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DISABILITY BENEFITS CLAIMS PROCEDURE 

If an employee seeks benefits under the plan he or she should complete, execute and submit a claim 
form. Claim forms and instructions for filing claims may be obtained from the Plan Administrator. 

Guardian is the Claims Fiduciary with discretionary authority to determine eligibility for benefits and 
to construe the terms of the plan with respect to claims. Guardian has the right to secure independent 
professional healthcare advice and to require such other evidence as needed to decide an employee’s 
claim. 

In addition to the basic claim procedure explained in the employee’s certificate, Guardian will also 
observe the procedures listed below. These procedures are the minimum requirements for benefit 
claims procedures of employee benefit plans covered by Title 1 of the Employee Retirement Income 
Security Act of 1974 ("ERISA"). 

 

DEFINITIONS 

"Adverse determination" means any denial, reduction or termination of a benefit or failure to provide 
or make payment (in whole or in part) for a benefit. 

 

TIMING FOR INITIAL BENEFIT DETERMINATION 

The benefit determination period begins when a claim is received. Guardian will make a benefit 
determination and notify a claimant within a reasonable period of time, but not later than the 
maximum time period shown below. A written or electronic notification of any adverse benefit 
determination must be provided. 

Guardian will provide a benefit determination not later than 45 days from the date of receipt of a 
claim. This period may be extended by up to 30 days if Guardian determines that an extension is 
necessary due to matters beyond the control of the plan, and so notifies the claimant before the end of 
the initial 45-day period. Such notification will include the reason for the extension and a date by 
which the determination will be made. If prior to the end of the 30-day period Guardian determines 
that an additional extension is necessary due to matters beyond the control of the plan, and so notifies 
the claimant, the time period for making a benefit determination may be extended for an additional 
period of up to 30 days. Such notification will include the special circumstances requiring the 
extension and a date by which the final determination will be made. 

A notification of an extension to the time period in which a benefit determination will be made will 
include an explanation of the standards upon which entitlement to a benefit is based, any unresolved 
issues that prevent a decision of the claim, and the additional information needed to resolve those 
issues. 

If a claimant fails to provide all information needed to make a benefit determination, Guardian will 
notify the claimant of the specific information that is needed as soon as possible but no later than 45 
days after receipt of the claim. 

If Guardian extends the time period for making a benefit determination due to a claimant’s failure to 
submit information necessary to decide the claim, the claimant will be given at least 45 days to 
provide the requested information. The extension period will begin on the date on which the claimant 
responds to the request for additional information.  
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ADVERSE BENEFIT DETERMINATION  

If a claim is denied, Guardian will provide a notice that will set forth: 

• The specific reason(s) for the adverse determination; 

• References to the specific provisions in the Policy, Certificate, plan or other documents, on which 
the determination is based; 

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

• A description of the plan’s claim review procedures which a claimant may follow to have a claim 
for benefits reviewed and the time limits applicable to such procedures;  

• A statement disclosing any internal rule, guideline, protocol or similar criterion relied on in 
making the adverse benefit determination (or a statement that such information will be provided 
free of charge upon request); or a statement that no internal rule, guideline, protocol or similar 
criterion was relied upon in making the adverse benefit determination; 

• If applicable, an explanation of the basis of disagreement with or not following the views presented 
by you, of health care professionals who treated you and vocational professionals who evaluated 
you; 

• If applicable, an explanation of the basis for disagreeing with or not following the views of any 
medical or vocational expert whose advice was obtained on our behalf in connection with the 
adverse determination, without regard to whether the advice was relied upon in making the 
determination; 

• If applicable, an explanation of the basis for disagreeing with or not following a disability 
determination made by the Social Security Administration that you present to us; 

• A description of the plan’s review procedures and the time limits applicable to such procedures, 
including a statement of the claimant’s right to bring a civil action under ERISA Section 502(a) 
following an adverse benefit determination on appeal, and; 

• In the case of an adverse benefit determination based on medical necessity or experimental 
treatment, notice will either include an explanation of the scientific or clinical basis for the 
determination, or a statement that such explanation will be provided free of charge upon request. 

 

APPEAL OF ADVERSE BENEFIT DETERMINATIONS 

If a claim is wholly or partially denied, the claimant will have up to 180 days to make an appeal. 

Guardian will conduct a full and fair review of an appeal which includes providing to 
claimants the following: 

• The opportunity to submit written comments, documents, records and other information relating to 
the claim; 

• The opportunity, upon request and free of charge, for reasonable access to, and copies of, all 
documents, records and other information relevant to the claim; and 
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• A review that takes into account all comments, documents, records and other information 
submitted by the claimant relating to the claim, without regard to whether such information was 
submitted or considered in the initial benefit determination. 

In reviewing an appeal, Guardian will: 

• Provide for a review conducted by a named fiduciary who is neither the person who made the initial 
adverse determination nor that person’s subordinate; 

• In deciding an appeal based upon a medical judgment, consult with a health care professional who 
has appropriate training and experience in the field of medicine involved in the medical judgment; 

• Identify medical or vocational experts whose advice was obtained in connection with an adverse 
benefit determination; and 

• Ensure that a health care professional engaged for consultation regarding an appeal based upon a 
medical judgment shall be neither the person who was consulted in connection with the adverse 
benefit determination, nor that person’s subordinate. 

Guardian will notify the claimant of its decision not later than 45 days after receipt of the request for 
review of the adverse determination. This period may be extended by an additional period of up to 45 
days if Guardian determines that special circumstances require an extension of the time period for 
processing and so notifies the claimant before the end of the initial 45-day period. 

A notification with respect to an extension will indicate the special circumstances requiring an 
extension of the time period for review, and the date by which the final determination will be made. 

In the event Guardian denies the appeal of an adverse benefit determination, it will: 

• Provide the specific reason or reasons why the appeal was denied; 

• Refer to the specific provisions in the Policy, Certificate, plan, or other documents on which the 
benefit determination is based; 

• Provide a statement that the claimant is entitled to receive, upon request and free of charge, 
reasonable access to and copies of all documents, records, and other information relevant to the 
claimant’s claim for benefits; 

• Provide a statement disclosing any internal rule, guideline, protocol or similar criterion relied on in 
making the adverse benefit determination (or a statement that such information will be provided 
free of charge upon request); or a statement that no internal rule, guideline, protocol or similar 
criterion was relied upon in making the adverse benefit determination; 

• If applicable, provide an explanation of the basis of disagreement with or not following the views 
presented by you, of health care professionals who treated you, and vocational professionals who 
evaluated you; 

• If applicable, provide an explanation of the basis for disagreeing with or not following the views of 
any medical or vocational expert whose advice was obtained on our behalf in connection with the 
adverse determination, without regard to whether the advice was relied upon in making the 
determination; 

• If applicable, provide an explanation of the basis for disagreeing with or not following a disability 
determination made by the Social Security Administration that you present to us; 
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• Provide a statement describing the claimant’s right to bring a civil suit under Section 502(a) of the 
Employee Retirement Income Security Act of 1974 which shall also describe any applicable 
contractual limitations period that applies the claimant’s right to bring such an action, including the 
calendar date on which the contractual limitations period expires for the claim; 

• In the event the adverse benefit determination is based on a medical necessity or experimental 
treatment or similar exclusion or limit, provide either an explanation of the scientific or clinical 
judgment for the determination, applying the terms of the plan to the claimant's medical 
circumstances, or a statement that such explanation will be provided free of charge upon request.  

 

ALTERNATIVE DISPUTE OPTIONS 

The claimant and the plan may have other voluntary alternative dispute resolution options, such as 
mediation. One way to find out what may be available is to contact the local U.S Department of 
Labor Office and the State insurance regulatory agency. 

In addition to any legal rights you may have under section 502(a), if you believe that we have violated 
ERISA’s procedural requirements, you may request that we review any claimed violation(s) and we 
will respond to you within ten days. 


