFSA funds from the previous plan year will be 
applied to current year eligible expenses before 
funds you contribute to the current year FSA. 
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Benefits under the HCFSA and LPFSA are 
administered by, but not insured by, Health Equity.  
The Life Insurance Plan is funded through one or 
more fully insured policies issued by MetLife. 
MetLife is responsible for paying benefits only as 
provided under the terms of the insurance policies. 
In the event the policies terminate, MetLife will no 
longer be responsible for benefit payments other 
than as provided for upon termination of the policy. 
AD&D Insurance Plan benefits are funded through 
one or more fully insured policies issued by 
MetLife. MetLife is responsible for paying benefits 
only as provided under the terms of the insurance 
policies. In the event that the policies terminate, 
MetLife will no longer be responsible for benefit 
payments other than as provided for upon the 
termination of the policies. 
BTA Insurance Plan benefits are funded through 
one or more fully insured policies issued by Life 
Insurance Company of America (LICONA). 
LICONA is responsible for paying benefits only as 
provided under the terms of the insurance policies. 
In the event that the policies terminate, LICONA 
will no longer be responsible for benefit payments 
other than as provided for upon the termination of 
the policies. 
STD benefits are fully funded through the general 
assets of Morgan Stanley. Morgan Stanley pays 
administrative fees to MetLife for the administration 
of STD. LTD is funded through group and 
individual insurance policies with MetLife, Lloyd’s 
of London, The Paul Revere Life Insurance 
Company, Provident Accident and Casualty 
Insurance Company, and Provident Life and 
Accident Insurance Company. The insurers are 
responsible for paying benefits only as provided 
under the terms of the insurance policies. In the 
event that the policies terminate, the insurers will 
no longer be responsible for benefit payments 
other than as provided for upon the termination of 
the policies. 
Legal Assistance Plan benefits are funded through 
an insured contract issued by MetLife Legal Plans. 
Morgan Stanley pays premiums for benefits under 
the Legal Assistance Plan to MetLife Legal Plans 
from employee contributions. MetLife Legal is the 
claims administrator and assumes responsibility to 
pay all benefits under the terms of the contract. In 

the event the contract terminates, MetLife Legal 
Plans will no longer be responsible for benefit 
payments other than as provided for upon 
termination of the contract. 
The Long-Term Care Plan is funded by fully 
insured policies with MassMutual, Prudential, 
MetLife, John Hancock and Allstate. You pay the 
full cost of the plan with after-tax premium 
payments. Benefits are payable under the LTC 
Plan only to the extent that they are payable by the 
issuer of your policy under the terms of the 
applicable insurance policy. 
Accident, Critical Illness and Hospital Indemnity 
Insurance are funded through fully insured policies 
with Aflac Group. You pay the full cost of your 
coverage with after-tax premiums. Benefits are 
payable only to the extent that they are payable by 
Aflac under the terms of the applicable individual 
insurance certificates. Aflac (not Morgan Stanley) 
is solely responsible for paying claims and 
determining which benefits are payable. 
Morgan Stanley pays administrative fees from 
general assets to Alight for the record-keeping and 
administration of COBRA. 
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Claims Administrators 
Medical Plan 
Aetna Inc.  
P.O. Box 14079  
Lexington KY  40512-4079 

 

Cigna Healthcare 
P.O. Box 5200 
Scranton, PA 18505-5200 

 

Surest 
P.O. Box 211758 
Eagan, MN 55121   

 

UnitedHealthcare Service LLC. 
150 Motor Parkway 
Suite 220 
Hauppauge, NY  11788 

 

 Express Scripts 
Attn: Commercial Claims 
P.O. Box 14711 
Lexington, KY 40512-4711 

 

Cigna Global Health 
P.O. Box 15050 
Wilmington, DE 19850-5050 

 

Hawaii Medical Service Association 
P.O. Box 860 
Honolulu, HI 96814 

 

Kaiser Permanente HMO—Hawaii 
P.O. Box 378021 Denver, CO 80237 

 

Kaiser Permanente Claims Administration – NCAL  
P.O. Box 12923 
Oakland, CA 94604-2923 

 

Kaiser Permanente  
Claims Administration- SCAL  
P.O. Box 7004 
Downey, CA 90242-7004 

 

 

UnitedHealthcare Insurance Company  
(UHC Connector Model) 
UnitedHealthcare Service LLC. 
2950 Expressway Drive South 
Suite 240 
Islandia, NY 11749-1412  

 

UHC Connector Model Medical Claims submission 
UnitedHealthcare 
PO Box 740800 
Atlanta GA 30374-0800  

Dental Plan 
MetLife 
P.O. Box 981282 
El Paso, TX 79998-1282 

 

Delta Dental of New York 
P.O. Box 2105 
Mechanicsburg, PA 17055-2105 

 

Cigna Global Health 
P.O. Box 15050 
Wilmington, DE 19850-5050 

Vision Plan 
VSP 
3333 Quality Drive  
Rancho Cordova, CA 95670 

VSP—Out of Network Claims 

VSP  
PO Box 495918  
Cincinnati, OH 45249-5918  

Flexible Spending Account Plan 
HealthEquity  
Attn: Member Services  
PO Box 14374  
Lexington, KY 40512 

Morgan Stanley HR Services 
P.O. Box 64009 
The Woodlands, TX 77387-4009 
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Employee Assistance Plan 

Lyra Health 
279 East Lane 
Burlingame, CA 94010 
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Life and Accident Insurance 
Basic and Supplemental Life Insurance Plan/Basic and 
Supplemental AD&D Insurance Plan 

Metropolitan Life Insurance Company 
Group Life Claims 
P.O. Box 6100 
Scranton, PA 18505 

Business Travel Accident Insurance Plan 
Life Insurance Company of North America (Cigna) 
1601 Chestnut Street 
Philadelphia, PA 19192 

Disability Plan 
MetLife 
P.O. Box 14592 
Lexington, KY 40511-4592 

Individual Disability Insurance Policies 
Lenox Advisors 
530 Fifth Avenue 
New York, NY 10036 

CEDi Policy 
Hanleigh Management Inc. 
50 Tice Blvd., Suite 122 
Woodcliff Lake, NJ 07677 
Attn: Scott Lalonde & Kristie Brosnon 

Legal Assistance Plan 

MetLife Legal Plans Inc. 
1111 Superior Avenue 
Cleveland, OH 44114-2507 

Long-Term Care Plan 
Massachusetts Mutual Life Company 
Long-Term Care Administrative Office 
P.O. Box 4243 
Woodland Hills, CA 91365-4243 

The Prudential Insurance Company of America 
Attn: LTC Claims Department 
Long-Term Care Customer Service Center 
P.O. Box 8526 
Philadelphia, PA 19176 

MetLife 
57 Greens Farm Road 
Westport, CT 06880 

John Hancock 
1 John Hancock Way, Suite 1700 
Boston, MA 02217-1700 

Allstate 
1776 American Heritage Life Dr 
Jacksonville, FL 32224 

Accident, Critical Illness and Hospital Indemnity 
Insurance 
Continental American Insurance Company 
Aflac Group 
Attn: Claims 
P.O. Box 427 
Columbia, SC 29202 

COBRA 

Morgan Stanley 
P.O. Box 1058 
Carol Stream, IL 60132 

Health Savings Account99 

HealthEquity  

Attn: Member Services  

PO Box 14374,  

Lexington, KY 40512 

 

Plan Year 
The Plan Year for all Plans and programs described in 
this SPD is from January 1 through December 31. 

 
  

 
99 Note that the Health Savings Account is not a Morgan Stanley Benefit 

Plan. 



  
 

 

2025 Health Benefits and Insurance Summary Plan Description 

 
219 

 

2020-2024 Illinois Essential Health Benefit (EHB) Listing (P.A. 102-0630)  
For Aetna & Cigna Options A, B & C, Surest Option D 

 
 
ITEM 

 
EHB 
BENEFIT 

 
EHB CATEGORY 

 
BENCHMARK PAGE 
 # REFERENCE 

EMPLOYER 
PLAN COVERED 
BENEFIT? 

1 Accidental Injury -- Dental  Ambulatory Pgs. 10 & 17 Yes 

2 Allergy Injections and Testing  Ambulatory Pg. 11 Yes 

3 Bone Anchored Hearing Aids Ambulatory Pgs. 17 & 35 Yes 

4 Durable Medical Equipment Ambulatory Pg. 13 Yes 

5 Hospice Ambulatory Pg. 28  Yes 

6 Infertility (Fertility) Treatment Ambulatory Pgs. 23-24  Yes 

7 Outpatient Facility Fee (e.g., 
Ambulatory Surgery Center) 

Ambulatory Pg. 21 Yes 

8 Outpatient Surgery Physician/Surgical 
Services (Ambulatory Patient Services) 

Ambulatory Pgs. 15-16 Yes 

9 Private-Duty Nursing Ambulatory Pgs. 17 & 34 Yes 

10 Prosthetics/Orthotics Ambulatory Pg. 13 Yes 

11 Sterilization (vasectomy: men) Ambulatory Pg. 10 Yes 

12 Temporomandibular Joint Disorder 
(TMJ) 

Ambulatory Pgs. 13 & 24 Yes 

13 Emergency Room Services 
(Includes MH/SUD Emergency) 

Emergency services Pg. 7 Yes 

14 Emergency Transportation/ Ambulance Emergency services Pgs. 4 & 17 Yes 

15 Bariatric Surgery (Obesity) Hospitalization Pg. 21 Yes 

16 Breast Reconstruction After 
Mastectomy 

Hospitalization Pgs. 24-25  Yes 

17 Reconstructive Surgery Hospitalization Pgs. 25-26, & 35 Yes 

18 Inpatient Hospital Services (e.g., 
Hospital Stay) 

Hospitalization Pg. 15 Yes 

19 Skilled Nursing Facility Hospitalization Pg. 21 Yes 

20 Transplants—Human Organ 
Transplants (Including Transportation & 
Lodging) 

Hospitalization Pgs. 18 & 31 Yes 

21 Diagnostic Services Laboratory services Pgs. 6 & 12 Yes 

22 Intranasal Opioid Reversal Agent 
Associated With Opioid Prescriptions 

MH/SUD Pg. 32 Through Rx Plan 

23 Mental (Behavioral) Health Treatment 
(Including Inpatient Treatment) 

MH/SUD Pgs. 8-9, 21 Yes 

24 Opioid Medically Assisted Treatment 
(MAT) 

MH/SUD Pg. 21 Yes 

25 Substance Use Disorders (Including 
Inpatient Treatment) 

MH/SUD Pgs. 9 & 21 Yes 

26 Tele-Psychiatry MH/SUD Pg. 11 Yes 

27 Topical Anti-Inflammatory Acute and 
Chronic Pain Medication 

MH/SUD Pg. 32 Through Rx Plan 
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ITEM 

 
EHB 
BENEFIT 

 
EHB CATEGORY 

 
BENCHMARK PAGE 
 # REFERENCE 

EMPLOYER 
PLAN COVERED 
BENEFIT? 

28 Pediatric Dental Care Pediatric Oral and Vision 
Care 

See AllKids Pediatric 
Dental Document 

Separate Dental 
Plan  

29 Pediatric Vision Coverage Pediatric Oral and Vision 
Care 

Pgs. 26-27 Separate Vision Plan 

30 Maternity Service Pregnancy, Maternity, 
and Newborn Care 

Pgs. 8 & 22 Yes 

31 Outpatient Prescription Drugs Prescription drugs Pgs. 29-34 Through Rx Plan 

32 Colorectal Cancer Examination and 
Screening 

Preventive and Wellness 
Services 

Pgs. 12 & 16 Yes 

33 Contraceptive/Birth Control Services Preventive and Wellness 
Services 

Pgs. 13 & 16 Yes 

34 Diabetes Self-Management Training 
and Education 

Preventive and Wellness 
Services 

Pgs. 11 & 35 Yes 

35 Diabetic Supplies for Treatment of 
Diabetes 

Preventive and Wellness 
Services 

Pgs. 31-32 Yes 

36 Mammography—Screening Preventive and Wellness 
Services 

Pgs. 12, 15 & 24 Yes 

37 Osteoporosis—Bone Mass 
Measurement 

Preventive and Wellness 
Services 

Pgs. 12 & 16 Yes 

38 Pap Tests/Prostate—Specific Antigen 
Tests/Ovarian Cancer Surveillance Test 

Preventive and Wellness 
Services 

Pg. 16 Yes 

39 Preventive Care Services Preventive and Wellness 
Services 

Pg. 18 Yes 

40 Sterilization (women) Preventive and Wellness 
Services 

Pgs. 10 & 19 Yes 

41 Chiropractic & Osteopathic 
Manipulation 

Rehabilitative and 
Habilitative Services and 
Devices 

Pgs. 12-13 Yes 

42 Habilitative and Rehabilitative Services Rehabilitative and 
Habilitative Services and 
Devices 

Pgs. 8, 9, 11, 12, 22 & 35 Yes 

Special Note: Under Pub. Act 102-0104, eff. July 22, 2021, any EHBs listed above that are clinically appropriate and 
medically necessary to deliver via telehealth services must be covered in the same manner as when those EHBs are 
delivered in person.  
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If the Plans Are Terminated or Modified 
Although Morgan Stanley and its participating 
affiliates expect to continue the Plans indefinitely, 
Morgan Stanley Domestic Holdings, LLC, by action 
of its board of directors (or its delegates, the board 
of directors of Morgan Stanley Services Group Inc. 
or the Morgan Stanley Chief Human Resources 
Officer), reserves the right to amend, modify or 
discontinue any or all of the Plans or any benefits 
under any of the Plans at any time for any reason, 
including to curtail benefits for some or all covered 
individuals, to change the cost of coverage, and to 
implement changes required by federal, state and 
local legislation. 

Plan Documents Govern 
To the extent benefits are provided under an 
insurance contract, benefits payable to an 
individual are limited to the coverage of the 
insurance contracts. No provision in the Plan 
documents or SPD is intended, or shall be 
interpreted, to conflict with or supersede any 
provision of any such insurance contract. 

No Guarantee of Employment 
Neither this SPD nor participation in any of the 
Plans is a guarantee of continued employment or 
any particular level of compensation. 

Confirmation of Your Elections 
Any elections that you make under the Plans 
(excluding LTC and Critical Illness, Accident and 
Hospital Indemnity Insurance) will become 
effective when the election is processed by HR 
Services (and EOI is approved, if applicable) and 
you are actively at work (for LTD and Life 
Insurance). You will receive confirmation of your 
elections (either electronic or paper), which you 
should check carefully to ensure it is correct. If it is 
incorrect, you must call an HR Services 
Representative within 10 business days of the date 
on your confirmation. If you do not receive a 
confirmation within 10 business days, it is your 
responsibility to call HR Services. 
Any election that you make under the LTC Plan will 
become valid when the election is processed and 
approved by the issuer of your LTC insurance. 
Allstate. Note that the Prudential, MetLife, 

MassMutual, and John Hancock Options of the LTC 
Plan are closed to new entrants.  
Any election you make under the Critical Illness, 
Accident and Hospital Indemnity Insurance will 
become valid when Aflac approves and processes 
your enrollment. 
Additionally, it is your responsibility to follow up on 
any election that requires EOI. 

Right to Audit 
Morgan Stanley audits the coverage of dependents, 
including spouses, domestic partners and children, 
to ensure that no ineligible person is enrolled in any 
of the Plans. Any person who fails to cooperate or 
who intentionally provides false or misleading 
information to the Plans may be subject to legal or 
disciplinary action by Morgan Stanley, including 
termination of employment and cancellation of 
executive compensation, as applicable. 

Discretionary Authority of Plan Administrator 
and Other Plan Fiduciaries 
In carrying out their respective responsibilities 
under the Plans, the Plan Administrator and other 
of the Plans’ fiduciaries shall have discretionary 
authority to make any findings necessary or 
appropriate for any purpose under the Plans, 
including to interpret the terms of the Plans and to 
determine eligibility for and entitlement to benefits 
under the Plans. Any interpretation or 
determination made pursuant to such discretionary 
authority shall be given full force and effect, unless 
it can be shown that the determination was 
arbitrary and capricious. 

Indemnification 
To the fullest extent permitted by law, Morgan 
Stanley and its affiliates will indemnify and hold 
harmless the Plan Administrator, each member of 
the Benefit Plan Claims Committee, the Benefit 
Plan Appeals Committee and each other current or 
former employee, officer and director of Morgan 
Stanley or of any member of Morgan Stanley’s 
affiliated group to whom fiduciary responsibilities 
are delegated under the plans against any cost or 
expense (including attorneys’ fees) or liability 
(including any sum paid in settlement of a claim 
with the approval of Morgan Stanley) arising out of 
any act or omission to act, except in the case of 
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willful misconduct or lack of good faith. This 
paragraph shall not supersede any separate 
agreement or contract between Morgan Stanley or 
an affiliate, the Plan Administrator, the Benefit Plan 
Claims Committee or the Benefit Plan Appeals 
Committee and any other person to whom fiduciary 
responsibilities are delegated. 

Plan Expenses 
All fees and expenses incurred in connection with 
the operation and administration of the Plans, 
including legal, accounting, actuarial, investment, 
management, and administrative fees and 
expenses may be paid out of any assets of the 
Plans to the extent legally permitted. The Plan 
Sponsor may advance amounts properly payable by 
the Plans and then obtain reimbursement from the 
Plans. 

Governing Law 
The Plans shall be governed by federal law, and, 
to the extent not preempted by federal law, 
including ERISA, the laws of the state of New York, 
or to the extent provided in any insurance policies 
or contracts, the laws of the state of issuance of 
such insurance policies or contracts. 
Benefits Not Transferrable 
Except as otherwise stated herein, no person other 
than an eligible covered person is entitled to 
receive benefits under these Plans. Any such right 
to benefits is not transferrable. 
Conformity With Statutes 
Any provision of the Plans that is in conflict with 
statutes that are applicable to that Plan are hereby 
amended to conform to the minimum requirements 
of said statutes. 
Incapacity 
If, in the opinion of the plan administrator, a 
covered person for whom a claim has been made 
is incapable of furnishing a valid receipt for any 
payment due the covered person and in the 
absence of written evidence to the applicable Plan 
of the qualification of a guardian or personal 
representative for the covered person’s estate, the 
plan administrator may, on behalf of the Plan, at its 
discretion, make any and all such payments to the 
provider of services or such other person providing 
for the care and support of such covered person. 

Any payment so made will constitute a complete 
discharge of the Plan’s obligation to the extent of 
such payment. 
Incontestability 
All statements made by the plan administrator or 
by the person covered by these Plans shall be 
deemed representations and not warranties. Such 
statements shall not void or reduce the benefits 
under these Plans or be used in defense to a claim 
unless they are contained in a writing and signed 
by the plan administrator or by the covered person, 
as the case may be. A statement made shall not by 
used in any legal contest unless a copy of the 
instrument containing the statement is or has been 
furnished to the other party to such contest. 
Limits on Liability 
Liability under the Plans is limited to the services 
and benefits specified, and the plan sponsor or 
plan administrator shall not be liable for the 
negligence, wrongful act, or omission of any 
physician, professional provider, hospital, or other 
institution, or their employees, or any other person. 
The liability of a Plan shall be limited to the 
reasonable cost of covered expenses and shall not 
include any liability for suffering or general 
damages. 
Misrepresentation 
If the covered person or anyone acting on behalf of 
the covered person makes a false statement on 
the application for enrollment, or withholds 
information with the intent to deceive or affect the 
acceptance of the enrollment application or the 
risks assumed by the Plans, or otherwise misleads 
the Plans, the Plans shall be entitled to recover 
their damages, including legal fees, from the 
covered person, or from any other person 
responsible for misleading the Plans, and from the 
person for whom the benefits were provided. Any 
material misrepresentation on the part of the 
covered person in making application for coverage, 
or any application for reclassification thereof, or for 
service thereunder shall render the coverage 
under the Plan null and void. 
Recovery For Overpayment 
Whenever payments have been made from the 
Plan in excess of the maximum amount of payment 
necessary, the plan administrator will have the 
right to recover these excess payments. If the plan 
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administrator makes any payment that, according 
to the terms of a Plan, should not have been 
made, the plan administrator may recover that 
incorrect payment, whether or not it was due to the 
plan administrator’s or the plan administrator’s 
designee’s own error, from the person or entity to 
whom it was made or from any other appropriate 
party. The plan administrator may take any steps it 
deems appropriate to recover such overpayments, 
including but not limited to offsetting future benefit 
payments by the amount of the overpayment. 
Severability 
If any provision of a Plan is held to be invalid or 
unenforceable, that holding will not affect any other 
provision of a Plan and the Plan will be construed 
and enforced as if such provision had not been 
included. 

Glossary 
As you review the details of the Morgan Stanley 
health care plans, it may be helpful to 
understand the general terms below. 
Actively at Work 
Actively at work or active at work means that you 
are performing all of the usual and customary 
duties of your job on a full-time basis. This must be 
done at: 
• Morgan Stanley’s place of business, 
• An alternate place approved by Morgan Stanley, 
• A place where Morgan Stanley’s business 

requires you to travel. 
You will be deemed to be actively at work during 
weekends or Morgan Stanley-approved vacations, 
holidays or business closures if you were actively at 
work on the last scheduled work day preceding such 
time off. 

Ambulatory Surgical Center 
Ambulatory surgical centers are also known as 
outpatient surgery centers or same-day surgery 
centers. Ambulatory surgical centers are health 
care facilities that specialize in providing surgery, 
including certain pain management and diagnostic 
(e.g., colonoscopy) services in an outpatient 
setting. Ambulatory surgical centers’ services are 
often considered procedures that are more 
intensive than those done in the average doctor’s 

office but not so intensive as to require an 
overnight hospital stay. 

Annual Deductible 
An annual deductible is the amount you are 
required to pay toward covered expenses each 
year before you receive any reimbursement. 
For the Morgan Stanley Medical Plan options 
requiring a deductible (Options A, B and C), an 
annual deductible applies to most covered in- and 
out-of- network medical expenses, including hospital 
charges, doctors’ fees and lab tests. Your annual 
deductible depends on your coverage level (the 
number of dependents you cover). Each covered 
individual must meet the per-person deductible each 
year before being reimbursed for covered expenses 
for the remainder of the year. However, when the 
combined covered expenses of three or more 
individuals reach the family maximum, each covered 
member in the family is considered to have met their 
individual deductible. Annual deductibles do not 
apply to certain preventive services. 

Example 
Assume you elect “yourself plus family” coverage 
and have three dependents. Also assume you have 
an annual deductible of $600 per person with a 
family maximum of $1,250 and you visit providers. 
• If one family member reaches the $600 annual 

deductible for the year, that person’s expenses 
alone are eligible for reimbursement at the 
Medical Plan’s coinsurance level, 

• If three family members each reach the $600 
annual deductible, the $1,250 maximum has 
been met and the whole family’s covered 
medical expenses through the end of the year 
are eligible for reimbursement at the Medical 
Plan’s coinsurance level, 

• If all four family members have covered 
expenses of $350, the $1,250 maximum has 
also been met. All future services for the year 
are eligible for reimbursement at the Medical 
Plan’s coinsurance level. 

For the Dental Plan, the annual deductible applies 
to most covered dental expenses not received from 
an in-network provider , including restorative and 
orthodontic services. Your annual deductible 
depends on your coverage level and the option 
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you elect. Each covered individual must meet the 
per-person deductible in order to be reimbursed for 
covered dental expenses for the remainder of the 
year. However, when the combined covered 
expenses of three or more covered individuals 
reach the family maximum, each covered member 
in the family is considered to have met his or her 
individual deductible. Annual deductibles generally 
do not apply to PDP dental expenses or Type A 
diagnostic and preventive services. 

Benefit Maximum 
The benefit maximum is the highest amount that 
the Medical and Dental Plans will pay for eligible 
medical and dental services. See the Schedule of 
Benefits for the Medical Plan—National Coverage 
Options chart on page 47 for Medical Plan 
maximums. For the Dental Plan, there are two 
benefit maximums: 
• An annual benefit maximum for most services, 
• A lifetime benefit maximum for orthodontic 

expenses. 
If you switch Medical or Dental Plan options at any 
time, any prior amounts credited toward an annual 
or lifetime maximum (for example, fertility lifetime 
maximum and orthodontic lifetime maximum) will 
be applied to your new plan option. You will not 
receive another full benefit maximum. 

Birth Center 
A birth center is a specialized health care facility, 
staffed by nurses, midwives and/or obstetricians, 
for mothers in labor, who may be assisted by 
doulas and coaches. Birth centers may be 
freestanding (separate from a hospital) or located 
within a hospital. Should additional medical 
assistance be required, the mother can be 
transferred to a hospital. 

Calendar Year 
The calendar year begins January 1 and extends 
through December 31. 

Coinsurance 
The percentage of eligible medical and dental 
expenses that you and your dependents are 
required to pay for certain services. Your 
coinsurance is determined based on the type of 
service received and whether the service was 

performed by an in-network or out-of-network 
provider. Your coinsurance is generally limited by 
your annual coinsurance limit. 

Coinsurance Limit 
This feature limits the amount you pay toward 
covered medical expenses in a calendar year. 
Once your annual deductible (if any) plus your 
coinsurance amounts reach the annual 
coinsurance or out-of-pocket limit, Eligible 
Expenses will be covered for the remainder of the 
calendar year at 100% for in-network services and 
100% of Eligible Expenses charges for out-of-
network services. Certain expenses, such as 
prescription drug payments, copays, penalties for 
preauthorization noncompliance and noncovered 
expenses, do not count toward your annual 
coinsurance limit. See the Schedule of Benefits for 
the Medical Plan— National Coverage Options 
chart on page 47 for a complete list of annual 
coinsurance limit exclusions and maximums. The 
annual coinsurance limit is applied to each covered 
individual or family. When the combined expenses 
of three or more individuals reach the family 
maximum, you will meet the coinsurance limit, 
regardless of the number of dependents covered 
under the Medical Plan. 

Comprehensive Outpatient Rehabilitation 
Facility 
An outpatient rehabilitation facility provides 
comprehensive diagnostic, therapeutic and 
restorative services on an outpatient basis. All 
rehabilitation services are provided at a fixed 
location and under the supervision of a physician. 

Copay  
A fixed amount you must pay at the time you 
receive services. 

Covered Health Services 
Covered health services are the health services 
covered by a particular plan. If you obtain services 
that are not covered, you pay the full cost for those 
services. Please note that no plan covers 
everything. 
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Covered Person 
The employee, retiree, employee’s or retiree’s 
spouse or domestic partner, and/or dependent who 
is eligible and enrolled for coverage under the Plans. 

Custodial Care 
Care that is generally needed for a person’s daily 
living activities, such as dressing, eating or 
performing other personal needs. 

Designated Transplant Facility, Supplies or 
Equipment 
A facility designated by the Health Plan 
Administrator to provide the necessary services 
and supplies for qualified transplant procedures 
under the Medical Plan. 

Eligible Expenses 
For covered health services, incurred while the 
Plan is in effect, Eligible Expenses are determined 
by Aetna, Cigna, and Surest. 
Eligible expenses are determined solely in 
accordance with Aetna’s, Cigna’s, and Surest’s 
reimbursement policy guidelines.  

Emergency Care 
Medical care and treatment provided after the 
sudden onset of a medical condition that is severe 
enough that the lack of immediate medical 
attention could reasonably be expected to result in 
serious injury or death. 

Experimental, Investigational or Unproven 
Services 
This refers to a procedure, device or pharmaceutical 
agent that is still undergoing pre-clinical or clinical 
evaluation, and has not yet received regulatory 
approval. In its discretion, the Health Plan 
Administrator may deem an experimental, 
investigational or unproven service covered under 
the Medical Plan for treating a life-threatening 
sickness or condition if it is proved to be safe with 
promising efficacy, provided in a clinically controlled 
research setting, and uses a specific research 
protocol that meets standards equivalent to those 
defined by the National Institutes of Health. 

Health Plan Administrator 
A company that administers the provisions of the 
Medical, Dental or Vision Plans, including paying 
claims. 
• The Health Plan Administrators for the Medical 

Plan are, 
− Aetna, 
− Cigna, 
− Surest, 
− Cigna Global Health, 
− Hawaii Medical Service Association (HMSA), 
− Kaiser Permanente HMO—Hawaii, and 
− Kaiser Permanente HMO—California. 

• The Health Plan Administrators for prescription 
drugs are, 
− Cigna Global Health, 
− Express Scripts, 
− Cigna Pharmacy, 
− Hawaii Medical Service Association (HMSA), 
− Kaiser Permanente HMO—Hawaii, and 
− Kaiser Permanente HMO—California. 

• The Health Plan Administrators for the Dental 
Plan are, 
− MetLife, 
− Delta Dental, and 
− Cigna Global Health. 

• The Health Plan Administrator for the Vision 
Plan is VSP. 

Home Health Care Services 
Services performed by an agency or organization 
that provides a program of skilled home health care, 
provided on a part-time intermittent schedule of 
services: 
• Medical and surgical nursing care, 
• Nursing care, 
• Rehabilitation care and therapies, 
• Hospice care, 
• Social services and counseling on health-related 

issues. 

Home Health Care Visit 
The maximum number of hours per day and the 
number of days covered annually varies by Health 
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Plan Administrator. Please contact the number on 
the back of your Health Plan ID card for more 
information  
Hospice 
A hospice is a program of medical and emotional 
care for the terminally ill. Considered to be the 
model for quality, compassionate care for people 
facing a life-limiting illness or injury, hospice and 
palliative care involves a team-oriented approach 
to expert medical care, pain management, and 
emotional and spiritual support expressly tailored 
to the person’s needs and wishes. 

Hospital 
An institution where sick or injured people receive 
medical or surgical care on an inpatient basis. A 
hospital must be accredited by the Joint 
Commission on Accreditation of Healthcare 
Organizations and approved by Medicare. 

Involuntary Termination (Other Than Release) 
Termination of employment for cause or that is 
otherwise initiated by Morgan Stanley and not in 
connection with a Release. 

Lifetime Maximum 
The most that will be paid by a plan for covered 
services for a plan member. Not all plans apply a 
lifetime maximum and some plans have different 
lifetime maximums for both in-network and out-of- 
network care. Once you reach the lifetime 
maximum, you pay all future expenses over  
that amount. 

Medically Necessary 
Those covered services or supplies that are 
determined by the Health Plan Administrator (in its 
sole discretion) to be: 
• Provided for the diagnosis, treatment, cure or 

relief of a health condition, illness, injury  
or disease, 

• Not for experimental, investigational or cosmetic 
purposes, 

• Necessary for and appropriate to the diagnosis, 
treatment, cure or relief of a health condition, 
illness, injury, disease or its symptoms, 

• Within generally accepted standards of medical 
care in the community, and 

• Not solely for the convenience of the employee, 
the employee’s family or the provider. 

Medicare 
The Health Insurance for the Aged and Disabled 
Program under Title XVIII of the Social Security 
Act. For more information, see the Medicare 
section on page 101. 

Mental Disorder Treatment 
Treatment of: 
• Any disorder identified in the current edition of 

the Diagnostic and Statistical Manual of Mental 
Disorders (DSM), including a psychological 
and/or physiological dependence or addiction to 
alcohol, psychiatric drugs or medications, 
regardless of any underlying physical or organic 
cause, and 

• Any disorder where the treatment is primarily the 
use of psychotherapy or other psychotherapist 
methods. 

All inpatient services, including room and board, 
given by a mental health facility or area of a 
hospital that provides mental health or substance 
abuse treatment for a disorder identified in the 
DSM are considered mental disorder treatment. 
Prescription drugs are not considered mental 
disorder treatment. 

Network 
Used to describe a plan’s network of doctors, 
hospitals and other health care providers. Different 
Health Plan Administrators have different 
networks. The Aetna plans offer the Aetna Choice 
POS II Network, the Cigna plans offer the Cigna 
Open Access Plus network, and the Surest plan 
offers the UHC Choice Plus network. 

Nurse Midwife 
A person who is licensed or certified to practice as 
a nurse midwife, and is both licensed by a board of 
nursing as an RN, and has completed a program 
approved by the state for the preparation of nurse 
midwives. 

Nurse Practitioner 
A person who is licensed or certified to practice as 
a nurse practitioner, and is both licensed by a 
board of nursing as an RN, and has completed a 
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program approved by the state for the preparation 
of nurse practitioners. 

Outpatient Facility 
An institution where sick or injured people receive 
medical or surgical care on an outpatient basis. 
The facility must be licensed in the state in which it 
is doing business. 

Out-of-Network Hospital 
A hospital that does not participate in a Health 
Plan Administrator’s network. 

Out-of-Network Provider 
A provider that does not participate in a Health 
Plan Administrator’s network. 

Out-of-Pocket Maximum 
The most you would have to pay out of your own 
pocket for Eligible Expenses. With a plan that has 
an out-of-pocket maximum, once you reach the 
maximum for a given year, the plan pays all 
Eligible Expenses for covered services until any 
lifetime maximum benefit is reached. Not all 
expenses count toward an out-of-pocket maximum. 

Physician 
• A person licensed to practice medicine in the 

jurisdiction where such services are performed, 
or  

• Any other person whose services, according to 
applicable law, must be treated as physician's 
services for purposes of the group policy. Each 
such person must be licensed in the jurisdiction 
where he performs the service and must act 
within the scope of that license. Such person 
must also be certified and/or registered if 
required by such jurisdiction.  

Preauthorization  
Preauthorization helps ensure that you obtain the 
most appropriate care for your condition, in the 
most appropriate setting and that health care costs 
are managed. You are required to contact your 
Health Plan Administrator prior to receiving certain 
treatments or services so that the treatment or 
service can be preauthorized. Failure to receive 
preauthorization from your Health Plan 

Administrator, when required, will result in 
penalties or no benefits being paid. 

Primary Care Physician (PCP) 
With some plans, you may choose a PCP to be the 
personal doctor for each family member. 

Private Duty Nursing 
The planning of care and care of patients by a 
nurse, whether a registered nurse or licensed 
practical nurse. 

Rehabilitation Facility 
A facility accredited as a rehabilitation facility by 
the Commission on Accreditation of Rehabilitation 
Facilities. 

Release 
Termination of employment that is not for cause 
and that is initiated by Morgan Stanley, at its sole 
discretion, in connection with a staff reduction, 
elimination of position, sale of business, transfer to 
a joint venture, office closing, outsourcing or 
reorganization. 
Whether a termination of employment is a release, 
is determined by Morgan Stanley’s Chief Human 
Resources Officer, in their sole discretion. 

Review or Review Process  
A review and determination of whether services 
and supplies provided by a health care provider 
are considered covered health services. 

Room and Board 
Room, board, general duty nursing, intensive 
nursing care and any other services regularly 
furnished by a hospital when receiving services as 
an inpatient.  

Sickness 
Physical illness, disease or pregnancy. The term 
sickness as used in this SPD does not include 
mental illness or substance abuse, regardless of 
the cause or origin of the mental illness or 
substance abuse. 
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Skilled Nursing Facility 
A hospital or nursing facility that is licensed and 
operated as a skilled nursing facility under an 
applicable state or federal law. 

Temporomandibular Joint (TMJ) Services 
The Medical Plan covers services for the 
evaluation and treatment of temporomandibular 
joint syndrome (TMJ) and associated muscles. 
Diagnosis: Examination, radiographs and 
applicable imaging studies and consultation.  
Nonsurgical treatment, including clinical 
examinations, arthrocentesis and trigger point 
injections.  
Benefits are provided for surgical treatment if the 
following criteria are met: 

• There is clearly demonstrated radiographic 
evidence of significant joint abnormality, 

• Nonsurgical treatment has failed to adequately 
resolve the symptoms, and 

• Pain or dysfunction is moderate or severe. 
Benefits for surgical services include 
arthrocentesis, arthroscopy, arthroplasty, 
arthrotomy, open or closed reduction of 
dislocations.  
Benefits for surgical services also include FDA-
approved TMJ prosthetic replacements when all 
other treatment has failed. 

Urgent Care Center 
A facility dedicated to the delivery of ambulatory 
care outside of a hospital emergency department. 
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Your Important Contacts
 
PROGRAM 

WEBSITE OR  
EMAIL 

GROUP 
NUMBER 

PHONE  
NUMBER 

All Benefit Plans For transactions, 
www.morganstanley.com/benefits 
For news and resources, type mybenefits in 
your intranet browser or 
mybenefits.ms.com from outside Firm 
browser 

 1-877-MSHR-411 
(1-877-674-7411) 

ConnectOne (for your Citigroup benefits 
information, if applicable) 

N/A  1-800-881-3938 

General Human Resources Inquiries Contact Your HR Representative  1-877-MSHR-411 
(1-877-674-7411) 

General HR and FA Compensation 
Inquiries—FSG Desk (for MSSB 
employees) 

N/A  1-888-FSG-9999 
(1-888-374-9999) 

Health Care 

Accolade Care Advocates member.accolade.com   1-866-386-0076 

Aetna (Options A, B and C) www.MyAetnaWebsite.com 868849 Accolade (1-866-
386-0076) 

Cigna (Options A, B and C)  www.mycigna.com 3327984 Accolade (1-866-
386-0076) 
 

Cigna Global Health Medical and Dental www.cignaenvoy.com 00519A 1-800-441-2668  
(in the U.S.) 
1-302-797-3100 
(collect—outside of 
the U.S.) 

Delta Dental (Options A and B) www.deltadentalins.com NY05703 1-800-932-0783 

Flexible Spending Accounts  
(Health Care FSA, Limited Purpose FSA 
and Dependent Day Care) 

www.morganstanley.healthequity.com 
www.irs.gov (for a list of Eligible Expenses) 

 1-888-332-8891 
1-800-TAX-FORM 
(1-800-829-3676) 

Health Savings Account www.morganstanley.healthequity.com  1-844-373-5893 

HMSA Medical (Hawaii) www.hmsa.com Employees: 
98643-1 
COBRA:  
98643-3 

1-808-948-6111 
 

Livongo by Teladoc  https://www.livongo.com/morganstanley/Di
abetes 

 1-800-945-4355 

Kaiser Permanente (Northern and 
Southern California and Hawaii) 

www.kaiserpermanente.org 8488 (N CA) 
102045 (S CA) 
1340 (HI) 

1-800-464-4000 (CA) 
1-800-966-5955 (HI) 

http://www.morganstanley.com/benefits
http://mybenefits/
http://www.mycigna.com/
http://www.cignaenvoy.com/
http://www.deltadentalins.com/
http://www.morganstanley.healthequity.com/
http://www.irs.gov/
http://www.hmsa.com/
http://www.kaiserpermanente.org/
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PROGRAM 

WEBSITE OR  
EMAIL 

GROUP 
NUMBER 

PHONE  
NUMBER 

    

Lyra Health www.lyrahealth.com/morganstanley  1-866-926-2648 

MetLife Dental (Options A and B) www.metlife.com/mybenefits Standard Plan 
(Option B): 
308228 
Premier Plan 
(Option A): 
308229 

1-800-474-7371 

One Medical (for onsite health centers) morganstanley@onemedical.com  212-441-4390 

Express Scripts Prescription Drugs (for 
Aetna, Cigna, and Surest enrollees) 
 

www.express-scripts.com MORSTAN 1-877-859-0018  

Surest (Option D) benefits.surest.com 78800722 1-855-619-6709 

2nd.MD (Firm Provided) www.2nd.md/morganstanley  1-866-841-2575 

Telemedicine: Cigna Telehealth 
Connection 

www.mycigna.com  N/A 

Telemedicine: Surest benefits.surest.com  N/A 

VSP Vision Plan (Option A and B) www.vsp.com 12290137 1-800-877-7195 

Incentive and FA Compensation Plans 

Common Book Accounts N/A  1-800-622-2393 
1-201-680-6578 

Executive Compensation Use the Contact Us feature on the 
Executive Compensation website 

Current employees: 
http://execcomp.ms.com 
(through the Morgan Stanley intranet) 

Former employees: 
www.morganstanley.com/excomp 

 N/A 

Deferred Cash Plan Administrator (EWM) questions@ewmglobal.com  1-203-972-6900 
+41-44-913-1914 

FA Compensation Morgan Stanley Today  1-212-276-5300 

Leaves and Disability 

Dye & Eskin Inc. (CEDi) N/A   1-888-556-8767 

Hanleigh Management Inc. (CEDi) N/A  1-201-505-1050 

Lenox Advisors (Individual 
Disability Insurance) 

mdonalds@lenoxadvisors.com 
www.lenoxadvisors.com 

 1-212-536-8782 

MetLife (Leave Initiation, STD and LTD) www.metlife.com/mybenefits STD and FMLA: 
308160 
LTD: 143274 

Claim Inquiries: 1-
800-498-5306 
LTD or SOH 
inquiries: 1-800-638-
6420 prompt 1 (EOI) 

http://www.lyrahealth.com/morganstanley
http://www.metlife.com/mybenefits
mailto:morganstanley@onemedical.com
http://www.express-scripts.com/
http://www.2nd.md/morganstanley
http://www.mycigna.com/
http://www.vsp.com/
http://execcomp.ms.com/
http://www.morganstanley.com/excomp
mailto:questions@ewmglobal.com
http://www.lenoxadvisors.com/
http://www.metlife.com/mybenefits
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PROGRAM 

WEBSITE OR  
EMAIL 

GROUP 
NUMBER 

PHONE  
NUMBER 

Insurance 

Aflac (Accident, Critical Illness and 
Hospital Indemnity) 

N/A  1-855-730-4944 

Cigna (Business Travel Accident 
Insurance) 

N/A  1-800-362-4462  

MetLife (Life Insurance Portability and 
Conversion) 

N/A  1-877-275-6387 

MetLife (Life Insurance and Accidental 
Death and Dismemberment Insurance) 

N/A  1-800-753-9021 
1-800-638-6420  
prompt 1 (EOI) 

Payroll and Employment Verification 

Employment Verification www.theworknumber.com/Employees/   N/A 

U.S. Payroll Morgan Stanley Today   1-212-276-5300 

MyTime www.mytime@morganstanley.com  N/A 

Other Company Programs 

Adoption and Surrogacy Assistance  mavenclinic.com/join/morganstanley  support@mavenclini
c.com 

Bright Horizons Programs (Back-Up Care 
for children & adults/elders, Tutoring 
Support, College Coach, Special Needs, 
Elder Care Support & more) 

www.clients.brighthorizons.com/morgansta
nley 

 1-833-224-7075 

CARE Program (Employment Dispute 
Resolution Program) 

carebox@morganstanley.com  1-866-CARE-123 
(1-866-227-3123) 

Employee Offers (Commuter Benefits, 
Group Auto/Home, Group Personal Excess 
Liability Insurance) 

www.youdecide.com/morganstanley  1-800-864-1539 

Diversity and Inclusion 
(Employee Networking Groups) 

Type diversity in your browser 
diversity@morganstanley.com 

 N/A 

HR Policies Type hrpolicies/ in your browser   N/A 

Legal Assistance Plan (MetLife) www.metlife.com/mybenefits  1-800-821-6400 

Onsite Counselor www.lyrahealth.com/morganstanley  1-866-926-2648 

Perks Portfolio Type offers in your browser  N/A 

Tuition Reimbursement Type hrpolicies/ in your browser   1-877-674-7411 

Wellness Programs (such as onsite health 
and fitness centers, health coaching, 
wellness lectures/events, meditation and 
discounts) 

Type wellness in your intranet browser 
For questions about wellness programs, 
email wellness@morganstanley.com 

 N/A 

http://www.theworknumber.com/Employees/
mailto:mytime@morganstanley.com
http://www.clients.brighthorizons.com/morganstanley
http://www.clients.brighthorizons.com/morganstanley
mailto:carebox@morganstanley.com
http://www.youdecide.com/morganstanley
mailto:diversity@morganstanley.com
http://www.metlife.com/mybenefits
http://www.lyrahealth.com/morganstanley
mailto:wellness@morganstanley.com
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PROGRAM 

WEBSITE OR  
EMAIL 

GROUP 
NUMBER 

PHONE  
NUMBER 

Other Company and Non-Company Programs 

Employee Trading and Activities Helpline useta@morganstanley.com  1-201-830-7737 

New Hire Onboarding onboarding_newhires@morganstanley.com  1-201-633-4221 
(Fax) 

Medicare www.medicare.gov  1-800-633-4227 

QDRO/QMCSO N/A  1-877-MSHR-411 
(1-877-674-7411) 

Registration (security licensing inquiries) naregist@morganstanley.com  1-443-627-6300 
1-201-633-4214 
(Fax) 

Social Security www.socialsecurity.gov  1-800-772-1213 

UnitedHealthcare Medicare Solutions  www.myuhcplans.com/morganstanley  1-855-618-1796 

 
Claim Forms: Claim forms are available on the 
Benefit Center website and from the Health Plan 
Administrator websites listed above. 

mailto:useta@morganstanley.com
mailto:onboarding_newhires@morganstanley.com
http://www.medicare.gov/
mailto:naregist@morganstanley.com
http://www.socialsecurity.gov/
http://www.myuhcplans.com/morganstanley
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