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This provision applies only where the interpretation of the Policy is governed by the Employee Retirement Income 
Security Act (ERISA). 

 
STATEMENT OF EMPLOYEE ERISA RIGHTS 

 
The Employee Retirement Income Security Act of 1974 (ERISA) guarantees certain rights and protections to 
participants of welfare plans. Federal law and regulations require that a "Statement of ERISA Rights" be included 
in this description of the Plan. 
 
You may examine, without charge, all Plan documents, including any insurance contracts, collective bargaining 
agreements, annual reports, summary plan descriptions and other documents filed with the Department of Labor. 
You can examine copies of these documents in the Plan Administrator's office or at other specified locations, or 
you can ask your supervisor where copies of the documents are available. 
 
If you want a personal copy of Plan documents or related material, you should send a written request to the Plan 
Administrator. You will be charged only the actual cost of these copies. 
 
You are entitled to 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. 
 
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. These individuals, called "fiduciaries," have an obligation to administer 
the Plan prudently and to act in the interest of Plan participants and beneficiaries. The named fiduciary for this 
Plan is the Plan Sponsor. No one, including the Employer or any other person, may fire a Covered Person or 
otherwise discriminate against a Covered Person in any way to prevent that person from obtaining a benefit or 
exercising their rights under ERISA. 
 
When you become eligible for payments from the Plan, you should follow the appropriate steps for filing a claim. 
In case of claim denial, in whole or in part, you must receive a written explanation of the reason for the denial. 
You have the right to have your claim reviewed and reconsidered. 
 
Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request materials 
from the Plan and do not receive them within 30 days, you may file suit in a federal court. In such a case, the 
court may require the Plan Administrator to provide you the materials and pay you up to $110 per day until you 
receive your materials, unless the materials were not sent because of reasons beyond the control of the Plan 
Administrator. If you have a claim for benefits which is denied or ignored, in whole or in part, you may file a suit in 
a state or federal court provided you have exhausted the procedures and complied with the timeframes for review 
of the adverse claim decision provided below.  If it should happen that Plan fiduciaries misuse the Plan's money, 
or if you are discriminated against for asserting your rights, you may seek assistance from the U.S. Department of 
Labor, or you may file suit in a federal court. The court will decide who should pay costs and legal fees. For 
example, if you are successful, the court may order the person you sued to pay those costs and fees. If you lose 
or if the court finds your suit to be frivolous, you may be ordered to pay these costs and fees. 
 
If you have any questions about your Plan, you should contact the Plan Administrator. If you have any questions 
about this statement or about your rights under ERISA, contact the nearest Area Office of the Employee Benefits 
Security Administration, United States Department of Labor listed in your telephone directory or the Division of 
Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200 
Constitution Avenue, N.W., Washington, D.C. 20210. 
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CLAIMS DENIAL FOR LIFE INSURANCE 
Notice of a decision to deny a claim (in whole or in part) shall be furnished to the claimant within 90 days following 
the receipt of the claim or within 90 days following the expiration of the initial 90 day period, in a case where there 
are special circumstances requiring extension of time for processing the claim. If special circumstances require an 
extension of time for processing the claim, written notice of the extension shall be furnished to the claimant prior 
to the expiration of the initial 90 day period.  
 
The notice of extension shall indicate the special circumstances requiring the extension and the date by which the 
notice of decision with respect to the claim is expected to be furnished. If a claim is denied (in whole or in part) 
notice shall be provided to the claimant in writing and shall set forth: 1) the reason(s) for the denial; 2) reference 
to the provision(s) of the Plan on which the denial is based; 3) a description of any additional material or 
information necessary for the claimant to perfect the claim, if the claim was denied because the claimant failed to 
provide all necessary information, and an explanation of why such material or information is necessary; and 4) an 
explanation of the claim review procedure. If written notice of the denial is not furnished to the claimant within 90 
days (or if an extension was required, 180 days) from the date the claim was received, the claim shall be deemed 
denied and the claimant shall then be permitted to proceed with the procedure set forth below. 

REVIEW OF DENIED CLAIMS AND COMPLAINT PROCEDURE FOR LIFE INSURANCE 
If a covered person or any person claiming through a covered person wishes to have a denied claim reviewed, a 
written request must be sent to the address identified in the claim denial letter.  
 
Any complaint or dispute related to review of denied claims shall be resolved in accordance with the procedure 
set forth by the Plan Sponsor and outlined below. 

1. The complainant may contact the Insurance Carrier's service representative in an attempt to resolve the 
complaint in an informal manner. 

2. If the complainant is not satisfied with any attempts at informal resolution, the complainant must submit a 
written request for review of a denied claim or a written notice of the complaint or dispute to the address 
identified on the claim denial letter within 60 days of receipt of the claim denial notice.  The complainant 
may submit supporting documentation or information to be considered. The complainant must submit any 
requested additional information or documents. 

3. A written notice of the final decision will usually be sent to the complainant within 60 days of receipt of the 
written request for review of a denied claim or notice of a complaint or dispute. However, if special 
circumstances require an extension of time to reach a final decision, written notice of the final decision will 
be sent as soon as possible following the expiration of the initial 60 day period, but no later than 120 days 
following receipt of the request for review of a denied claim or notice of a complaint or dispute. If special 
circumstances require such an extension of time, written notice of the extension shall be furnished to the 
complainant prior to the expiration of the initial 60 day period. The written notice of the final decision will 
give specific reason(s) for the decision and references to the provision(s) of the Plan on which the 
decision is based. If the final written decision is not furnished to the complainant within 60 days (or if an 
extension was required, 120 days) from the date of receipt of the request for review of a denied claim or 
notice of a complaint or dispute, the request for review or the complaint or dispute shall be deemed to be 
rejected and denied on review. 

 
  



07/2024 

CLAIMS DENIAL FOR DISABILITY INSURANCE 
Notice of a decision to deny a claim (in whole or in part) shall be furnished to the claimant within 45 days following 
the receipt of the claim.  Up to two extensions of 30 days each will be allowed for processing the claim for matters 
beyond the Plan’s control or if additional information is needed from the claimant.  If special circumstances require 
an extension of time for processing the claim, written notice of the extension shall be furnished to the claimant 
prior to the expiration of the initial 45 day period.  
 
The notice of extension shall indicate the special circumstances requiring the extension and the date by which the 
notice of decision with respect to the claim is expected to be furnished. If a claim is denied (in whole or in part) 
notice shall be provided to the claimant in writing and shall set forth: 1) the reason(s) for the denial which must 
contain a complete discussion of why the claim was denied, including the basis for disagreeing with the views of 
medical or vocational experts whose advice was obtained either by the claimant or by the plan in connection with 
the denial; 2)  the internal rules, guidelines, protocols, standards or other similar criteria of the plan that were 
relied on in denying a claim or a statement that none exists; 3) a statement that the claimant is entitled to receive, 
upon request, the entire claim file and other relevant documents; 4) reference to the provision(s) of the Plan on 
which the denial is based; 5) a description of any additional material or information necessary for the claimant to 
perfect the claim, if the claim was denied because the claimant failed to provide all necessary information, and an 
explanation of why such material or information is necessary; 6) an explanation of the claim review procedure. 
Notices must also be provided in a culturally and linguistically appropriate manner in certain situations. If written 
notice of the denial is not furnished to the claimant within 45 days (or if an extension was required, 105 days) from 
the date the claim was received, the claim shall be deemed denied and the claimant shall then be permitted to 
proceed with the procedure set forth below.   

REVIEW OF DENIED CLAIMS AND COMPLAINT PROCEDURE FOR DISABILITY INSURANCE 
If a covered person or any person claiming through a covered person wishes to have a denied claim reviewed, a 
written request must be sent to the address identified in the claim denial letter.  
 
Any complaint or dispute related to review of denied claims shall be resolved in accordance with the procedure 
set forth by the Plan Sponsor and outlined below. 
 

1. The complainant may contact the Insurance Carrier's service representative in an attempt to resolve the 
complaint in an informal manner. 

2. If the complainant is not satisfied with any attempts at informal resolution, the complainant must submit a 
written request for review of a denied claim or a written notice of the complaint or dispute to the address 
identified on the claim denial letter within 180 days of receipt of the claim denial notice. The complainant 
may submit supporting documentation or information to be considered. The complainant must submit any 
requested additional information or documents. 

3. A written notice of the final decision will usually be sent to the complainant within 45 days of receipt of the 
written request for review of a denied claim or notice of a complaint or dispute. However, if special 
circumstances require an extension of time to reach a final decision, written notice of the final decision will 
be sent as soon as possible following the expiration of the initial 45 day period, but no later than 90 days 
following receipt of the request for review of a denied claim or notice of a complaint or dispute. If special 
circumstances require such an extension of time, written notice of the extension shall be furnished to the 
complainant prior to the expiration of the initial 45 day period. The written notice of the final decision must 
give specific reason(s) for the decision and include the above-referenced information set out above in the 
Claim Denial For Disability Insurance Section, items 1-4.  A description of any applicable contractual 
limitations period and its expiration date must also be included. If the final written decision is not furnished 
to the complainant within 45 days (or if an extension was required, 90 days) from the date of receipt of the 
request for review of a denied claim or notice of a complaint or dispute, the request for review or the 
complaint or dispute shall be deemed to be rejected and denied on review.  Notices must also be 
provided in a culturally and linguistically appropriate manner in certain situations. 

4. Prior to the decision on appeal, the Plan must also provide any new or additional evidence or rationale 
that were not included at the denial stage and give the claimant notice and a fair opportunity to respond. 
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CLAIMS DENIAL FOR ACCIDENT/CRITICAL ILLNESS INSURANCE 
Notice of a decision to deny a claim (in whole or in part) shall be furnished to the claimant within 45 days following 
the receipt of the claim.  Up to two extensions of 30 days each will be allowed for processing the claim for matters 
beyond the Plan’s control or if additional information is needed from the claimant.  If special circumstances require 
an extension of time for processing the claim, written notice of the extension shall be furnished to the claimant 
prior to the expiration of the initial 45 day period.  
 
The notice of extension shall indicate the special circumstances requiring the extension and the date by which the 
notice of decision with respect to the claim is expected to be furnished. If a claim is denied (in whole or in part) 
notice shall be provided to the claimant in writing and shall set forth: 1) the reason(s) for the denial which must 
contain a complete discussion of why the claim was denied, including the basis for disagreeing with the views of 
medical or vocational experts whose advice was obtained either by the claimant or by the plan in connection with 
the denial; 2)  the internal rules, guidelines, protocols, standards or other similar criteria of the plan that were 
relied on in denying a claim or a statement that none exists; 3) a statement that the claimant is entitled to receive, 
upon request, the entire claim file and other relevant documents; 4) reference to the provision(s) of the Plan on 
which the denial is based; 5) a description of any additional material or information necessary for the claimant to 
perfect the claim, if the claim was denied because the claimant failed to provide all necessary information, and an 
explanation of why such material or information is necessary; 6) an explanation of the claim review procedure. 
Notices must also be provided in a culturally and linguistically appropriate manner in certain situations. If written 
notice of the denial is not furnished to the claimant within 45 days (or if an extension was required, 105 days) from 
the date the claim was received, the claim shall be deemed denied and the claimant shall then be permitted to 
proceed with the procedure set forth below.   

REVIEW OF DENIED CLAIMS AND COMPLAINT PROCEDURE FOR  
ACCIDENT/CRITICAL ILLNESS INSURANCE 

If a covered person or any person claiming through a covered person wishes to have a denied claim reviewed, a 
written request must be sent to the address identified in the claim denial letter.  
 
Any complaint or dispute related to review of denied claims shall be resolved in accordance with the procedure 
set forth by the Plan Sponsor and outlined below. 
 

1. The complainant may contact the Insurance Carrier's service representative in an attempt to resolve the 
complaint in an informal manner. 

2. If the complainant is not satisfied with any attempts at informal resolution, the complainant must submit a 
written request for review of a denied claim or a written notice of the complaint or dispute to the address 
identified on the claim denial letter within 180 days of receipt of the claim denial notice. The complainant 
may submit supporting documentation or information to be considered. The complainant must submit any 
requested additional information or documents. 

3. A written notice of the final decision will usually be sent to the complainant within 45 days of receipt of the 
written request for review of a denied claim or notice of a complaint or dispute. However, if special 
circumstances require an extension of time to reach a final decision, written notice of the final decision will 
be sent as soon as possible following the expiration of the initial 45 day period, but no later than 90 days 
following receipt of the request for review of a denied claim or notice of a complaint or dispute. If special 
circumstances require such an extension of time, written notice of the extension shall be furnished to the 
complainant prior to the expiration of the initial 45 day period. The written notice of the final decision must 
give specific reason(s) for the decision and include the above-referenced information set out above in the 
Claim Denial For Disability Insurance Section, items 1-4.  A description of any applicable contractual 
limitations period and its expiration date must also be included. If the final written decision is not furnished 
to the complainant within 45 days (or if an extension was required, 90 days) from the date of receipt of the 
request for review of a denied claim or notice of a complaint or dispute, the request for review or the 
complaint or dispute shall be deemed to be rejected and denied on review.  Notices must also be 
provided in a culturally and linguistically appropriate manner in certain situations. 
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