
TERISA CRYHUDJH
MRVW Rf Whe beQefiWV deVcUibed iQ
WhiV PlaQ DRcXPeQW aQd SPD aUe
VXbjecW WR TERISA, a WUibal laZ
cRYeUiQg ceUWaiQ ePSlR\ee beQefiW
SlaQV. FRU a liVWiQg Rf Whe TERISA
SlaQV, Vee ³OWheU PlaQ DeWailV´
ZiWhiQ WhiV VecWiRQ.

RXleV aQd RegXlaWiRQV

Click here Wo doZnload and prinW Whis enWire secWion.

The MaVhaQWXckeW PeTXRW TUibal LaZ kQRZQ aV Whe TUibal EPSlR\ee ReWiUePeQW
IQcRPe SecXUiW\ AcW (TERISA), XV M.P.T.N. (acceVVibleaW ZZZ.mpWnlaZ.com),
gRYeUQV ceUWaiQ WeaP PePbeU beQefiW SlaQV, iQclXdiQg VRPe Rf Whe SlaQV deVcUibed
iQ WhiV PlaQ DRcXPeQW aQd SPD. ThiV VecWiRQ diVcXVVeV \RXU legal UighWV XQdeU
TERISA, aV Zell aV VRPe iPSRUWaQW adPiQiVWUaWiYe iQfRUPaWiRQ.



PaUWiciSaWing DiYiViRnV
The MaVhaQWXckeW PeTXRW TUibaO NaWiRQ (MPTN) VSRQVRUV aQd adPiQiVWeUV beQefiW SOaQV fRU a QXPbeU Rf diffeUeQW diYiViRQV:

 

The beQefiWV aYaiOabOe WR \RX deSeQd RQ Whe diYiViRQ Rf MPTN fRU Zhich \RX ZRUk. AV a UeVXOW, if \RX aUe ePSOR\ed b\ RU WUaQVfeU
ZiWhiQ MPTN WR aQRWheU diYiViRQ, \RXU beQefiWV Pa\ chaQge.

The SOaQV deVcUibed iQ WhiV POaQ DRcXPeQW aQd SPD aUe aYaiOabOe WR eOigibOe WeaP PePbeUV Rf MPTN, aV deVcUibed iQ each
VeSaUaWe VecWiRQ Rf Whe POaQ DRcXPeQW aQd SPD, fRU e[aPSOe iQ Whe HeaOWh CaUe BeQefiWV RU 401(N) POaQ VecWiRQV. YRX Pa\
RbWaiQ a cRPSOeWe OiVWiQg Rf aOO diYiViRQV SaUWiciSaWiQg iQ aQ\ SOaQ b\ ZUiWiQg WR Whe SOaQ adPiQiVWUaWRU.

 
 
 
 
 

The MaVhaQWXckeW PeTXRW TUibaO GRYeUQPeQW, aQd aOO gRYeUQPeQWaO eQWiWieV, iQcOXdiQg:
The MaVhaQWXckeW PeTXRW MXVeXP aQd ReVeaUch CeQWeU,
PR[N/PeTXRW POXV HeaOWh BeQefiW SeUYiceV, aQd
The MaVhaQWXckeW PeTXRW GaPiQg EQWeUSUiVe (dRiQg bXViQeVV aV FR[ZRRdV ReVRUW CaViQR).



IndiYiduals Not Eligible
AlWhoXgh man\ Weam membeUV of MPTN aUe eligible Wo SaUWiciSaWe in Whe MaVhanWXckeW PeTXoW Team MembeU BenefiW PlanV
deVcUibed in WhiV Plan DocXmenW and SPD, Vome aUe noW. EYen if \oX oWheUZiVe meeW Whe eligibiliW\ UeTXiUemenWV foU an MPTN
BenefiW Plan, \oX cannoW SaUWiciSaWe if \oX aUe:

emSlo\ed b\ a diYiVion WhaW doeV noW SaUWiciSaWe in Whe aSSlicable Slan oU SUogUam (Vee ³PaUWiciSaWing DiYiVionV´ aboYe foU
moUe infoUmaWion),
an indiYidXal emSlo\ed b\ an oXWVide agenc\ WhaW SUoYideV Weam membeUV Wo MPTN and Zho haV been claVVified b\
MPTN aV noW eligible Wo SaUWiciSaWe,
an indiYidXal claVVified b\ MPTN aV an indeSendenW conWUacWoU,
an indiYidXal engaged XndeU an agUeemenW WhaW VWaWeV WhaW \oX aUe noW eligible Wo SaUWiciSaWe in Whe aSSlicable Slan oU
SUogUam,
an indiYidXal claVVified b\ MPTN aV a caVXal oU WemSoUaU\ Weam membeU (SleaVe noWe WhaW caVXal and WemSoUaU\ Weam
membeUV aUe eligible foU Whe 401(k) Plan),
an\ oWheU indiYidXal Zho SUoYideV VeUYiceV Wo MPTN bXW iV noW an acWiYe Weam membeU of MPTN, oU
in an\ oWheU defined gUoXS of indiYidXalV WhaW iV noW eligible, aV deWeUmined b\ Whe Slan VSonVoU oU adminiVWUaWoU



Change in Status

If you have a qualified change in
status, you must make any
eligible changes to your elections
within 30 days of the event by
contacting Human Resources at
1-888-287-4369. Otherwise, you
must wait until the next annual
enrollment period.

For the Dependent Care Flexible
Spending Account (DCFSA), the
qualified change in status must
affect eligibility for coverage
under the DCFSA or eligibility of
dependent care expenses for the
available tax exclusion. For
example, when your child
reaches age 13, dependent care
expenses are no longer eligible
for reimbursement.

Qualified Change in Status
After you enroll for coverage, the level and type of coverage you selected (for example, single or family medical coverage, or the
amount you elected to contribute to a flexible spending account, etc.) remains the same until the following December 31. You
may only change or terminate your benefit elections during the Plan Year if you experience a qualified change in status.

As long as you meet the 30-day deadline, the new elections you make will
generally take effect on the first of the month following 30 days from the qualified
event. Special provisions apply for medical and dental coverage when the change
in qualified status is:

 

See ³When Coverage Begins´ in the HeaOWh CaUe BeQefLWV section for details on
these special provisions.

Generally, a qualified change in status includes:

ConViVWenc\ ReTXiUemenWV

The changes you make to your medical, vision, dental, dependent care flexible
spending account and  health care flexible spending  account coverage must be
³due to and consistent with´ your qualified change in status. To satisfy the
³consistency rule,´ your qualified change in status and corresponding change in
coverage must meet both of the following requirements:

 

You may also be able to change your benefit elections due to certain other events during the Plan Year, such as the following:

Your marriage, or
The birth of your child or a child¶s placement for adoption with you.

any event that changes your legal marital status, such as marriage, divorce,
legal separation, annulment, or the death of your spouse,
any event that changes the number of your eligible dependents, such as birth, adoption, placement for adoption, or the
death of your dependent,
any event that changes your employment status or the employment status of your spouse or dependent, such as
termination or beginning of employment, beginning or end of an unpaid leave, change in worksite, or change of
employment classification (for example, part-time to full-time or vice versa),
any event that changes dependent status (for example, age), or
a change in residence for you or your spouse or dependent (for example, if you are enrolled in a Medical Plan or Dental
Plan and you move out of the network service area).

Effect on eligibility: Except for the Dependent Care Flexible Spending
Account, the qualified change in status must affect eligibility for coverage
under the plan or under a plan sponsored by the employer of your spouse
or other dependent. For this purpose, eligibility for coverage is affected if
you become eligible (or ineligible) for coverage or if the qualified change in
status results in an increase or decrease in the number of your dependents
who may benefit from coverage under the plan.
Corresponding election change: The election change must correspond
with the qualified change in status. For example, if your dependent loses eligibility for coverage under the terms of the
health plan, you may cancel medical coverage only for that dependent.  The plan administrator, in its sole discretion and
on a uniform and consistent basis, shall determine whether a requested change is on account of and corresponds with a
qualified change in status.



Written Documentation

To meet Internal Revenue
Service regulations and plan
requirements, the plan reserves

 

You may change your Dependent Care Flexible Spending Account elections during the Plan Year under the following
circumstances:

OWheU RXleV

Special Enrollment Events: You have special enrollment rights under certain circumstances. If you are declining enrollment for
yourself or your dependents (including your spouse) because of other health insurance coverage, you may in the future be able
to enroll yourself or your dependents for medical, vision and dental coverage, provided that you request enrollment within 30
days after your other coverage ends. 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, provided that you request enrollment within 30
days after the marriage, birth, adoption, or placement for adoption. If you miss the 30-day deadline, you will have to wait to enroll
until the next annual enrollment period — or for another qualified change in status or another special enrollment right.

Qualified Medical Child Support Order (QMCSO): A QMCSO is any judgment,
decree, or order (including a settlement agreement or administrative notice), issued
by a domestic relations court or other court of competent jurisdiction, or through an
administrative process under tribal or state law which has the force and effect of
law in that jurisdiction, and meets the requirements of TERISA.

A significant increase in the cost of similar coverage under your spouse¶s or dependent¶s employer¶s plan.  This change
does not apply to your Health Care Flexible Spending Account.
A loss of similar coverage for your spouse or dependent under another employer¶s plan.
If a benefit option is added during the year, you may be able to change your election to elect the new option.
If a benefit option is dropped during the year, you may be able to elect another option with similar coverage.
If there is a ³significant curtailment´ of your coverage, you may be able to change your election and elect another option
with similar coverage. ³Significant curtailment´ may mean, for example, the elimination of hospital/physician networks or
specialty vendors. ³Significant curtailment´ may also be based on plan design changes.  This change does not apply to
your Health Care Flexible Spending Account.
If there is a significant change in the cost of coverage, plan design, or benefit options under your spouse¶s or
dependent¶s employer¶s plan, you may be able to make a corresponding election change under MPTN¶s Plan (for
example, you may drop coverage under your spouse¶s plan and elect coverage under MPTN¶s Plan if the cost of
coverage under your spouse¶s employer¶s plan significantly increases).  The change in cost provision applies to
Dependent Care Flexible Spending Account benefits only if the cost change is imposed by a dependent care provider
who is not your relative.  This change in cost provision does not apply to your Health Care Flexible Spending Account.
You may be able to drop coverage under MPTN¶s Plan for yourself or your spouse or dependents to elect similar
coverage under your spouse¶s employer¶s plan.
If the MPTN Team Member Benefit Plans receive a judgment, decree or order, including a Qualified Medical Child
Support Order (QMCSO), requiring the plan to provide accident or health coverage to your dependent child. In this
instance, the plan will automatically change your benefit elections to provide coverage for the child. You may decrease
your coverage for that child, if the court order requires the child¶s other parent to provide coverage and your spouse¶s or
former spouse¶s plan actually provides that coverage.  This change does not apply to the Dependent Care Flexible
Spending Account.
If you, your spouse or dependent becomes entitled to, or loses entitlement to coverage under a U.S. government
institution, Medicare, Medicaid, or a state children¶s health program, you may make corresponding changes to your
benefit elections under the MPTN Team Member Benefit Plans. This change does not apply to the Dependent Care
Flexible Spending Account.

 If another employer¶s Dependent Care Flexible Spending Account allows for a change in your family member¶s
coverage (either during that plan¶s annual enrollment period or due to a mid-year election change permitted under the
U.S. Internal Revenue Code), you may be able to make a corresponding election change under the dependent care
flexible spending account.
If there is a change by your dependent care service provider.  For example: (i) if you terminate one dependent care
service provider and hire a new service provider; and (ii) if you terminate a dependent care service provider because a
relative becomes available to take care of the child at no charge, then you may cancel coverage.



the right at any time to request
written documentation of any
dependent¶s eligibility for plan
benefits and/or the effective date
of the qualified change in status.

The plan administrator will
determine whether a requested
change is due to a qualified
change in status event and is on
account of and consistent with
the event.

If you are required to provide medical, vision and/or dental care coverage to your
child who is your dependent as the result of a judgment, decree or order (including
a QMCSO), the plan will automatically change your benefit elections to provide
coverage for the child. In the case of a child whom you are required to cover
pursuant to a QMCSO, coverage will begin on the date specified in the order, or if
none is specified, the date of the order. You may decrease your coverage for that
child, if the court order requires the child¶s other parent to provide coverage and
your spouse¶s or former spouse¶s plan actually provides that coverage. You also
may make other corresponding changes to your benefit elections under the plan, to
the extent permitted by the Internal Revenue Code and the plan. If a judgment,
decree, or order (including a QMCSO) requires you to provide health care
coverage for a dependent, you may adjust your health care flexible spending
account contributions accordingly.

MedicaUe oU Medicaid EnWiWlemenW

You may change an election for medical coverage mid-year if you, your spouse, or your eligible dependent becomes entitled to,
or loses entitlement to, coverage under Part A or Part B of Medicare, or under Medicaid. However, you are limited to reducing
your medical/dental coverage only for the person who becomes entitled to Medicare or Medicaid, and you are limited to adding
medical/dental coverage only for the person who loses eligibility for Medicare or Medicaid. If your spouse or dependent becomes
covered by Medicare or Medicaid, your Health Care Flexible Spending Account coverage may be canceled completely.

 
 
 
 
 



This Plan Document and SPD 
supersedes all earlier 
descriptions of the plans, as of 
January 1, 2024.

Because the benefits and other 
programs described in this Plan 
Document and SPD may change, 
MPTN will provide updated 
information as necessary and as 
required by law.

Plan BaVicV

PlaQ SSRQVRU
The plan sponsor and principal employer for all plans is:

Mashantucket Pequot Tribal Nation 
350 Trolley Line Boulevard 
P.O. Box 3777 
Mashantucket, Connecticut 06338-3777

1-888-287-4369

The plan sponsor is the party that establishes and maintains the plan.

The plan sponsor¶s responsibilities include:

PlaQ AdmiQiVWUaWRU
The Plan Administrator has the authority to control and manage the operation and administration of each plan. The Plan
Administrator has the sole discretion to interpret and administer the provisions of the plan and make factual determinations
related thereto. The person or entity responsible for specific operational or administrative duties (such as processing claims)
may not be the official ³Plan Administrator.´

Unless a different party is named, the plan sponsor is the Plan Administrator.

The administrator¶s responsibilities include:

The Plan Administrator for the MPTN Health Care and Group Benefit Plans is:

Senior Vice President ± Human Resources & Administration 
Foxwoods Resort Casino 
350 Trolley Line Boulevard 
P.O. Box 3777 
Mashantucket, Connecticut 06338-3777

Deciding on the plan¶s design, in terms of the services it covers. (For the
Medical Plan, the medical utilization company decides whether care is
medically necessary on an individual beneficiary basis. Even if care is determined to be medically necessary, it may not
be covered by the plan.)
Determining the employer-employee cost sharing contributions of the plan.
Serving on the appeals committee.
Managing the plan with respect to actuarial integrity, utilization review, auditing of the claims process and determining
which elements require review.

Acting solely in the interest of plan participants and beneficiaries, and for the exclusive purpose of providing benefits and
defraying reasonable administrative expenses.
Managing the plan¶s assets to minimize the risk of large losses.
Acting in accordance with the documents governing the plan. This includes the responsibility to construe the meaning of,
to make interpretations, and to make factual determinations regarding the plans, their trust(s), this Plan Document and
SPD, and any other related document, and to grant or deny benefits as part of the administrative appeals process.
Serving on the appeals committee.
Managing the selection and coordination of vendors necessary to operate the plan, including but not limited to the
medical utilization company and benefit provider organizations.



1-888-287-4369

 

The Plan Administrator for the Mashantucket Pequot Tribe 401(k) Retirement Plan is:

Senior Vice President ± Human Resources & Administration 
Foxwoods Resort Casino 
350 Trolley Line Boulevard 
P.O. Box 3777 
Mashantucket, Connecticut 06338-3777

1-888-287-4369

TUXVWee aQd RecRUd KeeSeU
Bank of America, N.A. is the Trustee and Record Keeper for the Mashantucket Pequot Tribe 401(k) Retirement Plan.

You can reach them at:

Bank of America, N.A. 
1400 American Boulevard 
Pennington, New Jersey 08534

1-800-228-4015

Legal AgeQW
The agent for service of legal process for all plans is:

Office of Legal Counsel 
Mashantucket Pequot Tribal Nation 
2 Matt¶s Path 
P.O. Box 3060 
Mashantucket, Connecticut 06338-3060

 

Legal process may also be served upon the Trustee or the Plan Administrator.

 

 
 
 
 
 
 
 



POaQ YHaU 

For all plans, the Plan Year is
Januar\ 1 to December 31.

AdPiQiVWUaWiYe DeWailV
The Mashantucket Pequot Tribal Nation emplo\er identification number is 06-
0995554.

In addition to the emplo\er identification number, an official name and number are
assigned to all benefit plans subject to TERISA. The plans listed within this section
under ³Other Plan Details´ show the names, numbers, insurance companies or
trustees, and sources of funding of the plans subject to TERISA.

HRVSiWal SWa\V²ChildbiUWh

Group health plans and health insurance issuers generall\ ma\ not restrict benefits for an\ Hospital length of sta\ in connection
with childbirth for the mother or newborn child to less than 48 hours following a vaginal deliver\, or less than 96 hours following a
cesarean section. However, the law generall\ does not prohibit the mother¶s or newborn¶s attending provider, after consulting
with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In an\ case,
plans and issuers ma\ not require that a provider obtain authori]ation from the plan or the insurance issuer for prescribing a
length of sta\ not in e[cess of 48 hours (or 96 hours).

WRPHQ¶V HHaOWK aQG CaQcHU RLJKWV AcW

The Women¶s Health and Cancer Rights Act requires group health plans that provide coverage for mastectomies to also cover:

 

This coverage will be subject to the same annual deductibles and coinsurance provisions that appl\ for the mastectom\.

YRXU RLJKWV IRU HeaOWK CaUe CRYeUaJe
Tribal law adopts the substantive law of the Health Insurance Portabilit\ and Accountabilit\ Act (HIPAA), a part of TERISA. This
was enacted to provide improved portabilit\ and continuit\ of health insurance coverage for dependents. The law restricts the
abilit\ of group health plans to e[clude coverage for pre-e[isting conditions.

AbRXW YRXU PULYac\
We are committed to maintaining the confidentialit\ of medical information about \ou and that can be identified with \ou. Tribal
laws, which include the substantive law of HIPAA, also impose numerous requirements on emplo\er health plans concerning the
use and disclosure of individual health information. This information, known as ³protected health information,´ includes virtuall\
all individuall\ identifiable health information held b\ an\ health plan, including health care fle[ible spending accounts ²
whether received in writing, in an electronic medium, or as an oral communication. It includes demographic information and
information that relates to \our ph\sical or mental health, the treatment \ou received or the pa\ment for \our care. Your
protected health information is contained in the enrollment, pa\ment, claims adjudication, case or medical management record
s\stems and other documents maintained b\ the health plans in order to provide \ou with insurance coverage.

The plan has implemented policies and practices to appropriatel\ protect the privac\ of \our protected health information.
Protected health information that \ou provide will be handled in accordance with the MPTN Notice of Privac\ Practices. The
³Notice of Privac\ Practices´ (the ³Notice´) describes how we ma\ use and disclose \our protected health information.

We are required to protect the confidentialit\ of \our protected health information, to notif\ \ou of our legal obligations and \our
rights with respect to \our protected health information, and to abide b\ the terms of the Notice, as currentl\ in effect. To obtain a
cop\ of the Notice, contact Human Resources toll-free at 1-888-287-4369.

reconstruction of the breast on which the mastectom\ was performed;
surger\ and reconstruction of the other breast to produce a s\mmetrical appearance; and
prostheses and treatment of ph\sical complications of the mastectom\, including l\mphedemas.



CRXUW OUdeUV
In certain situations, courts ma\ issue orders that benefits be provided for a certain individual or individuals, t\picall\ a famil\
member of an emplo\ee. E[amples of these court orders include:

 

If a QMCSO ,QDRO or other court order affects \ou, \ou should notif\ Human Resources so that the order can be handled
properl\. You will be notified if MPTN receives a QMCSO, QDRO  or other court order affecting \ou. MPTN will compl\ with all
valid QMCSOs, QDROs and other court orders. You ma\ receive, without charge, a cop\ of the procedures applicable to
QMSCOs, QDROs and other court orders.

OWKeU POaQ DeWaLOV
An official name and number are assigned to all benefit plans subject to TERISA. The list below provides the names, numbers,
insurance companies or trustees, and sources of funding of MPTN¶s plans subject to TERISA. (The Dependent Care Fle[ible
Spending Account is not a TERISA plan and is not listed below.)

For some benefits, the MPTN Plan is either an insured plan or a self-insured plan. For self-insured plans, MPTN is liable for an\
benefits pa\able. However, the claims administrator has the authorit\ to determine first-level administrative claims and appeals
for all welfare plans, subject to TERISA. For insured plans, the plan insurer listed is liable for an\ benefits pa\able and is
authori]ed to determine claims and appeals.

To learn more about MPTN¶s benefit plans or to arrange to see the official plan documents, call Human Resources toll-free at 1-
888-287-4369. Contact information for the plans is shown below.

POaQ CRQWacW

FRU WKH MPTN HHaOWK CaUH POaQ, LQcOXGLQJ WKH MHGLcaO, VLVLRQ aQG DHQWaO
POaQV, aQG WKH FOH[LbOH SSHQGLQJ AccRXQW POaQV

FRU SRVW-VHUYLcH cOaLPV RQO\:
Pequot Plus Health Benefit
Services
Mashantucket Pequot Tribal Nation 
1 Annie George Drive 
P.O. Bo[ 3559 
Mashantucket, Connecticut 06338-
3620
1-888-779-6872
FRU XUJHQW, SUH-VHUYLcH, aQG
cRQcXUUHQW caUH cOaLPV:
Medical utili]ation compan\
See the number on \our benefit
card

IQVXUaQcH POaQV 1-855-212-7102

FRU WKH MaVKaQWXcNHW PHTXRW TULbH 401(N) POaQ Human Resources 401(k)
Mashantucket Pequot Tribal Nation 
350 Trolle\ Line Boulevard 
P.O. Bo[ 3777 
Mashantucket, Connecticut 06338-
3777
1-888-287-4369

Qualified Medical Child Support Orders, also known as QMCSOs, and
Qualified Domestic Relations Orders, also known as QDROs.



MPTN CRQWULbXWLRQV WR OWKHU
BHQHILW POaQV

In addition to those plans listed
here, MPTN contributes on \our
behalf to other governmental
benefit plans, such as Social
Securit\ and Medicare.

FRU WKH CKLOGcaUH RHLPbXUVHPHQW, TXLWLRQ RHLPbXUVHPHQW aQG WHOOQHVV POaQV Mashantucket Pequot Gaming
Enterprise 
(Fo[woods Resort Casino) 
350 Trolle\ Line Boulevard 
P.O. Bo[ 3777 
Mashantucket, Connecticut 06338-
3777
1-888-287-4369

MaVhaQWXckeW PeTXRW HealWh BeQefiWV PlaQ

This plan includes the MPTN Medical Plan, Vision Plan and Dental Plan.

HeaOWK CaUe FOe[LbOe SSeQdLQJ AccRXQW aQd DeSeQdeQW CaUe
FOe[LbOe SSeQdLQJ AccRXQW

GURXS ShRUW-TeUm DiVabiliW\ PlaQ

(³SKRUW-THUP DLVabLOLW\ POaQ´)

GURXS LRQg-TeUm DiVabiliW\ PlaQ

(³LRQJ-THUP DLVabLOLW\ POaQ´)

GURXS TeUm Life aQd AccideQWal DeaWh aQd DiVmembeUmeQW IQVXUaQce PlaQ  

(³LLIH aQG AD&D IQVXUaQcH POaQ´) 

This plan includes team member Basic Life and AD&D insurance and Supplemental Life insurance coverage as well as optional
Spousal and Dependent Child Life insurance.

POaQ T\SH ² Self-insured welfare benefit plan
POaQ NXPbHU ² 501
COaLP AGPLQLVWUaWRU ² Pequot Plus Health Benefit Services
SRXUcH RI CRQWULbXWLRQV ² Mashantucket Pequot Tribal Nation and team
members
SRXUcH RI BHQHILW Pa\PHQWV ² Mashantucket Pequot Tribal Nation

POaQ T\SH ² Welfare benefit plan
POaQ NXPbHU ² 501
COaLP AGPLQLVWUaWRU ² Pequot Plus Health Benefit Services
SRXUcH RI CRQWULbXWLRQV ² Team members
SRXUcH RI BHQHILW Pa\PHQWV ² Mashantucket Pequot Tribal Nation

POaQ T\SH ² Insured welfare benefit plan
POaQ NXPbHU ² 501
POaQ IQVXUHU ² Life Insurance Co of North America
COaLP AGPLQLVWUaWRU ² Cigna Group Insurance
SRXUcH RI CRQWULbXWLRQV ²Team members
SRXUcH RI BHQHILW Pa\PHQWV ² Plan insurer

POaQ T\SH ² Insured welfare benefit plan
POaQ NXPbHU ² 501
POaQ IQVXUHU ² Life Insurance Co of North America
COaLP AGPLQLVWUaWRU ² Cigna Group Insurance
SRXUcH RI CRQWULbXWLRQV ² Mashantucket Pequot Tribal Nation and team members
SRXUcH RI BHQHILW Pa\PHQWV ² Plan insurer



MaVhaQWXckeW PeTXRW TUibe 401(k) ReWiUemeQW PlaQ

(³TKH 401(N) POaQ´)

This t\pe of plan is not subject to or insured b\ the Pension Benefit Guarant\ Corporation (PBGC).

 
 
 
 
 
 
 
 
 

POaQ T\SH ² Insured welfare benefit plan
POaQ NXPbHU ² 501
POaQ IQVXUHU ² Life Insurance Co of North America
COaLP AGPLQLVWUaWRU ² Cigna Group Insurance
SRXUcH RI CRQWULbXWLRQV ² Mashantucket Pequot Tribal Nation and team members
SRXUcH RI BHQHILW Pa\PHQWV ² Plan insurer

POaQ T\SH ² Defined contribution plan
POaQ NXPbHU ² 001
TUXVWHH aQG RHcRUG KHHSHU ² Bank of America, N.A.
SRXUcH RI CRQWULbXWLRQV ² Mashantucket Pequot Tribal Nation and participants



Change or DisconWinXance of Plans
MPTN iQWeQdV WR cRQWiQXe Whe Weam membeU beQefiWV SlaQV iQdefiQiWel\. HRZeYeU, MPTN UeVeUYeV Whe UighW WR ameQd, mRdif\,
VXVSeQd, RU WeUmiQaWe aQ\ SlaQ, iQ ZhRle RU iQ SaUW, VXbjecW WR aSSlicable legal aQd cRQWUacWXal agUeemeQWV, aW aQ\ Wime aQd fRU
aQ\ UeaVRQ. A deciViRQ WR WeUmiQaWe, ameQd, RU UeSlace a SlaQ ma\ be dXe WR chaQgeV iQ  Whe laZ gRYeUQiQg TXalified UeWiUemeQW
RU ZelfaUe beQefiWV, Whe UeTXiUemeQWV Rf Whe IQWeUQal ReYeQXe SeUYice, TERISA, RU aQ\ RWheU UeaVRQ.

If a SlaQ iV WeUmiQaWed, \RX Zill VWill be Said aQ\ beQefiW \RX ZeUe eQWiWled WR UeceiYe XQdeU Whe WeUmV Rf WhaW SlaQ, XS WR Whe
caQcellaWiRQ daWe. LRQg-WeUm diVabiliW\ Sa\meQWV Zill be Said WR Whe e[WeQW fXQded.

FRU VRme Rf Whe SlaQV, if MPTN WeUmiQaWeV Whe SlaQ, \RX ma\ be able WR cRQYeUW \RXU cRYeUage WR aQ iQdiYidXal iQVXUaQce SRlic\.
PleaVe UefeU WR Whe deVcUiSWiRQ Rf Whe VSecific SlaQ fRU WheVe SUiYilegeV.

If MPTN WeUmiQaWeV Whe HealWh CaUe Fle[ible SSeQdiQg AccRXQW PlaQV aQd Whe DeSeQdeQW Fle[ible SSeQdiQg AccRXQW PlaQV, QR
fXUWheU cRQWUibXWiRQV Zill be made WR Weam membeU accRXQWV. HRZeYeU, \RX caQ cRQWiQXe WR VXbmiW aQd be UeimbXUVed fRU claimV
fRU eligible e[SeQVeV WhURXgh MaUch 31 fRllRZiQg Whe \eaU iQ Zhich Whe SlaQ WeUmiQaWeV.



Urgent Care — Who to Call

Urgent care claims should be
directed to the medical utili]ation
compan\ b\ calling the number
on \our benefit card.

Concurrent Care — Who to Call

Concurrent care claims should be
directed to the medical utili]ation
compan\ b\ calling the number
on \our benefit card.

Pre-Service Care ² Who to Call

Pre-service care claims should
be directed to the medical
utili]ation compan\ b\ calling the
number on \our benefit card.

Post-Service Care — Where to
Write

Post-service care claims should
be mailed to:

Pequot Plus Health Benefit
Services

ClaimV ReYieZ and AppealV ProcedXreV
The procedures for filing claims for benefits are summari]ed in the respective plan overvieZs.

The plan administrator has the authorit\ to control and manage the operation and administration of the plans described in this
Plan Document and SPD. The person or entit\ responsible for specific operational or administrative duties (such as processing
claims) ma\ not be the official ³plan administrator.´ For some plans (such as the Short-Term Disabilit\ Plan, for e[ample), the
insurance compan\ is the claim administrator, Zho has final responsibilit\ and authorit\ for responding to claims appeals.

For a list of the persons or entities responsible for processing claims for the plans offered b\ MPTN, see ³Other Plan Details´
Zithin this section.

ClaimV ReYieZ PURceVV

Each plan has a specific amount of time, b\ laZ, to evaluate and respond to claims for benefits covered b\ TERISA. The period
of time the plan has to evaluate and respond to a claim begins on the date the claim is first filed.

If \ou have an\ questions regarding hoZ to file or appeal a claim, contact the appropriate claim administrator listed in ³Other
Plan Details´ Zithin this section.

IQiWial BeQefiW DeWeUmiQaWiRQ

The initial benefit determination is the first time the plan considers \our claim for benefits and makes a decision on \our claim.

HealWh PlaQV

For health claims, the plan recogni]es four categories of claims, as e[plained
beloZ.

Urgent Care Claims — Claims for Zhich, in the opinion of the treating
ph\sician, the application of non-urgent care time frames could seriousl\
jeopardi]e the life or health of the patient or the abilit\ of the patient to
regain ma[imum function, or, in the judgment of a ph\sician, Zould subject
the patient to severe pain that cannot be adequatel\ managed otherZise.
This t\pe of claim generall\ includes those situations commonl\ treated as
emergencies. For urgent care health claims, the medical utili]ation
compan\ Zill notif\ \ou and \our provider of their initial determination,
Zhether adverse or not, as soon as reasonabl\ possible, taking into
account medical e[igencies but not later than 72 hours after receipt of the
claim, unless \ou or \our provider fail to provide sufficient information to
make a determination. In the case of such a failure, the medical utili]ation
compan\ Zill notif\ \ou and \our provider as soon as possible, but not later
than 24 hours after receipt of the claim b\ the plan, of the specific
information necessar\ to complete the claim. Notification of the improper
filing ma\ be made orall\, unless the claimant requests Zritten notification.
You and \our provider Zill be afforded a reasonable amount of time, taking
into account the circumstances, but not less than 48 hours, to provide the
specified information. The medical utili]ation compan\ Zill notif\ \ou and
\our provider of the determination as soon as possible, but no later than 48
hours after the earlier of the medical utili]ation compan\¶s receipt of the
specified information or the end of the period afforded \ou and \our
provider to provide the specified additional information.



Mashantucket Pequot Tribal
Nation 
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DiVabiliW\ PlaQV

For disabilit\ claims, the plan has up to 45 da\s to evaluate and respond to claims for benefits covered b\ TERISA. The 45-da\
period begins on the date the claim is first filed.

This period ma\ be e[tended tZice b\ 30 da\s each (105 da\s in total) if the claim administrator:

In addition, the notice of e[tension must include the standards on Zhich entitlement to a benefit is based, the unresolved issues
that prevent a decision on the claim and the additional information needed to resolve those issues. You Zill be given at least 45
da\s from receipt of the notice Zithin Zhich to provide the specified information.

Life aQd AccideQW IQVXUaQce PlaQV

If an application for life and accidental death and dismemberment insurance claims is denied in Zhole or in part, the plan Zill
notif\ \ou or \our representative in Zriting Zithin 90 da\s of receiving the claim. This period ma\ be e[tended b\ an additional
90 da\s if the claims administrator:

Concurrent Care Claims² A concurrent claim is a claim for an e[tension
of the duration or number of treatments provided through a previousl\-
approved benefit claim. You Zill be notified in advance if the plan intends to
terminate or reduce concurrent care claim benefits so that \ou Zill have the
opportunit\ to appeal the decision and receive a decision on that appeal
before the termination or reduction takes effect. If \our concurrent care
claim is an urgent claim, \ou must notif\ the medical utili]ation compan\ at
least 24 hours before the termination of treatment and the medical
utili]ation compan\ Zill notif\ \ou of its decision Zithin 24 hours after receiving the claim. You Zill be given time to
provide an\ additional information required to reach a decision.
Pre-Service Claims ² A pre-service claim is a claim for a benefit under the plan Zhich requires pre-certification, such
as a hospital sta\ or Zhen there is a question as to Zhether or not the service is medicall\ necessar\. For pre-service
claims, the medical utili]ation compan\ Zill notif\ \ou and \our provider of the determination not later than 15 da\s after
receipt of the claim. This 15-da\ period ma\ be e[tended b\ the medical utili]ation compan\ for an additional 15 da\s,
provided the e[tension is necessar\ due to matters be\ond the medical utili]ation compan\¶s control and the medical
utili]ation compan\ notifies \ou Zithin the initial period of the circumstances requiring the e[tension and the date b\
Zhich the medical utili]ation compan\ e[pects to render a decision. If such an e[tension is necessar\ due to \ou and
\our provider¶s failure to submit the information necessar\ to decide the claim (request), the notice of e[tension Zill
specificall\ describe the required information. For e[ample, the period ma\ be e[tended because \ou have not submitted
sufficient information, in Zhich case \ou Zill have at least 45 da\s to provide the information requested of \ou b\ the
medical utili]ation compan\. You Zill be notified of the medical utili]ation compan\¶s decision no later than 15 da\s after
the end of the e[tended period (or after receipt of the information, if earlier).
Post-Service Claims ² A post-service claim for a benefit under the plan is a claim for a benefit that has alread\ been
received. If \ou have filed a post-service claim for benefits, \ou Zill be notified of the claims fiduciar\¶s decision on \our
claim onl\ if it is denied in Zhole or in part. The plan has up to 30 da\s to evaluate and respond to claims after the claims
fiduciar\ receives the claim. This 30-da\ period ma\ be e[tended b\ 15 da\s provided the e[tension is necessar\ due to
matters be\ond the control of the claims fiduciar\ and the claims fiduciar\ notifies \ou Zithin the initial period of the
circumstances requiring the e[tension and the date b\ Zhich the plan e[pects to render a decision. In addition, the notice
of e[tension must include the standards on Zhich entitlement to a benefit is based, the unresolved issues that prevent a
decision on the claim and the additional information needed to resolve those issues. You Zill be afforded at least 45 da\s
to provide an\ additional information requested of \ou b\ the claims fiduciar\, if the e[tension is due to the claim¶s
fiduciar\¶s need for additional information from \ou or \our health care providers.

determines that an e[tension is necessar\ due to matters be\ond the control of the claim administrator, and
notifies \ou Zithin the initial period (and Zithin the first 30-da\ e[tension period, if applicable) of the circumstances
requiring the e[tension and the date b\ Zhich the claim administrator e[pects to make a decision.

determines that an e[tension is necessar\ due to matters be\ond the control of the claim administrator, and
notifies \ou Zithin the initial period of the circumstances requiring the e[tension and the date b\ Zhich the claim
administrator e[pects to make a decision.



Adverse Benefit Determination

To seek revieZ of an adverse
benefit determination for urgent
care, pre-service care, and
concurrent care claims,
beneficiaries must contact the
medical utili]ation compan\ at
the number on \our benefits card.
The medical utili]ation compan\
provides a multi-level appeals
process for claims denied based
on medical necessit\.

For post-service claims not
related to medical necessit\,
appeals must be directed to
Pequot Plus Health Benefit
Services.

401(k) PlaQ

As a plan participant, \ou do not have to file a claim for benefits, and neither does \our beneficiar\. HoZever, if \ou feel \our
benefit has been incorrectl\ determined and \ou Zish to request a revieZ of that determination, \ou ma\ file a Zritten notice Zith
the plan administrator.

The plan administrator has up to 90 da\s to evaluate and respond to \our claim covered under TERISA, unless special
circumstances require an e[tension of time.  This e[tension Zill not e[ceed an additional 90 da\s (180 da\s total) and \ou Zill
receive notice of such e[tension before the end of the initial 90-da\ period.  This e[tension notice Zill state the circumstances
requiring the e[tension of time and the date b\ Zhich a decision is e[pected.  You Zill be notified Zithin the initial period of the
circumstances requiring the e[tension and the date b\ Zhich the plan administrator e[pects to make a decision.

HealWh CaUe Fle[ible SSeQdiQg AccRXQW

For claims for benefits from the Health Care Fle[ible Spending Account, the plan has up to 30 da\s to evaluate and respond to
claims for benefits covered b\ TERISA. The 30-da\ period begins on the date the claim is first filed. This period ma\ be
e[tended b\ 15 da\s provided the claim administrator or its delegate:

In addition, the Zritten notice of e[tension must include the standards on Zhich entitlement to a benefit is based, the unresolved
issues that prevent a decision on the claim and the additional information needed to resolve those issues. You Zill be given at
least 45 da\s from receipt of the notice Zithin Zhich to provide the specified information.

AdYeUVe BeQefiW DeWeUmiQaWiRQ (ASSlicable WR All ClaimV)

An ³adverse benefit determination´ is a denial, reduction or termination of a benefit,
a rescission of coverage (even if the rescission does not impact a current claim for
benefits), or failure to provide or pa\ for (in Zhole or in part) a benefit. This can
also include a denial of participation in the plan. For health coverage, an adverse
benefit determination also means a claim denial on the grounds that the treatment
is e[perimental or investigational or not medicall\ necessar\. This also includes
concurrent care determinations.

In the event of an adverse benefit determination, the claimant Zill receive notice of
the determination. The notice Zill include:

determines that an e[tension is necessar\ due to matters be\ond the control of the plan, and
notifies \ou Zithin the initial period of the circumstances requiring the e[tension and the date b\ Zhich the plan e[pects
to render a decision.

the specific reasons for the adverse determination,
the specific plan provisions on Zhich the determination is based,
a request for an\ additional information needed to reconsider the claim and
the reason this information is needed,
a description of the plan¶s revieZ procedures and the time limits applicable
to such procedures,
a statement of \our right to bring an action in the Mashantucket Pequot
Tribal Court under TERISA folloZing an adverse benefit determination on
revieZ,
for disabilit\ and health claims, if an\ internal rules, guidelines, protocols or
similar criteria Zas used as a basis for the adverse determination, either the specific rule, guideline, protocols or other
similar criteria or a statement that a cop\ of such information Zill be made available free of charge upon request,
for disabilit\ and health claims, for adverse determinations based on medical necessit\, e[perimental treatment or other
similar e[clusions or limits, an e[planation of the scientific or clinical judgment used in the decision, or a statement that
an e[planation Zill be provided free of charge upon request, and
for health claims involving urgent care, an e[pedited revieZ ma\ be initiated orall\. All necessar\ information, including
the appeal decision, Zill be communicated betZeen \ou or \our authori]ed representative and the plan b\ telephone,



ClaimV FidXciaU\

For some plans (such as the
Short-Term Disabilit\ Plan, for
e[ample), the insurance
compan\ is the claim
administrator and has final 
responsibilit\ and authorit\ for
responding to claims appeals.

ClaimV ASSeal PURceVV

If \our claim is denied in Zhole or in part, \ou Zill receive a Zritten notice of the
adverse benefit determination. If \ou disagree Zith the initial decision, \ou should
request a revieZ of the claim.

Be sure to state Zh\ the claim should not have been denied and submit an\ data,
questions, or comments \ou think are appropriate. In connection Zith \our right to
appeal the initial determination regarding \our claim, \ou also:

To seek revieZ of an adverse benefit determination for urgent care, pre-service care, and concurrent care claims based on
medical necessit\, beneficiaries must contact the medical utili]ation compan\ at the number on \our benefit card. The medical
utili]ation compan\ provides a multi-level appeals process for claims denied based on medical necessit\.

For post-service claims, appeals not based on medical necessit\ must be directed to Pequot Plus Health Benefit Services, as
instructed above.

The request must be made in Zriting and should be filed Zith the claim administrator at the address shoZn for each plan under
³Other Plan Details´ Zithin this section.

The claim administrator Zill forZard the appeal request to the appropriate named fiduciar\ for revieZ.

For health care plans, the revieZ Zill be conducted b\ the plan sponsor¶s appeals committee, comprised of individuals Zho did
not make the adverse benefit determination Zhich is the subject of the revieZ, and are not the subordinates of those Zho did
make that determination.

401(k) PlaQ ClaimV

You Zill receive Zritten or electronic notification from the plan administrator of its decision Zithin si[t\ (60) da\s of receipt of \our
appeal, unless special circumstances require an e[tension. If special circumstances require an e[tension of time to process \our
appeal, \ou Zill receive notice prior to the end of the original period that the time for rendering a final decision has been
e[tended ² but not be\ond 120 da\s from the receipt of \our appeal. This notice Zill set out the circumstances requiring an
e[tension of time and the date b\ Zhich a decision is e[pected.

Life aQd AccideQW IQVXUaQce aQd DiVabiliW\ ClaimV

For Life and AD&D insurance claims, a final decision on revieZ shall be made not later than 60 da\s folloZing receipt of the
Zritten request for revieZ, unless special circumstances require an e[tension. This e[tension Zill not e[ceed 60 da\s. For
Disabilit\ claims, a final decision on revieZ shall be made not later than 45 da\s folloZing receipt of the Zritten request for
revieZ, unless special circumstances require an e[tension. This e[tension Zill not e[ceed 45 da\s.

facsimile, or other similar method.  When an appeal is e[pedited, the medical utili]ation compan\ Zill respond orall\ Zith
a decision Zithin 72 hours, folloZed b\ a Zritten notification of the decision.

For disabilit\ or health claims, \ou (or an authori]ed representative) can
appeal and request a claim revieZ Zithin 180 da\s after receiving the
denial notice.
For all other benefits, \ou (or an authori]ed representative) can appeal and
request a claim revieZ Zithin 60 da\s after receiving the denial notice.

ma\ revieZ pertinent documents and submit issues and comments in Zriting;
Zill be given the opportunit\ to submit Zritten comments, documents, records, or an\ other information relevant to \our
claim;
Zill, at \our request and free of charge, have reasonable access to, and copies of, all documents, records, and other
information relevant to \our claim for benefits;
be given a revieZ that takes into account all  comments, documents, records, and other information submitted b\ \ou
relating to the claim, regardless of Zhether such information Zas submitted or considered in the initial benefit
determination; and
are entitled to an appeal that does not provide deference to the previous decision.



JXdicial ReYieZ

You must timel\ pursue all the
administrative claim and appeal
rights described in this section
before \ou ma\ seek an\ other
legal recourse regarding claims
for benefits. You ma\ not bring
an\ action at laZ or in equit\ to
recover benefits or for an adverse
benefit determination unless and
until the administrative appeal
rights described in this section
have been e[ercised and the
benefits requested in such appeal
have been denied in Zhole or in
part (or there is an\ other
adverse benefit determination). If
\ou 
Zish to seek judicial revieZ of
an\ adverse benefit
determination, \ou must file an
action in the Mashantucket
Pequot Tribal Court under
TERISA (Title XV,  Mashantucket
Pequot Tribal LaZ, accessible at
www.mptnlaw.com) within one
year after the date on Zhich all
administrative remedies are
e[hausted, that is, b\ the later of
the date on Zhich an adverse
determination on revieZ is issued
or the last da\ on Zhich a final
decision should have been
issued, or \ou Zill be forever
prohibited from commencing
such action.

If special circumstances require an e[tension of time to process \our appeal, \ou Zill receive notice prior to the end of the
original period that the time for rendering a final decision has been e[tended. This notice Zill set out the circumstances requiring
an e[tension of time and the date b\ Zhich a decision is e[pected.

HealWh PlaQ ClaimV

The claims administrator or the medical utili]ation compan\ (Zhichever is
applicable) Zill notif\ \ou and \our provider of the plan¶s determination on revieZ
Zithin the folloZing timeframes:

In certain cases, the plan ma\ obtain a limited e[tension of time if notice of the
e[tension is provided to the claimant before the end of the initial decision making
period.

In all cases the benefit determination Zill be rendered in a consistent and
nondiscriminator\ manner according to the provisions of the applicable plan. The
claims administrator¶s decisions are conclusive and binding for first level appeals.

If \ou are not satisfied Zith the first level appeal decision of the claims
administrator, \ou have the right to request a second level appeal. Second level
appeals, for claims not related to medical necessit\, are revieZed b\ the plan
sponsor¶s appeals committee. Your second level appeal must be submitted to the
claim administrator Zithin 60 da\s from the date \ou or \our provider received the
first level appeal decision. You or \our provider Zill receive a decision from the
claim administrator or the medical utili]ation compan\ (Zhichever is applicable) on
\our second level appeal Zithin the folloZing time frames:

NRWiceV

For all TERISA claims, the claim administrator Zill provide Zritten notification of the
plan¶s determination on revieZ. In the case of an adverse benefit determination, such notice Zill indicate:

For appeals of urgent health claims, as soon as possible considering the
medical situation, but no later than 72 hours for e[pedited appeals.
For appeals of pre-service claims, Zithin a reasonable period of time given
the medical situation, but no later than 15 da\s from the receipt of \ou or
\our provider¶s request for appeal of a denied claim.
For appeals of post-service claims, Zithin a reasonable period of time, but
no later than 30 da\s after receipt of the request for appeal of a denied
claim.

For appeals of urgent health claims, as soon as possible considering the
medical situation, but no later than 72 hours for e[pedited appeals.
For second level appeals of pre-service claims, Zithin a reasonable period
of time given the medical situation, but no later than 15 da\s from the
receipt of the request for revieZ of the first level appeal decision.
For second level appeals of post-service claims, Zithin a reasonable period
of time, but no later than 30 da\s after receipt of the request for revieZ of
the first level appeal decision. For second level appeals, the appeals
committee¶s decisions are conclusive and binding.

the specific reason for the adverse determination on revieZ,
reference to the specific provisions of the plan on Zhich the determination is based,
a statement that \ou 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 for benefits,
a description of \our right to bring an action under TERISA folloZing an adverse determination on revieZ,
for health and disabilit\ claims, if an\ internal rules, guidelines, protocols or similar criteria Zas used as a basis for the
adverse determination, either the specific rule, guideline, protocols or other similar criteria or a statement that a cop\ of



In all cases the benefit determination Zill be rendered in a consistent and nondiscriminator\ manner according to the provisions
of the applicable plan.  All decisions are final and binding unless determined otherZise b\ the Mashantucket Pequot Tribal Court.

E[WeUQal ReYieZ PURceVV

The Federal e[ternal revieZ process does not appl\ to a denial, reduction, termination, or a failure to provide pa\ment for a
benefit based on a determination that a participant or beneficiar\ fails to meet the requirements for eligibilit\ under the terms of a
group health plan.

The Federal e[ternal revieZ process, in accordance Zith the current Affordable Care Act regulations, applies onl\ to:

Standard e[ternal revieZ

Standard e[ternal revieZ is an e[ternal revieZ that is not considered e[pedited (as described in the ³e[pedited e[ternal revieZ´
paragraph in this section).

such information Zill be made available free of charge upon request,
for adverse determinations based on medical necessit\, e[perimental treatment or other similar e[clusions or limits, an
e[planation of the scientific or clinical judgment used in the decision, or a statement that an e[planation Zill be provided
free of charge upon request, and
a description of \our right to obtain additional information upon request about an\ voluntar\ appeals procedures under
the plan.

An\ eligible adverse benefit determination (including a final internal adverse benefit determination) b\ a plan or issuer
that involves medical judgment (including, but not limited to, those based on the plan¶s or issuer¶s requirements for
medical necessit\, appropriateness, health care setting, level of care, or effectiveness of a covered benefit; or its
determination that a treatment is e[perimental or investigative), as determined b\ the e[ternal revieZer.
A rescission of coverage (Zhether or not the rescission has an\ effect on an\ particular benefit at that time).

Request for e[ternal revieZ. The plan Zill alloZ a participant to file Zith the plan a request for an e[ternal revieZ if the
request is filed Zithin four months after the date of receipt of a notice of an adverse benefit determination or final internal
adverse benefit determination. If there is no corresponding date four months after the date of receipt of such a notice,
then the request must be filed b\ the first da\ of the fifth month folloZing the receipt of the notice.  For e[ample, if the
date of receipt of the notice is October 30, because there is no Februar\ 30, the request must be filed b\ March 1.  If the
last filing date Zould fall on a Saturda\, Sunda\, or Federal or Tribal holida\, the last filing date is e[tended to the ne[t
da\ that is not a Saturda\, Sunda\, or Federal  or Tribal holida\.
Preliminar\ revieZ. Within five business da\s folloZing the date of receipt of the e[ternal revieZ request, the Plan Zill
complete a preliminar\ revieZ of the request to determine Zhether:

The participant is or Zas covered under the Plan at the time the health care item or service Zas requested or, in
the case of a retrospective revieZ, Zas covered under the Plan at the time the health care item or service Zas
provided.
The adverse benefit determination or the final internal adverse benefit determination does not relate to the
participant¶s failure to meet the requirements for eligibilit\ under the terms of the Plan (e.g., Zorker classification
or similar determination).
The participant has e[hausted the Plan¶s internal appeal process unless the participant is not required to e[haust
the internal appeals process applicable regulations.
The participant has provided all the information and forms required to process an e[ternal revieZ.
Within one business da\ after completion of the preliminar\ revieZ, the Plan Zill issue a notification in Zriting to
the participant. If the request is complete but not eligible for e[ternal revieZ, such notification Zill include the
reasons for its ineligibilit\ and contact information for the Emplo\ee Benefits Securit\ Administration (toll-free
number 866-444-EBSA (3272)).  If the request is not complete, such notification Zill describe the information or
materials needed to make the request complete and the Plan Zill alloZ a participant to perfect the request for
e[ternal revieZ Zithin the four-month filing period or Zithin the 48 hour period folloZing the receipt of the
notification, Zhichever is later.

Referral to Independent RevieZ Organi]ation. The Plan Zill assign an independent revieZ organi]ation (IRO) that is
accredited b\ URAC or b\ a similar nationall\-recogni]ed accrediting organi]ation to conduct the e[ternal revieZ.
Moreover, the Plan Zill take  reasonable action  against potential bias and to ensure independence.  Accordingl\, the



E[pedited e[ternal revieZ

RecoYer\ of Pa\ments

Occasionall\, benefits are paid more than once, are paid based upon improper billing or a misstatement in a proof of loss or
enrollment information, are not paid according to the plan¶s terms, conditions, limitations or e[clusions, or should otherZise not
have been paid b\ the plan. As such this plan ma\ pa\ benefits that are later found to be greater than the Ma[imum AlloZable
Amount. In this case, this plan ma\ recover the amount of the overpa\ment from the source to Zhich it Zas paid, primar\
pa\ers, or from the part\ on Zhose behalf the charge(s) Zere paid. As such, Zhenever the plan pa\s benefits e[ceeding the
amount of benefits pa\able under the terms of the plan, the plan administrator has the right to recover an\ such erroneous
pa\ment directl\ from the person or entit\ Zho received such pa\ment and/or from other pa\ers and/or the participant or
dependent on Zhose behalf such pa\ment Zas made.

A participant, dependent, provider, another benefit plan, insurer, or an\ other person or entit\ Zho receives a pa\ment
e[ceeding the amount of benefits pa\able under the terms of the plan or on Zhose behalf such pa\ment Zas made, shall return

Plan Zill contract Zith (or direct the Third Part\ Administrator to contract Zith, on its behalf) at least three IROs for
assignments under the Plan and rotate claims assignments among them (or incorporate other independent unbiased
methods for selection of IROs, such as random selection).  In addition, the IRO ma\ not be eligible for an\ financial
incentives based on the likelihood that the IRO Zill support the denial of benefits.
Reversal of Plan¶s decision. Upon receipt of a notice of a final e[ternal revieZ decision reversing the adverse benefit
determination or final internal adverse benefit determination, the Plan Zill provide coverage or pa\ment for the claim
Zithout dela\, regardless of Zhether the plan intends to seek judicial revieZ of the e[ternal revieZ decision and unless or
until there is a judicial decision otherZise.

Request for e[pedited e[ternal revieZ. The Plan Zill alloZ a participant to make a request for an e[pedited e[ternal
revieZ Zith the Plan at the time the participant receives:

An adverse benefit determination if the adverse benefit determination involves a medical condition of the
participant for Zhich the timeframe for completion of a standard internal appeal under the final regulations Zould
seriousl\ jeopardi]e the life or health of the participant or Zould jeopardi]e the participant¶s abilit\ to regain
ma[imum function and the participant has filed a request for an e[pedited internal appeal.
A final internal adverse benefit determination, if the participant has a medical condition Zhere the timeframe for
completion of a standard e[ternal revieZ Zould seriousl\ jeopardi]e the life or health of the participant or Zould
jeopardi]e the participant¶s abilit\ to regain ma[imum function, or if the final internal adverse benefit
determination concerns an admission, availabilit\ of care, continued sta\, or health care item or service for Zhich
the participant received emergenc\ services, but has not been discharged from a facilit\.

Preliminar\ revieZ. Immediatel\ upon receipt of the request for e[pedited e[ternal revieZ, the Plan Zill determine
Zhether the request meets the revieZabilit\ requirements set forth above for standard e[ternal revieZ.  The Plan Zill
immediatel\ send a notice that meets the requirements set forth above for standard e[ternal revieZ to the participant of
its eligibilit\ determination.
Referral to Independent RevieZ Organi]ation. Upon a determination that a request is eligible for e[ternal revieZ
folloZing the preliminar\ revieZ, the Plan Zill assign an IRO pursuant to the requirements set forth above for standard
revieZ. The Plan Zill provide or transmit all necessar\ documents and information considered in making the adverse
benefit determination or final internal adverse benefit determination to the assigned IRO electronicall\ or b\ telephone or
facsimile or an\ other available e[peditious method. The assigned IRO, to the e[tent the information or documents are
available and the IRO considers them appropriate, Zill consider the information or documents described above under the
procedures for standard revieZ. In reaching a decision, the assigned IRO Zill revieZ the claim de novo and is not bound
b\ an\ decisions or conclusions reached during the Plan¶s internal claims and appeals process.
Notice of final e[ternal revieZ decision. The Plan¶s (or Third Part\ Administrator¶s) contract Zith the assigned IRO Zill
require the IRO to provide notice of the final e[ternal revieZ decision, in accordance Zith the requirements set forth
above, as e[peditiousl\ as the participant¶s medical condition or circumstances require, but in no event more than 72
hours after the IRO receives the request for an e[pedited e[ternal revieZ. If the notice is not in Zriting, Zithin 48 hours
after the date of providing that notice, the assigned IRO Zill provide Zritten confirmation of the decision to the participant
and the Plan.



or refund the amount of such erroneous pa\ment to the plan Zithin 30 da\s of discover\ or demand. The plan administrator shall
have no obligation to secure pa\ment for the e[pense for Zhich the erroneous pa\ment Zas made or to Zhich it Zas applied.

The person or entit\ receiving an erroneous pa\ment ma\ not appl\ such pa\ment to another e[pense. The plan administrator
shall have the sole discretion to choose Zho Zill repa\ the plan for an erroneous pa\ment and Zhether such pa\ment shall be
reimbursed in a lump sum. When a participant or other entit\ does not compl\ Zith the provisions of this section, the plan
administrator shall have the authorit\, in its sole discretion, to den\ pa\ment of an\ claims for benefits b\ the participant and to
den\ or reduce future benefits pa\able (including pa\ment of future benefits for other injuries or illnesses) under the plan b\ the
amount due as reimbursement to the plan. The plan administrator ma\ also, in its sole discretion, den\ or reduce future benefits
(including future benefits for other injuries or illnesses) under an\ other group benefits plan maintained b\ the Plan Sponsor. The
reductions Zill equal the amount of the required reimbursement.

Providers and an\ other person or entit\ accepting pa\ment from the plan, in consideration of services rendered, pa\ments
and/or rights, agrees to be bound b\ the terms of this plan and agree to submit claims for reimbursement in strict accordance
Zith applicable health care practice acts, ICD or CPT standards, Medicare guidelines, HCPCS standards, or other standards
approved b\ the plan administrator or insurer. An\ pa\ments made on claims for reimbursement not in accordance Zith the
above provisions shall be repaid to the plan Zithin 30 da\s of discover\ or demand or incur prejudgment interest of 1.5% per
month. If the plan must bring an action against a participant, provider or other person or entit\ to enforce the provisions of this
section, then that participant, provider or other person or entit\ agrees to pa\ the plan¶s attorne\s¶ fees and costs, regardless of
the action¶s outcome.

Further, participants and/or their dependents, beneficiaries, estate, heirs, guardian, personal representative, or assigns
(participants) shall assign or be deemed to have assigned to the plan their right to recover said pa\ments made b\ the plan,
from an\ other part\ and/or recover\ for Zhich the participant(s) are entitled, for or in relation to facilit\- acquired condition(s),
provider error(s), or damages arising from another part\¶s act or omission for Zhich the plan has not alread\ been refunded.

The plan reserves the right to deduct from an\ benefits properl\ pa\able under this plan the amount of an\ pa\ment Zhich has
been made:

The deduction ma\ be made against an\ claim for benefits under this plan b\ a participant or b\ an\ of his covered dependents
if such pa\ment is made Zith respect to the participant or an\ person covered or asserting coverage as a dependent of the
participant.

If the plan seeks to recoup funds from a provider, due to a claim being made in error, a claim being fraudulent on the part of the
provider, and/or the claim that is the result of the provider¶s misstatement, said provider shall abstain from billing the plan
participant for an\ outstanding amount(s).

Assignments

No benefit, right or interest of an\ participant under the plan shall be subject to anticipation, alienation, sale, transfer,
assignment, pledge, encumbrance, charge, garnishment, e[ecution or lev\ of an\ kind, either voluntar\ or involuntar\, including
an\ liabilit\ for, or subject to, the debts, liabilities or other obligations of such person. An\ attempt to anticipate, alienate, sell,
transfer, assign, pledge, encumber, charge, garnish, e[ecute or lev\ upon, or otherZise dispose of an\ right to benefit pa\able
hereunder or legal causes of action, shall be void. NotZithstanding the foregoing, the plan ma\ choose to remit pa\ments
directl\ to providers Zith respect to covered benefits, if authori]ed b\ the participant, but onl\ as a convenience to the
participant. Providers are not, and shall not be construed as, ³participants,´ ³beneficiaries´ or ³claimants´ under this plan and

1. In error;
2. Pursuant to a misstatement contained in a proof of loss or a fraudulent act;
3. Pursuant to a misstatement made to obtain coverage under this plan Zithin tZo \ears after the date such coverage

commences;
4. With respect to an ineligible person;
5. In anticipation of obtaining a recover\ if a participant fails to compl\ Zith the plan¶s Third Part\ Recover\, Subrogation

and Reimbursement provisions; or
6. Pursuant to a claim for Zhich benefits are recoverable under an\ polic\ or act of laZ providing for coverage for

occupational injur\ or disease to the e[tent that such benefits are recovered. This provision (6) shall not be deemed to
require the plan to pa\ benefits under this plan in an\ such instance.



have no rights to receive benefits from the plan or to pursue legal causes of action on behalf of (or in place of) participants under
an\ circumstances.

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



FRU MRUe IQfRUPaWiRQ «

YRX VKRXOG FRQWaFW \RXU SOaQ
aGPLQLVWUaWRU aW WKH aGGUHVV
VKRZQ LQ ³OWKHU POaQ DHWaLOV´ LI
\RX KaYH aQ\ TXHVWLRQV aERXW: 
�  \RXU SOaQ, 
�  WKLV VWaWHPHQW, RU 
�  \RXU ULJKWV XQGHU TERISA.

YoXU RighWV UndeU TERISA
AV a SaUWLFLSaQW LQ MPTN POaQV, \RX aUH HQWLWOHG WR FHUWaLQ ULJKWV aQG SURWHFWLRQV
XQGHU WKH TULEaO EPSOR\HH RHWLUHPHQW IQFRPH SHFXULW\ AFW (TERISA) ZLWK UHJaUG
WR WKH SOaQV VXEMHFW WR TERISA. TERISA SURYLGHV WKaW aOO SOaQ SaUWLFLSaQWV VKaOO EH
HQWLWOHG WR:

 

IQ aGGLWLRQ WR FUHaWLQJ ULJKWV IRU SOaQ SaUWLFLSaQWV, TERISA LPSRVHV GXWLHV XSRQ WKH SHRSOH ZKR aUH UHVSRQVLEOH IRU WKH RSHUaWLRQ
RI WKH WHaP PHPEHU EHQHILW SOaQ. TKH SHRSOH ZKR RSHUaWH \RXU SOaQ, FaOOHG ³ILGXFLaULHV´ RI WKH SOaQ, KaYH a GXW\ WR GR VR
SUXGHQWO\ aQG LQ WKH LQWHUHVW RI \RX aQG RWKHU SOaQ SaUWLFLSaQWV aQG EHQHILFLaULHV.

NR RQH, LQFOXGLQJ \RXU HPSOR\HU RU aQ\ RWKHU SHUVRQ, Pa\ ILUH \RX RU RWKHUZLVH GLVFULPLQaWH aJaLQVW \RX LQ aQ\ Za\ WR SUHYHQW
\RX IURP REWaLQLQJ a SOaQ EHQHILW RU H[HUFLVLQJ \RXU ULJKWV XQGHU TERISA. II \RXU FOaLP IRU a SOaQ EHQHILW LV GHQLHG LQ ZKROH RU LQ
SaUW, \RX PXVW UHFHLYH a ZULWWHQ H[SOaQaWLRQ RI WKH UHaVRQ IRU WKH GHQLaO aQG KaYH a ULJKW WR REWaLQ ZLWKRXW FKaUJH FRSLHV RI
GRFXPHQWV UHOaWLQJ WR WKH GHFLVLRQ. YRX aOVR KaYH WKH ULJKW WR KaYH WKH SOaQ UHYLHZ aQG UHFRQVLGHU \RXU FOaLP, aV GHVFULEHG
XQGHU ³COaLPV RHYLHZ aQG ASSHaOV PURFHGXUHV´ ZLWKLQ WKLV VHFWLRQ.

UQGHU TERISA, \RX FaQ WaNH VWHSV WR HQIRUFH WKHVH ULJKWV. FRU LQVWaQFH, LI \RX UHTXHVW PaWHULaOV IURP WKH SOaQ aQG GR QRW
UHFHLYH WKHP ZLWKLQ 30 Ga\V, \RX Pa\ ILOH VXLW, SXUVXaQW WR TLWOH XV, MaVKaQWXFNHW PHTXRW TULEaO LaZ, LQ WKH MaVKaQWXFNHW
PHTXRW TULEaO CRXUW. IQ VXFK a FaVH, WKH FRXUW Pa\ UHTXLUH WKH SOaQ aGPLQLVWUaWRU WR SURYLGH WKH PaWHULaOV aQG Sa\ XS WR $110 a
Ga\ XQWLO \RX UHFHLYH WKH PaWHULaOV, XQOHVV WKH PaWHULaOV ZHUH QRW VHQW EHFaXVH RI UHaVRQV EH\RQG WKH FRQWURO RI WKH SOaQ
aGPLQLVWUaWRU.

YRX Pa\ aOVR ILOH VXLW ZLWKLQ RQH \HaU aIWHU WKH GaWH RQ ZKLFK WKH aSSOLFaEOH LQFLGHQW GHVFULEHG EHORZ RFFXUUHG, SXUVXaQW WR TLWOH
XV, MaVKaQWXFNHW PHTXRW TULEaO LaZ, LQ WKH MaVKaQWXFNHW PHTXRW TULEaO CRXUW LI \RX:

 

TKH FRXUW ZLOO GHFLGH ZKR VKRXOG Sa\ FRXUW FRVWV aQG OHJaO IHHV. II \RXU VXLW LV VXFFHVVIXO, WKH FRXUW Pa\ RUGHU WKH SHUVRQ \RX
KaYH VXHG WR Sa\ WKHVH FRVWV aQG IHHV. HRZHYHU, LI \RXU VXLW LV XQVXFFHVVIXO ² EHFaXVH, IRU H[aPSOH, WKH FRXUW ILQGV \RXU FOaLP
IULYRORXV ² WKH FRXUW Pa\ RUGHU \RX WR Sa\ WKHVH FRVWV aQG IHHV RQ \RXU RZQ.

H[aPLQH, ZLWKRXW FKaUJH, aW WKH SOaQ aGPLQLVWUaWRU¶V RIILFH aQG aW RWKHU
VSHFLILHG ORFaWLRQV, VXFK aV ZRUNVLWHV, aOO GRFXPHQWV JRYHUQLQJ WKH SOaQ,
LQFOXGLQJ LQVXUaQFH FRQWUaFWV, aQG a FRS\ RI WKH OaWHVW aQQXaO UHSRUW (FRUP
5500 SHULHV) ILOHG E\ WKH SOaQ ZLWK WKH U.S. DHSaUWPHQW RI LaERU. (TKHVH
GRFXPHQWV aUH aYaLOaEOH aW HXPaQ RHVRXUFHV RU aW \RXU RZQ ZRUN ORFaWLRQ
XSRQ ZULWWHQ UHTXHVW WR WKH SHQLRU VLFH PUHVLGHQW, HXPaQ RHVRXUFHV.)
REWaLQ, XSRQ ZULWWHQ UHTXHVW WR WKH SOaQ aGPLQLVWUaWRU, FRSLHV RI GRFXPHQWV
JRYHUQLQJ WKH RSHUaWLRQ RI WKH SOaQ, LQFOXGLQJ LQVXUaQFH FRQWUaFWV, aQG
FRSLHV RI WKH OaWHVW aQQXaO UHSRUW (FRUP 5500 SHULHV) aQG XSGaWHG VXPPaU\ SOaQ GHVFULSWLRQV. (TKH aGPLQLVWUaWRU Pa\
FKaUJH \RX a UHaVRQaEOH IHH IRU WKH FRSLHV.)
FRQWLQXH KHaOWK FaUH FRYHUaJH IRU \RXUVHOI RU \RXU IaPLO\ PHPEHUV LI WKHUH LV a ORVV RI FRYHUaJH XQGHU WKH SOaQ aV a
UHVXOW RI a TXaOLI\LQJ HYHQW. (YRX RU \RXU IaPLO\ PHPEHUV Pa\ KaYH WR Sa\ IRU VXFK FRYHUaJH. RHYLHZ WKLV VXPPaU\ SOaQ
GHVFULSWLRQ aQG WKH GRFXPHQWV JRYHUQLQJ WKH SOaQ RQ WKH UXOHV JRYHUQLQJ \RXU MPTN COBRA FRQWLQXaWLRQ FRYHUaJH
ULJKWV.)

KaYH a FOaLP IRU EHQHILWV WKaW LV GHQLHG RU LJQRUHG, LQ ZKROH RU LQ SaUW,
GLVaJUHH ZLWK WKH SOaQ¶V GHFLVLRQ RU OaFN WKHUHRI FRQFHUQLQJ WKH TXaOLILHG VWaWXV RI a GRPHVWLF UHOaWLRQV RUGHU RU a PHGLFaO
FKLOG VXSSRUW RUGHU,
EHOLHYH WKaW SOaQ ILGXFLaULHV KaYH PLVXVHG WKH SOaQ¶V PRQH\, RU
EHOLHYH WKaW \RX KaYH EHHQ GLVFULPLQaWHG aJaLQVW IRU aVVHUWLQJ \RXU ULJKWV.



A TERISA SOaQ GRHV QRW JLYH \RX WKH ULJKW WR EH UHWaLQHG aV aQ HPSOR\HH. TKLV POaQ DRFXPHQW aQG SPD LV QRW a FRQWUaFW IRU RU
a JXaUaQWHH RI SUHVHQW RU FRQWLQXHG HPSOR\PHQW. YRX VKRXOG UHWaLQ WKLV VXPPaU\ aQG UHIHU WR LW aV TXHVWLRQV aULVH FRQFHUQLQJ
\RXU SaUWLFLSaWLRQ LQ WKH SOaQ. HRZHYHU, VKRXOG WKHUH HYHU EH aQ\ GLVFUHSaQF\ EHWZHHQ WKLV ERRNOHW aQG WKH RIILFLaO WH[W RI WKH
aSSOLFaEOH MPTN POaQ, RU VKRXOG WKHUH HYHU EH aQ\ FOaLP WKaW LQYROYHV LQWHUSUHWaWLRQ RI VXFK GRFXPHQWV, WKH aSSOLFaEOH MPTN
POaQ aQG QRW WKLV POaQ DRFXPHQW aQG SPD ZLOO FRQWURO.

 
 

 
 
 
 
 
 


