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IMPORTANT NOTICES 

GROUP ACCIDENT 
 

If you reside in one of the following states, please read the important notices below: 

 

Arizona residents: 

 

This certificate of insurance may not provide all benefits and protections provided by law in 

Arizona.  Please read this certificate carefully. 

 
California residents: 

 

FOR CALIFORNIA RESIDENTS:  REVIEW THIS CERTIFICATE CAREFULLY.  IF YOU 

ARE 65 OR OLDER ON THE EFFECTIVE DATE OF THIS CERTIFICATE, YOU MAY 

RETURN IT TO US WITHIN 30 DAYS FROM THE DATE YOU RECEIVE IT AND WE 

WILL REFUND ANY PREMIUM YOU PAID.  IN THIS CASE, THIS CERTIFICATE WILL 

BE CONSIDERED TO NEVER HAVE BEEN ISSUED. 
 

Florida residents: 
 

The benefits of the policy providing your coverage are governed primarily by the laws of a 

state other than Florida. 
 

Maryland residents: 

 

This Certificate may omit some of the benefits required for a Certificate issued and delivered 

in Maryland. 

 
New Mexico residents: 
 

This type of plan is NOT considered ''minimum essential coverage'' under the Affordable 

Care Act (ACA) and therefore does NOT satisfy the individual mandate that you have health 

insurance coverage.  If you do not have other health insurance coverage, you may be subject 

to a federal tax penalty.  Please consult your tax advisor. 
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North Carolina residents: 

 

This Certificate of Insurance provides all of the benefits mandated by the North Carolina 

Insurance Code, but it is issued under a group master policy located in another state and may 

be governed by that state’s law. 

 

THIS CERTIFICATE IS NOT A MEDICARE SUPPLEMENT CERTIFICATE.  IF YOU 

ARE ELIGIBLE FOR MEDICARE, REVIEW THE GUIDE TO HEALTH INSURANCE 

FOR PEOPLE WITH MEDICARE, WHICH IS AVAILABLE FROM LIFE INSURANCE 

COMPANY OF NORTH AMERICA. 
 

The Policy is a legal contract between the Policyholder and Us. 
 

BENEFITS MAY BE REDUCED. PLEASE SEE THE SCHEDULE OF BENEFITS 
 

IMPORTANT CANCELLATION INFORMATION – PLEASE READ ''POLICY 

TERMINATION'' PROVISION 
 

UNDER NORTH CAROLINA GENERAL STATUTE SECTION 58-50-40, NO PERSON, 

EMPLOYER, PRINCIPAL, AGENT, TRUSTEE, OR THIRD PARTY ADMINISTRATOR, 

WHO IS RESPONSIBLE FOR THE PAYMENT OF GROUP HEALTH OR LIFE INSURANCE 

OR GROUP HEALTH PLAN PREMIUMS, SHALL: (1) CAUSE THE CANCELLATION OR 

NONRENEWAL OF GROUP HEALTH OR LIFE INSURANCE, HOSPITAL, MEDICAL, OR 

DENTAL SERVICE CORPORATION PLAN, MULTIPLE EMPLOYER WELFARE 

ARRANGEMENT, OR GROUP HEALTH PLAN COVERAGES AND THE CONSEQUENTIAL 

LOSS OF THE COVERAGES OF THE PERSONS INSURED, BY WILLFULLY FAILING TO 
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SCHEDULE OF COVERED LOSSES 

 

Covered Loss Benefit 

Loss of Life 100% of the Principal Sum 

Loss of Two or More Hands or Feet 100% of the Principal Sum 

Loss of Sight of Both Eyes 100% of the Principal Sum 

Loss of One Hand or One Foot and Sight in One Eye 100% of the Principal Sum 

Loss of Speech and Hearing (in both ears) 100% of the Principal Sum 

Quadriplegia 100% of the Principal Sum 

Paraplegia 75% of the Principal Sum 

Hemiplegia 50% of the Principal Sum 

Uniplegia 25% of the Principal Sum 

Coma 

   Monthly Benefit 1% of the Principal Sum 

   Number of Monthly Benefits 11 

   When Payable At the end of each month during which the Covered 

Person remains comatose 

   Lump Sum Benefit 100% of the Principal Sum 

   When Payable Beginning of the 12
th

 month 
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ADDITIONAL ACCIDENT BENEFITS 

Any benefits payable under these Additional Accident Benefits shown below are paid in addition to any other Accidental 

Death and Dismemberment benefits payable. 

 

BEREAVEMENT AND TRAUMA COUNSELING BENEFIT 
Benefit Amount $100 per session 

Maximum Number of Sessions 10 sessions 

Maximum Benefit Per 

Covered Accident $1,000 

 

CHILD CARE CENTER BENEFIT
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GENERAL DEFINITIONS 
 

Please note that certain words used in this Certificate have specific meanings.  The words defined below and capitalized 

within the text of this Certificate have the meanings set forth below. 

 

Active Service 
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Dependent Child(ren) 

An Employee’s unmarried child who meets the following requirements: 

1. A child from live birth to 26 years old; 

2. A child who is 26 or more years old, primarily supported by the Employee and incapable of self-
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ELIGIBILITY AND EFFECTIVE DATE PROVISIONS 
 

Subscriber Effective Date 
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COMMON EXCLUSIONS 
 

In addition to any benefit-specific exclusions, benefits will not be paid for any Covered Injury or Covered Loss which, 

directly or indirectly, in whole or in part, is caused by or results from any of the following unless coverage is specifically 

provided for by name in the Description of Benefits Section: 

 

1. intentionally self-inflicted injury, suicide or any attempt thereat while sane or insane; 

2. commission or attempt to commit a felony or an assault; 

3. commission of or active participation in a riot or insurrection; 

4. bungee jumping; parachuting; skydiving; parasailing; hang-gliding; 

5. declared or undeclared war or act of war; 

6. flight in, boarding or alighting from an Aircraft or any craft designed to fly above the Earth’s surface: 

a. except as a passenger on a regularly scheduled commercial airline; 

b. being flown by the Covered Person or in which the Covered Person is a member of the crew; 

c. being used for: 

i. crop dusting, spraying or seeding, giving and receiving flying instruction, fire fighting, sky writing, sky diving 

or hang-gliding, pipeline or power line inspection, aerial photography or exploration, racing, endurance tests, 

stunt or acrobatic flying; or 

ii. 
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Extension of Conversion Period 
If the Covered Person is eligible to convert and is not notified of this right at least 15 days prior to the end of the 31 day 

conversion period, the conversion period will be extended.  The Covered Person will have 15 days from the date notice is 

given to apply for a converted policy or certificate.  In no event will the conversion period be extended beyond 90 days.  

Notice, for the purpose of this section, means written notice presented to the Covered Person by the Subscriber or mailed to 

the Covered Person’s last known address as reported by the Subscriber. 

 

If the Covered Person sustains a Covered Loss or dies during the extended conversion period, but more than 31 days after 

his coverage under the Group Policy terminates, benefits will not be paid under the Group Policy.  If the Covered Person’s 

application for a converted policy or certificate is received by Us and the required premium is paid, benefits may be payable 

under the converted policy or certificate. 

 

GA-01-1505.00 
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Payment of Claims to Foreign Employees 

The Subscriber may, in a fiduciary capacity, receive and hold any benefits payable to covered Employees whose place of 

employment is other than the United States of America. 

 

We will not be responsible for the application or disposition by the Subscriber of any such benefits paid.  Our payments to 

the Subscriber will constitute a full discharge of Our liability for those payments under this Policy. 

 

Physical Examination and Autopsy 

We, at Our own expense, have the right and opportunity to examine the Covered Person when and as often as We may 

reasonably require while a claim is pending and to make an autopsy in case of death where it is not forbidden by law. 

 

Legal Actions 
No action at law or in equity may be brought to recover under this Policy less than 60 days after written or authorized 

electronic proof of loss has been furnished as required by this Policy.  No such action will be brought more than three years 

after the time such written proof of loss must be furnished. 

 

Beneficiary 
The beneficiary is the person or persons the Employee names or changes on a form executed by him and satisfactory to Us.  

This form may be in writing or by any electronic means agreed upon between Us and the Subscriber.  Consent of the 

beneficiary is not required to affect any changes, unless the beneficiary has been designated as an irrevocable beneficiary, 

or to make any assignment of rights or benefits permitted by this Policy.  

 

A beneficiary designation or change will become effective on the date the Employee executes it.  However, We will not be 

liable for any action taken or payment made before We record notice of the change at our Home Office. 

 

If more than one person is named as beneficiary, the interests of each will be equal unless the Employee has specified 

otherwise.  The share of any beneficiary who does not survive the Covered Person will pass equally to any surviving 

beneficiaries unless otherwise specified.   

 

If there is no named beneficiary or surviving beneficiary, or if the Employee dies while benefits are payable to him, We 

may make direct payment to the first surviving class of the following classes of persons: 

1. spouse; 

2. child or children; 

3. mother or father;  

4. sisters or brothers;  

5. estate of the Covered Person. 

 

Recovery of Overpayment 
If benefits are overpaid, We have the right to recover the amount overpaid by either of the following methods. 

1. A request for lump sum payment of the overpaid amount. 

2. A reduction of any amounts payable under this Policy. 

 

If there is an overpayment due when the Covered Person dies, Us may recover the overpayment from the Covered Person’s 

estate. 

 

GA-00-CE1600.
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ADMINISTRATIVE PROVISIONS 
 

Premiums 
All premium rates are expressed in, and all premiums are payable in, United States currency.  The premiums for this Policy 

will be based on the rates set forth in the Schedule of Benefits, the plan and amounts of insurance in effect.  If a Covered 

Person’s insurance amounts are reduced due to age, premium will be based on the amounts of insurance in force on the day 

after the reduction took place. 

 

Draft Accounts 

The Insurance Company shall be entitled to retain, as part of its compensation, any earnings on draft accounts created in 

connection with benefit claims, in excess of interest credited under the terms of the policy. 

 

Grace Period 

A Grace Period of 31 days will be granted for payment of required premiums under this Policy.  Insurance under this Policy 

for You, Your Spouse and/or Dependent Children will remain in force during the Grace Period.  We will reduce any 

benefits payable for any claims incurred during the grace period by the amount of premium due.  If no such claims are 
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GENERAL PROVISIONS 
 

Misstatement of Fact 
If the Covered Person has misstated any fact, all amounts payable under this Policy will be such as the premium paid would 

have purchased had such fact been correctly stated. 

 

30 Day Right To Examine Certificate 
If a Covered Person does not like the Certificate for any reason, it may be returned to Us within 30 days after receipt.  We 

will return any premium that has been paid and the Certificate will be void as if it had never been issued. 

 

Multiple Certificates 
The Covered Person may have in force only one certificate at a time under this Policy.  If at any time the Covered Person 

has been issued more than one certificate, then only the largest shall be in effect.  We will refund premiums paid for the 

others for any period of time that more than one certificate was issued. 

 

Assignment 
We will be bound by an assignment of a Covered Person's insurance under this Policy only when the original assignment or 

a certified copy of the assignment, signed by the Covered Person and any irrevocable beneficiary, is filed with Us.  The 

assignee may exercise all rights and receive all benefits assigned only while the assignment remains in effect and insurance 
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DESCRIPTION OF COVERAGES AND BENEFITS 
 

This Description of Coverages and Benefits Section describes the Accident Coverages and Benefits provided to You.  

Benefit amounts, benefit periods and any applicable aggregate and benefit maximums are shown in the Schedule of 

Benefits.  Certain words capitalized in the text of these descriptions have special meanings within this Certificate and 

are defined in the General Definitions section.  Please read these and the Common Exclusions sections in order to 

understand all of the terms, conditions and limitations applicable to these coverages and benefits. 

 

ACCIDENTAL DEATH AND DISMEMBERMENT BENEFITS 

 

Covered Loss We will pay the benefit for any one of the Covered Losses listed in the Schedule of Benefits, if the 

Covered Person suffers a Covered Loss resulting directly and independently of all other causes from a 

Covered Accident within the applicable time period specified in the Schedule of Benefits. 

 

If the Covered Person sustains more than one Covered Loss as a result of the same Covered Accident, 

benefits will be paid for the Covered Loss for which the largest available benefit is payable.  If the loss 

results in death, benefits will only be paid under the Loss of Life benefit provision.  Any Loss of Life 

benefit will be reduced by any paid or payable Accidental Dismemberment benefit.  However, if such 

Accidental Dismemberment benefit equals or exceeds the Loss of Life benefit, no additional benefit will 
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SPECIAL EDUCATION BENEFIT 
We will pay the benefit, up to the Maximum Benefit shown in the Schedule of Benefits, for each qualifying Dependent 

Child.  The Covered Person’s death must result, directly and independently of all other causes from a Covered Accident for 
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LIFE INSURANCE COMPANY OF NORTH AMERICA 

 

AMENDATORY RIDER 

TRAVEL ASSISTANCE SERVICES 
 

 

Policyholder: Saint Louis University 

Policy No.: OK 970213 Effective Date: January 1, 2019 

 

This rider amends the Policy and Certificate to which it is attached.  It is effective on the Effective Date shown above, and 

expires when the Policy expires. 

 

Travel Assistance Services 

 

We will pay the cost of the Covered Services described below, subject to all applicable conditions and exclusions, resulting, 

directly and independently of all other causes, from a Covered Medical Emergency.  The Covered Medical Emergency 

must occur and Covered Services must be incurred during the course of travel or other activities covered by the Policy, and 

while the Covered Person is either more than 100 miles from his permanent residence or outside of his country of 

permanent residence. 

 

To obtain services, the Covered Person must contact Us or our authorized service provider at the phone number provided 

by the Policyholder.  All services must be provided by our authorized service provider unless authorized by Us. 

 

Covered Services 

 

Covered Services includes the reasonable costs for medically necessary services provided by Us or by our authorized 

service provider, and which are provided by our authorized service provider unless authorized by Us, for any of the 

following. 

 

Emergency Medical Evacuation 

 

Medically necessary expenses for Transportation of the Covered Person to the nearest adequate medical facility, if adequate 

medical care is not available at the Covered Person’s location. 

 

Cost of any medically necessary services or equipment that the Covered Person receives during transportation covered 
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Limitations 
 

Covered Expenses are secondary to, and in excess of, any expenses for medical or transportation services paid or payable 

under any workers’ compensation law. 

 

No payment will be made for services without authorization of those services by Us or the express written approval of Our 

approved vendor. 

 

If coverage for these services is provided under more than one policy issued by the Insurance Company, we will only 

provide or pay for these services under one such policy. 

 

Exclusions 

 

The exclusions listed in the Policy’s Common Exclusions section will not apply to Medical Evacuation and Repatriation 

Expenses, except for exclusions relating to war or acts of war, suicide or intentionally self-inflicted injury.  In addition, the 

following exclusions apply specifically to this coverage: 

 

1. Non-Emergency, routine or minor medical problems, tests and exams where there is no clear or significant risk of 

death or imminent serious Injury or harm to the Covered Person; 

2. a condition which would allow for treatment at a future date convenient to the Covered Person and which does not 

require Emergency evacuation or repatriation; 

3. expenses incurred if a purpose of the Covered Person’s trip is to obtain medical treatment;  

4. services provided for which no charge is normally made, in the absence of insurance; 

5. transportation for the Covered Person’s vehicle and/or other personal belongings; 

6. Initial transport by ambulance following a Covered Medical Emergency occurring in the United States; 

7. services incurred while serving in the armed forces of any country; 

8. services required or obtained in any location which, due to war, insurrection, natural disaster or other reasons, is not 

reasonably accessible to our designated service provider, unless approved in advance by us; 

9. claim payments that are illegal under applicable law; 

10. expenses which are paid or payable under any workers’ compensation law; 

11. 
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5. The following benefit is added to the Description of Benefits section: 
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3. In the Administrative Provisions section, the following provision is replaced as follows: 

 

Changes in Premium Rates 
We may change the premium rates from time to time with at least 31 days advance written notice to the 

Subscriber.  If the rate increase is twenty percent or more there will be 45 days written notice which may be 

waived for groups covering one hundred or more persons, provided this is agreed to by Us and the Policyholder.  

No change in rates will be made until 12 months after the Policy Effective Date.  An increase in rates will not be 

made more often than once in a 12-month period.  However, We reserve the right to change rates at any time if 

any of the following events take place: 

1. the terms of this Policy change; 

2. the terms of the Subscriber's participation change; 

3. a division, subsidiary, affiliated company or eligible class is added or deleted from  this Policy; 

4. there is a change in the factors bearing on the risk assumed;  

5. any  federal or state law or regulation is amended to the extent it affects Our benefit obligation. 

 

4. In the General Provisions section, the following provisions are replaced: 

 

Policy Termination 

We may terminate coverage on or after the first anniversary of the policy effective date as of any premium due 

date.  Subscriber may terminate coverage on any premium due date.  Written notice by certified mail must be 

given at least 60 days prior to such premium due date.  Failure by Subscriber to pay premiums when due or within 

the grace period shall be deemed notice to Us to terminate coverage at the end of the period for which premium 

was paid.  Cancellation for nonpayment of premium or failure to meet the requirements for being a group will not 

be subject to this 60 day requirement. 

Termination will not affect a claim for a Covered Loss that is the result, directly and independently of all other 

causes, of a Covered Accident that occurs while coverage was in effect. 

 

Conformity with Statutes 

Anion

sectiom ments fst 60t16( )-2(r(er)-5(ed)-7)-3at Faie aect2(e)hi
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Missouri residents: 
 

1. Under the General Definitions section, the definition of Covered Accident does not include reference to an 

''external'' event. 

 

2. Under the General Definitions section, the definition of Totally Disabled or Total Disability means either: 

a) the inability of the Covered Person who is currently employed to perform the material and substantial duties 

of the Covered Person’s occupation for a period of at least twelve months. After the initial benefit period, total 

disability shall mean the Covered Person’s inability to perform the material and substantial duties of any 



 30 

 

 

South Carolina residents: 
 

1. Under the General Definitions section, the definition of Covered Accident does not include reference to an 

''external'' event. 

 

2. Under the Claim Provisions, the following changes are made. 

a. The Claimant Cooperation Provision does not apply. 

b. The provision titled Physical Examination and Autopsy is replaced with the following: 

Physical Examination and Autopsy 

We, at Our own expense, have the right and opportunity to examine the Covered Person when and as often as 

We may reasonably require while a claim is pending.  If an autopsy is performed, it will be in the State of 

South Carolina and during the period of contestability unless prohibited by law. 

c. The provision titled Legal Actions is replaced with the following: 

Legal Actions 
No action at law or in equity may be brought to recover under this Policy less than 60 days after written or 

authorized electronic proof of loss has been furnished as required by this Policy.  No such action will be 

brought more than six years after the time such written proof of loss must be furnished. 

 

3. Under the General Provisions, the following changes are made. 

The Multiple Certificates provision does not apply. 

 

South Dakota residents: 
 

Under the Common Exclusions section, the following changes are not permitted: 

1. the Covered Person being legally intoxicated as determined according to the laws of the jurisdiction in which 

the Covered Accident occurred; 

2. the Covered Person being Intoxicated.  ''Intoxicated'' means having a blood alcohol level of .08 or higher; 

3. the Covered Person operating a motorized vehicle while under the influence of alcohol or drugs as defined 

according to the laws of the jurisdiction in which the Accident occurred; 

4. voluntary ingestion of any narcotic, drug, poison, gas or fumes, unless prescribed or taken under the direction 

of a Physician and taken in accordance with the prescribed dosage; 

5. occupational injuries for 
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Texas residents: 
 

Under the General Definitions section, the definition of Dependent Child is replaced with the following: 

 

Dependent Child(ren) An Employee’s unmarried child who meets the following requirements: 

1. A child from live birth to 26 years old. The initial coverage period for 

newborn children shall continue for a period of at least 31 days. 

2. 
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SUPPLEMENTAL INFORMATION 

for 

 

Saint Louis University Group 
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YOUR RIGHTS AS SET FORTH BY ERISA 
 

As a participant in the Plan you are entitled to certain rights and protections under the Employee Retirement Income 

Security Act of 1974 (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 at other specified locations, such as worksites and union 

halls, all documents governing the plan, including insurance contracts and collective bargaining agreements, 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 Benefit Security Administration. 

 

Obtain, upon written request to the plan administrator, copies of documents governing the operation of the plan, including 

insurance contracts and collective bargaining agreements, and copies of the latest annual report (Form 5500 Series) and 

updated summary plan description.  The administrator may make a reasonable charge for the copies. 

 

Receive a summary of the plan's annual financial report.  The plan administrator is required by law to furnish each 

participant with a copy of this summary annual report. 

 

Prudent Actions by Plan Fiduciaries 

 

In addition to creating rights for plan participants ERISA imposes duties upon the people who are responsible for the 

operation of the employee benefit plan.  The people who operate your plan, called "fiduciaries'' of the plan, have a duty to 

do so prudently and in the interest of you and other plan participants and beneficiaries.  No one, including your employer, 

your union, or any other person, may fire you or otherwise discriminate against you in any way to prevent you from 

obtaining a welfare benefit or exercising your rights under ERISA. 

 

Enforce Your Rights 

 

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to 
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WHAT YOU SHOULD DO AND EXPECT IF YOU HAVE A CLAIM 
 

The Plan Administrator designates and names the Insurance Company the named fiduciary for deciding claims and appeals 

for benefits under the Plan.  The Insurance Company shall have the authority, in its discretion, to interpret the terms of the 

Plan, to decide questions of eligibility for coverage or benefits under the Plan, and to make any related findings of fact.  All 

decisions made by the Insurance Company shall be final and binding on Participants and Beneficiaries to the full extent 

permitted by applicable law. 

 

Claims for Disability Benefits (applies to all claims filed on or after April 1, 2018) 

 

A disability “claim” is any claim which requires a determination of disability by the Insurance Company regardless of the 

type of policy under which it arises (for example, short/long term disability, waiver of premium, etc.).  A disability claim is 

“filed” as of the date the Insurance Company first receives, in writing (including electronically) or by telephone (through 

the Insurance Company’s intake department), notice that a claimant is seeking disability benefits under the Policy.  The 

notice of claim received should provide the date of disability/loss, the claimant’s name and address, and the group Policy 

holder’s name and address.  Properly filed claims will be decided with independence and impartiality. 

 

The Insurance Company has 45 days from the date it receives a claim for disability benefits  to determine whether or not 

benefits are payable in accordance with the terms of the Policy.  The Insurance Company may require more time to review 

the claim if necessary due to matters beyond its control.  The review period may be extended for up to two additional 30 

day periods.  If this should happen, the Insurance Company must provide its extension notice in writing before expiration of 

the current decision period, explaining the circumstances requiring extension and the date a decision is expected.  If the 

extension is made because additional information must be furnished, the claimant has 45 days within which to provide the 

requested information and the time for the Insurance Company’s decision shall be tolled (stopped) from the date on which 

the notification of the extension was sent until the date the Insurance Company receives the claimant’s response or upon the 

date the requested information is required to be furnished expires, whichever is sooner. 

 

During the review period, the Insurance Company may require a medical examination of the claimant, at its own expense, 

or additional information regarding the claim.  If a medical examination is required, the Insurance Company will notify the 

claimant of the date and time of the examination and the physician's name and location.  If additional information is 

required, the Insurance Company will notify the claimant, in writing, stating what information is needed and why it is 

needed. 

 

If the claim is approved, the Insurance Company will pay the appropriate benefit.  If the claim decision is adverse, in whole 

or in part, the Insurance Company will provide written or electronic notice which will include the following information: 

 

1. The specific reason(s) for the decision; 

2. Specific reference to the Policy provision(s) on which the decision was based; 

3. A description of any additional information required to perfect the claim, and the reason this information is necessary; 

4. A  description of the review procedures and the time limits applicable to those procedures, including a statement of the 

claimant’s right to bring a civil action under section 502(a) of ERISA after the claimant appeals and after the claimant 

receives an adverse decision on appeal; 

5. A discussion of the decision, including an explanation of the basis for disagreeing with or not following: (i) the views 

presented by the claimant to the Insurance Company of the health care professionals treating the claimant and 

vocational professionals who evaluated the claimant; (ii) the views of medical or vocational experts whose advice was 

obtained on behalf of the Insurance Company in connection with the claimant’s adverse benefit decision, without 

regard to whether the advice was relied upon in making the benefit decision; and (iii) a disability decision regarding the 

claimant presented by the claimant to the Insurance Company made by the Social Security Administration; 

6. Either the specific internal rules, guidelines, protocols, standards or other similar plan criteria  the Insurance Company 

relied upon in making the decision, or, alternatively, a statement that such rules, guidelines, protocols, standards or 

other similar plan criteria do not exist;. 

7. If the adverse decision is based upon medical necessity or experimental treatment or similar exclusion or limit, either 

an explanation of the scientific or clinical judgment for the decision, applying the terms of the Policy to the claimant’s 

medical circumstances, or a statement that such explanation will be provided free of charge upon request; 

8. A statement that the claimant is entitled to receive, upon request and free of charge, reasonable access to, and copies of, 

all documents, records, and other information relevant to the claim for benefits; and 

9. A notice provided in a culturally and linguistically appropriate manner, to the extent required by ERISA. 
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Appeal of Denied Disability Claims (applies to all claims filed on or after April 1, 2018) 

 

Whenever a claim decision is fully or partially adverse, unless ERISA provides otherwise, the claimant must appeal once to 
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If the claim is approved, the Insurance Company will pay the appropriate benefit.  If the claim decision on appeal is 

adverse, in whole or in part, the Insurance Company will provide written or electronic notice that includes: 

 

1. The specific reason(s) for the decision; 

2. Specific reference to the Policy provision(s) on which the decision was based; 

3. A statement that the claimant is entitled to receive, upon request and free of charge, reasonable access to, and copies of, 



 38 

 

Appeal of Denied Non-Disability Claims (applies to all claims filed on or after April 1, 2018) 

 

Whenever a claim decision is fully or partially adverse, the claimant must appeal once to the Insurance Company.  As part 

of the claimant’s appeal, the claimant may receive, upon request, free of charge, copies of all documents, records, and other 

information relevant to the claim for benefits, and the claimant may submit to the Insurance Company, written comments, 

documents, records, and other information relating to the claim.  The review will take into account all comments, 

documents, records and other information the claimant submits related to the claim, without regard to whether such 

information was submitted or considered in the initial claim decision. Once an appeal request has been received by the 

Insurance Company, a full and fair review of the claim appeal will take place. 

 

A written request for appeal must be received by the Insurance Company within 60 days from the date the claimant 

received the adverse decision.  If an appeal request is not received within that time, the right to appeal will have been 

waived.  The Insurance Company has 60 days from the date it receives a request for appeal to provide its decision.  Under 

special circumstances, the Insurance Company may require more time to review the claim and extend the time for decision, 

once, by an additional 60 days.  If this should happen, the Insurance Company will provide the extension notice, in writing, 

before expiration of the initial decision period, indicating the special circumstances and the date a decision is expected.   

 

If the appeal decision is adverse, in whole or in part, the Insurance Company will provide written or electronic notice that 

includes: 

 

1. 
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