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SUMMARY OF MATERIAL MODIFICATIONS 
for 

Recreational Equipment, Inc. Benefits Plan 
 

The Recreational Equipment, Inc. Benefits Plan (“the Plan”) and the Summary Plan Description for the 
Plan (“SPD”) are amended effective April 1, 2018 to appoint the Hartford Life and Accident Company, 
formerly Aetna as the Claims Administrator of the long-term disability and life insurance benefits and to 
include the following claims and appeals procedure for the long-term disability and the disability life 
insurance benefits of the Plan provided by Aetna Life Insurance Company.    This document is available 
through REI’s benefit website, www.foryourbenefit-rei.com 
 

The Plan Administrator hereby appoints the Hartford Life and Accident Company (“Hartford”) as 
the Claims Administrator for the long-term disability and life insurance benefits provided by the 
Plan and names Hartford as the claims fiduciary for these Plan benefits.  The Plan Administrator 
delegates to and grants Hartford full discretion and authority to determine the amount and type of 
these benefits and to construe and interpret all terms of the insurance policy that provides these 
benefits under the Plan.     

 

The following procedures apply to the long-term disability benefits and the disability life 
insurance benefits provided by the Plan and replace any and all language in the Plan or SPD that 
conflicts with the terms of this document.   

    

ERISA CLAIM AND APPEAL PROCEDURES FOR CLAIMS FILED ON OR AFTER APRIL 1, 2018  

 

The benefits described in your booklet-certificate (Booklet) for the Plan’s long-term disability and 
disability life insurance benefits (Benefits) are provided under a group insurance policy (Policy) issued 
by Aetna Life Insurance Company (Aetna) and are subject to the Policy’s terms and conditions. The 
Policy and Booklet are incorporated into, and form a part of, the Plan. The Hartford Life and Accident 
Company (Insurance Company) is the Claims Administrator for Aetna disability and life insurance 
policies. The Plan Administrator has designated and named the Insurance Company as the Claims 
Administrator and claims fiduciary for the Benefits provided under the Policy. The Plan Administrator 
has delegated to and granted the Insurance Company full discretion and authority to determine the 
amount and type of Benefits and to construe and interpret all terms and provisions of the Policy, to the 
extent permitted by applicable state law. 

The following claims procedures apply to claims under the long-term disability benefits and the disability 
life insurance benefits provided by the Policy (Benefits) that are filed on or after April 1, 2018. 

CLAIM PROCEDURES 

As stated above, the Insurance Company is the Claims Administrator and the claims fiduciary for Benefits 
provided under the Policy. The Plan has granted the Insurance Company full discretion and authority to 
determine the amount and type of Benefits and to construe and interpret all terms and provisions of the 
Policy, to the extent permitted by applicable state law. 

Claim Procedures for Claims Requiring a Determination of Disability 

Claims and appeals for disability Benefits will be adjudicated in a manner designed to ensure the 
independence and impartiality of the persons involved in making the decision.  Accordingly, decisions 
regarding hiring, compensation, termination, promotion or other similar matters with respect to any 
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individual (such as a claims adjudicator or medical or vocational expert) shall not be made based upon 
the likelihood that the individual will support the denial of benefits. 

Claims for Benefits 

If you or your authorized representative would like to file a claim for benefits for yourself or your insured 
dependents, you or your authorized representative should obtain a claim form(s) from the REI Employee 
Service Center.  The applicable section of such form(s) must be completed by (1) you, (2) REI and (3) 
the attending physician or hospital. Following completion, the claim form(s) must be forwarded to the 
Insurance Company’s claim representative. The Insurance Company will evaluate your claim and 
determine if benefits are payable.  

The Insurance Company will make a decision no more than 45 days after receipt of your properly filed 
claim. The time for decision may be extended for two additional 30 day periods provided that, prior to any 
extension period, the Insurance Company notifies you in writing that an extension is necessary due to 
matters beyond the control of the Insurance Company, identifies those matters and gives the date by 
which it expects to render its decision. If your claim is extended due to your failure to submit information 
necessary to decide your claim, the time for decision may be tolled from the date on which the notification 
of the extension is sent to you until the date the Insurance Company receives your response to our 
request. If the Insurance Company approves your claim, the decision will contain information sufficient to 
reasonably inform you of that decision. 

If your claim is denied in whole or in part, the Insurance Company will provide notice of the adverse 
benefit determination in writing.  This notice will include: 1) the specific reason or reasons for the decision; 
2) specific references to the Policy or Plan provisions on which the decision is based; 3) a description of 
any additional material or information necessary for you to perfect the claim and an explanation of why 
such material or information is necessary; 4) a description of the Insurance Company’s review procedures 
and time limits applicable to such procedures; 5) a statement that you have the right to bring a civil action 
under section 502(a) of ERISA after you appeal the decision and after you receive a written denial on 
appeal; 6) a discussion of the decision, including an explanation of the basis for disagreeing with or not 
following: (a) the views presented by you to the Insurance Company of health care professionals treating 
you and vocational professionals who evaluated you, (b) the views of medical or vocational experts 
whose advice was obtained on behalf of the Insurance Company in connection with the adverse benefit 
determination, without regard to whether the advice was relied upon in making the benefit determination, 
and (c) a disability determination regarding you presented by you to the Insurance Company made by the 
Social Security Administration; 7) 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 charge upon request; 8) either the specific 
internal rules, guidelines, protocols, standards or other similar criteria of the Insurance Company relied 
upon in making the adverse determination or, alternatively, a statement that such rules, guidelines, 
protocols, standards or other similar criteria of the Insurance Company do not exist; 9) 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; and 10) a statement 
prominently displayed in any applicable non-English language clearly indicating how to access the 
language services provided by the Insurance Company. 

Appealing Denials of Claims for Benefits 

If you do not agree with the claims decision and wish to appeal, you or your representative must appeal 
once to the Insurance Company for a full and fair review. You must complete this claim appeal process 
before you file an action in court. Your appeal request must be in writing and be received by the 
Insurance Company no later than the expiration of 180 days from the date you received your claim 
denial. As part of your appeal: 

1. you may request, free of charge, copies of all documents, records, and other information relevant to 
your claim; and 
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2. you may submit written comments, documents, records and other information relating to your claim. 

The Insurance Company’s review on appeal shall take into account all comments, documents, 
records and other information submitted by you relating to the claim, without regard to whether 
such information was submitted or considered in the initial benefit determination. 

Before the Insurance Company can issue an adverse benefit determination on review, the Insurance 
Company shall provide you, free of charge, with any new or additional evidence considered, relied upon, 
or generated by the Insurance Company (or at the direction of the  Insurance Company) in connection 
with the claim; such evidence must be provided as soon as possible and sufficiently in advance of the 
date on which the notice of adverse benefit determination on review is required to be provided to give you 
a reasonable opportunity to respond prior to that date. 

Before the Insurance Company can issue an adverse benefit determination on review based on 
a new or additional rationale, the Insurance Company shall provide you, free of charge, with the 
rationale; the rationale must be provided as soon as possible and sufficiently in advance of the 
date on which the notice of adverse benefit determination on review is required to be provided 
to give you a reasonable opportunity to respond prior to that date. 

The Insurance Company will make a final decision no more than 45 days after it receives your timely 
appeal. The time for final decision may be extended for one additional 45 day period provided that, prior 
to the extension, the Insurance Company notifies you in writing that an extension is necessary due to 
special circumstances, identifies those circumstances and gives the date by which it expects to render its 
decision. If your claim is extended due to your failure to submit information necessary to decide your 
claim on appeal, the time for decision shall be tolled from the date on which the notification of the 
extension is sent to you until the date the Insurance Company receives your response to the request. 
The Insurance Company may also toll the time for a decision to allow you a reasonable opportunity to 
respond to new or additional evidence or a new or additional rationale. Tolling will begin on the date that 
the Insurance Company provides you with new or additional evidence or a new or additional rationale, 
and end when the Insurance Company receives the response or on the date by which the Insurance 
Company has requested a response, whichever comes first. 

The individual reviewing your appeal shall give no deference to the initial benefit decision and shall be 
an individual who is neither the individual who made the initial benefit decision, nor the subordinate of 
such individual. The review process provides for the identification of the medical or vocational experts 
whose advice was obtained in connection with an initial adverse decision, without regard to whether 
that advice was relied upon in making that decision. When deciding an appeal that is based in whole or 
part on medical judgment, the Insurance Company will consult with a medical professional having the 
appropriate training and experience in the field of medicine involved in the medical judgment and who is 
neither an individual consulted in connection with the initial benefit decision, nor a subordinate of such 
individual. If the Insurance Company grants your claim appeal, the decision will contain information 
sufficient to reasonably inform you of that decision.  However, any final adverse benefit determination on 
review will be in writing and include: 1) the specific reason or reasons for the decision; 2) specific 
references to the Policy provisions on which the decision is based; 3) a statement that you are entitled to 
receive, upon request and free of charge, copies of all documents, records, and other information relevant 
to your claim; 4) a statement (a) that you have the right to bring a civil action under section 502(a) of 
ERISA, and (b) describing 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; 5) a discussion of the decision, including an explanation of the basis for disagreeing with or not 
following: (a) the views presented by you to the Insurance Company of health care professionals treating 
you and vocational professionals who evaluated you, (b) the views of medical or vocational experts 
whose advice was obtained on behalf of the Insurance Company in connection with the adverse benefit 
determination, without regard to whether the advice was relied upon in making the benefit determination, 
and (c) a disability determination regarding you presented by you to the Insurance Company made by 
the Social Security Administration; 6) if the adverse benefit determination is based on a medical 
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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 charge upon request; 7) either the specific 
internal rules, guidelines, protocols, standards or other similar criteria of the Insurance Company 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; 8) a statement prominently 
displayed in any applicable non-English language clearly indicating how to access the language services 
provided by the Insurance Company; and 9) any other notice(s), statement(s) or information required by 
applicable law. 

Claim Procedures for Claims Not Requiring a Determination of Disability  

Claims and appeals for benefits will be adjudicated in a manner designed to ensure the independence 
and impartiality of the persons involved in making the decision.  Accordingly, decisions regarding hiring, 
compensation, termination, promotion or other similar matters with respect to any individual (such as a 
claims adjudicator or medical expert) shall not be made based upon the likelihood that the individual will 
support the denial of benefits. 

Claims for Benefits 

If you or your authorized representative would like to file a claim for benefits for yourself or your insured 
dependents, you or your authorized representative should obtain a claim form(s) from the REI Employee 
Service Center.  The applicable section of such form(s) must be completed by (1) you, (2) REI, and (3) 
the attending physician or hospital. Following completion, the claim form(s) must be forwarded to the 
Insurance Company’s claim representative. The Insurance Company will evaluate your claim and 
determine if benefits are payable. 

The Insurance Company will make a decision no more than 90 days after receipt of your properly filed 
claim. However, if the Insurance Company determines that special circumstances require an extension, 
the time for its decision will be extended for an additional 90 days, provided that, prior to the beginning of 
the extension period, the Insurance Company notifies you in writing of the special circumstances and 
gives the date by which it expects to render its decision. If extended, a decision shall be made no more 
than 180 days after your claim was received. If the Insurance Company approves your claim, the 
decision will contain information sufficient to reasonably inform you of that decision. 

However, any adverse benefit determination will be in writing and include: 1) specific reasons for the 
decision; 2) specific references to Policy provisions on which the decision is based; 3) a description of any 
additional material or information necessary for you to perfect the claim and an explanation of why such 
material or information is necessary; 4) a description of the review procedures and time limits applicable to 
such, and 5) a statement that you have the right to bring a civil action under section 502(a) of ERISA after 
you appeal our decision and after you receive a written denial on appeal. 

Appealing Denials of Claims for Benefits 

If you do not agree with the claims decision and wish to appeal, you or your representative must appeal 
once to the Insurance Company for a full and fair review. You must complete this claim appeal process 
before you file an action in court. Your appeal request must be in writing and be received by the 
Insurance Company no later than the expiration of 60 days from the date you received your claim 
denial. As part of your appeal: 

1. you may request, free of charge, copies of all documents, records, and other information relevant to 
your claim; and 
2. you may submit written comments, documents, records and other information relating to your claim. 
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The Insurance Company’s review on appeal shall take into account all comments, documents, 
records and other information submitted by you relating to the claim, without regard to whether 
such information was submitted or considered in the initial benefit determination. 

The Insurance Company will make a final decision no more than 60 days after it receives your timely 
appeal. However, if the Insurance Company determines that special circumstances require an extension, 
the time for its decision will be extended for an additional 60 days, provided that, prior to the beginning of 
the extension period, the Insurance Company notifies you in writing of the special circumstances and 
gives the date by which it expects to render its decision. If extended, a decision shall be made no more 
than 120 days after your appeal was received. If the Insurance Company grants your claim appeal, the 
decision will contain information sufficient to reasonably inform you of that decision. 

However, any final adverse benefit determination on review will be in writing and include: 1) specific 
reasons for the decision and specific references to the Policy provisions on which the decision is 
based, 2) 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, 3) a 
statement of your right to bring a civil action under section 502(a) of ERISA, and 4) any other 
notice(s), statement(s) or information required by applicable law. 

 


