


SECOND: The paragraph under the heading “Special Rules for Disability Claims” is deleted and replaced

with the following:

Special Rules for Disability Claims

A disability claim requires the Plan to determine
if you are disabled for purposes of eligibility for
disability benefits under a Component Benefit
Plan. Except as provided under this heading, the
general claims procedures under the heading
“General Claims Procedure” apply, including but
not limited to the provisions relating to any Plan
fiduciary’s rights and responsibilities as
provided in paragraph (c) under the heading
“General Claims Procedure” and the claims
limitation period identified in paragraph (d)
under the heading “General Claims Procedure”.

Time for a Decision on a Disability Claim

The Plan will notify you of its determination
within 45 days after its receipt of your claim.
This period can be extended for two additional
30-day periods (up to a total of 105 days) if a
decision cannot be made Dbecause of
circumstances beyond the control of the Plan
Administrator. If the Claim Fiduciary extends its
period for reviewing a claim due to special
circumstances, the notice of extension you
receive will include an explanation of the
standards on which entitlement to benefits is
based, the unresolved issues that prevent a
decision on the claim and any additional
information needed to resolve these issues. If
more information is requested during either
extension period, you will have at least 45 days
to supply it.

Notification of Denial

The Plan will notify you of its initial claim
determination in accordance with the
procedures described in paragraph (b) under
the heading “Special Rules for Group Health
Plan Claims”. If a claim for disability benefits on
or after April 1, 2018 is denied, the claimant will
receive written notice of denial that sets out the
information below in an easy to understand
manner in accordance with Section 503-1(o) of
ERISA:

(@) The specific reason or reasons for the
adverse determination;

(b) Reference to the specific Plan provisions
on which the determination was made;

(c) A description of any additional material
or information necessary to perfect the
claim and an explanation of why such
material or information is necessary;

(d) A description of the Plan’s review
procedures and the time limits that apply to
such procedures, including a statement of
your right to bring a civil action under ERISA
Section 502(a) if the claim is denied on
review;

(e) Where the determination is adverse, a
discussion of the decision, including an
explanation of the basis for disagreeing with
or not following:



medical circumstances, or a statement that
such explanation will be provided free of
charge upon request of such person or
persons who conducted the initial claim
determination;

(g) Either the specific internal rules,
guidelines, protocols, standards or other
similar criteria of the Plan relied upon in
making the adverse determination or,
alternatively, a statement that such rules,
guidelines, protocols, standards or other
similar criteria of the Plan do not exist; and

(h) A statement that you are 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.

How to Appeal a Disability Claim

You may appeal the Plan’s determination within
180 days following receipt of an adverse
determination in accordance with the
procedures described in paragraph (c) under
the heading “Special Rules for Group Health
Plan Claims”. The Plan will notify you of its
determination on review within 45 days and in
accordance with the procedures in paragraph
(b) under the heading “General Claims
Procedure.” Otherwise, the general claims
procedures apply, including the provisions
relating to any Plan fiduciary's rights and
responsibilities and the claims limitation period.
Under special circumstances, the Claim
Fiduciary may take up to an additional 45 days
to review the claim if it determines that such an
extension is necessary due to matters beyond
its control. If an extension of time is required,
you will be notified in writing before the end of
the initial 45-day period of the circumstances
requiring the extension and the date by which
the Claim Fiduciary expects to render a
decision. You have at least 45 days to provide
the specified information.

Notification of Benefit Determination on
Review

For disability benefit claims filed prior to April 1,
2018, you will receive written notice of the
Plan’s benefit determination on review which,
in the case of an adverse benefit determination,
contains the information provided in paragraph
(c) under heading “Special Rules for Group
Health Plan Claims”. For disability benefit claims
filed on or after April 1, 2018, you will receive
written notice of the Plan’s benefit
determination on review that sets out the
information below in a culturally and
linguistically appropriate manner in accordance
with ERISA Section 503-1(0):

(@) The specific reason or reasons for the
adverse determination;

(b) Reference to the specific Plan provisions
on which the benefit determination is
based;

(c) A statement that you are entitled to
receive, upon request and free of charge,
reasonable access to, and copies of, all
documents, records, and other information
relevant to your claim for benefits;

(d) A statement describing any voluntary
appeal procedures offered by the Plan and
your right to obtain the information about
such procedures, and a statement of your
right to bring an action under ERISA Section
502(a), including any applicable contractual
limitations period that applies to your right
to bring such an action, including the
calendar date on which the contractual
limitations period expires for the claim;

(e) Where the determination is adverse, a
discussion of the decision, including an
explanation of the basis for disagreeing with
or not following:

(1) The views presented by you to the
Plan of health care professionals
treating you and vocational
professionals who evaluated you;



(2) The views of medical or vocational
experts whose advice was obtained on
behalf of the Plan in connection with
your adverse benefit determination,
without regard to whether the advice
was relied upon in making the benefit
determination; and

(3) A disability determination regarding
you presented by you to the Plan made
by the Social Security Administration;

(f) If the adverse benefit determination 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, applying the terms of the
Plan to your medical circumstances, or a
statement that such explanation will be
provided free of change upon request; and

(g) Either the specific internal rules,
guidelines, protocols, standards or other
similar criteria of the Plan relied upon in
making the adverse determination or,
alternatively, a statement that such rules,
guidelines, protocols, standards or other
similar criteria of the Plan do not exist.

Additional Requirements for Disability Claims
Filed on or After April 1, 2018

All claims and appeals for disability benefits
must be adjudicated in a manner designed to
ensure the independence and impartiality of
the persons involved in making the decision;



