
SUPPLEMENTAL INFORMATION 
For 

 
Choctaw Management Insured Plans 

 
required by the Employee Retirement 

Income Security Act of 1974 
 

As a Plan participant in Choctaw Management’s Insurance Plan, you are entitled to certain 
rights and protection under the Employee Retirement Income Security Act of 1974 (ERISA). 
You should refer to the attached Certificate for a description of when you will become eligible 
under the Plan, the amount and types of benefits available to you, and the circumstances under 
which benefits are not available to you or may end. The Certificate, along with the following 
Supplemental Information, makes up the Summary Plan Description as required by ERISA. 
 
IMPORTANT INFORMATION ABOUT THE PLAN 
 
• The Plan is established and maintained by Choctaw Management, the Plan Sponsor. 
 
• The Employer Identification Number (EIN) is 73-1531149. 
 
• The Plan Number is 501. 
 
• The Insurance Plan is administered directly by the Plan Administrator with benefits provided, in 
accordance with the provisions of the group insurance contract, LK-, issued by LIFE 
INSURANCE COMPANY OF NORTH AMERICA. 
 
• The Plan Administrator is: Choctaw Management 
    2101 West Arkansas St 

Durant OK 74701 
 

The Plan Administrator has authority to control and manage the operation and administration of 
the Plan. 
 
• The Plan Sponsor may terminate, suspend, withdraw or amend the Plan, in whole or in part, at 
any time, subject to the applicable provisions of the Policy. (Your rights upon termination or 
amendment of the Plan are set forth in your Certificate.) 
 
• The agent for service of legal process is the Plan Administrator. 
 
• The Plan of benefits is financed by the Employer and Employees. 
• The date of the end of the Plan Year is December 31. 
 
WHAT YOU SHOULD DO AND EXPECT IF YOU HAVE A CLAIM 
 
When you are eligible to receive benefits under the Plan, you must request a claim form or obtain 
instructions for submitting your claim telephonically or electronically, from the Plan 
Administrator. All claims you submit must be on the claim form or in the electronic or telephonic 
format provided by the Insurance Company. You must complete your claim according to 
directions provided by the Insurance Company. If these forms or instructions are not available, 



you must provide a written statement of proof of loss. After you have completed the claim form 
or written statement, you must submit it to the Plan Administrator. 
The Plan Administrator has appointed the Insurance Company as the named fiduciary for 
adjudicating claims for benefits under the Plan, and for deciding any appeals of denied claims. 
The Insurance Company shall have the authority, in its discretion, to interpret the terms of the 
Plan, to decide questions of eligibility for coverage or benefits under the Plan, and to make any 
related findings of fact. All decisions made by the Insurance Company shall be final and binding 
on Participants and Beneficiaries to the full extent permitted by law. 
 
The Insurance Company has 45 days from the date it receives your claim for disability benefits, 
or 90 days from the date it receives a claim for any other benefit, to determine whether or not 
benefits are payable to you in accordance with the terms and provisions of the Policy. The 
Insurance Company may require more time to review your claim if necessary due to 
circumstances beyond its control. If this should happen, the Insurance Company must notify you 
in writing that its review period has been extended for up to two additional periods of 30 days ( in 
the case of a claim for disability benefits), or one additional period of 90 days (in the case of any 
other benefit). If this extension is made because you must furnish additional information, these 
extension periods will begin when the additional information is received. You have up to 45 days 
to furnish the requested information. 
 
During the review period, the Insurance Company may require a medical examination of the 
Insured, at its own expense; or additional information regarding the claim. If a medical 
examination is required, the Insurance Company will notify you of the date and time of the 
examination and the physician’s name and location. It is important that you keep any 
appointments made since rescheduling examinations will delay the claim process. If additional 
information is required, the Insurance Company must notify you, in writing, stating the 
information needed and explaining why it is needed. 
 
If your claim is approved, you will receive the appropriate benefit from the Insurance Company. 
If your claim is denied, in whole or in part, you must receive a written notice from the Insurance 
Company within the review period. The Insurance Company’s written notice must include the 
following information: 
1. The specific reason(s) the claim was denied. 
2. Specific reference to the Policy provision(s) on which the denial was based. 
3. Any additional information required for your claim to be reconsidered, and the reason this 
information is necessary. 
4. In the case of any claim for a disability benefit, identification of any internal rule, guideline or 
protocol relied on in making the claim decision, and an explanation of any medically-related 
exclusion or limitation involved in the decision. 
5. A statement informing you of your right to appeal the decision, and an explanation of the 
appeal procedure, including a statement of your right to bring a civil action under Section 502(a) 
of ERISA if your appeal is denied. 
 
Appeal Procedure for Denied Claims 
Whenever a claim is denied, you have the right to appeal the decision. You (or your duly 
authorized representative) must make a written request for appeal to the Insurance Company 
within 60 days (180 days in the case of any claim for disability benefits) from the date you 
receive the denial. If you do not make this request within that time, you will have waived your 
right to appeal. 
 



Once your request has been received by the Insurance Company, a prompt and complete review 
of your claim must take place. This review will give no deference to the original claim decision, 
and will not be made by the person who made the initial claim decision. During the review, you 
(or your duly authorized representative) have the right to review any documents that have a 
bearing on the claim, including the documents which establish and control the Plan. Any medical 
or vocational experts consulted by the Insurance Company will be identified. You may also 
submit issues and comments that you feel might affect the outcome of the review. 
 
The Insurance Company has 60 days from the date it receives your request to review your claim 
and notify you of its decision (45 days, in the case of any claim for disability benefits). Under 
special circumstances, the Insurance Company may require more time to review your claim. If 
this should happen, the Insurance Company must notify you, in writing, that its review period has 
been extended for an additional 60 days (45 days in the case of any claim for disability benefits). 
Once its review is complete, the Insurance Company must notify you, in writing, of the results of 
the review and indicate the Plan provisions upon which it based its decision. 
 
YOUR RIGHTS AS SET FORTH BY ERISA 
 
As a participant in Choctaw Managements Insurance Plan you are entitled to certain rights and 
protections under the Employee Retirement Income Security Act of 1974 (ERISA). ERISA 
provides that all plan participants shall be entitled to: 
 
Receive Information About Your Plan and Benefits 
 
Examine, without charge, at the plan administrator's office and at other specified locations, such 
as worksites and union halls, all documents governing the plan, including insurance contracts and 
collective bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed 
by the plan with the U.S. Department of Labor and available at the Public Disclosure Room of the 
Employee Benefit Security Administration. 
 
Obtain, upon written request to the plan administrator, copies of documents governing the 
operation of the plan, including insurance contracts and collective bargaining agreements, and 
copies of the latest annual report (Form 5500 Series) and updated summary plan description. The 
administrator may make a reasonable charge for the copies. 
 
Receive a summary of the plan's annual financial report. The plan administrator is required by 
law to furnish each participant with a copy of this summary annual report. 
 
Prudent Actions by Plan Fiduciaries 
 
In addition to creating rights for plan participants ERISA imposes duties upon the people who are 
responsible for the operation of the employee benefit plan. The people who operate your plan, 
called "fiduciaries'' of the plan, have a duty to do so prudently and in the interest of you and other 
plan participants and beneficiaries. No one, including your employer, your union, or any other 
person, may fire you or otherwise discriminate against you in any way to prevent you from 
obtaining a welfare benefit or exercising your rights under ERISA. 
 
Enforce Your Rights 
 



If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to 
know why this was done, to obtain copies of documents relating to the decision without charge, 
and to appeal any denial, all within certain time schedules. 
 
Under ERISA, there are steps you can take to enforce the above rights. For instance, if you 
request a copy of plan documents or the latest annual report from the plan and do not receive 
them within 30 days, you may file suit in a Federal court. In such a case, the court may require 
the plan administrator to provide the materials and pay you up to $110 a day until you receive the 
materials, unless the materials were not sent because of reasons beyond the control of the 
administrator. If you have a claim for benefits which is denied or ignored, in whole or in part, you 
may file suit in a state or Federal court. If it should happen that plan fiduciaries misuse the plan's 
money, or if you are discriminated against for asserting your rights, you may seek assistance from 
the U.S. Department of Labor, or you may file suit in a Federal court. The court will decide who 
should pay court costs and legal fees. If you are successful the court may order the person you 
have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and 
fees, for example, if it finds your claim is frivolous. 
 
Assistance with Your Questions 
 
If you have any questions about your plan, you should contact the plan administrator. If you have 
any questions about this statement or about your rights under ERISA, or if you need assistance in 
obtaining documents from the plan administrator, you should contact the nearest office of the 
Employee Benefit Security Administration, U.S. Department of Labor, listed in your telephone 
directory or the Division of Technical Assistance and Inquiries, Employee Benefit Security 
Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 
20210. You may also obtain certain publications about your rights and responsibilities under 
ERISA by calling the publications hotline of the Employee Benefit Security Administration. 
 


