
CLAIM PROCEDURE DETAILS 

Claims Involving Health Benefits 

In the case of a claim involving health benefits (e.g., medical, dental, vision, EAP and Health Care 
Spending Account), unless a claim is made for urgent care, initial claims for benefits under the Plan will 
be made by you in writing to the Claims Administrator. Urgent care claims can be made orally. 

 Types of Claims – There are several different types of claims that you may bring under the Plan. The 
Plan’s procedures for evaluating claims (for example, the time limits for responding to claims and 
appeals) depend upon the particular type of claim. The types of claims that you generally may bring under 
the Plan are as follows: 
- Pre-Service Claim – A “pre-service claim” is a claim for a particular benefit under the Plan that is 
conditioned upon you receiving prior approval in advance of receiving the benefit. A pre-service claim 
must contain, at a minimum, the name of the individual for whom benefits are being claimed, a specific 
medical condition or symptom, and a specific treatment, service or product for which approval is being 
requested. 
- Post-Service Claim – A “post-service claim” is a claim for payment for a particular benefit or for a 
particular service after the benefit or service has been provided. A post-service claim must contain the 
information requested on a claim form provided by the applicable provider. 
- Urgent Care Claim – An “urgent care claim” is a claim for benefits or services involving a sudden and 
urgent need for such benefits or services. A claim will be considered to involve urgent care if the Claims 
Administrator or a physician with knowledge of your condition determines that the application of the 
claims review procedures for non-urgent claims (i) could seriously jeopardize your life or your health, or 
your ability to regain maximum function, or (ii) in your physician’s opinion, would subject you to severe 
pain that cannot adequately be managed without the care or treatment that is the subject of the claim. - 
Concurrent Care Review Claim – A “concurrent care review claim” is a claim relating to the 
continuation/reduction of an ongoing course of treatment. 

 Time Periods for Responding to Initial Claims – If you bring a claim for benefits under the Plan, the 
Claims Administrator will respond to your claim within the later of the following time periods: 
- Pre-Service Claim – 

- within 15 days after receipt of the claim; or 
- if the Claims Administrator determines that an extension is necessary due to matters beyond the 
control of the Plan, the Claims Administrator will notify you within the initial 15-day period that 
up to an additional 15 days to review your claim is needed; or 
- if the extension is necessary because you did not provide the information necessary to evaluate 
your claim, the notice of extension will describe the information that you need to provide to your 
Claims Administrator and will be provided to you within 5 days from receipt of the claim. You 
will have no less than 45 days from the date you receive the notice to provide the requested 
information.

- Post-Service Claim- 
- Within 30 days after receipt of the claim; or 
- If the Claims Administrator determines that an extension is necessary due to matters beyond the 
control of the Plan, the Claims Administrator will notify you within the initial 30-day period that 
up to an additional 15 days is needed; or 
- If such an extension is necessary because you failed to provide the information necessary to 
evaluate your claim, the notice of extension will describe the information that you need to 52 
provide to the Claims Administrator. You will have no less than 45 days from the date you 
receive the notice to provide the requested information.  



- Urgent Care Claim- 
- Within 72 hours after receipt of the claim; or 
- If the Claims Administrator determines that it needs additional information to review your 
claim, the Claims Administrator will notify you within 24 hours after receipt of the claim and 
provide you with a description of the additional information that it needs to evaluate your claim. 
You will have no less than 48 hours from the time you receive this notice to provide the requested 
information; 
- Once you provide the requested information, the Claims Administrator will evaluate your claim 
within 48 hours after the earlier of the Claims Administrator’s receipt of the requested 
information, or the end of the extension period given to you to provide the requested information; 
- There is a special time period for responding to a request to extend an ongoing course of 
treatment if the request is an urgent care claim. For these types of claims, the Claims 
Administrator must respond to you within 24 hours after receipt of the claim by the Plan 
(provided, that you make the claim at least 24 hours prior to the expiration of the ongoing course 
of treatment). 

- Concurrent Care Review Claim – 
- If the Plan has already approved an ongoing course of treatment for you and contemplates 

reducing or terminating the treatment, the Claims Administrator will notify you sufficiently in advance of 
the reduction or termination of treatment to allow you to appeal the Claims Administrator’s decision and 
obtain a determination on review before the treatment is reduced or terminated. 

 Notice and Information Contained in Notice Denying Initial Claim – If the Claims Administrator 
denies your claim (in whole or in part), you will be given written notice of the denial (although initial 
notice of a denied urgent care claim may be provided to you orally). This notice will include the 
following: 

- Reason for the Denial; 
- Reference to Plan Provisions; 
- Description of Additional Material; 
- Description of Any Internal Rules; 
- Description of Claims Appeals Procedures; and 
- Explanation of Scientific or Clinical Basis – If the denial is 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, or a statement that such explanation will be provided free of charge upon request. 

 Appealing a Denied Claim for Benefits – If the Claims Administrator denies your initial claim for 
benefits, you may appeal the denial by filing a written request (or an oral request in the case of an urgent 
care claim) with the Appeals Administrator within 180 days after you receive the notice denying your 
initial claim for benefits. If you decide to appeal a denied claim for benefits, you will be able to submit 
written comments, documents, records, and other information relating to your claim for benefits 
(regardless of whether such information was considered in your initial claim for benefits) for review and 
consideration. You will also be entitled to receive, upon request and free of charge, access to and copies 
of, all documents, records, and other information that is relevant to your appeal. 

 Time Periods for Responding to Appealed Claims – If you appeal a denied claim for benefits, you will 
receive a response to your claim within the following time periods: 
- Pre-Service Claim – In the case of an appeal of a denied pre-service claim, the Appeals Administrator 
will respond to you within 30 days after receipt of the appeal. 53 
- Post-Service Claim – In the case of an appeal of a denied post-service claim, the Appeals Administrator 
will respond to you within 60 days after receipt of the appeal. 
- Urgent Care Claim – In the case of an appeal of a denied urgent care claim, the Appeals Administrator 
will respond to you within 72 hours after receipt of the appeal. 



- Concurrent Care Review Claim – In the case of an appeal of a denied concurrent care review claim, the 
Appeals Administrator will respond to you before the concurrent or ongoing treatment in question is 
reduced or terminated. 

 Notice and Information Contained in Notice Denying Appeal – If your appeal is denied (in whole or 
in part), you will be given written notice of the denial (although initial notice of a denied urgent care 
claim may be provided to you orally or via facsimile or other similarly expeditious means of 
communication). This notice will include the following: 
- Reason for the Denial; 
- Reference to Plan Provisions; 
- Description of Any Internal Rules; 
- Description of Claims Appeals Procedures; and 
- Explanation of Scientific or Clinical Basis. 

The appealed decision will be final and conclusive on all persons claiming benefits under the Plan, 
subject to applicable law. If you challenge this decision, a review by a court of law may be limited to the 
facts, evidence and issues presented during the claims procedure set forth above. The appeal process 
described herein must be exhausted before you can pursue the claim in federal court. Issues not raised 
during the appeal will be deemed waived. 

Claims NOT Involving Health Benefits 

In the case of a claim not involving health benefits (e.g., life, AD&D, Long-Term Disability (LTD), 
ShortTerm Disability (STD)and Dependent Care Spending Account), initial claims for benefits under the 
Plan will be made by you in writing to the Claims Administrator. 

(2) Time Periods for Responding to Initial Claims (non-disability) – If you bring a claim for benefits 
under the Plan, the Claims Administrator will respond to you within the later of the following schedule: 
- 90 days after receipt of the claim; or 
- if the Claims Administrator determines that an extension is necessary due to matters beyond the control 
of the Plan, the Claims Administrator will notify you within the initial 90-day period that the Claims 
Administrator needs up to an additional 90 days to review your claim. 

(3) Time Periods for Responding to Initial Claims (disability) – If you bring a claim for benefits under 
the Plan, the Claims Administrator will respond to you within the later of the following schedule: 
- 45 days after receipt of the claim; or 
- if the Claims Administrator determines that additional time is necessary to review your claim, the 
Claims Administrator will notify you within the initial 45-day period that the Claims Administrator needs 
up to an additional 30 days to review your claim. 

 Notice and Information Contained in Notice Denying Initial Claim – If the Claims Administrator 
denies your claim (in whole or in part), the Claims Administrator will provide you with written notice of 
the denial. This notice will include the following (please note that the description for the italicized phrases 
will apply whenever the phrase is used in this section on Claims Procedures): 
- Reason for the Denial – the specific reason or reasons for the denial; 
- Reference to Plan Provisions – reference to the specific Plan provisions on which the denial is based; 54 
- Description of Additional Material – a description of any additional material or information necessary to 
complete the claim and why such information is necessary and a statement that you are entitled to receive, 
upon request and free of charge, access to and copies of, all documents, records and other information that 
is relevant to your claim and/or appeal; 



- Description of Any Internal Rules – a copy of any internal rule, guideline, protocol, or other similar 
criterion relied upon in making the initial determination or a statement that such a rule, guideline, 
protocol, or other criterion was relied upon in making the appeal determination and that a copy of such 
rule will be provided to you free of charge at your request; and - Description of Claims Appeals 
Procedures – a description of the Plan’s appeals procedures and the time limits applicable for such 
procedures (such description will include a statement that you are eligible to bring a civil action in federal 
court under Section 502 of ERISA to appeal any adverse decision on appeal and a description of any 
expedited review process. 

 Appealing a Denied Claim for Benefits – If the Claims Administrator denies your initial claim for 
benefits, you may appeal the denial by filing a written request with the Appeals Administrator within 60 
days (180 days in the case of a claim involving disability benefits) after you receive the notice denying 
your initial claim for benefits. If you decide to appeal a denied claim for benefits, you will be able to 
submit written comments, documents, records, and other information relating to your claim for benefits 
(regardless of whether such information was considered in your initial claim for benefits) to the Appeals 
Administrator for review and consideration. You will also be entitled to receive, upon request and free of 
charge, access to and copies of, all documents, records and other information that is relevant to your 
appeal. 

 Time Periods for Responding to Appealed Claims – If you bring a claim for benefits under the Plan, 
you will receive a response within 60 days (45 days in the case of a claim involving disability benefits) 
after receipt of the claim. If it is determined that an extension is necessary due to matters beyond the 
control of the Plan, you will be notified within the initial 60-day period that up to an additional 60 days 
(45 days in the case of a claim involving disability benefits) is needed to review your claim. 

 Notice and Information Contained in Notice Denying Appeal – If the claim is denied (in whole or in 
part), you will be given written notice of the denial. This notice will include the following 
- Reason for the Denial; 
- Reference to Plan Provisions; 
- Description of Additional Material; 
- Description of Any Internal Rules; and 
- Description of Claims Appeals Procedures. 

The appealed decision of the Plan will be final and conclusive on all persons claiming benefits under the 
Plan, subject to applicable law. If you challenge this decision, a review by a court of law may be limited 
to the facts, evidence and issues presented during the claims procedure set forth above. The appeal 
process described here must be exhausted before you can pursue the claim in federal court. Issues not 
raised during the appeal will be deemed waived.


